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The dictionary defines “network” in a variety of ways. As 
a noun, it is “an openwork fabric or structure in which rope, 
thread, or wires cross at regular intervals”, “something 
resembling a net”, “a chain of interconnected broadcasting 
stations”, or “a group or system of electric components and 
connecting circuitry designed to function in a specific 
way”. As a verb, the word can mean “to overlay with”, “to 
broadcast over a network”, or “to connect”. The term 
“networking” is defined as “an informal system whereby 
persons having common interests assist each other”.

Nurses use networking in daily practice. They network 
with patients, their families, and other members of the 
health care team. They communicate with others to 
provide continuity of care so patients don’t “fall through 
the cracks”. 

The network truly provides a safety net for our patients, 
but it works only to the extent that we use it. Referring 
back to the first definition above, the network structure is 
composed of components that cross at regular intervals. If 
regular communication between nurses, patients, families, 
and other health care providers is not maintained on a 
regular basis, the “net” does not “work” to help us provide 
safe care.

While the Code of Ethics for Nurses (ANA, 2001) requires 
that our primary commitment is to our patients, it also 
delineates our responsibility to the provision of safe care 
for all patients and to the strengthening of the profession.

Within our places of employment, we have regular 
opportunities to participate in unit-based teams, 
performance improvement initiatives, and other 

Networking: The Power of More than One
committees that help to enhance the way care is provided, 
education is delivered, or research is conducted, depending 
on the practice venue. While it is sometimes easy to feel 
overwhelmed with “ just keeping up”, let alone finding 
time to participate in another committee or project, the 
opportunity to develop ways to provide better, safer care 
leads to time, cost, and energy savings down the road.

Think, for example, about the transition many 
healthcare facilities are currently undergoing in the 
journey from paper-based to electronic health records. 
As software systems are rolled out and facilities “go live” 
with computerized documentation, nurses often complain 
that they can’t find programmed fields to record their 
assessment data, the screens are not easy to navigate, or 
input from other healthcare providers is not easy to locate. 
While there are usually work-arounds to most of these 
challenges, the question arises as to whether there were 
nurses involved in the development of these systems in the 
first place. Only when nurses network with other healthcare 
providers, software developers, and facility decision-makers 
can the voice of nursing be heard. Nursing input in laying 
the groundwork for computerized documentation has 
enabled some organizations to seamlessly integrate this 
process into patient care.

On a broader basis, major changes in our nation’s 
healthcare system are imminent. While no one knows 
exactly how the finished picture will look, there is consensus 
that it will be different than what is currently familiar. 
Change is difficult, and the less people are involved in 
creating a change, the less buy-in they have to the finished 
product. It is important to the future of nursing that nurses 
are involved in creating change and helping to draw the 
picture of the healthcare system of the future.

Nursing has been well represented in numerous venues 
where healthcare system changes have been deliberated. 
Officials from many nursing associations and organizations 
have worked with legislators and others to discuss cost-
effective ways to provide quality care. They have used the 
power of the network not only to interface with others but 
to broadcast the importance of nursing in the healthcare 
system.

Organizational leaders who are now advocating for 
nursing at the state and national levels are only as strong 
as the nurses they represent. When all the dust has settled 
in the current debate about the nation’s health system, 
patients will still need care. Parents will still need teaching 
about child care; persons with chronic diseases will still 
need monitoring and assistance; and those who are dying 
will need support for themselves and their families. Will 
nurses be there for them? Will we still be able to network 
within the system to promote health, help people make 
lifestyle changes, assist those who need to adapt to 
changing health status, and provide care for those unable 
to care for themselves?

Networking is critical to our current practice and to the 
future of the profession, though many times the power of 
this process is unrecognized or undervalued. The network 
of nurses, in one organization or throughout the country, 
is a structure allowing us to “cross at regular intervals” to 
work together, learn together, share best practices, and 
advocate for nursing. Networking allows us to “broadcast” 
our strengths and to be heard as a voice in advocating for 
nursing practice, education, and/or research. Networking 
allows us to connect with and assist each other as we work 
for the advancement of the profession.

How will you network today? 

The Ohio Nurses Foundation is hosting a full day of 
continuing education at the Ohio Nurses Association Biennial 
Convention at the Embassy Suites-Rockside in Independence, 
Ohio on Friday, October 16. 

Choose from one of two morning sessions and/or one 
afternoon session. The cost to attend is $37.50 each, or $75.00 
for the full day (lunch is included). 

Topics include an update on the implementation of 
Ohio’s Safe Staffing Law; a discussion on the criminalization 
of medical errors and strategies for dealing with them in a 
positive manner; an introduction to association leadership; 
and a presentation leadership at the bedside, workplace 
advocacy and the power of positive communication on 
nursing’s image. ANA President Rebecca Patton, MSN, RN, 
CNOR will be a speaker at the afternoon session.

For more details about the event, including speakers, 
contact hours and registration, visit www.ohnurses.org 

and click on the Convention graphic, then click on “Pre-
Convention CE”.

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.

Please contact Sandy Swearingen (sswearingen@ohnurses.
org) 614-448-1030 with any questions about this event.

ONA is on Facebook!
Become a fan of ONA and get the latest association 

information and nursing news. Go to www.ohnurses.org 
and click on “Find us on Facebook”!

Thanks!!

Shannon Richmond
Director of Communication
Ohio Nurses Association
4000 East Main Street
Columbus, OH 43213
P: 614-448-1029
F: 614-237-6074

Attend the Ohio Nurses Foundation’s CE Events in Independence, Ohio on October 16, 2009!
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Issues we otherwise might think we were powerless 
to influence, such as health care reform, safe staffing 
levels, greater access to care, and dozens of others are 
those in which ONA is actively involved. Large, organized 
associations are the most effective tools for the nursing 
profession for influencing policies that protect members 
and allow them to provide the highest quality nursing care 
to the public.

Below is a list of some of the meetings, events and 
organizations at which ONA has represented its members 
over the past two years:

American Nursing Credentialing Center (ANCC)
American Nurses Association (ANA) Board of 
 Directors Meetings
ANA Business Arrangement Taskforce
ANA Constituent Assembly
ANA Constituent Member Assistance Committee
ANA House of Delegates
ANA Planning and Budget Committee
ANA President to President conference calls
Capitol Hill in Washington DC regarding 
 safe staffing initiatives
Center for American Nursing
Coalition for Antibiotic Resistance Education
Coalition formed by the Ohio Chapter of the National 

Association of Social Workers around workplace 
violence

College classrooms in Ohio
Curriculum Review Committee for National Center for 

Healthy Housing
Governor Strickland’s Transition team
Health Care for America Now
Health Care information sessions conducted by 

Congressman Zack Space
Health Policy Institute of Ohio
Health Reform discussion with Congressperson 
 Mary Jo Kilroy
Health Reform Roundtable conducted by 
 U.S. Senator Sherrod Brown
Meeting with Congressman Jim Jordan on health care 

reform in conjunction with the National Leadership 
Council

Midwest State Association Meeting

Representing the Nursing Profession Across the 
State and Nation – Join ONA Today!

National AFL-CIO
National Federation of Nurses (NFN)
Numerous legislative committee hearings and sessions 

of the General Assembly
Nurse Education Study Committee
Nurse Family Partnership PEW Foundation
Nurse Work Group of Health Care Without Harm
Nursing 2015 Initiative (ONA OHA OONE 

Collaboration)
Ohio AFL-CIO
Ohio Association of Advanced Practice Nurses
Ohio Asthma Coalition
Ohio Board of Nursing
Ohio Board of Nursing Committee on Practice
Ohio Board of Nursing CE Advisory Group
Ohio Board of Regents
Ohio Bureau of Workers’ Compensation
Ohio Department of Aging
Ohio Department of Education
Ohio Department of Health
Ohio Department of Job & Family Services
Ohio Department of Mental Health
Ohio Health Care Coverage and Quality Council
Ohio Health Care Trust
Ohio Health Information Partnership Advisory Board
Ohio Health Quality Improvement Implementation 

Team
Ohio Hospital Association
Ohio Medical Reserve Corps Advisory Committee
Ohio Nursing Students Association Convention
Ohio Nursing Students Association Leadership 

Conference
Ohio Nursing Summit
Ohio Statehouse Testimony on numerous subjects 

including staffing; nurses roles in managing
 chronic illnesses; etc.
Ohio’s Smoking Ban ballot initiative
Ohio’s Strategic Coverage Initiatives I & II
Partnership for Chronic Disease
Region 5 of the American Nurse Practitioner’s 

Association
Rural Health Initiative of Ohio
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. 
While members that serve on committees and attend 
meetings are invaluable to the association, a member who 
only pays dues and can’t volunteer or attend functions still 
assists the organization financially, allowing us to continue 
to represent your professional interests statewide and 
nationally. Your membership at any level is valuable as ONA 
endeavors to meet the needs of Ohio’s registered nurses.

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 levels. Dues range from 
$33–$47 a month for non-union nurses based on where you 
work or live. Additionally, we understand the economic 
challenges faced by new graduates, unemployed and retired 
nurses and we offer reduced dues rates to accommodate 
those situations. You can pay your ONA dues monthly by 
having your dues automatically deducted from your bank 
or you can pay the full dues amount annually by check or 
credit card. See 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 page 3 or go to www.ohnurses.org and click 
on Join/Renew to join online.
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Join ONA and Become Part of the Future of Nursing!
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   $25.00 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 $15.00 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
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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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VIST US ON THE WEB 
ANYTIME AT

www.ohnurses.org

Independent Study 
Instructions

To help Ohio nurses meet their obligation to stay current 
in their practice, three independent studies are published 
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.

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.

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 for nurses 
who wish to learn more about Chapter 4723-4 of the Ohio 
Administrative Code (OAC) and how it relates to their 
nursing practice. © 2009, Ohio Nurses Foundation. Expires 
7/2011.

1.0 contact hour of Category A (law and rules) will be 
awarded for successful completion of this independent study.

This independent study was developed by: Kathleen 
Morris, MSA, RN, Director, Nursing Practice, Ohio Nurses 
Association. The authors and planning committee members 
have declared no conflict of interest. There is no commercial 
support for this independent study.

OBJECTIVE
Upon completion of this independent study, the learner 

will be able to:
1. Describe the standards of practice relative to the 

RN as defined in Chapter 4723-4 of the Ohio 
Administrative Code.

The Ohio Administrative Code (OAC) Chapter 4723-
4 holds a special place of prominence among the rules 
giving substance to the Ohio Revised Code (ORC), Chapter 
4723, also known as the Nurse Practice Act. This chapter 
establishes the minimal standards of safe nursing practice for 
the advanced practice nurse, registered nurse, and licensed 
practical nurse… the yardstick for defining and measuring 
what is or is not acceptable practice of the licensed nurse in 
Ohio. These standards apply to all licensed nurses, whether 
novice or experienced practitioner and in all settings in 
which nurses provide care, whether for remuneration or as 
a volunteer.

The licensed nurse must be thoroughly familiar with 
the criteria of professional nursing practice as defined in 
Chapter 4, as these criteria provide the mirror against which 
both self-assessment and assessment for the purpose of 
discipline may be gauged. If for no other reason, self-interest 
should dictate that a nurse understand the criteria used to 
protect the public through the licensing and discipline of 
purveyors of nursing care.

The Law
The law, Ohio Revised Code (ORC) 4723.01 (B), also 

referred to as the Nurse Practice Act and from which the 
rules of the Administrative Code are promulgated, states 
that the practice of nursing as a registered nurse: 

“Means providing to individuals and groups nursing care 
requiring specialized knowledge, judgment, and skill derived 
from the principles of biological, physical, behavioral, social, 
and nursing sciences. Such nursing care includes:

1) Identifying patterns of human responses to actual 
or potential health problems amenable to a nursing 
regimen;

2) Executing a nursing regimen through the selection, 
performance, management, and evaluation of nursing 
actions;

3) Assessing health status for the purpose of providing 
nursing care;

4) Providing health counseling and health teaching;
5) Administering medications, treatments, and 

executing regimens authorized by an individual who 
is authorized to practice in this state and is acting 
within the course of the individual’s professional 
practice;

6) Teaching, administering, supervising, delegating, and 
evaluating nursing practice (emphasis added).”

In contrast, the practice of nursing as a licensed practical 
nurse, ORC 4723.01 (F): 

“Means providing to individuals and groups nursing 
care requiring the application of basic knowledge of the 
biological, physical, behavioral, social, and nursing sciences 
at the direction of a licensed physician, dentist, podiatrist, 
optometrist, chiropractor, or registered nurse (emphasis 
added). Such nursing care includes:

1) Observation, patient teaching, and care in a diversity 
of health care settings;

2) Contributions to the planning, implementation, and 
evaluation of nursing;

3) Administration of medications and treatments 
authorized by an individual who is authorized in this 
state and is acting within the course of the individual’s 
professional practice, except that intravenous therapy 
shall be performed only in accordance with section 
4723.17 or 4723.171 of the Revised Code. Medications 
may be administered by a licensed practical 
nurse upon completion of a course in medication 
administration approved by the Board of Nursing; 

4) Administration to an adult of intravenous therapy 
authorized by an individual who is authorized 
to practice in this state and is acting within the 
course of the individual’s professional practice, on 
the condition that the licensed practical nurse is 
authorized under section 4723.17 or 4723.171 of the 
Revised Code to perform intravenous therapy and 
performs intravenous therapy only in accordance with 
those sections;

5) Delegation of nursing tasks as directed by a 
registered nurse;

6) Teaching nursing tasks to licensed practical nurses 
and individuals to whom the licensed practical nurse 
is authorized to delegate nursing tasks as directed by 
the registered nurse.”

The major areas which differentiate registered nurse 
from licensed practical nurse practice include (1) the 
extent of the knowledge base, i.e., specialized versus basic, 
(2) differences in the application of nursing process, and 
(3) the secondary nature of the practical nurse scope of 
practice.

The practical nurse functions with direction or guidance 
from the physician, dentist, podiatrist, optometrist, 
chiropractor, or registered nurse: he/she does not possess 
a completely independent scope of practice. Direction is 
defined as communication of a plan of care. Direction 
may be provided via verbal communication, physician 
orders, care plans, delegation, or telecommunication, but 
it must originate with those persons authorized to provide 
guidance and direction in the law. Note that only the 
registered nurse may direct the practical nurse to delegate 
or teach nursing tasks.

Although Chapter 4 provides definitions for the four 
types of advanced practice nurses recognized in Ohio 
law (certified nurse-midwife, certified nurse practitioner, 
clinical nurse specialist, and certified registered nurse 
anesthetist), the scopes of practice for these nurses are 
contained in the Ohio Revised Code, Section 4723.43. 
Nevertheless, all the standards for nursing care described 
in Chapter 4 of the rules apply to advanced practice nurses 
through their initial license as a registered nurse. Advanced 
practice nurses must maintain their registered nurse license 
as well as their certificate of authority (COA), the additional 
license required to practice in an advanced role.

The Rules
General Information: Rule 4723-4-01 OAC

Rules “flesh out” the law and provide a plan of action or 
means by which the law will be enforced. Thus, the purpose 
of the rules in Chapter 4 of the Administrative Code is to 
expand and further define the minimal safe standards 
of nursing care delivered by the licensed nurse and to set 
parameters for evaluating that care. The Board of Nursing 
then meets its mission of protecting the public by licensing 
or restricting licensure through application of the rules.

The general information section, OAC 4723-4-01, 
delineates the purpose(s) of the chapter, defines licensure 
classifications and various terms used in the chapter.

