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Nurses face challenges every day. There are 
assignments to fulfill, patients’ needs to address, plans to 
be made, colleagues to support, and additional myriad 
responsibilities to which we need to attend. Additionally, 
there are personal issues and challenges in each nurse’s life 
that require attention and action.

We expect much of ourselves and our colleagues. 
Because of the stress inherent in nurses’ roles and the 
challenges of completing much work in a limited amount of 
time, we often do not take time to celebrate our successes. 
We are, however, often quick to criticize, berate, or ignore 
those who make our lives even more challenging!

Once in a while, it helps to stop to smell the roses–to 
identify those things that are positive about who we are and 
what we do, to congratulate ourselves for a job done well, to 
acknowledge the positive things others do to help us, and 
to acknowledge those who are engaged in the pursuit of 
excellence in nursing. 

A literal visit to a rose garden may offer the opportunity 
to engage in this type of reflection. One Big Ten university 
has a rose garden cultivated by students in its horticulture 
program. Visiting this garden in the height of its summer 
glory gives the visitor dramatic, visible evidence of the power 
of “smelling the roses”. According to the organization’s web 
site, “The Gardens are an educational facility that supports 
and integrates teaching, research, and service relative to 
the needs of the Department of Horticulture, the university 
and the public” with the purpose of creating “a living 
laboratory–where plants and people grow together” (www.
hrt.msu.edu/gardens). 

Is not health care a “living laboratory”? Are we not 
engaged every day in teaching, research, and service to 
develop or enhance strategies and approaches to help 
people cope with disease, live healthy lives, or die in peace? 
As a profession, do we not also have an opportunity and an 
obligation to assess our own strengths and needs, develop 
and implement strategies for personal and professional 
growth, and support our colleagues in their quest for 
additional knowledge, skill, and abilities? We need not 
only to stop to smell the roses, but to actively engage 
in cultivation of existing ones and development of new 
variations that will serve the profession and our patients 
not only now, but into the future.

On a bigger scale, it is important that there be public 
recognition of those who make substantial contributions to 
advancing the profession of nursing. This acknowledgement 
not only provides tangible evidence to the nurse that he or 
she has made a significant impact on nurses and nursing, 
but it also clearly demonstrates to the public that nurses 

Celebrating Successes
do make a difference–that people’s lives and their health 
are enhanced by receiving care from nurses who are 
knowledgeable, capable, assertive, and caring.

One opportunity to recognize and support nurses in 
Ohio is the Nurses Choice Awards sponsored by the Ohio 
Nurses Foundation. This annual event celebrates nursing’s 
successes and in particular honors those who have made 
significant contributions to nursing and those who have 
demonstrated the ability to continue to positively affect 
future development of the profession.

Since its inception in 2001, the Foundation has 
distributed over $70,000 in scholarships and research 
grants to nurses and nursing students who have provided 
evidence of excellence in the pursuit of their professional 
development. Additionally, awards are presented to 
organizations and media campaigns that support and 
demonstrate the value of the nursing profession. 

In 2010, the Nurses Choice Awards and Scholarship 
luncheon will be held on Friday, April 16, and anyone who 
is interested is invited to attend. Contact Molly Ackley at 
614-448-1041 or mackley@ohnurses.org to reserve your 
seat. Awards will be presented to an individual (not a nurse 
or a legislator) who has contributed to the enhancement 
of nursing, an organization that has demonstrated that it 
values nurses and nursing, and a media campaign that 
reflects positively on the nursing profession.

Additionally, the Ohio Nurses Foundation will award 
up to eight scholarships and three research grants in 2010. 
These include a scholarship for nursing students interested 
in becoming dynamic nurse leaders; one for students 
pursuing their first nursing degree who live in central 
Ohio and are of a minority race; two for students who 
wish to teach nursing in Ohio; one for traditional students 
who desire to advance the profession of nursing in Ohio; 
one for students who are already RNs and are pursuing an 
advanced degree to enable them to positively influence 
nursing in Ohio; two for students returning to school to 
embark on an initial study of nursing after having been out 
of the academic environment for at least two years; and one 
for an RN who is majoring in nursing at a level beyond basic 
education. Research grants are awarded to support nursing 
research conducted by Ohio registered nurses.

Think about ways you can help to celebrate the 
successes of nurses and nursing. Pat yourself on the back 
for a job well done. Thank a colleague for what he or she 
has contributed. Consider attending the Nurses Choice 
Awards and Scholarship Luncheon to support colleagues 
and others who have served as role models and advocates 
for nursing. If you might be a candidate for one of the 
scholarships mentioned above, check the ONA web site 
(www.ohnurses.org) for application information (deadline 
to apply is January 15, 2010). Share in the celebration of 
success! 

Apply for Ohio Nurses Foundation Scholarships 
and Research Grants Today!

Each year the Ohio Nurses Foundation awards 
up to eight scholarships and three research grants. 
For information and criteria, visit www.ohnurses.org. 
Applications are due January 15, 2010.

Nominations for Nurses Choice Awards Due 
January 31, 2010

The Nurses Choice Awards are given annually to 
individuals, organizations and media campaigns that 
have made a significant contribution to the nursing 
profession. For information on the Awards Luncheon 
and nomination process, visit www.ohnurses.org.

H1N1 Vaccination—The 
Implications for Nurses

As the incidence of H1N1 increases and the vaccine 
supplies begin arriving, many nurses have questions about 
whether employers can mandate vaccination. Following is 
information intended to provide answers to frequently asked 
questions.

Introduction
Getting vaccinated is the best defense against H1N1 for 

nurses and other health care workers. Nurses have been 
identified as one of the high priority groups to receive the 
H1N1 vaccine that will be provided free-of-charge courtesy 
of the federal government. 

The American Nurses Association (ANA) supports 
implementation of aggressive AND comprehensive influenza 
vaccination programs for nurses that aim for 100% 
participation. ANA also recommends an opt out provision 
that includes completion of an informed declination form.

Any vaccination program should exempt nurses based on:
•	 Severe	egg	allergy
•	 Severe	allergy	to	any	component	of	the	vaccine
•	 History	of	Guillain-Barre	Syndrome
•	 Medical	and/or	disability	for	which	exemption	status	is	

the only reasonable accommodation
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OHIO NURSE•	 Religious	or	spiritual	belief	that	prohibits	vaccination
•	 Other	 basis—When	 the	 exemption	 is	 for	 “other	

reasons” the employee should receive computer-based 
or other training opportunities regarding vaccination 
and should also have opportunities for discussion of 
the exemption with medical staff or infection control 
officers.

In some cases, it is recognized that individuals who are 
not immunized may be required to wear protective masks 
when in close contact with patients.

Frequently Asked Questions
1. Can my employer require me to be vaccinated against 

H1N1?
 It depends. Generally, an employer can require 

vaccination unless there is a state law prohibiting the 
mandate. No such law exists in Ohio. For nurses covered 
by a collective bargaining agreement, the issue of H1N1 
vaccination is a mandatory subject of bargaining. If you 
are not covered by a collective bargaining agreement, 
you have little recourse in the face of such a mandate. 
In the absence of a collective bargaining agreement, 
an employee who refuses to comply with an employer 
mandate could face disciplinary action.

2. Do federal laws require mandatory vaccination of 
health care workers?

 No, there are no federal laws that impose this mandate; 
however, Joint Commission does require accredited 
organizations, as a condition of accreditation, to offer 
vaccinations to staff members who have close patient 
contact. New York is the only state to impose a state-
wide mandate requiring health care workers to be 
vaccinated against seasonal flu and H1N1, however 
a temporary restraining order was granted in mid–
October halting mandatory vaccinations.

3. Can my employer require me to wear a face mask if I 
refuse to be vaccinated?

 It depends. ONA believes this issue is a mandatory 
subject of bargaining, though employers and unions 
are currently fighting to resolve this issue in the courts. 
If the courts determine that a face mask requirement is 
a mandatory subject of bargaining, that will apply only 
to nurses covered by collective bargaining agreements. 
Again, in the absence of a collective bargaining 
agreement, or a legitimately bargained policy (for 
nurses covered by a collective bargaining agreement) 
an employee who refuses to comply with this mandate 
could face disciplinary action up to and including 
termination.