Although no longer included in this section, the 
definitions of acceptable and/or prevailing standards are 
useful to understand. “Acceptable” standards of nursing 
care refer to the knowledge and safety base all nurses 
should possess by virtue of their training and education. 
It also refers to the knowledge and use of mandated 
federal, state, local, and facility regulations/policies such 
as infection control, blood-borne pathogens standards, 
and confidentiality of client information. Ignorance 
of applicable law, regulations, or standards is never an 
acceptable excuse for failing to provide nursing care within 
the recognized standards. 

“Prevailing” refers to nursing care as it is commonly 
delivered by licensed nurses within a setting, similar 
settings, and, rarely, within a specific geographic area. 
Geographic area was previously held to impact practice 
due to opportunities, or lack thereof, of resources such as 
equipment and personnel. With the advent of advances in 
telecommunication and the concomitant availability of 
information, the locale or geographic conditions relating 
to nursing practice have largely been eliminated from 
consideration in determining “prevailing” nurse practice.

The term “clinical judgment” was added to the 
definitions as of February 1, 2009. Clinical judgment is 
defined as “the application of the nurse’s knowledge and 
experience in making decisions about client care.”

The rules of this chapter may be further divided into 
those standards that relate to competent practice, client 
safety, and nursing process. Each area is further subdivided 
into the standards for the registered nurse, licensed 
practical nurse, and advanced practice nurse.

Standards Relating to Competent Practice as a RN: 
Rule 4723-4-03 OAC

This section begins by reiterating the accountability of 
the registered nurse for maintaining practice in accordance 
with the laws regulating the practice of nursing and the 
rules of the Board. Ignorance of the law and rules is never 
an acceptable excuse for substandard practice. In fact, one 
of the reasons nursing law and rule education is mandated 
in Ohio is to insure that licensed nurses are regularly 
exposed to the law and rules concerning nursing practice.

Competency and accountability extends to all areas 
of practice in which the nurse is engaged, including 
the “consistent performance of all aspects of nursing 
care; and recognition, referral or consultation, and 
intervention, when a complication arises” during or after 
the performance of a specific function or procedure.

Ohio Administrative Code 4723-4
Standards of Practice Relative to the RN and LPN
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This is an important passage to consider when the nurse 
“floats” from unit to unit or is asked to take a temporary 
assignment on an unfamiliar unit. The nursing supervisor, 
nurse manager, and the temporary or float nurse need to 
consider the competencies and skills which will be required 
of the nurse in relation to the work environment to which 
he/she has been assigned. The nurse must be prepared 
to relate what aspects of patient care he/she is and is not 
capable of providing based on personal competency. In 
turn, the nursing supervisor and nurse manager should 
make assignments based on the best match of needs and 
skills. Nurses who feel they must accept an assignment 
for which they lack competency should document their 
request for resources and why they feel the assignment is 
unsafe. Saving this documentation may prove helpful if 
a lawsuit or disciplinary action arises from an untoward 
incident that occurred during the unsafe assignment. (This 
documentation is a personal record and is not intended to 
be included in the patient record.) 

Nursing care which falls outside the realm of basic 
nursing preparation (nursing school) may be provided 
by the nurse fulfilling the requirements of Rule 4723-4-
03 (D) OAC. These requirements are a frequent topic of 
interest as nurses are continually learning new procedures, 
incorporating the use of new technologies into practice, 
and expanding their role in various health care settings. 
The requirements of Rule 4723-4-03 (D) OAC state:

“A registered nurse may provide nursing care which is 
beyond basic nursing preparation for a registered nurse, 
provided:

1) The nurse obtains education which emanates from a 
recognized body of knowledge relative to the nursing 
care provided;

2) The nurse demonstrates knowledge, skills, and 
abilities necessary to provide the nursing care;

3) The nurse maintains documentation satisfactory to 
the Board of meeting the requirements set forth in 
paragraphs (D) (1) and (D) (2) of this rule;

4) When the nursing care to be provided is in 
accordance with division (B) (5) of section 4723.01 
of the Revised Code, the nurse has a specific current 
prescribed regimen from an individual who is 
authorized to practice in this state and is acting 
within the course of the individual’s professional 
practice; and

5) The nursing care does not involve a function or 
procedure which is prohibited by any other law or 
rule.”

Rather than providing a laundry list of procedures, 
the Board expects each nurse to use a decision-making 
process to determine if they are adequately prepared to 
perform a procedure or skill which is beyond the realm of 
basic nursing practice. The Ohio Board of Nursing offers 
a decision-making tree (Figure 1) which can be adapted 
to any scope of practice question and directs the nurse 
through the process described above. The decision-making 
model may be accessed at www.nursing.ohio.gov/Practice.
htm. A word of caution concerning the acquisition of 
knowledge and skills beyond the basic preparation level: Be 
sure to include a comprehensive list of the education and 
skills necessary to treat untoward outcomes. A nurse should 
not progress to a practice outside of basic scope without 
being able to react with speed and precision when the 
patient experiences an unexpected or adverse outcome.

The “recognized body of knowledge” referred to in 
Rule 4723-4-03 (D) (1) OAC usually comes from national 
professional associations who specialize in a specific area 
of practice. These associations are not limited to nursing 
organizations; for instance, the standards for cardiac 
stress testing come from the Academy of Sports Medicine 
and the College of Cardiology. Likewise, prohibitions that 
may impact nursing practice may be located in medical, 
pharmacy, or other rules. Prohibitions, like nationally 
recognized standards, are not limited to those included in 
Ohio’s nursing law or rule.

Documentation of preparatory education, skill 
acquisition, and continuing competency must be 
maintained for the Board’s perusal should the practice 
ever be called into question. Written documentation is 
recommended.

Figure 1: Scope of Practice Decision Making Model

The evolution of nursing practice almost always occurs 
prior to any change in law or rule. Thus, the nurse must 
prepare him/herself by developing competency in the new 
area of practice. New areas of nursing practice should also 
be augmented by the facility interested in expanding the 
role of the nurse. The facility should provide assistance in 
competency development and have supporting policy and 
procedure.

The Ohio Board of Nursing has developed guidelines 
related to specific nursing practices that generate frequent 
inquiries (Figure 2). These guidelines are not considered 
Ohio nursing law or rule, but do reference those law 
and rules that impact practice, as well as interpret what 
competencies the nurse should possess when carrying 
out the procedure addressed in the guideline. Guidelines 
may be accessed at the Ohio Board of Nursing web site at 
www.nursing.ohio.gov/Practice.htm. A guide to using the 
interpretive guidelines is also provided.

Figure 2: Interpretive Guidelines

Rule 4723-4-03 (E-F) OAC goes on to say that the 
registered nurse shall timely implement and/or clarify any 
prescription regimen, direction, or treatment regimen. 
If the nurse believes that the direction or regimen is 
inaccurate, not properly authorized, not current or valid, 
harmful or potentially harmful, or contraindicated by 
other documented information, the nurse must clarify the 
order using the following methods:

1) Consult with an appropriate licensed practitioner;
2) Notify the ordering practitioner when the registered 

nurse makes the decision not to follow the order 
or administer the medication or treatment as 
prescribed;

3) Document that the practitioner was notified of the 
decision not to follow the order or administer the 
medication or treatment, including the reason for 
not doing so; and 

4) Take any other action needed to assure the safety of 
the client.

Therefore, the nurse has a duty, as described in 
administrative rule, to weigh each order or direction 
carefully, to clarify conflicting or potentially harmful 
orders, and to document accordingly. The fact that a 
practitioner, licensed to prescribe, ordered a certain 
medication or treatment regimen does not release the 
nurse from liability for indiscriminately carrying out 
directions without prior evaluation of the direction 
for appropriateness, potential for harm, and proper 
authorization. The nurse is another link in the chain 
responsible for preventing and allaying errors in patient 
care.

•	 Introduction:	Utilizing	Interpretive	
Guidelines

•	 Guidelines	for	Conservative	Sharp	Wound	
Debridement

•	 Guidelines	for	Intrapartum	Monitoring	of	
Obstetrical Patients Receiving Epidural 
Infusions

•	 Guidelines	for	Monitoring	and	
Management of Epidural Infusions

•	 Guidelines	for	Administration	of	
Medications, and Monitoring of Patients 
Receiving Intravenous Moderate Sedation 
for Medical/Surgical Procedures

•	 Guidelines	for	the	Care	of	Patients	
Receiving Intramuscular, Subdermal, or 
Subcutaneously Injected Medications for 
Cosmetic/Aesthetic Treatment
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Additionally, Rule 4723-03(G-J) OAC describes the 
registered nurses obligation to report and consult with 
other members of the health care team, maintain patient 
confidentiality, and obtain patient consent for the release 
of identifiable patient health care information. Finally, 
whenever the nurse observes, advises, instructs, teaches, 
or evaluates nursing care, he/she must use acceptable 
and prevailing standards in doing so. It is not acceptable, 
for instance, to ignore the personal protective equipment 
required for a procedure because the learner has difficulty 
performing the procedure while wearing gloves… or 
because the face shield makes him/her uncomfortable.

This section closes with a standard for providing 
direction to the LPN: “When a registered nurse provides 
direction to a licensed practical nurse… the registered 
nurse shall first assess:

1) The condition of the client who needs nursing care, 
including but not limited to, the stability of the 
client;

2) The type of nursing care the client requires;
3) The complexity and frequency of the nursing care 

needed;
4) The training, skill and ability of the licensed 

practical nurse, who will be performing the specific 
function or procedure, to perform the specific 
function or procedure; and 

5) The availability and accessibility of resources 
necessary to safely perform the specific function or 
procedure.”

If these guidelines sound familiar, it is because they 
are the same precepts used by the registered nurse when 
delegating to unlicensed assistive personnel (4723-13 OAC). 
The concepts used to determine whether or not to delegate 
a nursing task are very similar to those used in providing 
direction.

Delegation refers to the transfer of authority from one 
who has the authority to act by virtue of their license, 
to one who does not. In the case of the practical nurse, 
their license does provide them with authority to act; i.e., 
making observations, collecting data, and contributing 
to the care planning process with appropriate direction. 
Because direction is most often provided by the registered 
nurse, the registered nurse must use the process described 
in Rule 4723-4-03 (K) OAC to determine the safety and 
appropriateness of that direction. The licensed nurse 
protects his/her practice and accountability for patient 
outcomes by utilizing the rules correctly.

In short, the licensed practical nurse should be assigned 
to work with a designated registered nurse, giving the 
registered nurse time to assess the patients and provide 
direction to the LPN.

Standards Relating to Competent Practice as a Licensed 
Practical Nurse: Rule 4723-4-04 OAC

Rule 4723-4-04 OAC regarding competent practice 
by the licensed practical nurse is much like the previous 
section in its description of scope of practice, practice 
outside basic preparation, implementation and/or 
clarification of orders, and maintenance of patient 
confidentiality.

Standards Relating to Competent Practice as a Certified Nurse-
Midwife, Certified Nurse Practitioner, Certified Registered 
Nurse Anesthetist, or Clinical Nurse Specialist: Rule 4723-4-05 
OAC

This brief section of Chapter 4 states that the advanced 
practice nurse shall practice in accordance with the law 
(Nurse Practice Act), the rules of the Board, and this 
chapter. The standards for a licensed nurse described in 
this chapter apply equally to the licensed practical nurse, 
registered nurse and the advanced practice nurse.

Standards of Nursing Practice Promoting Client Safety: Rule 
4723-4-06 OAC

This rule is often referred to when answering questions 
from nurses regarding identification requirements, 
patient abandonment, and maintenance of professional 
boundaries.

Rule 4723-4-06 (A) OAC states that “at all times the 
licensed nurse providing direct patient care shall display 
their applicable title or initials as set forth in 4723.03 of the 
Revised Code to identify the nurse’s relevant licensure…” 
This section does not say that an employer must provide 
the identification badge or that only first, last, or both 
names be included on the badge. Decisions regarding the 
provision of employee badges and what names, if any, will 
be on the badge are policy decisions to be made by the 
employer. The responsibility to display licensure status 
rests with the nurse licensee. Rule 4723-4-06 (C) OAC 
further requires that any licensed nurse engaged in nursing 
practice via telecommunication verbally express their 
license status when interacting with a client or a health care 
provider on behalf of the client.

Rule 4723-4-06 (D-H) OAC deals with specific 
responsibilities of the licensed nurse. Rule 4723-4-06 (D) 
OAC states: “A licensed nurse shall delegate a nursing task, 
including medication administration, only in accordance 
with Chapter 4723-13, 4723-23, 4723-26, or 4723-27 of 
the Administrative Code.” Note that the delegation of 
medication administration to unlicensed persons in 
most settings is limited to over-the-counter (OTC) topical 
medications, OTC eye drops, OTC ear drops, suppository 
medications, foot soak treatments, and enemas [See Rule 
4723-13-05 OAC].

Other nursing law and rules exist that specify the 
medications that may be delegated in certain settings to 
certificate-holders of the Board (Figure 3). 

Figure 3: Rules Regarding Delegation of Medications

Additional law and rules that may impact medication 
administration by an unlicensed person exist for education 
settings and settings that serve persons with developmental 
disabilities. These rules may be located in the sections of 
the Ohio Administrative Code specific to education or 
developmental disabilities. 

Rule 4723-4-06 (E-H) OAC states the following:
(E) “A licensed nurse shall, in a complete, accurate, 

and timely manner, report and document nursing 
assessments or observations, the care provided by 
the nurse for the client, and the client’s response to 
that care.

(F) A licensed nurse shall accurately and timely report to 
the appropriate practitioner errors in or deviations 
from the current valid order.

(G) A licensed nurse shall not falsify any client record 

or any other document prepared or utilized in the 
course of, or in conjunction with, nursing practice. 
This includes, but is not limited to, case management 
documents or reports or time records, reports, 
and other documents related to billing for nursing 
services.

(H) A licensed nurse shall implement measures to 
promote a safe environment for each client.”

It should be noted that Rule 4723-4-06 (E) OAC provides 
the nurse with comprehensive direction regarding charting 
or documentation. Of necessity, charting is often given 
low priority by the nurse… especially if patient care needs 
are pressing and/or staffing is inadequate. Some facilities 
are unwilling to pay their nurses overtime pay to complete 
charting outside of regular shift hours. These practices 
threaten a nurse’s license by ignoring the mandate given in 
the rules for complete, accurate, and timely documentation 
of assessments, nursing care provided, and the patient’s 
response to that care. Anything less leaves the nurse, 
and the facility, open to liability. Expedited methods of 
charting, such as charting by exception (charting only 
those responses which are outside the normal or expected 
range of responses), are difficult to interpret and defend in 
lawsuits; as well, charting by exception may be unacceptable 
to third party payers as criteria for financial reimbursement 
to the facility for rendered services. Flow sheets, check lists, 
and the like are more acceptable and defendable methods 
of expediting documentation in a busy care environment.

Never pre-chart! Nurses have been disciplined by their 
employers and the Board for this practice.

Nurse convicted of falsifying Medicare/Medicaid records 
(see Rule 4723-4-06 (G) OAC) may have difficulty finding 
employment even if they maintain a license or a license 
with restriction. Violation of some federal and/or state 
Medicare/Medicaid laws can carry penalties restricting 
employment for significant lengths of time.

Rule 4723-4-06 (H) OAC is the rule referred to 
when nurses inquire about being charged with patient 
abandonment in connection with refusing an overtime 
assignment. In fact, the Ohio law and rules regarding 
nursing do not address the issue of patient abandonment 
directly, or in those words. Instead, the nurse is charged 
with providing a safe environment for the patient. This 
could include keeping the patient environment free of 
hazards such as obstructions, providing adequate lighting, 
using side rails or restraints appropriately, and providing a 
means to summon assistance… such as a call button within 
reach.

Denying the patient any of these rights would be 
contrary to the charge of providing for a safe patient 
environment. In the hospital or similar setting, as long as 
the patient can call for assistance and there is someone 
present to answer the call, failure to provide a safe 
environment (patient abandonment) has not occurred. 
Nurses who refuse overtime or other unsafe assignments 
will likely not be disciplined for failure to provide a safe 
environment by the Board of Nursing. This does not protect 
the nurse from discipline or termination on the part of the 
employer, however.

Much of the remainder of 4723-4-06 OAC deals with 
professional boundaries. Professional boundaries refer 
to the status and conduct of the relationship between 
patient and the nurse and are further based on the 
profession’s code of conduct or ethics. Basically, the nurse 
may not engage in any conduct which may cause physical, 

4723-13: Delegation of Nursing Tasks
4723-23: Dialysis Technicians
4723-26: Community Health Workers
4723-27: Medication Aides
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emotional, or mental harm to the patient… including 
misappropriation of the patient’s assets or inappropriate 
involvement in the patient’s family or financial matters. 
Nor may a licensed nurse engage in sexual conduct with 
a client or conduct that may be interpreted as sexual in 
nature. In the case of professional relationships, the patient 
is always presumed incapable of free will, full, or informed 
consent to sexual activity with the nurse, regardless of who 
instigates the relationship. Some state boards of nursing 
place a time limit on when a patient is no longer considered 
a patient; others say that it is never acceptable to develop a 
romantic relationship with a patient… former or otherwise. 
Establishing a romantic relationship with a mental health 
patient, even after discharge of that patient, is equally 
unacceptable and several nurses have been disciplined 
for this offense. Persons with mental health problems 
often continue treatment on an outpatient basis and are 
considered vulnerable despite being discharged from acute 
care.

Gifts such as school loans, cars, cell phones… even being 
included in a patient’s will are unacceptable, however well-
meaning on the part of the patient. Patients who insist on 
making a gift can be directed to provide a donation to a 
charity, healthcare facility, or nursing organization of their 
choice.

The next portion of this section, 4723-4-06 OAC, 
charges the nurse in an administrative role with verifying 
that each nurse or certificate-holder under their 
supervision possesses a valid and current nursing license 
or certificate. As of February 1, 2009, paper licenses will no 
longer be issued by the Board. Verification of licensure can 
be made via the Board’s web site at www.nursing.ohio.gov/
Verification.htm.

Additionally, this section establishes the important 
standard of peer evaluation. Rule 4723-4-06 (O) OAC states 
that when nursing practice is supervised or evaluated, it 
must be accomplished through the services of another 
licensed nurse. This rule offers the nurse some protection 
from having evaluations of nursing care dictated by 
administrators or other persons who are not conversant 
with the nursing role.

Nurses employed in school settings, occupational health, 
home health, or other areas where they may be the sole 
nurse may receive evaluation of their adherence to company 
policies, attendance, etc. by a non-nurse. However, another 
registered nurse will need to be secured to evaluate the 
quality of the nursing care rendered.

Similarly, the practice of a licensed practical nurse may 
be evaluated only by the registered nurse. 

When practice of an advanced practice nurse is 
evaluated, the collaborating or supervising physician 
or a nurse holding a similar current, valid certificate of 
authority may provide the evaluation of practice [Rule 
4723-4-05 (B-C) OAC].

Lastly, 4723-4-06 (P) OAC states that “A licensed 
nurse shall not make any false, misleading, or deceptive 
statements, or submit or cause to be submitted any false, 
misleading or deceptive information, or documentation to:

(1)  The board or any representative of the board;
(2)  Current employers;
(3)  Prospective employers when applying for positions 

requiring a nursing license;
(4)  Facilities in which, or organizations for whom, the 

nurse is working a temporary or agency assignment;
(5)  Other members of the client’s health care team; or
(6)  Law enforcement personnel.”

Standards for Implementing the Nursing Process as a Registered 
Nurse: Rule 4734-4-07 OAC

Rule 4723-4-07 (A) OAC states that “the nurse 
collaborates, as appropriate, with the client, family, 
significant others, and other members of the health care 
team in applying the steps of the nursing process. The 
following standards shall be used by a registered nurse, 
using critical thinking and clinical judgment, in applying 
the nursing process for each client under the registered 
nurse’s care…” The standards of nursing process, as 
defined in this rule, include:

• Assessment: collection, documentation, and 
reporting of subjective and objective data;

• Analysis: interpret data and establish, accept, or 
modify a nursing diagnosis to be used as the basis 
for nursing interventions;

• Planning: develop, maintain, or modify the nursing 
component of the plan of care and communicate the 
nursing care plan to all members of the health care 
team;

• Implementation: implement the nursing care plan 
by executing valid orders, giving direct nursing care, 
and assisting with care of the client, and delegating;

• Evaluation: evaluate, document and report the 
client’s response to nursing interventions and 
progress towards expected outcomes to members of 
the health care team. Reassess, revise the nursing 
diagnosis, and make changes in interventions.

The board’s definition of assessment, the collection, 
documentation, and reporting of objective and subjective 
data, is different from that used by most registered nurses 
on a day to day basis, and which restricts assessment to 

the registered nurse only. However, using the board’s 
definition, a licensed practical nurse may assess by 
collecting objective and subjective data. For instance a new 
patient may receive an admission assessment, but if that 
assessment is limited to the collection of weight, height, 
allergies, reason for hospitalization, etc., an LPN may 
collect that data regardless of the title that appears on the 
form. The analysis piece… interpretation of the admission 
data and the formation of a nursing diagnosis or care plan 
is limited to the registered nurse.

Standards for Implementing the Nursing Process as a Licensed 
Practical Nurse: Rule 4723-4-08 OAC

The elements of the nursing process as applied by the 
licensed practical nurse are distinguished from that of 
the registered nurse in the definition of each element. In 
each element, the LPN contributes objective and subjective 
observations to the nursing plan. The analysis piece of 
nursing process does not appear in this rule and is not 
within the scope of the LPN’s practice. In situations in 
which the LPN works alone, as in home care, the patient 
must first be seen by a registered nurse so that a plan of 
care may be developed. The LPN should also have access 
to the registered nurse and others from whom they are 
receiving direction at all times so that observations on the 
patient’s condition and response to interventions may be 
reported. Some form of telecommunication is generally 
acceptable.

Specialty Certification: Rule 4723-4-09 OAC
This rule sets forth the standards for using a title or 

initials indicating certification in a specialty area of nursing. 
The certification must be granted from a nationally-
recognized certifying organization. The registered nurse 
may use these initials after the title of Registered Nurse 
or RN; however, a nurse is not required to display initials 
of certification. Likewise, institutions are not obligated to 
include certification initials on employee name badges. 
Employer policy will also dictate whether or not indication 
of certification is to be used in documentation.

Professional Standards 
The scope and standards of practice established by the 

American Nurses Association or other nursing groups are 
complementary to those in state law. Although standards 
developed by a professional association are not considered 
legal standards, they may be used by regulatory boards 
to establish current and appropriate nursing practice 
when reviewing competency development or determining 
disciplinary actions. The regulatory board may also refer 
to professional standards and position statements when 
developing opinions or guidelines concerning the nurse’s 
role in providing specific kinds of nursing care.

The professional association may reject members who 
knowingly violate professional standards of practice or 
ethical codes.

Conclusion
The Ohio Administrative Code 4723-4 defines the 

minimal standards of safe nursing practice for the 
registered nurse and licensed practical nurse. These rules 
apply across settings and to every level of licensed nurse, 
whether beginner or seasoned professional.

Ohio nursing law and rules may be accessed at at www.
nursing.ohio.gov. 
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DIRECTIONS: Please complete the post-test and evaluation 
form. There is only one answer per question. The evaluation 
questions must be completed and returned with the post-test 
to receive a certificate.

Name: ________________________ Final Score: ___________

1. Licensed nurses practicing beyond the basic preparation 
for a licensed nurse:
a. Must obtain written permission from the employer
b. Should have documented evidence of their 

knowledge, skills, and abilities relevant to the 
practice

c. Are advanced practice nurses
d. Will automatically have their license revoked

2. The law concerning nursing practice:
a. Is also known as the Nurse Practice Act
b. Is found in Section 4723 of the Ohio Revised Code
c. Defines the practice of registered nurses and licensed 

practical nurses
d. All the above

3. Licensed Practical Nurses:
a. Have an independent scope of practice
b. May collect and analyze data for the nursing care 

plan
c. Work at the direction of the physician only
d. Provide care requiring the application of basic 

knowledge of the sciences

4. Standards promoting patient safety include:
a. Displaying licensure status 
b. Providing privacy for the patient
c. Maintaining a safe environment for the patient
d. All the above

5. A nurse may be disciplined for patient abandonment by 
the Ohio Board of Nursing:
a. If he/she leaves a discharged patient in the ED to 

wait for a ride home
b. If he/she refuses to work mandatory overtime
c. If he/she leaves the patient in an inadequately staffed 

unit
d. Ohio does not have a rule which addresses patient 

abandonment

6. Professional boundaries:
a. Refer to the ethical and moral obligations of the 

nurse to maintain a therapeutic relationship with the 
patient

b. Do not preclude the patient from giving the nurse a 
backrub

c. Do not apply if the patient initiates the romantic 
relationship

d. Allow you to solicit money from patients for good 
purposes

7. Charting requirements for licensed nurses:
a. Include complete, accurate, and timely 

documentation of nursing care
b. Include the patient’s response to treatment
c. Are addressed in the Ohio Administrative Code
d. All the above

8. When directing the LPN, the RN should:
a. Consider the LPN’s independent scope of practice
b. Incorporate the concepts of direction and delegation
c. Encourage the LPN to use “analysis” when writing a 

nursing care plan
d. None of the above

9. Licensed nurses must:
a. Introduce themselves by licensure status when 

talking to a patient’s primary care provider
b. May omit the requirements of a nursing procedure 

when  teaching or evaluating an unlicensed caregiver
c. Copy their license and provide the copy to their 

supervisor
d. Wear white

10. When considering whether a violation of safe standards 
occurred, the Board may consider all the following, 
except:
a. Documentation of competency
b. Appropriate use of side rails and/or restraints
c. Years of practice
d. Provision of a means to summon assistance

11. A licensed nurse who floats to different units:
a. Is still accountable for competent practice 
b. Should not accept assignments for which he/she does 

not hold competency
c. Should inform the charge nurse/supervisor of what 

they can or cannot do based on their competency
d. All the above

12. According to OAC 4723-4, evaluation or supervision of 
the registered nurse may only be conducted by:
a. A registered nurse
b. A licensed practical nurse
c. The CEO
d. None of the above

13. When providing direction for the LPN, the RN should 
consider all the following, except:
a. The stability of the patient
b. The treatments that will need to be delegated to the 

LPN
c. The kinds of nursing care required
d. The skills and abilities of the LPN

Post Test and Evaluation – Ohio Administrative Code 4723-4: Standards of Practice Relative to the RN and LPN
14. A licensed nurse who finds a questionable treatment or 

medication order must: 
a. Ensure the safety of the patient
b. Document notification of the ordering practitioner
c. Inform the ordering practitioner that the order was 

not carried out
d. All the above

15. Standards for implementing the nursing process as an RN 
include:
a. Conducting and documenting a nursing assessment of 

the patient
b. Executing a current prescribed regiment from an 

authorized prescriber
c. Modifying a nursing diagnosis as necessary to provide 

appropriate nursing interventions
d. All the above

16. Only a registered nurse may supervise and evaluate a 
licensed practical nurse.
a. True
b. False

17. It is okay to accept a school loan from a patient if you pay 
them back promptly.
a. True
b. False

18. The LPN may receive direction to delegate or teach 
nursing tasks from a licensed physician, dentist, 
optometrist, chiropractor, podiatrist, or registered nurse.
a. True
b. False

19. Licensed nurses may work beyond their basic scope of 
practice provided they can demonstrate their knowledge, 
skills, and ability to do so.
a. True
b. False

20. The registered nurse with specialty certification should 
display the appropriate initials of certification on her 
name badge.
a. True
b. False

21. A licensed nurse may be disciplined by the Board of 
Nursing if he/she deprives a patient of their call light.
a. True
b. False

22. The standards of OAC 4723-4 apply exclusively to acute 
care nurses.
a. True
b. False

23. The patient is always considered incapable of giving 
informed consent to sexual activity with the nurse… even 
if the patient initiates the contact.
a. True
b. False

24. Nursing diagnosis means the identification of a patient’s 
needs or problems which are amenable to nursing 
interventions.
a. True
b. False

25. The purpose of OAC 4723-4 is to set the maximum 
standards of safe and effective nursing practice.
a. True
b. False

26. The nursing supervisor wishes to verify current licensure 
of the registered nurses working on 2-South. The 
supervisor can accomplish this by consulting the Board 
of Nursing web site.
a. True
b. False

27. When a nurse observes a nursing task, they must use 
acceptable and prevailing standards of safe nursing care 
as a basis for the observation.
a. True
b. False

28. A licensed nurse need not document deviations from the 
plan of care.
a. True
b. False

29. The licensed nurse must communicate client condition 
and response to treatment by the end of the each day.
a. True
b. False

30. If you refuse to accept an overtime assignment, you 
will be disciplined by the Board of Nursing for patient 
abandonment.
a. True
b. False

31. It may be appropriate for a LPN to complete the patient 
admission assessment.
a. True
b. False

32. Your employer provides you with a name badge that says 
“Nancy, Patient Care.” Your new name badge meets the 
requirements of Rule 4723-4 OAC.
a. True
b. False

33. Nursing law and rule contains a list of procedures that 
are prohibited.
a. True
b. False

34. If the LPN finds that a nursing intervention has not been 
successful in relieving a client’s pain, he/she should alter 
the nursing care plan.
a. True
b. False

35. The certified nurse practitioner’s practice may be 
evaluated by their collaborating physician.
a. True
b. False

Evaluation and Registration Form
1. Was the following objective met?

a. Describe the standards of practice relative to the RN as defined in 4723-4 of the 
 Ohio Revised Code.  YES ______  NO ______

2. Was this independent study an effective method of learning?
 If no please comment: YES ______  NO ______

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

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

Registration Form – Standards of Practice Relative to the RN and LPN

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 > Independent Studies.

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 > Independent Studies.
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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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.

CE4Nurses.org is your one stop online center for quality 
continuing education for nurses! All in one visit, completely 
online and at the time and place of your choice!

Meet the OBN requirement for 1 contact hour in law 
and rules (Nurse Practice Act) governing nursing practice 
in Ohio required for renewal of an Ohio nursing license.

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

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

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

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.
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This independent study has been developed for nurses 
to better understand MRSA. 0.88 contact hours will be 
awarded for successful completion of this independent 
study. © 2009, Ohio Nurses Foundation. Expires 7/2011.

This independent study was developed by: Julie Senita, 
MSN, RN, CNE and Stacy Rose, MSN, RN, CRNP. The 
authors and planning committee members have declared 
no conflict of interest. There is no commercial support or 
sponsorship.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify potential causes for development of 

antibiotic resistance.
2. Describe associated signs and symptoms of common 

MRSA infections.
3. List at risk situations for acquiring MRSA and 

measures to prevent transmission of MRSA 
infections.