4. Will wearing a face mask make any difference?
 That depends. Preventive measures are emphasizing 

non-pharmacologic approaches such as hand hygiene; 
covering coughs or sneezes appropriately; and social 
distancing, including avoidance of close contact with 
people who are ill (staying home when experiencing 
influenza-like illnesses). When workers cannot avoid 
close	contact—such	as	nurses—they	may	wear	a	mask;	
however, that precaution is imperfect at best, and no 
research exists to support the effectiveness of face 
masks in protecting the wearer.

 There are several different designs of disposable 
face masks, but none are intended to protect against 
breathing in very small particle aerosols that may 

contain viruses. Face masks should be used once and 
then properly thrown away. Further, masks should be 
disposed of immediately upon becoming wet. Some 
experts recommend that masks be worn no longer than 
15-20 minutes at a time before disposal.

 
 Respirators (N95 or higher filtering face pieces) are 

designed to protect against breathing in very small 
particle aerosols that may contain viruses. Respirators 
are harder to breathe through and must fit snuggly 
and properly, which can only be determined through 
fit-testing, to be effective. They may also cause skin 
irritations. The CDC recommends that health care 
providers who are non-high risk individuals wear 
respirators, while high risk people should be re-
assigned if possible. Most of the employers considering 
mandating face masks are not generally talking about 
respirators; therefore, the effectiveness of a face mask 
mandate is questionable.

5. What arguments support mandatory vaccination of 
health care workers?

	 Overall	 health	 care	 workers	 vaccination	 rate	 is	 low—
approximately 40%. Increasing vaccination rates among 
health care workers has been shown to limit incidence 
of influenza.

6. What are the arguments against mandatory 
immunization?

 Vaccination is no guarantee of immunity. Mandatory 
vaccination provides a false sense of security resulting 
in less emphasis on a comprehensive program. 
Information and education campaigns have proven 
to be effective at significantly increasing the rate of 
voluntary vaccination among health care workers.

7. What should a comprehensive program include?
 A comprehensive program should have the following 

components:
•	 Broad	 employee	 education	 and	 training	 prior	 to	

vaccination
•	 Availability	 and	 use	 of	 appropriate	 respiratory	

protection devices (N95) after medical clearance, 
fit testing, and training

•	 Meticulous	hand	washing	and	glove	use
•	 Non-punitive	 sick	 leave	 for	 symptomatic	 workers,	

including active medical management programs 
that encourage symptomatic workers to report to 
employee health.

•	 Free	and	voluntary	immunizations	available	during	
work hours

•	 Provision	of	anti-viral	medications	once	exposure	is	
suspected

•	 Written	 procedures	 and	 training	 for	 handling	
suspected and documented cases of H1N1.

Conclusion
Nurses are at the frontline of health care, a fact that 

carries with it certain responsibilities. The public often 
looks to nurses for information about disease processes, 
prevention, etc. With all of the media attention being given 
to H1N1, nurses should take special efforts to be informed 
about the facts and not the myths or scare tactics associated 
with H1N1. 

Nurses must have close contact with the public in the 
course of providing care. It is important that no unnecessary 
harm be done to patients. Nurses must, therefore, take all 
reasonable precautions to ensure that the influenza virus 
is not transmitted as a result of their actions or inactions. 

Voluntary vaccination is one tactic; but, vaccination alone 
is not enough. Similarly, wearing a face mask does not 
guarantee that a patient will be safe from harm. Nurses are 
encouraged to educate themselves about H1N1, including 
preventive measures, and to take all the steps they believe 
are appropriate to ensure they meet their obligations to the 
patients entrusted to their care. 

Employers should be willing to educate about, rather 
than mandate, H1N1 vaccinations. While face masks can 
be required, employers should take into account nurses’ 
concerns in this regard and work with them to ensure 
effective compliance. Policies regarding wearing of face 
masks should be communicated and implemented in a 
way that ensures it is not perceived as a punitive measure, 
but instead is understood to represent reasonable efforts 
to protect patients and nurses. Please feel free to contact 
Kathleen Morris, MSARN, Director of Nursing Practice with 
the Ohio Nurses Association, with any questions. She can be 
reached at (614) 448-1026 or kmorris@ohnurses.org.

H1N1 Vaccination continued from page 1
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Join ONA and Become Part of the Future of Nursing!
4000 East Main Street, Columbus, Ohio 43213-2983
614/237-5414	•	Fax	614/237-6074	•	800/430-0056	•	www.ohnurses.org
An equal opportunity and affirmative action organization • ONA dues are nonrefundable
2010 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

Issues we otherwise might think we were powerless to 
influence, such as health care reform, safe staffing levels, 
greater access to care, etc. are those in which ONA is 
actively involved. Large, organized associations are the most 
effective tools for influencing policies that protect nurses 
and allow them to provide the highest quality nursing care 
to the public.

At ONA’s convention in October, ONA members chose a 
number of issues for ONA to work on over the next couple 
of years that affect the health of Ohioans and protect the 
nursing profession, including:

•	 Educating	nurses	 about	 the	prevalence	of	 obesity,	 its	
consequences and prevention;

•	 Transforming	America’s	healthcare;
•	 Making	assaults	on	nurses	a	felony;
•	 Eliminating	 nurses’	 barriers	 and	 misconceptions	

regarding appropriate palliative care;
•	 Researching	 and	 promoting	 the	 economic	 value	 of	

registered nurses; and
•	 Promoting	enhanced	degrees	in	nursing.

How You Can Get Involved
Just like any organization, 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 involvement 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 level. Dues range 
from $33–$47 a month for non-union nurses based on 
where you work or live. Additionally, we understand the 
economic challenges faced by new graduates, unemployed 
and retired nurses and we offer reduced dues rates to 
accommodate those situations. You can pay your ONA dues 
monthly by having your dues automatically drafted from 
your bank or you can pay the full dues amount annually by 
check or credit card. See the dues table on the next page to 
determine your monthly dues rate.

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

Protect and Advance 
Nursing Practice–

Join ONA Today!

XXX-XX-
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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 01/01/2010
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, 18 413.22 34.77 309.92 26.16 206.61 17.55 103.31 8.94
03 556.66 46.72 417.50 35.12 278.33 23.52 139.17 11.93
05 418.22 35.18 313.67 26.47 209.11 17.76 104.56 9.04
07, 15, 17, 19, 22, 24 408.22 34.35 306.17 25.84 204.11 17.34 102.06 8.83
08 428.22 36.02 321.17 27.09 214.11 18.17 107.06 9.25
10 450.72 37.90 338.04 28.50 225.36 19.11 112.68 9.72
12 448.22 37.69 336.17 28.34 224.11 19.01 112.06 9.67
13, 14 411.22 34.60 308.42 26.03 205.61 17.46 102.81 8.90
16 462.22 38.85 346.67 29.22 231.11 19.59 115.56 9.96
28 404.22 34.02 303.17 25.59 202.11 17.17 101.06 8.75
30 409.22 34.44 306.92 25.91 204.61 17.38 102.31 8.86
33 452.72 38.06 339.54 28.63 226.36 19.19 113.18 9.76
34 456.22 38.35 342.17 28.84 228.11 19.34 114.06 9.83
35 443.22 37.27 332.42 28.03 221.61 18.80 110.81 9.56
37 398.22 33.52 298.67 25.22 199.11 16.92 99.56 8.63

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, 18 529.37 44.44 397.03 33.42 264.69 22.39
03 672.81 56.39 504.61 42.38 336.41 28.36
05 534.37 44.86 400.78 33.73 267.19 22.60
07, 15, 17, 19, 22, 24 524.37 44.02 393.28 33.10 262.19 22.18
08 544.37 45.69 408.28 34.35 272.19 23.01
10 566.87 47.57 425.16 35.76 283.44 23.95
12 564.37 47.36 423.28 35.60 282.19 23.85
13, 14 527.37 44.27 395.53 33.29 263.69 22.30
16 578.37 48.52 433.78 36.48 289.19 24.43
28 520.37 43.69 390.28 32.85 260.19 22.01
30 525.37 44.11 394.03 33.17 262.69 22.22
33 568.87 47.73 426.66 35.88 284.44 24.03
34 572.37 48.02 429.28 36.10 286.19 24.18
35 559.37 46.94 419.53 35.29 279.69 23.64
37 514.37 43.19 385.78 32.48 257.19 21.76

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: Defiance, Fulton, Henry, Lucas, Ottawa, 
Sandusky, Seneca, Williams, Wood

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

Get Your Copy of Legal 
Regulations and Professional 

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

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

This resource is available as an Adobe© PDF available 
via email for $18.00 or on CD for $22.00 plus applicable 
sales tax. To order your copy, please visit www.ohnurses.
org and click on “Practice” > “Legal Regulations Guide”, or 
contact Kathleen Morris, Director of Nursing Practice, at 
kmorris@ohnurses.org or (614) 448-1026.
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Independent Study 
Instructions

If you are a Licensed Practical Nurse in the state of 
Ohio, your license will expire August 31, 2010. You will 
need to have 24 contact hours including 1 Contact Hour 
Category A (Law and Rules) by that date.