4. Describe treatment measures used when MRSA is the 
causative agent for skin and soft tissue infections.

5. Identify interventions, including key teaching points, 
to prevent the spread of MRSA when caring for 
patients with skin and soft tissue infections.

STUDY
An Unlikely Candidate

John, a seemingly healthy 14 year old awakens after 
surgical debridement of a spider bite-like wound on his 
knee. An antibiotic is infusing through his IV. John is a 
seemingly unlikely candidate for this type of infection. He 
had no previous history of infection or immunocompromise. 
This young teenager was active in wrestling and came from 
an upper middle class family. His immunizations were up to 
date and he received annual physicals from his pediatrician 
and was determined to be healthy. The problem began 
after redness developed at the site of a scrape he received 
while wrestling. He showered, washed it with soap and 
water, applied triple antibiotic cream, and put a bandage 
on the wound. The redness worsened by the next day. 
After an appointment with the pediatrician, he was started 
on Keflex orally. In the next two days, the wound became 
golf ball size, more inflamed, warm to touch, and began 
draining purulent fluid. He was sent to an infection control 
specialist immediately. His mother was startled to find out 
methicillin resistant Staphylococcus aureus was the organism 
cultured from his wound. 

This story is becoming more frequent. This patient did 
have risk, however, as he participated in wrestling which 
is a contact sport. A seemingly normal activity for a child 
has become a risk. All too frequently, healthy individuals 
are acquiring severe infections that require specialized 
antibiotics and sometimes surgical debridement. These 
antibiotic resistant infections can progress rapidly and do 
not respond to usual treatment. Routine antibiotics are no 
longer effective for some of these resistant organisms.

“Staph infection” is not a new topic to any healthcare 
provider. Staphylococcus aureus, or “staph”, as it is commonly 
referred to, is one of the most common bacteria to inhabit 
humans and the environment. It is found on the skin and in 
the nose of many healthy individuals. It can be passed on to 
others by skin to skin contact or contact with an inanimate 
object where the bacteria can reside. This organism can 
survive for days on inanimate objects and longer on the 
human body. This organism can also be found on ordinary 
animals including cats and dogs. Staph typically does not 
cause infection unless it enters through an open area on 
the skin, other membrane or enters a normally sterile area 
such as the respiratory tract, urinary tract or bloodstream. 
Staphylococcus aureus has been associated with nosocomial 
infections for many years and has historically been treatable 
with penicillin type antibiotics. The Staphylococcus aureus 
bacteria, that was once an easily treatable organism, has 
developed into one that is oftentimes virulent and resistant 
to antibiotics.

Antibiotic Resistance
More recently, antibiotic resistant strains of Staphylococcus 

aureus have been on the rise. The term “antibiotic resistant” 
is used when a pathological organism changes in a manner 
that causes a reduction in the effectiveness of a particular 
medication toward destruction of that organism. Bacteria 
are highly adaptable organisms that have the ability to 
alter their genetic make up to resist the action of particular 
antibiotics. Bacteria are organisms that divide rapidly. 
During the division, the genetic makeup of some cells 
encounter errors when duplicating the genetic code. While 
often this mutation is harmful to the organism, there are 
times that it produces a cell that has new reproductive 
benefits. The new cell is able to survive when its neighbors 
are typically destroyed. These genetic mutations produce 
bacteria with altered sites that normally bind to antibiotics 
causing the effectiveness of the drug to be reduced or 
eliminated. The result is an organism that is more difficult 
to destroy. In addition, the mutated cell can pass on the 
new antibiotic resistant trait to its offspring. An important 
point is that the random mutation in the organism causes 
the resistance, not the antibiotic itself. Many nosocomial, or 

Independent Study
Staphylococcus: The Resistant Kind

infections acquired in the healthcare setting, are resistant 
to common antibiotics. There are many reasons for this 
phenomenon that will be discussed further.

Methicillin resistant Staphylococcus aureus (MRSA) 
first emerged in the 1960’s (Boyce, 1992). At that time, 
scientists developed modified penicillin antimicrobials that 
effectively treated the new organisms. With time, however, 
these organisms have further mutated and effective 
treatments have become limited. There are many factors 
related to healthcare delivery that have been cited to cause 
antibiotic resistance. These include:

• Administering antibiotics for viral infections
• Unnecessary or overprescribing of antibiotic 

treatment
• Use of the incorrect antibiotic for the organism 

causing the infection
• Using broad spectrum antibiotics when first-line 

medications would work
• Spreading of organisms by carriers who remain 

symptom free and are usually not aware that they are 
infected

• Increased use of antibiotics in farming and the 
production of milk and meat

In addition to the actions of healthcare workers, patients 
can also contribute to the development of antibiotic 
resistance in the following ways:

• Taking antibiotics to prevent illness
• Not taking antibiotics as prescribed including 

skipping doses and not completing the course of 
treatment

• Requesting antibiotics when experiencing a cold or 
the flu caused by a virus

• Taking antibiotics that were prescribed for someone 
else 

There are many antibiotic resistant organisms present 
today. Some of the more common organisms include 
staphylococcus aureus, clostridium difficile, candida and 
enterobacteriaceae. Resistance to drugs has been emerging 
rather quickly and has escalated morbidity, mortality 
and healthcare costs. Multi-drug resistant organisms are 
a considerable risk for both the public and health care 
providers. They are becoming increasingly more difficult to 
treat and contain. Strategies to prevent infection, identify 
source of infection and implement appropriate treatment 
promptly are needed to halt the expansion of this problem. 
Standard precautions are the hallmark for the health care 
provider in preventing the spread of these organisms in the 
health care setting.

Methicillin Resistant Staphylococcus aureus Defined
According to the Center for Disease Control and 

Prevention (CDC, 2008), MRSA is currently resistant 
to beta–lactam antibiotics including penicillins (e.g., 
penicillin, amoxicillin), penicillins specifically directed at 
staphylococcal infections (e.g., methicillin, oxacillin), and 
cephalosporins (e.g., cephalexin). A variety of MRSA strains 
exist based on genotyping; however, in general MRSA can 
be  identified as hospital or healthcare acquired (HA-
MRSA), community acquired (CA-MRSA) or invasive.

Hospital acquired MRSA (HA-MRSA) is defined 
as infection that is identified more than 48 hours 
after admission or occurring after discharge from 
hospitalization. It can also be termed healthcare 
acquired. Healthcare associated risk factors include recent 
hospitalization, surgery, dialysis, residence in a long 
term care facility or presence of a permanent indwelling 
catheter or percutaneous medical device at the time of 
culture. Difficulty exists with identification of the origin 
of the organism due to the fact that colonization without 
active infection can exist for months to years prior to 
hospitalization. The proportion of healthcare-associated 
staphylococcal infections due to MRSA has been increasing 
dramatically over the years. Two percent of Staphylococcus 
aureus infections in US intensive care units were due to 
MRSA in 1974, 22% in 1995 and 64% in 2004. (Klevens, et 
al, 2006) Current strategies to combat HA-MRSA include 
handwashing, proper cleaning of the environment, and 
proper use of antibiotics.

Community-associated MRSA (CA-MRSA) refers to an 
infection acquired in the community. The individual does 
not have the identified MRSA risk factors such as recent 
hospitalization (within the past year), surgery, residence 
in a long term care facility, receipt of dialysis or presence 
of invasive medical devices. There were an estimated 12 
million outpatient visits for suspected Staphylococcus 
aureus skin and soft tissue infections between 2001 and 
2003. (McCraig, et al, 2006) CA-MRSA most frequently 
presents as soft tissue infections such as pimples or boils. 
Soft tissue infections caused by this organism are most 
often misdiagnosed as spider bites. In 2004, approximately 
76% of purulent skin and soft tissue infections in adults 
seen in eleven emergency departments were caused by 
Staphylococcus aureus. Of those, 78% were caused by MRSA 
(Moran, et al, 2006). The person who is diagnosed with CA-
MRSA is typically otherwise healthy. 

The term Invasive MRSA is used when the disease 
causes serious and sometimes fatal infections. These 

infections occur in approximately 94,000 persons each 
year and are associated with approximately 19,000 deaths. 
Invasive MRSA can be healthcare or community associated 
(Klevins, et al, 2007). Invasive MRSA infections often 
include infections of the blood, bone or respiratory tract 
(pneumonia). While these are not the most common MRSA 
infections, they are the most severe and widely publicized.

Education for Community Acquired MRSA
The nurse’s role in battling MRSA includes education 

of patients and the community at large. Education should 
be focused on prevention and early identification. One 
key to prevention is increasing public awareness of the at 
risk environments where MRSA may be residing. There 
are many individuals in the community who may have 
the MRSA bacteria, but not be aware of it. It has been 
estimated that up to 25% to 30% of the population in the 
United States is colonized, meaning that the bacteria is 
present; however, not causing active infection (Cunha 
2005). Colonization is primarily found in the nares or nose 
(Alex, M. & Letizia, M. 2007).  

Settings that have a tendency for crowding and the 
potential for skin to skin contact will increase the chance 
for transmission of MRSA. According to the CDC, there are 
some settings that transmission occurs more readily, such 
as: schools, dormitories, military barracks, households, 
correctional facilities, and daycare centers. Other 
locations that have the potential for increasing the risk 
of transmitting the infection include the gym and locker 
rooms. Nurses can be instrumental in reaching these at risk 
populations within the community to promote prevention 
and early identification of these types of infection.

Education needs to emphasize that MRSA is not just 
an infection affecting the adult and elderly population. 
Because transmission of this infection is primarily skin 
to skin contact with the entrance site being a break in the 
normal skin barrier, MRSA transmission oftentimes occurs 
when inanimate objects have been shared and not properly 
sanitized. This includes gym mats utilized by school 
age children. Individuals, such as children, have a great 
potential of acquiring MRSA when he or she utilizes the 
gym, locker room, shares sports equipment such as football 
pads, balls, or mats. Children tend to be less vigilant 
than adults when it comes to maintaining good personal 
hygiene. Some general guidelines that can be used to 
prevent staphylococcal infections include:

• Keep ALL wounds or open areas covered with a 
clean, dry bandage.

• Wash hands regularly with soap and water or alcohol-
based hand gel. Always use soap and water when 
visible soil is present.

• Bathe regularly using soap and water. Bathe after 
activities that may involve close skin to skin contact 
with others or equipment that may be contaminated.

• Do not share items that may be contaminated: towels, 
razors, deodorant, bar soap, clothing, bedding, 
sleeping bags, and athletic equipment.

• Wash clothes in hot water with detergent after sports 
or situations where close contact with skin or wounds 
can occur.

• If unable to cover a wound or drainage cannot be 
contained, do not participate in activities that involve 
skin to skin contact or contact with shared athletic 
equipment until the wound is healed.

• Clean surfaces of athletic equipment before and 
after use and on a regular basis with over the counter 
disinfectant.

• Use a barrier between your body and athletic 
equipment such as a towel or clothing.

Healthy children can be considered at high risk 
primarily when they engage in activities that include close 
contact with other children such as football or wrestling. 
Furthermore, athletes/children who have poor hygiene, 
have open cuts or abrasions, and utilize equipment, mats, 
and other inanimate objects that have not been properly 
sanitized will increase the risk for transmitting or acquiring 
MRSA. 

Early Identification of Skin and Soft Tissue Infections
The second important factor in preventing MRSA 

transmission is early identification. Many of the CA-MRSA 
infections begin with a “spider bite” appearance (Cunha 
2005). Early recognition of CA-MRSA soft tissue infections 
by the health care provider and/or community member will 
result in prompt initiation of appropriate treatment (CDC, 
2008). The following are characteristics of a potential 
skin infection and the individual should be seen by the 
appropriate health care provider as soon as possible for 
evaluation:

• Skin that is swollen, red, hot and tender
• White head or center (like a pimple)
• Presence of pus and/or drainage
• Looks like a ‘spider bite’
• These signs and symptoms tend to persist or progress 

rapidly

Staphylococcus: The Resistant Kind continued on page 12
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The CDC (2008) encourages healthcare providers to 
consider MRSA as the differential diagnosis of all skin and 
soft tissue infections particularly for those that are purulent 
(fluctuant or palpable fluid–filled cavity, yellow or white 
center, central point or “head”, draining pus, or possible to 
aspirate pus with a needle or syringe). Common presenting 
skin and soft tissue infections include the following 
presentations:

• Cellulitis–Inflammation of the skin 
• Impetigo–Bullous (blistered) lesions or abraded skin 

with honey-colored crust 
• Folliculitis–Infection of hair follicle (like a pimple) 
• Furunculosis –Deeper infection below hair line 
• Carbuncle–Multiple adjacent hair follicles and 

substructures are affected 
• Abscess–Pus-filled mass below skin structures 
• Infected laceration–Pre-existing cut that has become 

infected 

Often, MRSA infections remain confined to the skin 
and soft tissue; however, it can also penetrate other areas 
of the body including blood, joints, and heart valves. When 
this occurs, the infection can be life threatening. Education 
has typically been focused toward those in the health care 
environment; however, educating the communities is just as 
important to help prevent transmission of this potentially 
life threatening infection. The Center for Disease Control 
and Prevention provides a variety of resources specific to 
MRSA directed at both the health care provider and public.

Treatment of MRSA Skin and Soft Tissue Infections
Once MRSA is suspected, a specimen is usually sent for 

culture and sensitivity. In addition, an infection control 
specialist may be consulted based on the severity of the 
infection. Culture and sensitivity is a key diagnostic tool for 
determining adequate differential diagnosis of MRSA. It is 
important to obtain the culture prior to the administration 
of antimicrobial agents to accurately isolate and identify 
the organism. Proper laboratory testing may take days to 
accurately identify the infecting organism. Meanwhile, the 
healthcare provider may order a broad spectrum antibiotic 
until the culture and sensitivity results are confirmed. Once 
the exact organism is identified, therapy will be changed to 
an antibiotic that is most effective against that pathogen 
as identified by the sensitivity results. The selection of 
an antibiotic that will be effective against the particular 
organism present is an important role of the healthcare 
provider. Prescribing ineffective antibiotics leads to delayed 
healing and resolution of the infection and can lead to 
further drug resistance. 

When MRSA is identified as the causative agent in a 
skin or soft tissue infection, incision and drainage often 
constitutes the initial primary therapy. Small wounds or 
abscesses may respond to this intervention along with 
warm compresses to facilitate removal of the infected 
drainage. When this initial treatment is ineffective, empiric 
antimicrobial coverage may be used in addition to  surgical 
intervention especially when the following severe signs and 
symptoms are present: presence of systemic symptoms, 
severe local symptoms, immune suppression, extremes 
of patient age, infections in a difficult to treat area, lack 
of response to incision and drainage alone (CDC, 2008). 
Serious infections will most often be treated on an inpatient 
basis with intravenous antibiotics which have been shown to 
be more effective and work more rapidly than oral therapy.