Independent Study Instructions
To help Ohio’s 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 until May 1, 2010 and $12.00 
per study for non-members. 

Additional independent studies may be purchased 
for $12.00 per study (plus shipping and handling) for 
both ONA members and non-members. The order form 
is available online at www.ohnurses.org > Continuing 
Education > Order Independent Studies.

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

forms. 
3. Return originals or copies of 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 
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OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the immunizations that adults should 

receive.

STUDY
In the United States routine childhood vaccination for 

the prevention of vaccine preventable disease (VPD) has 
been a major triumph of twentieth century public health 
efforts. Childhood vaccination rates across the United 
States are at all time highs. Gregory Poland M.D. (2007) 
compared the morbidity data from the pre-vaccine era in 
the early 1900s to the 1980s when many of the childhood 
vaccines were available. He noted a 99.43% reduction in 
morbidity in the following diseases: diphtheria, measles, 
mumps, pertussis, polio (wild), rubella, congenital rubella 
syndrome, tetanus and invasive HIB disease. 

Unfortunately that has not been the case with adult 

The Importance of Adult Immunization
immunization. Adult immunization efforts have been 
underfunded and overlooked throughout all levels of 
public and private health sectors. Dr. Poland reports that 
the morbidity and mortality related to vaccine preventable 
diseases in adulthood is evidence of the scope of the 
problem. Each year between 50,000 and 70,000 adults and 
about 300 children die from vaccine preventable diseases 
or their complications. That is approximately a 200 fold 
increase in the number of adult deaths compared to 
childhood deaths. 

Burden of Illness Due to VPD in the United States
Fingar and Francis (1998) examined the economic 

costs as well as the morbidity and mortality for influenza 
and pneumonia. It is estimated that in epidemic years, 
influenza kills between 20,000 and 40,000 individuals and 
causes 200,000 hospitalizations at a cost of $750 million 
to $1 billion. Pneumococcal disease accounts for 40,000 
deaths each year, with morbidity estimated at 500,000 cases 
of pneumonia, 50,000 cases of sepsis and 3,000 cases of 
meningitis. 

The third VPD with a heavy disease burden is Hepatitis B 
(HBV), due to the high morbidity and mortality associated 
with end-stage liver disease, cirrhosis and hepatocellular 
carcinoma (HCC). According to Lavanchy (2004) there 
are 1.25 million chronic HBV carriers in the United States. 
Approximately 15-40% will develop liver failure, cirrhosis 
or HCC. One study conducted in South Korea estimates the 
economic burden to be $959.7 million annually to society: 
13.2% for prevention (vaccine); 20.9% for indirect costs 
(lost productivity); and the remaining 65.9%, or $632.3 
million, to direct disease related costs. 

Chao (2008) examined the economic burden of 
individuals co-infected with HBV and HIV. In the most 
recent published comparison of the cost to treat chronic 
viral infections, HIV accounts for higher medical expenses 
$4.5 billion for HIV vs. $51.4 million for HBV annually. 
However, those numbers do not take into account the high 
cost of HBV complications. HBV infection is the tenth 
leading cause of death worldwide and HCC is now the fifth 
most frequent cancer worldwide, killing 300,000 to 500,000 
people each year.

Although we have ample evidence that proves the 
efficacy of adult immunization in the prevention of VPDs, 
we also have ample evidence that we are missing the mark. 
The toll that is extracted in mortality, morbidity, lowered 
quality of life, lost productivity and medical complications 
is too high. As health care providers we must first educate 
our colleagues, other medical professionals and policy 
makers as well as our patients to make sure adults as well as 
children receive recommended adult immunizations.

Many adults, including some health care providers, 
underestimate the importance of adult immunization. 
Questions about vaccination records and immunizations 
are established and routine in the practice of pediatrics 
but that has not been the case with clinicians treating 
adolescents and adults. While this is discouraging, we 
have an ample selection of resources to educate us. The 
Centers for Disease Control and Prevention (CDC) is the 
lead agency in the United States. Information for health 
care providers and consumers is readily available at www.
cdc.gov/vaccines/. All educational materials on the CDC 
website are available for downloading and distribution. It is 
an authoritative resource for the health care community as 
well as the public.

The Advisory Committee on Immunization Practices 
(ACIP)

The CDC along with the Department of Health and 
Human Services (HHS) oversees the Advisory Committee 
on Immunization Practices (ACIP). ACIP is the federal 
agency that makes vaccine recommendations. ACIP’s fifteen 
member committee provides guidance on the control of 
vaccine-preventable diseases. The committee develops 
written recommendations for the routine administration 
of vaccines to children and adults and publishes updated 
versions in January of each year. Schedules are available on 
the CDC website at www.cdc.gov/vaccine/recs/schedules. 

The overall goals of ACIP are to provide advice that 
will lead to a reduction in the incidence of vaccine 
preventable diseases in the United States, and an increase 
in the safe use of vaccines. Highlights of this year’s Adult 
Immunization schedule follow. 

Td and Tdap Vaccine
Td is the tetanus diphtheria vaccine and is recommended 

as a booster once every 10 years for adults that show 
evidence of primary series vaccination. A primary series for 
adults is 3 doses with the first 2 being at least 4 weeks apart 
and the third 6-12 months after the second. ACIP continues 
to recommend Td as prophylaxis in wound management. 

In 2005 the ACIP recommended that Tdap, the tetanus, 
diphtheria, pertussis combination vaccine, should replace 
one adult booster dose of Td and should be considered 
for the Td dose in adolescents ages 11-12. Tdap should not 
be used for pregnant women but should be given during 
the immediate post partum period. Tdap is approved for 
adolescents and adults under age 65. 

Efficacy of Td and Tdap vaccines
Td–When used properly the vaccine is nearly 100% effective Adult Immunization continued on page 6

in preventing tetanus and at least 85% effective in preventing 
diphtheria.  

Tdap–Pertussis has become more prevalent in the United States 
for the last 20 years, particularly among adolescents and adults. 
Childhood vaccination against pertussis provides only 5 to 10 
years of immunity, and antibiotics do little to affect the symptoms 
of pertussis once coughing begins. According to Gregory Poland, 
M.D., studies show that pertussis efficacy overall in adults is 92 
%. 

Contraindications: Persons that experience 
encephalopathy within 7 days after administration of a 
previous dose of diphtheria and tetanus toxoids and whole-
cell pertussis vaccine (DTP), DtaP or Tdap not attributable 
to another cause should not receive future doses of a 
vaccine that contains pertussis. Individuals with progressive 
neurological disorder should not receive DtaP until the 
neurologic status is clarified and stabilized. 

Human Papillomavirus (HPV) Vaccine
In 2006 the first HPV vaccine was licensed by the FDA 

to protect against four of the most common strains of 
HPV. HPV vaccine is recommended for all females aged 
11 through 26 years. Three doses should be administered. 
Administer the second dose 2 months after the first dose. 
The third dose should be given 6 months (at least 24 weeks) 
after the first dose. Females with a history of genital warts, 
abnormal Pap tests or positive HPV DNA test should still 
be given the vaccine. Ideally HPV should be administered 
before potential exposure through sexual activity; however 
females who are sexually active should still receive the 
vaccine consistent with age based recommendations. 

Efficacy of HPV vaccine
According to information released by the CDC, Gardasil® 

protects against infection from 4 HPV types, including 2 types 
(HPV 16 and 18) that cause about 70% of cervical cancers. In 
clinical trials among women who had not yet been infected with a 
specific vaccine HPV type, the efficacy of the vaccine was close to 
100% for prevention of pre-cancer lesions of the cervix due to that 
type. For example, a woman who participated in the study and who 
did not have HPV type 16 before vaccination was afforded almost 
100% protection against cervical pre-cancer lesions caused by HPV 
type 16. Therefore, if girls/women are vaccinated before their first 
sexual experience, Gardasil® should be very effective in preventing 
about 70% of cervical cancers. 

Precaution: HPV vaccine should not be administered 
during pregnancy. The vaccine has not been associated 
with adverse outcomes of pregnancy or with adverse effects 
on the developing fetus. However, data on vaccination 
during pregnancy are limited.

Varicella (Chickenpox) Vaccine
Varicella vaccine, introduced in the United States in 

1995, is recommended for all adults without evidence 
of immunity to varicella. Adults should receive 2 doses 
of single-antigen Varicella vaccine if not previously 
vaccinated unless there is a medical contraindication. 
The doses should be separated by a 4 week interval. 
Evidence of immunity may include documentation of 2 
doses of Varicella vaccine, U.S. born before 1980, history 
of chickenpox, and laboratory evidence of immunity or 
laboratory confirmation of disease. 

Efficacy of Varicella vaccine
Vaccine efficacy is estimated to be most commonly 80% to 85% 

(range 44% to 100%) against disease of any severity and 95% 
against severe disease. 

Contraindications: Women known to be pregnant 
or attempting pregnancy should not receive a varicella 
containing vaccine. Varicella vaccine is contraindicated for 
persons with immunocompromised conditions.

Herpes Zoster (Shingles) Vaccine
Zoster vaccine is recommended for adults aged 60 years 

and older regardless of whether they report a prior episode 
of herpes zoster. Although the data suggests that ≤ 5% of 
immunocompetent adults have a recurrence of shingles the 
recommendations support vaccination with Zoster vaccine. 
Persons with chronic medical conditions may be vaccinated 
unless their condition constitutes a contraindication. 

Efficacy of Herpes Zoster (shingles) vaccine 
Studies show a 51% reduction in herpes zoster across the 

population that receives shingles vaccine-adults aged 60 and over. 

Contraindications: Shingles vaccine is not recommended 
for immunocompromised persons.

Measles, Mumps, Rubella (MMR) vaccination 
Measles vaccine became available in 1963. MMR first 

became available in 1971. The MMRV (Measles, Mumps, 
Rubella and Varicella) became available in 2005. See the 
schedule for specific recommendations but the general 
recommendation is that persons born before 1957 are 
considered immune to measles. Adults born during or 
after 1957 should receive 1 or more doses of MMR unless 
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they have a medical contraindication, documentation of 1 
or more doses, or history of measles based on health care 
provider diagnosis or laboratory evidence of immunity. 
A second dose of MMR may be recommended for specific 
circumstances outlined in the adult immunization 
schedule. The same recommendations apply for the 
mumps component; persons born before 1957 generally are 
considered immune to mumps. Adults born during or after 
1957 should receive 1 dose or more doses of MMR unless 
they have a medical contraindication, documentation of 
1 or more doses, history of mumps based on health care 
provider diagnosis or laboratory evidence of immunity. 
A second dose of MMR may be recommended for specific 
circumstances outlined in the adult immunization 
schedule. Rubella component: 1 dose of MMR vaccine is 
recommended for women whose rubella vaccination history 
is unreliable or who lack laboratory evidence of immunity. 
For women of childbearing age, regardless of birth year, 
rubella immunity should be determined and women should 
be counseled regarding congenital rubella syndrome. 

Efficacy of MMR vaccine
According to the CDC, MMR is effective in preventing illness in 

95% of recipients of one dose.

Contraindications: Pregnancy is a contraindication 
to receiving MMR vaccine; in addition, persons with 
immunocompromised conditions should not receive MMR 
vaccine.

Influenza Vaccine
Annual immunization is recommended for all adults age 

50 and over as well as all children age 6 months to 18 years 
of age. 

All individuals with the following medical conditions 
should get this vaccine: cardiovascular or pulmonary 
disease including asthma, chronic metabolic diseases, 
including diabetes mellitus, renal or hepatic dysfunction, 
hemoglobinopathies, or immunocompromising conditions 
and any condition that compromises respiratory function or 
the handling of respiratory secretions or that can increase 
the risk of aspiration (e.g., cognitive dysfunction, spinal 
cord injury, or seizure disorder or other neuromuscular 
disorder), and pregnancy during the influenza season. 

Occupational indications: All health care personnel, 
including those employed by long term care and assisted 
living facilities, and caregivers of children less than 5 years 
old. 

Other indications: Residents of nursing homes and 
other long term care and assisted living facilities, persons 
likely to transmit influenza to persons at high risk (e.g., in-
home household contacts and caregivers of children aged 
less than 5 years old and anyone who would like to decrease 
their risk of getting influenza.

Healthy, non-pregnant adults aged less than 50 years 
without high risk medical conditions who are not contacts 
of severely immunocompromised persons in special care 
units can receive either intranasally administered live, 
attenuated vaccine (FluMist®) or parenterally administered 
inactivated vaccine. 

Efficacy of influenza vaccine 
Efficacy is designed to prevent morbidity and mortality. The 

success of influenza vaccine is proven by a 50%-70% reduction in 
hospitalizations, 60%-85% reduction in deaths and 30%-70% 
reduction in illness.

Contraindications: Influenza vaccine should not be 
administered to persons with an allergy to egg proteins.

Pneumococcal Polysaccharide (PPSV) Vaccine
This 23 valent vaccine, licensed in 1983, is indicated for 

all persons aged 65 and over. One dose of PPSV vaccine is 
recommended for this population.

The vaccine is also recommended for persons age 64 
and under with chronic cardiovascular or pulmonary 
disease, diabetes mellitus, alcoholism, chronic liver or 
renal diseases, CSF leaks, cochlear implants, functional or 
actual asplenia, and immunocompromising conditions as 
well as residents of nursing homes or other long term care 
facilities. This year the recommendations were expanded to 
include asthma and cigarette smoking as indications for the 
vaccine. 

Revaccination: One-time revaccination after 5 years is 
recommended for persons with specific chronic medical 
conditions and persons who are immunocompromised. For 
persons age 65 and over one-time revaccination if they were 
vaccinated 5 or more years previously and were aged less 
than 65 years at the time of primary vaccination

Efficacy of pneumococcal vaccine.  
According to the CDC, more than 80% of healthy adults who 

receive PPV23 develop antibodies against the serotypes contained 
in the vaccine, usually within 2 to 3 weeks after vaccination. Older 
adults and persons with some chronic illnesses or immunodeficiency 
may not respond as well, if at all. 

Contraindications: Persons who had a serious reaction 
to a previous dose should not receive another dose (such 
reactions are rare).

Hepatitis A Vaccine 
This vaccine, licensed in 1995, is medically indicated 

for persons with chronic liver failure and persons receiving 
clotting factor concentrates. It is also recommended for 
men who have sex with men and persons who use illegal 
drugs. Other groups include persons working with the 
hepatitis A (HAV) virus in infected primates or with HAV 
in the laboratory setting, persons traveling to or working in 
countries with intermediate or high endemic levels of HAV 
and any person seeking protection from HAV infection. 

Single dose antigen Havrix® or Vaqta® is given in a two 
dose scheduled at 0 and 6-12 months. 

There is no alternate or accelerated schedule for single 
antigen Hepatitis A vaccine.

Efficacy of hepatitis A vaccine 
The CDC reports that 95% of adults will develop protective 

antibody within 4 weeks of a single dose of Hepatitis A vaccine and 
nearly 100% will seroconvert after two doses. 

Contraindication: Persons who had a serious reaction to 
a previous dose should not receive the second dose of this 
vaccine. 

Precaution: Women who are pregnant should not receive 
Hepatitis A vaccine. The safety of this vaccine for pregnant 
women has not been determined; but there is no evidence 
that it is harmful to either the pregnant woman or fetus. 