A number of medication protocols are identified as 
effective against MRSA at this time. Commonly used 
antibiotics include: clindamycin, tetracyclines (e.g., 
doxycycline, minocycline), trimethoprim-sulfamethoxazole, 
rifampin, linezolid. Selection of antibiotic is dependent 
on the results of the culture and sensitivity results, 
considerations and precautions of each drug, and 
associated patient factors. It is up to the discretion of 
the health care provider as to which antibiotic is most 

appropriate for individual patients. Upon discharge, 
oral antibiotics are often prescribed for a period of time. 
Patients must be counseled to take the antibiotic exactly 
as prescribed and to take the complete course even if 
symptoms improve or even disappear. It is not uncommon 
for patients to halt antibiotic therapy once they feel better 
or the symptoms subside. Careful counseling is needed to 
ensure understanding of the ordered antibiotic regimen, 
especially the importance of completing the entire course 
of the prescribed antibiotic!

When a patient is admitted with skin or soft tissue 
infection from MRSA, contact precautions should be in 
place to prevent transmission to other patients (see Table 
1). This includes placing the patient in a private room or 
having a roommate infected with the same organism. 
Gown and gloves should be worn when providing care that 
could expose the health care provider to the organism. 
Removing the gown and gloves before exiting the room and 
meticulous handwashing before and after glove removal is 
imperative. 

These contact precautions will typically remain in place 
until cultures are negative.  An additional recommendation 
when caring for patients infected with MRSA include 
cleaning surfaces and exam rooms with a commercial 
disinfecting solution or 1:100 solution of diluted bleach 
(1 tablespoon bleach in 1 quart of water). Other approved 
solution can be found on the United States Environmental 
Protection Agency website (http://epa.gov/oppad001/
list_h_mrsa_vre.pdf).

It is important that standard precautions always be 
followed when providing care to any patient, whether 
they have a MRSA infection or not, and compliance with 
each specific facility’s policies be maintained. Standard 
precautions will help prevent the spread of organisms when 
infection is not diagnosed. General standard precautions 
include: hand hygiene; use of gloves, gown, mask, eye 
protection, or face shield, depending on the anticipated 
exposure; and safe injection practices. Also, equipment 
or items in the patient environment likely to have been 
contaminated with infectious body fluids must be handled 
in a manner to prevent transmission of infectious agents 
(e.g., wear gloves for direct contact, contain heavily soiled 
equipment, properly clean and disinfect or sterilize 
reusable equipment before use on another patient) (CDC, 
2008).

Table 1
Transmission Based Precautions: Contact,
Droplet, Airborne

Contact Precautions
Contact Precautions are intended to prevent 

transmission of infectious agents, including 
epidemiologically important microorganisms, which 
are spread by direct or indirect contact with the patient 
or the patient’s environment. Contact Precautions 
also apply where the presence of excessive wound 
drainage, fecal incontinence, or other discharges from 
the body suggest an increased potential for extensive 
environmental contamination and risk of transmission. 
A single patient room is preferred for patients who 
require Contact Precautions. When a single-patient 
room is not available, consultation with infection 
control personnel is recommended to assess the various 
risks associated with other patient placement options 
(e.g., cohorting, keeping the patient with an existing 
roommate). In multi-patient rooms,  more than 3 feet 
spatial separation between beds is advised to reduce 
the opportunities for inadvertent sharing of items 
between the infected/colonized patient and other 
patients. Healthcare personnel caring for patients on 
Contact Precautions should wear a gown and gloves 
for all interactions that may involve contact with 
the patient or potentially contaminated areas in the 
patient’s environment. Donning PPE before room entry 
and discarding before exiting the patient room is done 
to contain pathogens, especially those that have been 
implicated in transmission through environmental 
contamination (e.g., VRE, C. difficile, noroviruses and 
other intestinal tract pathogens; RSV). 

(Retrieved: December 30, 2008 from http://www.
cdc.gov/ncidod/dhqp/gl_isolation_contact.html 

Source: Center for Disease Control and Prevention, 
2008

Education is imperative for patients with MRSA 
infections to prevent the spread to others in the household 
or those that may have close contact. Teaching transmission 
based principles regarding skin to skin or inanimate object 
to skin is key. Furthermore, education on the importance 
of containing drainage from open wounds is imperative in 
preventing further infection transmission to others. Some 
general guidelines for patients with active MRSA soft tissue 
infections to prevent transmission include:

• Showering on a regular basis and maintaining good 
personal hygiene.

• Meticulous hand washing for those in the household 
or in close contact especially after contact with 
articles soiled with drainage or after contact with the 
infected area.

• Keeping the infected wound covered and contained. 
If you are unable to keep the wound covered and 
contained, do not participate in sports activities or 
have close contact with others until the wound has 
completely healed.

• Changing the bandage when it becomes soiled. 
Contain or bag the soiled bandage when disposing 
of it.

• Avoidance of sharing personal items such as razors, 
towels, deodorant, or any other personal objects.

• Laundering or washing clothing that has come 
in contact with the infected area in hot water 
and bleach, if possible, and then drying them 
thoroughly.

• Avoiding direct or close contact with the infected 
area.

• Keeping areas (such as showers and bathrooms) 
clean with a commercial disinfectant or 1:100 bleach 
solution. 

Decolonization
As previously discussed, carriers of Staphylococcus aureus, 

including the resistant kind, may not have any symptoms 
but can transmit the organism to others or become 
infected themselves through open wounds or during times 
of immunocompromise. Carriers of organisms that show 
no outward signs of infection are said to be “colonized”. 
This can be confirmed by obtaining cultures. Staphylococcus 
aureus, while found on many surfaces of the body, is most 
often colonized in the nares, armpits, or groin area of a 
carrier. Some other areas that can be sites of colonization 
include the throat and the gastrointestinal tract. Persons 
who are identified as carrying MRSA in multiple sites 
(confirmed by culture) on their body have been shown 
to be more at risk for developing an active infection and 
are more likely to transmit the organism to others. Some 
organizations are implementing programs of routine 
screening of both healthcare workers and certain patient 
populations to identify MRSA carriers, with a goal to 
eradicate the organism from healthcare facilities. 

Eradication of MRSA is typically achieved by the use of 
systemic antibiotics including the ones previously listed. 
Rifampin tends to be a key antibiotic used systemically to 
eradicate MRSA infection, particularly in skin and soft 
tissue. Problems associated with eradication using systemic 
antibiotics include drug-resistance and complications from 
the therapy itself. The use of topical, rather than systemic, 
antibiotics and germicides, such as chlorhexidine baths, 
can also be used in an eradication program with less 
development of adverse problems associated with systemic 
treatment. Eradication, or elimination, of MRSA is not 
guaranteed. Some studies have shown that recolonization 
can occur as early as 2 to 12 months after treatment. 

Decolonization can be used as one strategy to 
prevent recurring infections. However, the CDC (2008) 
identifies that more data regarding efficacy is needed 
before widespread use of this practice is implemented in 
the community setting. Decolonization is currently not 
recommended for persons who have an active infection 
(CDC, 2008). Nosocomial infection rates have been shown 
to be lowered with decolonization using nasal mupirocin 
and chlorhexidine baths in intensive care unit settings 
(Sandri, et al, 2006). Decolonization also is not guaranteed; 
recolonization frequently occurs months after treatment, 
as previously mentioned. Infection control specialists 
may recommend its use in specific situations of repeated 
infection. Some agents that may be used when decolonizing 
include nasal muciprocin (Bactroban) or chlorhexidine 
(Hibiclenz) or hexachlorophine (Phisohex) body washes 
for a specified period of time, usually around 7 to 14 days. 
Other members of the infected person’s household may 
also be advised to carry out decolonization measures in 
situations where infection risk is high. 

The practice of routine screening for MRSA and 
decolonization of infected health care providers is currently 
under close review. It is practiced in some healthcare 
settings including neonatal units and intensive care units. 
One concern of decolonization is the issue of developing 
additional, increased drug resistance as a result of the 
decolonization practices. Questionable development of 
resistance to nasal mupirocin, chlorehexidine and other 
germicides  is also a matter to consider. 

Summary
In conclusion, MRSA and other antibiotic resistant 

organisms have become more prevalent in recent 
years. These infections are not limited to a specific age 
population, as identified in the presenting case study of 
the adolescent boy infected with MRSA.  As nurses, it is 
imperative that we are active in educating the patients 
we care for and our communities, in general, regarding 
the prevention and early identification of these types 
of infections. Education should not only include how to 
identify the infection and to seek early treatment, but 
also how to prevent the emergence of antibiotic resistant 
strains of bacteria by taking antibiotics responsibly and as 
prescribed. For health care providers, including nurses with 
prescriptive authority, prudent prescribing of antibiotics 
is essential as well as careful monitoring of the treatment 
ordered. When caring for patients who have already been 
diagnosed with MRSA, appropriate barrier precautions 
and prudent contact precautions must be maintained to 
prevent the transmission of the organism to other patients. 
Accurate explanation and education regarding eradication 
or decolonization regimens must be included in that 
treatment of MRSA carriers. MRSA can be life threatening 
if we are not responsible in the identification, management, 
prevention, and education of this infection that is the 
resistant kind.

Staphylococcus: The Resistant Kind continued from page 11

Staphylococcus: The Resistant Kind continued on page 13
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DIRECTIONS: Please complete the post-test 
and evaluation form. There is only one answer 
per question. The evaluation questions must be 
completed and returned with the post-test to 
receive a certificate.

Name: _________________  Final Score: _________

Please circle one answer.
1. Which of the following have contributed to the 

development of antibiotic resistant organisms?
a. Frequent bacterial infections
b. Use of antibiotics for viral infections
c. Taking antibiotics as prescribed
d. Avoidance of antibiotic usage

2. Risk factors for acquiring MRSA include:
a. recent hospitalization
b. dialysis 
c. presence of an invasive medical device
d. all of the above

3. CA-MRSA usually presents as what type of 
infection?
a. pneumonia
b. urinary tract infection
c. skin or soft tissue infection
d. infection in the blood 

4. Most people in the United States are 
“colonized” with MRSA.
a. True
b. False

5. Which settings are associated with an increased 
risk of MRSA transmission?
a. restaurants
b. dormitories
c. swimming pools
d. grocery stores

6. Alcohol based hand gels are sufficient to 
prevent the spread of MRSA.
a. True
b. False

7. Which of the following measures are effective 
in preventing transmission of MRSA skin 
infections?
a. wiping athletic equipment only after use by 

infected persons
b. avoid sharing personal items
c. taking prophylactic antibiotics
d. rinsing with water after athletic activities

8. MRSA skin infections often have the 
appearance of a “spider bite”.
a. True
b. False

9. Presence of which of the following would 
prompt consideration of MRSA soft tissue 
infection?
a. fever
b. bleeding
c. recessed center of the wound
d. white head or center

10. Differential diagnosis of MRSA is best 
determined by:
a. culture and sensitivity
b. appearance of the site
c. presence of drainage
d. patient history

11. What precautions are most appropriate when 
a patient is hospitalized with soft tissue MRSA 
infection with drainage?
a. reverse isolation
b. respiratory isolation
c. contact isolation
d. strict isolation

Evaluation and Registration Form
 YES NO
1. Identify potential causes for development of antibiotic resistance.  ______   ______

a. Describe associated signs and symptoms of common MRSA infections.  ______   ______
b. List at risk situations for acquiring MRSA and measures to prevent transmission 
 of MRSA infections.  ______   ______
c. Describe treatment measures used when MRSA is the causative agent for skin 
 and soft tissue infections.  ______   ______
d. Identify interventions, including key teaching points, to prevent the spread of MRSA 
 when caring for patients with skin and soft tissue infections.  ______   ______

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 – Staphylococcus: The Resistant Kind

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 > Independent Studies.

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 > Independent Studies.
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.: ___________________________________________

12. Persons “colonized” with MRSA often have no 
outward signs and symptoms.
a. True
b. False

13. According to the information provided, 
which of the following statements regarding 
decolonization is true?
a. All healthcare providers should be tested for 

MRSA.
b. Decolonization is not recommended for those 

with active infection.
c. Healthcare workers should undergo 

decolonization after caring for patients with 
active MRSA infection.

d. Household members of patients with 
MRSA infection must follow decolonization 
protocols.

14. Which of the following are used in current 
decolonization protocols?
a. Oral Bacitracin 
b. Intravenous Vancomycin
c. Chlorhexidine body wash
d. Oxacillin nasal swabs

15. Common sites for colonization of MRSA on the 
human body include:
a. nares
b. armpits
c. groin
d. all of the above

16. Which of the following sports places a student 
at risk for contracting MRSA?
a. golf
b. swimming
c. wrestling
d. tennis

17. One commonly used antibiotic for treatment of 
MRSA include which of the following?
a. clindamycin
b. metronidazole
c. amoxicillin
d. azithromycin

18. You must place a hospitalized patient diagnosed 
with MRSA in a private room. 
a. True
b. False

19. How long can MRSA survive on an inanimate 
object?
a. 10 minutes
b. 10 hours
c. 2 days
d. 2 months

20. MRSA can affect which of the following 
populations?
a. teenagers
b. adults
c. elderly
d. all of the above

Post Test and Evaluation Form—Staphylococcus: The Resistant Kind
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2009 Events Calendar
October 7, 2009—Becoming An Approved Provider–2009
 10:00 a.m.–2:30 p.m.
 ONA Headquarters, 4000 East Main Street, Columbus, Ohio 43213

The Ohio Nurses Foundation is offering a special class for individuals who wish to become an Approved Provider of 
continuing education or are new to an existing Provider Unit. This class will discuss the reasons for developing an 
approved provider unit, how to establish a unit, and how to obtain approval as a provider unit. A prerequisite is for 
the learner to have submitted at least one individual CE event application to ONA for approval. The speaker will be 
Zandra Ohri, MA, MS, RN, Director, Nursing Education, Ohio Nurses Association.

Objectives:
1. Identify the background for the continuing education process.
2. Discuss the rules and criteria to be used to develop an approved provider unit.
3. Describe the process in becoming approved as a provider.

Becoming An Approved Provider
Please fill out a separate registration form for each individual at your facility.

Name __________________________________________________________________________________________________

Address ________________________________________________________________________________________________

City ___________________________________________  State ________________________  Zip _______________________

Daytime telephone: ___________________________ E-mail: ____________________________________________________

I would like to be on the mailing list for ONF’s future events.   ____ Email       ____US Mail 

___ I would like a vegetarian meal.

FEE: $65 ($60 for second or more individuals from the same organization). 

I am paying by:     _____ Check   _____ Master Card   _____ Visa   _____ Discover   _____ American Express
for _____ people. 

Total enclosed is $ _________________________

Credit Card # ___________________________________________________________________________________________

Signature __________________________________________  Exp Date ______________  Verification #: _______________

Please return form and seminar payment one week prior to event to Ohio Nurses Foundation, Dept. LB-12, PO Box 
183134, Columbus, OH 43218-3134 (Fax: 614-237-6074, email: sswearingen@ohnurses.org)

October 16–Pre-Convention CE
 Morning Sessions: 
	 	 Emerging	Issues:	Criminalization	of	Medication	Errors
  Association Leadership 101–Designed for ONA members who want to become more involved in a 
  leadership role within their local units, association and/or district.
 Afternoon Session: Cornelius Leadership Congress–The Cornelius Leadership Congress of the Ohio Nurses 
 Association is named for Dorothy A. Cornelius, RN. Topics will emphasize leadership, workplace advocacy and 
 communication.

Details and registration information available in the July/August issue of the Ohio Nurses Review or online at 
www.ohnurses.org.

October 16–18, 2009 - ONA Biennial Convention –“Taking the Leading Role”
 Embassy Suites–Independence, Ohio, for ONA members. Details and registration information available in May/
 June and July/August issues of the Ohio Nurses Review or online at www.ohnurses.org.