Hepatitis B Vaccine
Hepatitis B vaccine, approved by the FDA since 1981, 

is recommended for persons with end stage renal disease 
(including patients receiving hemodialysis), persons with 
HIV infection and persons with chronic liver disease. It 
is also indicated for healthcare workers and public safety 
workers who are exposed to blood or other potentially 
infectious body fluids; sexually active persons who are 
not in a long term, mutually monogamous relationship 
(e.g., persons with more than one sex partner during 
the previous 6 months); persons seeking evaluation or 
treatment for a sexually transmitted disease, current or 
recent drug users; men who have sex with men; household 
contacts and sex partners of persons with chronic HBV 
infection; clients and staff members of institutions for 
persons with developmental disabilities; international 
travelers to countries with intermediate or high prevalence 
of chronic HBV infection and any adult seeking protection 
from HBV infection. 

Single antigen Engerix B® and Recombivax HB® is 
given in 3 doses total with one dose each administered at 0, 
1 and 6 month intervals 

Engerix B® lists an alternate schedule of 0, 1, 2 and 
12 month intervals for certain travelers to high risk 
destinations. 

If using combined hepatitis A and hepatitis B vaccine, 
Twinrix® administer 3 doses at 0,1 and 6 months: or 
accelerated 4 dose schedule, administered on days 0,7, and 
21 to 30 followed by a booster dose at month 12.  

Efficacy of Hepatitis B vaccine
The CDC reports that 90% of healthy adults develop adequate 

antibody protection. However, it must be noted there is an age-
specific decline in immunogenicity. By age 60 years only 75% of 
vacinees develop protective antibody titers.

Contraindication: Anyone with a life threatening allergy 
to baker’s yeast or any other component of the vaccine 
should not get hepatitis B vaccine.

Note: Pregnant women who need protection from HBV 
infection may be vaccinated.

Meningococcal vaccination
Meningococcal vaccination is indicated for adults with 

anatomic or functional asplenia or terminal complement 
component deficiencies. It is also indicated for first year 
college students living in dormitories, microbiologists 
working with Neisseria Meningitides isolates, military 
recruits, and persons who travel to or live in countries in 
which meningococcal disease is hyperendemic or epidemic. 
Vaccination is required by the government of Saudi Arabia 
for all travelers to Mecca during the annual Hajj.

Menactra® Meningococcal conjugate vaccine (MCV), 
licensed in 2004, is preferred for adults with any of the 
preceding indications who are aged 55 years or younger, 
although Menommune® meningococcal polysaccharide 
vaccine (MPSV) licensed in 1978, is an acceptable 
alternative. Revaccination with MCV after 5 years might 
be indicated for adults at increased risk for infection (e.g., 
persons residing in areas in which disease is epidemic).

Efficacy of meningococcal vaccine
Vaccine induced protection wanes over time. In 2009, ACIP 

altered the recommendation to suggest revaccination for specific 
populations in 5 year intervals.  

Contraindications and precautions: Persons with a 
history of Gullain-Barré syndrome should not receive 
meningococcal vaccine unless they are at high risk for 
meningococcal disease.

General Contraindications and Precautions for all 
Vaccines

Contraindications indicate that there can be a risk 
for a serious adverse reaction. When a contraindication 
is present, vaccination should not take place. The 
contraindication that is applicable to all vaccines is a history 
of a severe allergic reaction after a previous dose of vaccine 
or to a vaccine component. An example would be an 

individual with a serious allergy to egg protein; that person 
should not receive influenza vaccine. Persons with severe 
immunocompromised conditions should not receive live, 
attenuated vaccines. In addition, pregnant women should 
not receive live attenuated vaccine due to the theoretical 
risk to the fetus. 

Precautions, on the other hand, generally indicate a 
temporary delay in the delivery of a vaccine. Precautions 
might increase the risk for a serious allergic reaction 
or might compromise the immunogenicity of a vaccine. 
One precaution common to all vaccines is the presence 
of moderate or severe acute illness with or without the 
presence of fever. 

In many instances, clinicians fail to vaccinate patients 
due to inadequate knowledge of true contraindications or 
precautions to vaccination. More often than not this leads 
to missed opportunities to vaccinate. Instances where it is 
generally appropriate to vaccinate include cases of diarrhea, 
minor upper respiratory tract infections (including otitis 
media) with or without fever, mild reactions to a previous 
dose of vaccine, current antimicrobial therapy and the 
convalescent phase of an acute illness. Failure to vaccinate 
persons with minor acute illnesses may seriously impede 
vaccination efforts particularly if it is a person whose 
compliance with medical follow-up is not likely.

Persons with moderate or severe acute illness should be 
vaccinated when the condition improves, after screening 
for contraindications. 

Adverse Reactions
An adverse reaction is defined as an untoward effect 

that occurs after vaccination. They are generally broken 
down into three categories: local, systemic and allergic. 
Local reactions are the most frequent and least severe and 
include redness, pain and swelling at the injection site that 
is self-limited and mild. 

Systemic reactions are more generalized and include 
fever, malaise, myalgia, headache and loss of appetite. 
These symptoms are nonspecific and may be caused by 
the vaccine or something unrelated to the vaccine, like 
a concurrent viral infection, stress, or excessive alcohol 
consumption.

Allergic reactions are the third type of reaction. They 
can be severe and cause an anaphylactic reaction. The 
allergic reaction may be caused by the vaccine itself or a 
component of the vaccine. Severe allergic reactions can be 
life-threatening. They are rare and occur in less than one in 
every half million doses. The risk of an allergic reaction can 
be minimized by good screening prior to vaccination. All 
providers who administer vaccines must have an emergency 
protocol and supplies to treat anaphylaxis. 

Barriers to Adult Immunization
Barriers to adult immunization occur at all levels. There 

are many reasons and enough blame to go around as to 
why the vaccination rate among adults continues to lag 
far behind vaccination rates for children. In the provider 
community, adult immunization does not appear to be 
a priority. In defense of the provider community, adult 
immunization has not been a significant part of medical 
training or medical practice. Unlike the pediatric culture, 
adult vaccination is not an ingrained component in the 
culture of the medical management of adult patients. 
Clinicians often do not understand the importance of adult 
immunization and due to lack of knowledge and/or lack of 
interest do not include routine vaccination in the care of 
adults.

When the standards for adult immunization practices 
were first introduced in 1990, it was noted that improving 
provider compliance would be a more effective way to 
improve adult immunization rates than just the attempt 
to influence the public’s knowledge of the need for and 
importance of adult immunization. Unfortunately, this 
recommendation has not been widely embraced by the 
medical community. 

Issues concerning adequate reimbursement, vaccine 
supply, the safe handling and storage of vaccines, vaccine 
inventory, indications for vaccination and efficacy of the 
vaccine are all factors that inhibit vaccine use in clinical 
practice. Until the culture embraces prevention over 
treatment we will continue to encounter unnecessary 
morbidity and mortality.

According to Dr. Poland, provider barriers include 
pediatric bias, ageism and politics. Vaccines are not just for 
the pediatric population; adults, particularly the elderly, 
do not have to die from pneumonia, a vaccine preventable 
disease. Politically, adult immunization is barely on the 
radar screen at the national level. 

The national immunization program spends less than 
3% of its budget on adult immunization. Medicare and 
Medicaid do not reimburse providers at a sufficient level 
and private insurers offer a mishmash of coverage at best. 
One private insurer may have several different levels of 
reimbursement for the same vaccine depending on the 
product purchased by the consumer or employer group. 
The federal government, with assistance from the pediatric 
physician community, developed a successful Vaccine 
for Children (VFC) program to provide vaccinations for 
children. There is no such program for uninsured or 
underinsured adults. 

The anti-vaccine movement is also a barrier to 
immunization. While the movement has received much 
attention in recent years, it is not a new phenomenon. The 

Adult Immunization continued from page 5

Adult Immunization continued on page 7
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anti-vaccine movement dates back to the advent of small 
pox vaccination. Early anti-vaccine efforts included the 
ridiculous notion that those vaccinated against small pox 
would sprout a cow growing out of the vaccination site!

Everything from the unproven ideas of pertussis vaccine 
causing SIDS to measles vaccine causing autism fans the 
flames of the anti-vaccine movement. The most effective 
tool to refute these charges is to continue to produce 
evidence through research that there is not a link between 
vaccination and the above named conditions. There is, 
however, evidence to support the increased incidence of 
morbidity and mortality among persons that choose not 
to undergo vaccination. Recent outbreaks of measles and 
mumps in communities in the United States support this 
conclusion.