The Ohio Nurses Foundation (OBN-001-91) is accredited as a provider of continuing nursing education by 
the American Nurses Credentialing Center’s Commission on Accreditation.
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This independent study has been developed for nurses 
to increase their understanding of diabetes and assisting 
their patients with their diabetic concerns. 

1.02 contact hours will be awarded for successful 
completion of this independent study. ©2009 Ohio Nurses 
Foundation. Expires 7/2011

This independent study was originally developed by: 
Elizabeth Ireland. The author and planning committee 
members have declared no conflict of interest. There is no 
commercial support for this independent study.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. List the seven areas to assess when evaluating a 

diabetic consumer’s ability to manage the self-care 
treatment regimen as identified in the AADE7.™

2. Identify at least three questions to ask an individual 
with diabetes to assess understanding of the seven 
areas in daily life.

3. Identify the self-care behavior deficits, as defined in 
the AADE7.™ Self Care Behavior evaluation module, 
that require collaboration with the consumer.

Diabetes is a group of diseases characterized by high 
levels of blood glucose as the result of defects in insulin 
production, the action of insulin, or a combination of both 
actions. Insulin is a hormone that allows blood glucose 
to enter the cells of the body and can be used for energy 
or placed into storage for future use. High blood glucose 
levels that exist over a period of time can damage all 
types of cells in the body leading to complications such as 
blindness, heart disease, kidney failure, nerve damage and 
blood vessel disease. Diabetes can lead to serious health 
complications and early death without proper intervention.  
Individuals with diabetes can take steps to control the 
disease and lower the risk of complications.  

In a press release on June 24, 2008, the Centers of 
Disease Control and Prevention announced that diabetes 
affects nearly 24 million people in the United States. This 
is an increase of 3 million newly diagnosed individuals in 
approximately two years. Disparity between ethnic groups 
and minorities continues to prevail. Native Americans have 
the highest diagnosed diabetes rate at 16.5%, followed by 
blacks (11.8%) and Hispanics (10.4%). By comparison, 
whites have a prevalence rate of 6.6 %. Ohio ranks eighth 
in the nation with approximately 429,000 adult Ohioans 
diagnosed with diabetes; has the third highest rate of death 
due to diabetes in the United States; and ranks 24th in 
prevalence of diabetes (Central Ohio Diabetes Association, 
2009). There are approximately 16 million people in the 
United States who have pre-diabetes with one in 10 people 
developing diabetes in their lifetime. Diabetes is a costly 
disease with the total annual economic cost of diabetes in 
2002 estimated at $132 billion. 

Type 1 diabetes is an autoimmune disease process, 
which results in the pancreas no longer producing insulin 
and is more common in children and young adults. When 
the pancreas stops producing insulin, large amounts of 
glucose build up in the bloodstream. The body turns to 
an anaerobic process to obtain the energy necessary to 
function, which is not an efficient method to produce 
energy and results in the building up of acid and ketones. 
The individual with Type 1 diabetes will always require 
insulin administered through injections or some type of 
delivery system.  

Type 2 diabetes, the most common form of diabetes, 
is a metabolic disorder that results in either the body not 
producing sufficient quantities of insulin and/or the body 
not being able to utilize the insulin that is made properly. 
Again, the end result is that there is a build-up of glucose 
in the bloodstream. However, there is enough insulin 
present and functioning that the body does not change to 
anaerobic metabolism and build up the ketone levels as in 
Type 1 diabetes. This allows the gradual onset of symptoms 
to occur over a prolonged period of time.  Some individuals 
may ignore the symptoms or confuse them as normal signs 
of aging so they do not seek assistance from a health care 
practitioner. Clients newly diagnosed with diabetes many 
times express that they thought the tiredness, blurred 
vision, and slower wound healing was just part of getting 
older.

Pre-diabetes almost always is a precursor to Type 
2 diabetes. In pre-diabetes the individual has higher 
than normal blood glucose levels but the levels are not 
high enough to meet the standard set for the diagnosis 
of diabetes. In pre-diabetes, the fasting glucose level is 
above the normal of 100 mg/dL but less than the 126 
mg/dL used for the diagnosis of diabetes. During the 
oral glucose tolerance test the blood glucose is above an 
acceptable level of 140 mg/dL but less that the 200 mg/
dL that marks the diagnosis of diabetes. There may be 
long-term damage occurring in the body, especially to 
the cardiovascular system due to these elevated levels 
even though the individual does not have the diagnosis of 
diabetes (American Diabetes Association, 2004). Action 
taken to manage the blood glucose level during this pre-

Diabetes – Self-Care Behavior
diabetes state can delay or prevent the diagnosis of Type 2 
diabetes. Individuals with pre-diabetes require support to 
change lifestyle patterns and choices similar to those of the 
individual with the diagnosis of diabetes.

What does this mean for nurses practicing in all 
settings? It means that nurses will encounter individuals 
with the diagnosis of diabetes or pre-diabetes frequently 
and provide care to many who may not have the formal 
diagnosis but meet all the criteria. The client with diabetes 
may never have participated in any formal education 
program to learn self-care management skills other than 
some of the tasks such as blood glucose testing or insulin 
injection. Most formal diabetes education centers are 
affiliated with acute care facilities. Individuals diagnosed 
with diabetes without access to these facilities rely upon 
friends, family, physicians, word of mouth, and literature 
to try and piece together information. This may leave 
large gaps in knowledge or incorrect information being 
used to support their health practices. Nurses are in a 
unique position to assist the client with diabetes learn 
about self-care, support their efforts at health management 
and continue to reinforce positive behavior changes that 
promote better glucose control.

Currently, the health care system model revolves around 
acute care and treatment of the illness episode rather than 
support of self-care behavior and continuity of care with 
regular follow-up as supported through the Chronic Care 
Model (Siminerio, Drab, Gaby, Gold, McLaughlin, Piatt, 
Solowiejczyk, Weil, 2008). The premise of the Chronic 
Care Model is that quality care involves interface with the 
community, supports self-care management practices, 
shifts care delivery outside the typical acute health care 
system, supports care practices based upon evidence, and 
is supported by a clinical information system that allows for 
sharing of data between disciplines to foster the building 
of a comprehensive intervention process. The result is 
that the care is a collaborative interactive process between 
a proactive practice care team and an educated client, 
with care driven by clinical and functional improvement. 
Prevention and continuous intervention in chronic illness 
care are beginning to be discussed with some health care 
practitioners meeting this challenge. Important aspects 
of the Chronic Care Model are the regular review of care, 
use of reinforcement for behavior change on an ongoing 
process, and the support necessary to maintain healthy 
behavior patterns through community support and health 
care delivery. Nurses have the opportunity to play a large 
role in the management of chronic health care issues due 
to our knowledge base, health education skills, and ability 
to build working relationships based upon a unique blend 
of caring, respect and trust.

How do you, as the nurse, encountering the client with 
diabetes begin to assess how the client is managing his 
or her self-care? The American Association of Diabetes 
Educators (2008) has identified seven self-care behaviors 
that are necessary for successful self-management of 
diabetes. These seven areas focus on promoting behaviors 
that will affect clinical and health-related outcomes. The 
identified behaviors are healthy eating, problem solving, 
being active, monitoring, taking medications, healthy 
coping, and reducing risks. These are combined into 
a framework called the AADE7TM Self-Care Behaviors 
(Tomky, Cypress, Dang, Maryniuk & Peyrot, 2008). 
This framework provides a standard for assessing the 
client, problem solving, identification of barriers and 
resolution, joint goal setting with the client, measurement, 
and evaluation that will assist the client to obtain the 
information and support necessary to continue to adjust 
behavior to support health.  Continuous improvement is 
aimed at supporting the client to link knowledge and skills 
to behaviors. Positive changes in behavior such as eating 
correctly, taking medications, being active, testing blood 
glucose, and solving problems as they arise translates into 
improved clinical indicators such as attaining/maintaining 
desired weight, acceptable glycosolated hemoglobin levels, 
lipid levels and blood pressure within normal ranges as well 
as regular preventive measures such as eye and feet exams, 
smoking cessation, and aspirin use. The change in behavior 
and improved clinical evaluation support improved overall 
health with fewer days missed from work or school, delay 
or prevention of diabetes complications, decreased health 
care cost, and an improved overall health status. The next 
sections will look at each component of the AADE7™ as 
it applies to nurses practicing outside the formal diabetes 
education program realm.

Healthy Eating  
Eating the correct food selection at the recommended 

intervals in the portion size required that fit into the calorie 
meal plan or carbohydrate count is one of the most crucial 
aspects of blood glucose management but is very difficult 
to implement for many people. Reflect back on the past 24 
hours related to what you have eaten. Were your choices 
always the best, right portion size, and spread throughout 
the day to allow your body a steady energy source? Or did 
you pick up something on the way out the door, attend a 

social event where you ate more food or food in larger 
quantities than normal, or was there something you ate as a 
“treat” that had an unusually high carbohydrate load? Food 
and eating serve many functions in an individual’s life. Food 
may be used as a comfort source during times of stress, part 
of a social function, or something to break the boredom 
and could be linked to cultural, ethnic or religious beliefs. 
Financial resources may influence the type, selection, and 
quantity of food consumed. Healthy eating is a challenging 
aspect of behavior to change whether one is diagnosed with 
diabetes or attempting to live a healthy lifestyle.  

Diabetes education classes focus upon the concepts 
of the effect of food on blood glucose levels, sources of 
carbohydrates and fat, meal planning, reading labels, 
planning and preparing meals, measuring food and 
portion control, control of fat intake, and carbohydrate 
counting. If the client has not had a diabetes education 
class, referral to a dietitian can be very helpful. Prior to 
visiting the dietitian, it is helpful to have the client record 
for 2-3 days the food they consume and the time they eat. 
This record provides the dietician and client a basis upon 
which to start to work on an eating plan. Visiting a dietitian 
is not a one-time event, but one that the client may benefit 
from every few years to update information, adjust the diet 
to meet current nutritional needs, and evaluate methods to 
further support a change in behavior.

What are some areas that you can explore or suggest 
to support positive changes in behavior? Suggest using 
measuring cups or a scale one day a week to assure that the 
portion size is not increasing as time progresses. Between 
checks or when eating out, use an estimation method using 
these low-tech measuring techniques:

• The size of a deck of cards is about the size and 
thickness of three ounces of meat, fish or cheese.

• A fist is approximately the size of one cup or two 
portions of most starchy foods and fruits.

• Half a fist or the size of a tennis ball is the size of 
one portion.

• Two hands cupped together holds about two cups or 
one portion of green salad.

• A thumb is about the volume of a tablespoon or 
serving of salad dressing.

• The tip of a thumb is approximately one teaspoon or 
a serving of butter or margarine.

• For lunch or dinner, imagine the plate divided into 
four equal sections. Fill two of the sections with 
low-calorie vegetables, one section with lean meat, 
fish, eggs or low-fat cheese and the last section 
with a starchy food. Add a cup of milk or yogurt 
and small dish serving of fruit to meet all the food 
requirements for a balanced meal. When using this 
method for breakfast the cereal amount may vary 
greatly so it is important to read the nutrition label 
to obtain one serving of starch.

• For bowls, glasses and cups, measure how much 
each holds. Find one that holds the correct serving 
size. For example, if a half cup of juice is desired for 
breakfast, obtain a half-cup juice glass.

• Scoops come in many different sizes. Having the 
correct size near the food that needs measured such 
as cereal may help assure the correct serving size.

If the nurse’s interaction with the client with diabetes 
is brief, it may be difficult to ascertain information 
about the healthy eating behaviors in much detail. One 
clinical measure is weight gain or loss. Asking the client 
what the recommended weight range was for them and 
how they are progressing toward that goal can open the 
discussion. Weight loss should occur at a slow steady pace 
as this usually indicates that the individual has changed 
their eating behavior by incorporating food selection and 
portion control. Be attuned if the client says they have not 
changed their behavior but the weight is dropping or if 
there are large drops in weight over a short time period as 
it may mean that the blood glucose is poorly controlled and 
further medical evaluation is needed. Some questions the 
nurse can ask the client with diabetes to help reflect upon 
this aspect of self-care include:

• Tell the client their weight and ask if that is more or 
less than the last visit to the MD.

• Reinforce any slow, planned weight loss that has 
come about due to changes in eating habits.  

• Ask how many meals a day they eat and the times 
they eat.

• Inquire about any financial concerns about selecting 
healthy foods.

• Inquire what is the most difficult about the healthy 
eating plan or if there is a particular food that they 
are having problems controlling or having difficulty 
incorporating into their eating plan because they 
are not sure of the serving size.

Being Active
In a position paper, the American Association of 

Diabetes Educators (2007) defines physical activity as any 
type of body movement caused by skeletal muscles that 

Diabetes–Self Care Behavior continued on page 16
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uses energy and is beneficial to promoting health. Regular 
activity is important for any individual’s overall fitness but 
particularly important for the client with diabetes. Exercise 
assists with weight management, improves glycemic control, 
helps control lipid levels and blood pressure, and can 
serve as a method to reduce stress. Benefits of exercise 
include an increase in blood flow to active muscles; 
triggering a systemic anti-inflammatory effect, which may 
benefit blood vessel lining; reduction in abdominal fat 
which helps increase insulin sensitivity, and reduce blood 
pressure (Stewart, 2002). Exercise affects glycemic control 
for at least 24 hours following the event. There are many 
barriers to being active including physical, environmental, 
psychological, and time limitations. Many people have led 
an inactive lifestyle for many years and feel overwhelmed 
with the concept of exercise.

The first step for the client to become more active is to 
obtain medical clearance for increased physical activity 
from the health care provider to determine the degree 
of risk and appropriate level of activity. Clients who have 
diabetes may already have significant cardiac, nerve, and 
retinal damage at the time of diagnosis. Exercise that 
involves straining such as heavy resistance training (weight 
lifting) should be avoided in clients who have retinal 
involvement (Stewart). Clients with Type 1 diabetes may 
need closer monitoring before, during, and after physical 
activity to help prevent hypoglycemic events. Clients may 
have other medical or physical difficulties that limit their 
ability to increase activity.  

The key for being active is consistency and motivation 
with a gradual addition of and increase in activity. In 
recent years, exercise recommendations have changed from 
the narrow focus of structured aerobic exercise toward 
incorporation of a broader application with emphasis 
upon the benefits found in moderate, unstructured 
lifestyle physical activity such as 30 minutes per day of 
vigorous household chores, gardening, and yard work 
(Pratt, 1999). For those who have been less active, an 
increase in movement may begin with short walks or chair 
exercises and advance gradually as the client’s health status 
improves.

When discussing increasing physical activity, the first 
question to ask is whether they have been evaluated by 
their physician and what guidelines were provided as safe 
exercise parameters. Insight into physical activity can 
be gained by asking the client about their typical daily 
activities. Do they perform the housekeeping tasks or yard 
work or have some type of established exercise pattern that 
occurs at least 5 out of 7 days per week? Suggesting ways to 
incorporate exercise into daily lifestyle may include parking 
farther from the store entrance, using the steps rather 
than the elevator, performing chair exercises or moving 
the exercise equipment in view of the television and using 
it during a favorite program. Having an exercise partner 
or going to a location for a specific exercise activity helps 
provide a sense of commitment that may motivate the client 
to participate in activity. Being physically active does not 
have to cost anything, but time must be set aside for the 
activity. Twelve-ounce food cans such as fruit or beans can 
be used as weights during chair exercises. Some malls open 
their doors prior to store openings to allow the community 
access to walk the corridors for exercise. If there is not 
a dedicated plan for increasing physical activity, the 
likelihood of successful implementation over a long period 
of time decreases. Any increase in physical activity should 
be encouraged. Asking the client what is preventing them 
from being more active helps identify what they feel is the 
obstacle and allows for solutions to be discussed.

Monitoring
The first thing nurses usually think of when monitoring 

is mentioned in relation to diabetes is capillary blood 
glucose monitoring (CBGM) that clients may perform 
independently. However, there are other parameters 
that the client with diabetes must also monitor between 
physician visits which include blood pressure, ketones, and 
weight. Blood pressure should be maintained below 130/80 
and the physician may even recommend lower levels. Most 
clients with diabetes will be on blood pressure medication 
that protects the kidneys but may need multi-pharmacy to 
control blood pressure levels.

Ketones are checked for clients with Type 1 diabetes 
when the CBGM is over 300 mg/dL, during stress or illness, 
to avert diabetes ketoacidosis. Females who are pregnant 
and have diabetes will also test for ketone levels due to 
the adverse affects of ketones on behavior and intellectual 
development in offspring (Rizzo, Metzger, Burns & Burns, 
1991).

The Diabetes Control and Complication Trial (1993) 
and the United Kingdom Prospective Diabetes Study 
(1998) confirmed the benefit of tight glycemic control in 
clients who have diabetes. These two randomized clinical 
trials showed that hyperglycemia significantly increases 
the risk for long-term complications such as retinopathy, 
nephropathy and neuropathy. Using CBGM helps the client 
to understand the relationships between food, medication 
and activities and the effects upon their glucose levels. This 
allows the individual to become actively involved in their 
care and facilitate behaviors that will help achieve glycemic 
goals. However, it must be emphasized to clients with 

diabetes not be become discouraged with the fluctuation 
of the readings but to look for trends and patterns. An 
example would be a client who visited an education clinic 
because he was having problems with his blood glucose 
levels dropping and then elevating weekly. In reviewing 
the CBG results it was evident that something different 
was occurring on Tuesdays, in the middle of the day that 
caused a drop in blood glucose levels and then a spike 
the following day. When the client was asked about what 
activities he did on Tuesday, he replied that he bowled a 
few hours with his friends. The increased activity and later 
lunch time caused his glucose levels to drop enough to 
cause a mild hypoglycemia event, which he did not feel but 
to which his body reacted. By eating a small snack prior to 
the bowling outing, the client resolved the problem and his 
blood glucose levels remained within the desired range.

Training in use of the meter may be done by an educator 
but reinforcement of the use and value of CBGM should 
occur at every encounter with a nurse. CBGM testing 
patterns may be individualized by the physician or diabetes 
educator based upon the client’s current circumstances. 
Changes in medications, illness, addition of medications 
such as steroids, and attempts to identify reasons for wide 
variation in results may result in more frequent testing 
patterns. Clients are also taught how to calibrate the 
meter but often may overlook this step which could affect 
the accuracy of the glucose results. It is essential that the 
client understand the specifics regarding the use of their 
meter, calibration, maintaining fresh supply of test strips, 
and how to trouble shoot the meter when test results do not 
correlate with their physical symptoms. The meter will only 
provide accurate test results when used properly. Storage of 
materials in high humidity locations such as in a bathroom 
or near water may affect the test result accuracy.

Just as the testing frequency and times may be 
individualized, so may the target glucose range. Clients 
experiencing complications resulting in decreased 
hypoglycemia awareness or severe cardiac function may 
not advocate very tight control levels. CBGM may present 
a financial burden to the client. Not all insurances cover 
testing supplies or cover it only minimally. It costs at least 
$1.00 each time a client tests their blood glucose level. 
Testing with some types of meters may cost more. In the 
current economic times many clients are forgoing CBGM 
so that they can afford some of their medications.  

There are many types and models of glucose testing 
equipment available on the market today to meet almost 
anyone’s particular needs. There are a number of large 
display and talking meters available for individuals with 
decreased visual acuity. Individuals requiring special 
features such as large displays or talking should be referred 
to the diabetes educator who can assess which meter will 
best meet their needs and is within their insurance plan. 
Alternative testing site meters are becoming increasingly 
available and popular. One caution is that these meters 
are not as accurate when the blood glucose level may be 
rapidly changing. Due to blood circulation patterns, finger 
tips and the base of the thumb sample sites provide a closer 
correlation to true blood glucose readings during times of 
rapid change. In these circumstances, it remains best to test 
using either the side of the finger or the base of the thumb 
to obtain accurate results (Austin, Haas, Johnson, Parkin, 
Parkin, Spollett & Volpone, 2006).

In brief interactions with the client, what questions 
can the nurse ask to help assess the self-care behaviors 
regarding monitoring? Ask the client the range of their 
blood pressure readings, how often they test their blood 
pressure and the most current reading, how often they 
test their CBGM and the results. If these events are not 
being monitored, then inquiry into the barriers may 
reveal problems with understanding the importance of the 
monitoring, financial burden, fear of needles, equipment 
not working, lack of training on correct use of equipment 
to decrease pain and obtain accurate results, lack of 
supplies because they are not connected to a supplier or a 
decision that the results do not benefit them. Asking to see 
the record of the results and asking questions about eating 
patterns, activity level, medications and general health 
will help the client process cause and effect relationships. 
Asking the client if they share the blood glucose record 
with all their physicians is one avenue to support a positive 
collaborative relationship between the client-physician.

Taking Medications
Medication management of the client with diabetes 

is very individualized. Depending upon the desired level 
of glucose control, abilities of the client, complications 
present and other disease processes that co-exist, the 
medical management may range from diet only to multiple 
pills accompanied with injections to an insulin pump. 
Poly-pharmacy management is the norm as studies reveal 
the benefits of preventative medical management of lipid 
levels, protection of the kidneys, and anti-coagulation 
therapy. The medication types, doses, frequency, and 
administration routes may change as the physician and 
consumer work to find the correct mix to manage the 
current stage of diabetes. It is important for the client to 
understand that adding additional medications, changing 
or adding injections or switching to the pump is not a sign 
of their failure at control efforts but a different and better 
method to control the diabetes at this point in time.  

Managing multiple medications that may need to be 

administered at different times, multiple times, and within 
certain restrictions can present a great challenge for the 
client with diabetes, especially if the management program 
changes. One of the challenges is matching the client’s 
lifestyle of food intake and daily pattern with the timing of 
the medication. Administration instructions stating to take 
the medication prior to a large meal does not make sense 
to the client who eats small amounts of food 4 times a day. 
Clients who work variable shifts may have difficulty with 
timing of insulin injections since their sleep/wake schedule 
may not be constant. Often these types of questions are not 
discussed with the physician and only by asking questions 
of the client can these areas be discovered and corrected.

Clients who forget to take medication, decide not to 
take medication, or can’t afford the medication present 
challenges in the management of diabetes. When economic 
times become tight, one area that is often cut due to cost is 
medication. Asking the client if their medication is covered 
by their health insurance or if the cost is burdensome 
may reveal that medications are being omitted completely 
or taken with other parameters than prescribed. Newer 
medications can be quite costly to the patent. Helping the 
client problem solve this by talking with his/her physician 
about the cost could result in samples being supplied or 
the medication changed to one that is now off-patent. The 
client may require support to complete the application for 
assistance available through pharmaceutical companies.

Asking the client for a list of their current medications 
and then plotting the medications against a typical day 
of meals, exercise and rest helps clarify to the client with 
diabetes the relationship the prescribed medication should 
have to their schedule.  Helping them to find solutions such 
as how to administer insulin in public places, remembering 
to take medication, understanding correct administration 
times, and how to store medications will increase the effect 
of the pharmaceutical intervention.

Problem Solving
Managing diabetes is challenging as it requires close 

and diligent attention to one’s body, record keeping, and 
vigilance to food choices, making time for increased activity 
and trying to make sense of the information. Clients who 
choose to pursue tight control will probably test their CBG 
levels four or more times a day, keep a food and activity 
log, maintain records of blood pressure, glucose, lab tests 
such as the hemoglobin A1C, urine screening lab work, 
and perhaps even adjust their medication based upon their 
results. This individual must be very organized, dedicated 
to managing their health, and requires support to interpret 
the information into practice.  

Assisting the client with diabetes to explore options to 
problem solve the obstacles that are preventing behavior 
requires attention to cultural, ethnic, and religious 
preference. Increasing one’s awareness of the preferences 
of the clients within your service community is part of the 
nurse’s responsibility dictated by the ANA Code of Ethics 
(2005). Expanding your knowledge through reading, 
attending seminars, and discussion with clients will 
broaden your understanding of what options to present 
for solving problems. Knowledge of community resources 
available through a variety of organizations such as the 
community center, local chapters of American Diabetes 
Association, educational programs, programs sponsored 
through churches and health fairs will make you a better 
resource for your clients.

Clients with diabetes may be provided the information 
about steps to support tight control of blood glucose levels 
but choose not to adopt behaviors required to attain this 
level of control. The nurse’s responsibility in this situation 
is to continue to ask if there are questions about diabetes 
control or steps they now wish to start practicing. Frequently 
the client new to the diagnosis of diabetes is inundated and 
overwhelmed with information, education, new behaviors 
such as testing, taking medication, changes in food 
selection and timing of eating, requirements for increased 
activity, that it is impossible to implement all these changes 
at one time.  

As nurses encounter the client with diabetes further 
from the time of initial diagnosis, exploration with the 
client of one or two behaviors or areas of knowledge they 
wish to implement may be appropriate. Suggesting small 
steps rather than an entire change in behavior may be the 
first step the client is able to take.  Something as small as 
changing from whole milk to 2% or testing one time a week 
or eating two meals a day rather than only one are positive 
changes toward a desired behavior that can be mentioned 
to the client and which they may be able to accomplish 
rather than changing their entire lifestyle at one time.  

Asking the client about upcoming events that may 
cause them problems or where they may feel awkward 
because they are attempting to stay within their treatment 
plan guidelines provides an opportunity to explore how 
problems are solved. One common complaint about the 
diet that is expressed by clients who are mothers is that 
they will have to now cook two different meals so they can 
follow their diet plan. Some suggestions on how to continue 
to prepare food for everyone in the family but incorporate 
healthier food selection and preparation techniques rather 
than prepare two separate meals will facilitate the change 
in food selection and help the family members eat healthier 
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also. One suggestion to clients trying to change their 
eating habits is to allow them to continue to have the foods 
that they find comforting but to look at the quantity and 
frequency. Total elimination of the particular foods usually 
backfires with the client then going overboard with that 
food item and feeling like they failed. It helps to give the 
client the tool to realize that there will be times when they 
may not make the best selection but that it is important to 
put it into perspective and return to the plan.

Healthy Coping
Clients with diabetes experience many emotional 

peaks and valleys. Clients with diabetes have a higher 
rate of depression than people without diabetes. Clients 
with diabetes that have been treated for depression have a 
higher rate of recurrence (Fisher, Thorpe, Envoy, DeVellis 
& DeVellis, 2007). Good control is associated with coping 
that is task oriented, problem focused or rational rather 
than wishful thinking. Clients who use past experiences as 
a guide to manage current problems have healthier coping 
mechanisms. 

Support of friends and family is important to assist 
with coping. Coping is a continual process rather than an 
occasional event and having a support person can help 
ease that pathway. A breadth of issues are faced by the 
client with diabetes including family relationship issues, 
eating disorders, occupational concerns, driving with 
diabetes, management issues, and  pregnancy. Having even 
one person with whom to share the trials and concerns 
is important to the client with diabetes. Support groups 
may be one resource but often they do not provide the 
continued support that is needed by the client facing 
the many issues that accompany diabetes and behavior 
changes.

Inquiry into how the client is feeling about the disease 
and the changes it has caused in their lifestyle and 
relationships is important. Clients with diabetes often are 
not diagnosed with depression even though the symptoms 
are present. Ask the client about feelings of sadness, loss, 
lethargy, and other signs of depression. Encouraging 
the client to share these feelings with their physician or 
assisting with accessing the mental health care benefits 
available through their insurance can assist the client 
toward obtaining the help that they need. A diabetes 
support group may allow the client with diabetes to realize 
that they are not alone in their struggle with the effects of 
the disease upon their life and health.  

Reducing Risks
Complications resulting from diabetes can be prevented 

or delayed in many instances. Taking the necessary steps to 
reduce the likelihood of having diabetes emergencies such 
as low blood glucose levels or excessively high blood glucose 
levels is part of the daily management plan. Reducing 
risks also means prevention of long-term complications. 
Part of the management plan for any client with diabetes 
is regular visits to the health care provider for monitoring 
including the hemoglobin A1C, microproteinurea levels, 
and lipid panels as well as to review the CBGM and blood 
pressure records the client has maintained. Asking the 
client if they are aware of their results and what the values 
reflect in terms of management may provide insight 
into their partnership in the diabetes care team. The 
client with diabetes should be aware of these lab values, 
whether the results are at the target range, and behaviors 
that support the target range. The physician and client 
should be discussing the obtained lab results and changes 
in management plan that may be indicated.  Support the 
client to discover actual numbers.

Part of reducing risk is preventative measures such as 
the eye exam, dental care, smoking cessation, sick day 
rules, foot care and regular vaccination program. While 
these areas are all discussed in a formal diabetes education 
program, the client may be too overwhelmed to absorb 
this information since it may not be something they feel 
is valuable initially. A dilated eye exam is recommended 
at least yearly for detection of retinal changes caused by 
diabetes. Dental exams should occur every 6 months.  
Clients with diabetes tend to have more problems with gum 
disease. Good oral care is required on a daily basis but 
visits to the dentist help diagnose gum disease problems 
and start more vigorous intervention to prevent infection, 
inflammation and eventual tooth loss.

Hepatitis B, influenza and pnuemococcocal disease are 
preventable infectious diseases that are associated with a 
high morbidity and mortality rate in people with chronic 
diseases such as diabetes (American Diabetes Association, 
2007). It is recommended that all clients with diabetes 
have a yearly influenza vaccine in the fall if they are over 
6 months of age. One lifetime pnuemococcal vaccine 
is recommended for adult clients with diabetes. There 
are some specific indications for repeat pneumococcal 
vaccines that the client should discuss with the physician. 
The Hepatitis B vaccine is recommended for clients who 
are on chronic dialysis or with chronic kidney disease 
prior to becoming dependent on dialysis (Boyer, Ferguson, 
Harnish, Lundvick, 2008). Encouraging the client to discuss 
recommendations for vaccines and remind them every fall 
of the need for the influenza vaccine could prevent serious 
health problems, hospitalization, and even death.

Avoiding infections is important when managing 
diabetes. A frequent source of infection is wounds or sores 
that occur on the feet. Feet are especially vulnerable due 
to the punishment they take daily from weight bearing and 
walking. To protect the feet the client with diabetes should 
wear well-fitted shoes with socks, keep their feet clean and 
dry, have toenails trimmed straight across, and soften the 
skin with lotion to avoid cracking. Clients with diabetes 
may not be aware of the loss of sensation in their feet, so 
they might not feel the traumatic event or the development 
of a sore, which is why daily foot inspection and care 
is recommended. Attention to small problems such as 
cuts, blisters, corns and calluses should occur promptly 
to prevent big problems from developing. Ask the client 
if they remove their shoes and socks at each visit to the 
primary physician and whether a foot inspection occurs. A 
demonstration of the foot exam may benefit the client to 
understand how it is performed. A mirror should be present 
so the client can visualize the bottom of their feet as you 
also look for areas of problems or concerns. 