The barriers at the patient level are multifaceted: limited 
financial resources, fragmented care, lack of knowledge, 
indifference, fear, and the successful efforts of the anti-
vaccine movement. As the CDC notes in “Epidemiology 
and Prevention of Vaccine Preventable Diseases,” the 
job of health care providers is to overcome obstacles or 
barriers to immunization. Barriers can be both physical 
and psychological. Physical barriers include inconvenient 
clinic hours, long waits, distances patients must travel and 
lack of a medical home. Cost is also a significant barrier. 
Psychological barriers often remain unrecognized and/
or unspoken and include concerns about vaccine safety, 
previous unpleasant experiences or mild to moderate 
adverse reactions and fear of immunization. It is the health 
care provider’s responsibility to overcome these barriers 
through the dissemination of knowledge and the use of 
interpersonal skills to provide a supportive environment.

Strategies to Improve Adult Immunization 
The Institute of Medicine (IOM) (2000) formed a 

committee to review the state and federal immunization 
program. They developed a conceptual framework 
which identified five fundamental roles of the national 
immunization system: 1) to assure vaccine purchase and 
service delivery; 2) to prevent and control infectious 
disease; 3) to monitor and survey levels of immunization 
coverage and vaccine safety concern, especially within high 
risk settings; 4) to sustain and improve vaccine coverage 
rates for child and adult populations; and 5) to use primary 
care and public health resources efficiently in achieving 
national immunization goals. The nation requires a 
coherent strategy, additional funds and a multiyear finance 
plan that can help expedite the delivery of vaccine.

The following Standards for Adult Immunization 
Practices, first published in 1990, have been revised in an 
attempt to improve vaccination coverage rates in adults. 

Standards for Adult Immunization
Make vaccine available

1. Adult vaccination services are readily available.
2. Barriers to receiving vaccines are identified.
3. Patient “out-of-pocket” vaccination costs are 

minimized. 

Assess patient vaccination status
4. Healthcare professionals routinely review the 
 vaccination status of patients.
5. Healthcare professionals assess for valid 
 contraindications.

Communicate effectively with patients
6. Patients are educated about risks and benefits of 

vaccination in easy-to-understand language.

Administer and document vaccinations properly
7. Written vaccination protocols are available at all 

locations where vaccines are administered.
8. Persons who administer vaccines are properly 

trained.
9. Healthcare professionals recommend simultaneous 

administration of indicated vaccine doses.
10. Vaccination records for patients are accurate and 

easily accessible.
11. All personnel who have contact with patients are 

appropriately vaccinated.

Implement strategies to improve vaccination rates
12. Systems are developed and used to remind patients 

and healthcare professionals. when vaccinations are 
due and to recall patients who are overdue.

13. Standing orders for vaccinations are employed.
14. Regular assessments of vaccination coverage levels 

are conducted in a provider’s practice.

Partner with the community
15. Patient oriented and community based approaches 

are used to reach target populations. 

The revised standards provide a concise, convenient 
summary of best practices. They have been widely endorsed 
by major professional organizations including the American 
Nurses Association.

As ACIP notes in the General Recommendations on 
Immunization, there are benefits and risks associated with 
using all vaccines. The benefits to the individual and to 
society as a whole include partial or complete protection 
against vaccine preventable disease for the vaccinated 
person and the creation and maintenance of herd 
immunity, prevention of disease outbreaks and reduction 
in health care related costs.

References available upon request.
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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. Childhood and adult immunization efforts have been a 

major accomplishment in the last 100 years.  
 A. True  B. False

2. Adolescents and adults have adequate protection against 
most vaccine preventable diseases. 

 A. True  B. False

3. The Advisory Committee on Immunization Practices, 
ACIP, is the federal agency that publishes vaccine 
recommendations each year. 

 A. True  B. False

4. Vaccine Preventable Diseases (VPDs) are responsible for 
greater than 50,000 adult deaths each year. 

 A. True  B. False

5. Which three VPDs currently cause the greatest economic 
burden to society in the United States?

 A. Polio, Measles, Herpes Zoster
 B. Influenza, Pneumonia, Hepatitis B
 C. Diphtheria, Tetanus, Pertussis

6. Information on the CDC website is copyright protected 
and not available for general distribution. 

 A. True  B. False

7. Tdap, the tetanus, diphtheria, pertussis vaccine, 
recommended for adolescents and adults should be given 
to women in the immediate post partum period. 

 A. True  B. False

8. ACIP no longer recommends Td, tetanus diphtheria 
vaccine, as prophylaxis in wound management.

 A. True  B. False

9. HPV, the Human Papillomavirus vaccine, is 
recommended for all females aged 11 through 26 years. 

 A. True  B. False

10. Adults without evidence of immunity to Varicella vaccine 
should receive two doses of single antigen Varicella 
vaccine. 

 A. True  B. False

11. Herpes Zoster vaccine is recommended for adults aged 40 
years and older.

 A. True  B. False

12. Measles, Mumps and Rubella (MMR) is generally not 
recommended for adults born before 1957.

 A. True  B. False

13. Annual influenza vaccination is only recommended for 
adults aged 50 and over.

 A. True  B. False

14. Older adults and adults with immunodeficiency may not 
respond well to pneumococcal vaccine.

 A. True  B. False

15. Twinrix, the combined Hepatitis A/B vaccine can be 
administered on an accelerated 4 dose schedule instead of 
the recommended 3 dose schedule.

 A. True  B. False

16. Hepatitis A vaccine has nearly 100% seroconversion after two 
doses.

 A. True  B. False

17. The national immunization program spends more than 10% 
of its budget on adult immunization. 

 A. True  B. False

Post Test and Evaluation – The Importance of Adult Immunization

See Registration Form on page 19
1. Was the following objective met?

a. Describe the immunization that adults should receive 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? 

18. Barriers to adult immunization at the patient level include 
limited financial resources, fragmented care, lack of 
knowledge and fear.

 A. True  B. False

19. The Institute of Medicine (IOM) developed a conceptual 
framework which identified 3 fundamental roles of the 
national immunization system.

 A. True  B. False

20. The Standards for Adult Immunization Practices first 
published in 1990 have been endorsed by the American 
Nurses Association.

 A. True  B. False
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This independent study has been developed to provide 
nurses with an overview and introduction the characteristics 
of critical thinking. 1.08 contact hours will be awarded. 
Expires 8/2011. Copyright © 2009, Ohio Nurses Foundation

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

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Define critical thinking.
2. Identify universal intellectual standards and 

cognitive skills as they apply to critical thinking.
3. Contrast positive versus negative essential 

intellectual traits.
4. Recognize characteristics that prevent or hinder 

critical thinking.

STUDY

Introduction
This begins a series of self instructional modules 

regarding critical thinking. The modules are best completed 
in order, but it is not necessary to do so. In this module 
we will be discussing characteristics of critical thinking. 
We will examine things that critical thinkers routinely do 
versus things that prevent critical thinking. In subsequent 
modules we will explore both the art and science of nursing 
and how critical thinking is key to good nursing practice. 
We will explore how we develop a “Nursing IQ”. We will also 
visit ideas to assist other nurse colleagues in developing 
their Nursing IQs. In other words, how do we teach people 
to become critical thinkers? Finally we will touch on how 
critical thinkers are a crucial component of a culture 
rooted in safety. Ever since the 1999 study released by the 
Institute of Medicine that stated healthcare institutions 
kill as many as 90,000 patients every year, we have become 
more safety focused. But what progress have we really 

Developing a Nursing IQ – Part I
Characteristics of Critical Thinking: What Critical Thinkers Do

What Critical Thinkers Do Not Do
made in ten years? What more needs to be done? We need 
critical thinkers! Along the way to developing successful 
intelligence and creating a culture of safety, we will delve 
into the works of Patricia Benner, Edward Bloom, Daniel J. 
Pesut, Joanne Herman, Gaie Rubenfeld, Barbara Scheffer, 
John Nance, and Robert Sternberg, just to name a few. 