The health care system currently focuses upon acute 
care episodes, which translate into the client with diabetes 
usually being in some type of “illness” event whether it is 
a wound, flu, infection, or generally not feeling well. This 
is an excellent time to ask about measures implemented 
during times of high stress and illness to facilitate glucose 
control. Each client with diabetes must understand how to 
manage their diabetes during illness. Some individuals may 
need to adjust the diet, others require less medication, some 
require more medication, hydration must be managed, and 
CBGM is key during these events.

Clients with diabetes are at a higher risk for stroke, heart 
attack, and other vascular related problems and smoking 
additionally increases these risks. Smoking cessation is not 
an easy process and has a high recurrence rate. Support 
obtained through group association and pharmaceutical 
methods can assist the client who is struggling with this 
endeavor. Encouragement should be provided for any 
progress or maintenance in this area. Discussion with the 
client of alternative methods of behavior to substitute other 
than eating to work through the craving or associated 
events may help them problem solve methods to deal with 
changing this behavior.

When encountering a client with diabetes, how can you 
assess these areas? Look at the foot wear they currently have 
on–does it appear to meet the criteria of providing support 
and protection and is it worn with socks that provide 
padding? Do they stumble or watch their feet as they walk, 
indicating they may have difficulty sensing foot placement? 
Can the client tell you about their vaccination history? Can 
the client who is visiting due to illness or pending invasive 
procedure tell you about their sick day plans for testing, 
medication, and food consumption? Ask the client who 
smokes about their current behavior and whether they wish 
further assistance.

Case Study Application
At this point, let’s look at some application situations 

that occur in a variety of settings.  

Case #1: The first situation is in a home visit where 
wound care for a foot and lower leg wound is occurring. 
The client is a 54 year old African-American female who 
lives by herself in a subsidized apartment on a very low 
income. Diagnoses of peripheral neuropathy, arthritis, 
right lower leg amputation, and retinopathy are reported. 
She is approximately 5’ 4”, 210 pounds and has family who 
assist with the shopping, cleaning of the apartment, food 
preparation, and transportation. This is your first visit as 
the home care nurse to assess and provide wound care. 
What are some questions that might help assess where the 
client’s current self-care behavior currently resides?  

Having the luxury of more than 10 minutes to 
interface with a client provides a wealth of opportunity but 
sometimes nurses become so attuned to the “survival skills” 
that they don’t observe for the practical application in the 
client’s lifestyle. The first step would be to look around the 
environment. Do you see a glucose meter? Where are the 
medications sitting? Is there a large pre-filled pill box? Do 
you see food around? Does it appear that the client has 
everything surrounding her so there is little activity such as 
walking involved in her daily routine?

Looking at her wound and the foot/lower leg area will 
provide you with much information about how she cares for 
her skin, sensation that is present or absent, and circulation 
concerns. Asking the consumer how the wound occurred 
provides information on precautions she takes such as 
wearing a shoe and sock, use of a cane to stabilize her gait 
when using her prosthesis for walking, issues with balance 
and vision such as “I didn’t see the step” or “my foot wasn’t 
fully on the step”.

Broaching the subject of CBGM can be initiated by 
asking where she keeps her glucose meter, whether it is 
currently working, and whether the testing strips are within 
their expiration date. Review of the results either in the 
meter memory or written in a record book can facilitate 
discussion on frequency, desired goals, and obstacles to 
managing this task. Sick day rules may need to be reviewed 
as the stress of a wound may trigger increased blood glucose 
levels.

With nutrition being an essential key to wound healing, 
merging into inquiry of diet pattern and typical food 

choices will clarify if adequate sources of the vitamins, 
minerals and protein necessary to promote healing are 
being ingested. This may bring forward information on 
restrictions due to financial limits or lack of enough family 
assistance with meal preparation.

The wound may require that the client not be as active as 
prior to this event. Asking the client how they are keeping 
themselves active and managing the change in pattern may 
reveal an inability to problem solve in these areas. Chair 
exercises may need to be introduced along with isometric 
exercise. Clients faced with decreased ability to be active 
and stress caused by a change in their lifestyle pattern 
often turn to eating as a comfort. Discussion of alternative 
methods for managing stress during this interruption in 
the lifestyle pattern should be pursued.

The luxury of this case situation is the ability to continue 
the discussion in small bits and reinforce behavior at each 
visit. Often home care situations that require diabetes 
education attempt to load the education information into 
the first few visits and not provide the reinforcement during 
the following visits. It has been shown to be more effective 
to provide information and discuss application of the 
desired behavior in smaller segments with reinforcement 
of the material occurring at every visit. This allows for 
the repetition of information and positive reinforcement 
of behavior over time, which provides long term behavior 
change benefits.

Case #2: You are performing pre-screening calls for 
clients coming into the same-day surgery center on Tuesday.  
During a prescreening call with Mr. D., you note that he 
has a diagnosis of diabetes and is taking multiple insulin 
injections each day as well as many oral medications. The 
procedure requires that Mr. D. be on a liquid diet for 24 
hours prior to the procedure. Mr. D. will have to be NPO 
for the procedure, which will occur at 10AM. What types of 
questions might you ask Mr. D. regarding his self-care and 
diabetes management?

Inquiry would include assessing if Mr. D. performs 
CBGM and what testing pattern he initiates for sick day 
events. Insulin adjustment issues may need to be pursued 
due to changes in nutrition and reaction of the body to 
the stress of the outpatient procedure. Assure that non-
expired test strips are available, the meter functions and 
that he understands the insulin management for sick 
days. Reinforcement of the prescribed insulin adjustment 
program for the time preceding the procedure as well as 
hypoglycemia treatment involves collaboration with the 
client.

Case #3: Mrs. G. schedules a visit with the physician’s 
office because of “not feeling well”, with the main problem 
being she is just “tired” and “doesn’t have the energy to do 
anything anymore”. She was diagnosed with diabetes about 
one year ago and attended diabetes education classes at 
that time. Mrs. G. is on two oral agents and aspirin therapy.  
A CBG test was performed in the office with the result of 
325 mg/dL and blood pressure monitoring revealed results 
of 142/82. Lab work that was done after that last visit shows 
a hemoglobin A1C level of 7.5. When asked about the oral 
glycemic agents, Mrs. G. states that she stopped taking them 
about 4 months ago since her blood sugars were normal 
again.  

After recovering your composure, you would explore 
with Mrs. G. further the rational for having ended her 
medication. While she might initially pose that the 
medication was stopped because of the glucose results, 
there may be other underlying issues such as not being able 
to afford all her medications and having to choose which 
to eliminate. Review of signs of hyperglycemia may help 
demonstrate to Mrs. G. that her “not feeling well” can be 
attributed to poor glucose control. Introduce how the lab 
work demonstrated that while she might have a feeling of 
good glucose control, the blood work was showing signs of 
decreased control and need for closer review of care issues. 
Encouraging discussion with the physician of alternative 
medications that may be cheaper, covered by insurance or 
potentially available samples while alternative funding is 
found would assist with developing the health care provider 
relationship.  

Conclusion
The prevalence of diabetes is increasing in the United 

States especially as the population ages. Ohio is not an 
exception to this trend and shows even higher rates of 
prevalence than in the general population. Management 
of diabetes involves many self-care behaviors that the client 
must choose and learn to incorporate  into their lifestyle. 
Support of this effort must occur at each encounter within 
the health care system with nurses being one of the leaders 
in this endeavor. Encouragement, help in finding solutions, 
reinforcement of positive changes, and sharing of new 
information allows the client with diabetes to be a life-long 
practitioner of good health behavior.
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DIRECTIONS: Please complete the post-test and evaluation form. 
There is only one answer per question. The evaluation questions 
must be completed and returned with the post-test to receive a 
certificate.

Name: ____________________________  Final Score: _____________
Please circle to the one correct answer for each question.
True /False Questions

1. Pre-diabetes means that the individual has a family history 
of diabetes and has glucose levels that are within the normal 
parameters. 
A. True
B. False

2. All individuals with diabetes have participated in formal 
education programs to learn about self-care behaviors. 
A. True
B. False

3. AADE7TM Self-Care Behaviors include seven areas of self-care 
that focus on promoting behaviors that will affect clinical and 
health related outcomes. 
A. True
B. False

4. The AADE7TM Self-Care Behaviors provide a framework for 
assessing the client’s understanding of diabetes and his/her 
ability to apply the information to their personal lifestyle. 
A. True
B. False

5. The 7 self-care behaviors identified in the AADE7TM include 
healthy eating, problem solving, monitoring, taking medication, 
healthy coping, reducing risks and being physically active. 
A. True
B. False

6. A rapid weight loss means that the individual with diabetes has 
changed his/her eating habit into one that will persist for many 
years. 
A. True
B. False

7. Hyperglycemia significantly increases the risk of long-
term complications such as a retinopathy, neuropathy and 
nephropathy. 
A. True
B. False

8. Testing frequency, pattern of testing times and target glucose 
ranges are the same for all clients. 
A. True
B. False

9. Pharmaceutical management of blood glucose levels can almost 
always be managed with a single medication. 
A. True
B. False

10. It may be helpful to have the client describe their daily pattern 
in regards to eating and the medications they take to assess if 
they are correctly taking their medications. 
A. True
B. False

11. The client newly diagnosed with diabetes who participates 
in a formal education program does not require assessment 
regarding self-care behaviors.  
A. True
B. False

12. Clients with diabetes do not have any higher incidence of gum 
disease than those individuals without diabetes. 
A. True
B. False

13. Dilated eye examinations are recommended to occur at least 
yearly. 
A. True
B. False

14. Each scheduled visit to the health care practitioner should 
include a foot inspection. 
A. True
B. False

15. Individuals with diabetes have a higher rate of depression that 
people without diabetes.  
A. True
B. False

Multiple Choices
16. Exercise assists with:

1. Weight management.
2. Improving glycemic control.
3. Control of lipid levels.
4. Control of blood pressure.

A. 1, 2 and 3
B. 1, 3 and 4
C. 1, 2 and 4
D. All of the above.

17. Questions used to assess the client’s understanding of the self-
care behaviors concerning blood glucose testing include:
1. How often and when is CBG testing performed?
2. What is the desired target for the blood glucose results
3. Where are testing supplies stored and is the expiration date 

checked prior to use
4. Guidelines used to determine when they can stop testing.

A. 1, 2 and 3
B. 1, 2 and 4
C. 2, 3 and 4
D. All the above.

18. Strategies that might help a client with diabetes successfully 
implement eating pattern changes include:

1. Referral to a dietitian for assistance with understanding 
carbohydrate counting.

2. Tips for use when eating out and trying to estimate serving 
size.

3. Cooking separate meals for themselves and another meal for 
their family members.

4. Eliminate any foods that are high in carbohydrate even if 
they are their favorites.
A. 1, 3 and 4
B. 1 and 2
C. 2 and 4
D. 3 and 4

19. Reducing risks involves the following behaviors:
1. Foot care, eye care and nail care.
2. Foot care, dental care and nail care.
3. Dental care, foot care, regular eye examination.
4. Regular physician visits, follow-up with the educator and foot 

care.

20. An exercise program requires the client to:
1. Participate in a program that focuses on muscle 

development.
2. Participate in structured exercise program.
3. Participates in some type of unstructured physical activity 

lasting 30 minutes per day.
4. Consult with an exercise physiologist to develop an 

appropriate program.

21. Clients with diabetes may need assistance with finding healthy 
coping solutions to manage which of the following areas?
1. Occupational concerns, family relationship, eating 

disorders.
2. Driving with diabetes, participation in research studies, 

depression.
3. Results of research study, eating disorders, driving with 

diabetes.
4. Eye strain, occupational concerns, and eating disorders.

22.  Assessing the client with diabetes for healthy coping strategies 
might include:
1. Inquiry into how the client feels about the disease and its 

effect upon their lifestyle.
2. Inquiry about feelings of sadness, loss, lethargy or other signs 

of depression.
3. Inquiry into who provides encouragement and support on a 

regular basis.
4. Inquiry about stress that is resulting from changes in 

lifestyle.
A. 1, 2 and 4
B. 2, 3 and 4
C. 1 and 2 only
D. All the above

After reading the case study, read the test questions and select the 
best answer. 

Case Study: Ms. K, who has a diagnosis of diabetes, presents at the 
clinic complaining of “not feeling well”. CBG test is 210 mg/dL, blood 
pressure is 182/90 and heart rate is 90 beats/minute. During the 
interview Ms. K. further explains that she started feeling more tired 
about three weeks ago. Review of her chart shows that three weeks 

ago Ms. K. was started on a short course of steroids for exacerbation 
of respiratory problems.
23. Discussion with this client would include inquiry into the 

following area(s):
1. The frequency and results of CBG testing during the past 

three weeks.
2. Sources of support that assist with the stress of managing 

lifestyle changes.
3. Other signs of hyperglycemia that she might be 

experiencing.
4. Feelings of sadness, loss, lethargy or signs of depression.

A. 1 and 3
B. 2 and 3
C. 2 and 4
D. 1 and 4

24. Educational areas that might need to be discussed include:
A. Foot care, flu vaccine schedule and sick day rules.
B. Testing patterns during times of stress or illness, signs of 

hyperglycemia.
C. Support groups to help with coping, signs of depression.
D. Eating pattern over the past three weeks and testing 

patterns. 

Case study: Mr. G. is a 54 year old African American who was 
diagnosed with diabetes three years ago. He receives daily wound 
care to a left foot ulcer which is not showing signs of healing. Mr. 
G. states he has not been able to be active and misses watching his 
grandchildren play sports because he wears a protective boot on 
his left foot. Mr. G. does not test his blood glucose very often but 
does have testing equipment that he keeps in his bathroom. Mr. 
G.’s weight has dropped 5 pounds since last month but he denies 
attempting to lose weight by eating less.
25. Areas to explore with Mr. G. includes the following:

1. Questions regarding his emotional status since he is not 
able to be as active with his family and the change in his 
health status.

2. Inquiry into times food is consumed, type of food eaten, 
quantity of food eaten and medication regimen.

3. Exploration of preventative health care such as flu vaccine, 
frequency of eye examinations and last dentist visit.

4. Blood glucose results, testing frequency and target glucose 
levels.
A. 4 only
B. 1, 2 and 3
C. 1 and 4
D. 1, 2 and 4

26. Areas to collaborate with the Mr. G. regarding self-care 
behaviors may include:
1. Understanding of the importance of glucose control and 

signs of hyperglycemia.
2. Medication regimen in relation to the eating pattern.
3. Glucose meter, supplies and interpretation of glucose 

results.
4. Preventative measures such as flu vaccine, gum care and 

sick day rules .
A. 1, 3 and 4
B. 1, 2 and 3
C. 2, 3 and 4
D. All the above

Post Test and Evaluation Form: Diabetes – Self Care Behavior

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

a. List the seven areas to assess when evaluating a diabetic consumer’s ability to 
 manage the self-care treatment regimen as identified in the AADE7™  ___ YES   ____  NO
b. Identify at least three questions to ask an individual with diabetes to assess 
 understanding of the seven areas in daily life.  ___ YES   ____  NO
c. Identify the self-care behavior deficits, as defined in the ADDE7™ Self Care 
 Behavior evaluation module, that require collaboration with the consumer.  ___ 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–Diabetes – Self Care Behavior

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 > Independent Studies.

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 > Independent Studies.
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.: ___________________________________________