First we will look at characteristics of critical thinkers 
and things critical thinkers routinely do in the process of 
thinking critically. We will examine the intellectual traits 
and virtues that enhance critical thinking. Next we will 
explore those things that prevent critical thinking, or the 
things critical thinkers routinely do not do. As you read 
this module, think about your own thinking. How many 
of the traits of a critical thinker do you already possess? 
What traits do you practice that prevent you from being a 
critical thinker? Thinking about one’s thinking is called 
metacognition. Interestingly, metacognition is a form of 
critical thinking. To be aware of and purposeful in one’s 
thinking and one’s response to thoughts, is a characteristic 
of critical thinking. So, here before we’ve barely begun, you 
are already practicing critical thinking! So let’s put on our 
thinking caps and begin to develop our Nursing IQ’s.

“Shall I tell you what it is to know? To say when you 
know, and to say you do not when you do not, that is 
knowledge.”

~ Confucian Analects as cited in Do-Sai, 1880.

Characteristics of Critical Thinkers

A. Critical Thinking Defined. There are many definitions 
of critical thinking. One definition comes from Richard 
Paul and Linda Elder of the Center for Critical Thinking 
and states “Critical thinking is the art of analyzing and 
evaluating thinking with a view to improving it. Critical 
thinking is self-directed, self-disciplined, self-monitored, 
and self-corrective thinking.” Another way of looking at 
this definition is that critical thinking is being mindful. 
Mindfulness means you are engaged with a certain activity, 
focused and actively thinking about whatever it is you are 
undertaking at the moment. Mindful is what I want my 

nurse to be when she is administering medications to me. 
Mindful is what I want my surgeon to be when undertaking 
a surgical procedure on me, or my loved one. 

In other words, I would like these individuals to be 
engaged and critically thinking when undertaking my care 
or caring for a loved one. We already know the outcomes 
of mindlessness. Mindlessness occurs when one is not 
paying attention to the task at hand, or is not engaged 
in active thinking about the task at hand. How many 
people, distracted by something else, make errors? How 
many traffic accidents are there because someone was not 
mindful when they are driving? They are driving at 80 
miles per hour in heavy freeway traffic, talking on the cell 
phone, radio blaring and drinking a cup of hot coffee. This 
is not the picture of a mindful driver! Mindlessness creates 
errors and is costly beyond measure. Mindlessness or lack 
of critical thinking is what lies at the core of the Institute 
of Medicine 1999 study that stated we kill some 90,000 
patients every year due to errors.

How many patient deaths could have been prevented 
if all healthcare professionals and all those engaged in 
the business of healthcare had been engaged in critical 
thinking? In critical thinking, we raise vital questions and 
define problems clearly and precisely. Critical thinking 
healthcare professionals gather and assess relevant 
information and come to well-reasoned conclusions. 
Critical thinkers identify solutions, give consideration to 
alternatives and communicate effectively with others in 
an effort to solve the problem at hand. Let’s look at some 
specific traits of critical thinkers.

Universal Intellectual Standards. These are standards 
that become fused in the thinking processes of a critical 
thinker. For critical thinking nurses, these standards 
become part of our inner voices and guide us as we go 
about caring for our patients. The use of these standards 
is not limited to only our nursing practice. Individuals who 
utilize these standards use them in all avenues of their lives. 
The Universal Intellectual Standards are as follows:

Clarity: This is the gateway into critical thinking. If 
something is unclear, it is difficult to proceed. We don’t 
know what is relevant or accurate if information is unclear. 
Having a clear picture of the patient’s problems certainly 
makes it easier to help solve the problem. How often do you 
clarify information from patients by asking for descriptions 
or for more information? We clarify physician orders. What 
happens when information is not clear? This is an essential 
component of not only nursing assessment, but having clear 
information assists us in making sound nursing judgments 
and clinical decisions. Questions to ask or consider to 
achieve clarity include: 

•	 Could	you	give	me	an	example?
•	 Could	you	give	me	more	information?
•	 Could	you	elaborate?

Accuracy: Statements or information may be clear, but 
not true. For example, “All physicians are pompous.” The 
meaning is certainly clear, but certainly not true. Accuracy 
can be problematic when we misinterpret what patients 
tell us. We often use clarity to assure we have accurate 
information. Questions to ask or contemplate to achieve 
accuracy may include:

•	 How	can	I	check	on	this?
•	 How	can	I	verify	this	information?
•	 What	other	information	do	I	have	that	may	dispute	or	

confirm this?

Precision: Precision has to do with exactness or 
specifics. Statements can be both clear and accurate, but 
not precise. For example “Mary is overweight.” This is clear 
and may be accurate, but it is not precise, as we do not know 
how overweight Mary is. Is she 10 pounds or 100 pounds 
overweight? Precision gives us more details. With more 

Developing a Nurse IQ continued on page 9
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details we can make better clinical decisions. Questions to 
ask or think about to achieve precision include:

•	 Could	you	give	me	more	details?
•	 Could	you	be	more	specific?
•	 Could	you	be	more	exact?

Relevance: Is the information relevant to the problem 
or task at hand? Relevance has to do with significance. 
A statement may be clear, accurate and precise, but not 
relevant. For example “Mrs. Jones has a throbbing pain 
in her left hand as evidenced by her facial grimacing and 
guarding of the hand. She states it is a pain level of 8 on 
a scale of 10 and she has had no bowel movement today.” 
The information regarding the bowel movement is not 
really relevant to the issue of Mrs. Jones’ left hand. Nurses 
are constantly sorting relevant from irrelevant information. 
Honing in on relevant data further assists us in nursing 
practice. Questions to ask or think about to achieve 
relevance include:

•	 How	is	this	information	connected	to	the	problem?
•	 How	does	this	information	help	me	with	this	issue?
•	 Does	 this	 information	 pertain	 to	 this	 problem	 or	

another problem?
•	 What	significance	is	this	information?

Depth: What are the other complexities involved in this 
particular issue? Are you attempting to deal with a very 
complex problem in a superficial manner? For example 
Ms. Treetmint has been a victim of spousal abuse for quite 
a few years and she is told to “Just leave him”. That is a very 
simplistic solution to a very complex problem. While the 
statement “Just leave him” is clear, accurate, precise and 
relevant it does not give consideration to the depth of Ms. 
Treetmint’s problems. Questions to contemplate or ask to 
achieve depth include:

•	 Are	you	dealing	with	all	significant	factors?
•	 What	are	the	difficulties	we	need	to	consider	or	deal	

with?
•	 What	 other	 issues	 factor	 into	 or	 contribute	 to	 this	

problem?

Breadth: Taking into consideration other points of view 
is what is meant by breadth. One nurse may be thinking 
the abuse sustained by Ms. Treetmint was her own fault, 
brought on by herself. Whereas another nurse would 
consider self-esteem issues, lack of monetary support and 
being jobless as factors adding breadth to Ms. Treetmint’s 
problem. Questions to ask or think about to achieve 
breadth would include:

•	 Do	we	need	to	look	at	this	from	another	perspective?
•	 Is	there	another	point	of	view	to	consider?
•	 Let	me	consider	the	point	of	view	from	Ms.	Treetmint’s	

vantage.

Logic: Logic has to do with making sense. Logic is 
when we bring together a variety of thoughts into some 
order. When combinations of thoughts come together and 
are supportive, the thinking is considered to be logical. 
For example Mrs. Jones is complaining of her left hand 
throbbing with a pain level of 8 on a scale of 10, yet she 
is seen laughing and clapping her hands while viewing a 
television show. Her described behaviors while watching TV 
are not congruent with the complaints of relatively severe 
pain. Her behaviors are not logical, or do not support the 
complaints of pain. If she had been described as sitting 
quietly, guarding the hand, keeping her eyes closed and 
minimally moving, that would be more congruent or 
logical information fitting for someone experiencing pain. 
Questions to consider or ask to achieve logic include:

•	 Does	this	make	sense?
•	 Is	the	information	I	have	congruent?
•	 Is	the	information	I	have	conflicting?

Nurses who are critical thinkers value and adhere to 
these intellectual standards. These intellectual standards 
are part of the nurse’s thought processes as he or she 
makes determinations about patient care. Critical thinkers 
do not spend time on the trivial or irrelevant. Nurses who 
are critical thinkers are truth seekers, who demonstrate 
sensitivity to the views of others, are open-minded and are 
sensitive to the potential of their own biases. For example 
while the individual nurse would “ just leave him” to 
eradicate herself from an abusive situation, she also realizes 
Ms. Treetmint’s situation may be very different from her 
own life situation, and is able to overlook her own bias in 
assisting this patient. 

Critical thinking, mindful nurses value and often 
thrive on intellectual challenges. Mindful nurses are self-
confident in their well-reasoned thoughts because the 
nurse has developed nursing skills as well as thinking 
skills. Mindful nurses believe that nursing is never 
superficial or meaningless. Thinking nurses realize the 
significance of what they do and appreciate that they must 
be actively engaged with the practice of nursing. Pursuing 
tasks without thought only culminates in poor practice. 
Think about some of your colleagues. Perhaps some of 
the examples used reminded you of co-workers. Which 
colleagues do you think of as being mindful? Why is that? 
Do you see evidence of these nurses using or role modeling 
these intellectual standards? What about nurses you do 
not consider to be mindful or critical thinkers? What 
intellectual standards are lacking in these nurses? Think 
about yourself for a moment. Do you readily make use of 

these standards in your own thinking? Which standards 
do you use? Which ones do you not use, but will make a 
conscious effort to incorporate in your practice? Knowing 
about these standards gives us terminology. We can use 
the terminology to then identify the standards when we 
use them or when we see a colleague use them. It also gives 
us the means to identify negative traits that we can self-
correct.

Essential Intellectual Traits. These are traits or 
characteristics of critical thinkers. Again, critical thinkers 
routinely demonstrate these traits in all aspects of their 
lives, not just professionally or personally, but both 
professionally and personally. Each trait is contrasted to 
its opposite, or negative thinking style. As we review these 
traits, think about your own thinking and how you interact 
with patients and colleagues. How many of these traits do 
you routinely use? What have been the consequences or 
outcomes when you have used the positive traits? What have 
been the consequences of using the negative traits? Let’s 
give consideration to these traits.

Intellectual Humility (versus Intellectual Arrogance): 
Having an awareness of the limits of one’s knowledge 
or knowing what you don’t know is intellectual humility. 
This section of the module began with quote attributed 
to Confucius. Reread this quote; it addresses intellectual 
humility in these words “to say you do not know when 
you do not”. Or as Clint Eastwood portraying Dirty Harry 
would say, “A man’s got to know his limitations.” Intellectual 
humility also means having an awareness of how one’s 
own biases, prejudices, cultural influences, or limitations 
of one’s viewpoints may be influencing one’s thinking. 
Intellectual humility means we should not claim to know 
more than we actually do. Intellectual humility does not 
mean being submissive or imply spinelessness. 

However for the critical thinker using intellectual 
humility, they know when they need more information or 
when to consult the expertise of others. Perhaps it has been 
years since you have taken care of a patient with a central 
venous line. You would know to consult another nurse or 
ask your charge nurse to review central venous lines with 
you and perhaps accompany you when you did the dressing 
change for the first time. Intellectual arrogance on the other 
hand is being pretentious, boastful, and conceited in our 
thoughts and presentation of our thoughts to others. A 
nurse hired by a staffing agency stated she was experienced 
with continuous tube feedings. However when assigned to 
a patient at a nursing home who was receiving continuous 
tube feedings, the nurse left the feeding in a free flow mode 
with the head of the bed flat. This patient subsequently 
aspirated and died. Was this nurse intellectually arrogant by 
saying she was experienced when in reality she wasn’t? The 
inability to set aside our own personal biases and prejudices 
is also a sign of intellectual arrogance. For example you 
have been assigned to care for a convicted rapist who has 
been admitted to your unit. While caring for this patient, 
you make numerous comments to him that he is despicable. 

You do not bathe the patient or administer pain 
medication as frequently as you could because of your 
distaste for this person. This is an extreme example, but 
consider more subtle forms of arrogance, i.e., responses 
to an elderly patient, an overweight patient, or perhaps a 
patient with a mental illness. We have all seen practitioners 
with biases and have seen it affect patient care. What are 
your biases? What about cultural differences that may be 
portrayed as intellectual arrogance? Intellectual arrogance 
may also demonstrate a lack of logic or knowledge. A classic 
example of intellectual arrogance is when a question is 
answered with “Because this is the way we’ve always done 
it” kind of response. Perhaps the person you asked doesn’t 
know the answer and rather than admit it, she takes a very 
arrogant approach to you. 

Intellectual Courage (versus Intellectual Cowardice): 
Intellectual courage involves recognizing the need to 
face and fairly address ideas, beliefs, with which we may 
have strong negative emotions, and/or those items we 
have chosen not to give serious consideration. A person 
demonstrating intellectual courage may say, “I’m thinking 
outside the box here.” Critical thinkers are always open 
to consider new ideas or methods. Intellectual courage is 
recognizing that ideas ingrained in us, perhaps culturally 
or via our system of beliefs, may be false or misleading. It 
is the realization that there may be some truth in ideas we 
considered absurd or perhaps even dangerous. An example 
might be, believing that there is absolutely no value in 
alternative treatments for patient problems, in spite of the 
fact a number of patients tell you acupuncture has relieved 
symptoms, created a remission of disease, and improved 
quality of life. Refusing to consider alternative therapies in 
light of published studies is intellectual cowardice. Blindly 
accepting what we have been taught, without thought, is 
intellectual cowardice. It takes courage to be true to our own 
thinking, i.e., “Maybe there is something to alternative 
treatments after all”, especially when there may be penalties 
for nonconformity. For example, everyone with whom you 
work looks down their noses at alternative therapies and 
may ostracize you for giving such “voodoo” treatments any 
consideration. 

Intellectual Empathy (versus Intellectual Narrow-
mindedness): Intellectual empathy entails the ability to 
put yourself in the place of others in order to genuinely 
understand them. It is the ability to put yourself in their 
place. Put yourself in place of a patient who has just been 

told they have a very grave prognosis. What questions would 
you have if you were that patient? What would you find 
comforting? Intellectual empathy is not total emotional 
involvement, but it involves an awareness and appreciation 
for the situation, while maintaining the ability to remain 
objective. Intellectual empathy requires the ability to 
reconstruct accurately the viewpoints of others. Sometimes 
we say something like “I can see where you’re coming from” 
to express our intellectual empathy. Intellectual empathy 
correlates with those times we are able to recall when we 
were wrong, despite our intense conviction we were correct, 
and thinking we could possibly be incorrect again in regard 
to the case at hand. 

Think about a patient, you were sure X was the 
problem, only to discover it was really Y. Remembering 
this experience as you are thinking about your current 
patient keeps you thinking that there may be more or other 
problems you have not fully appreciated. Intellectual narrow-
mindedness is illustrated by the nurse who says “Whenever 
patients grimace, they are in pain and I medicate them, 
because that’s what I learned in school”. Or thinking about 
the patient who has just received the grave prognosis, the 
intellectually narrow-minded nurse says “Well we all have 
our troubles don’t we?” or “I would make my funeral plans 
and get my affairs in order now”. Both statements lack 
empathy and are probably the last thing this patient needed 
to hear.

Intellectual Autonomy (versus Intellectual Conformity): 
Intellectual autonomy means having rational control 
of your own beliefs and values. Intellectual autonomy is 
“learning to think for yourself”. Intellectual autonomy 
means we question when we think it is rational to question, 
believe when we think it is rational to believe and conform 
when we think it is rational to conform. For example, as 
nurses we know sterile procedures and we conform to those 
procedures in order to minimize risk to the patient. This 
is rational conformity. Intellectual conformity is when we 
blindly follow what we have been taught without thought. 
When asked why a procedure is done in a certain manner, 
the person demonstrating intellectual conformity may 
respond by saying “It’s not important for you to know why, 
this is the way you are to do it, that is the way I learned it 
and it is the way it has always been done.” What is missing 
in this example is rational thought; thus it is intellectual 
conformity. In many ways, intellectual conformity is a form 
of mindlessness that requires no active thought.

Intellectual Integrity (versus Intellectual Hypocrisy): 
Intellectual integrity involves the need to be true to one’s 
own thinking. It means holding yourself, as well as your 
antagonists to the same intellectual standards and rigorous 
standards of evidence and proof. In other words, the 
person possessing intellectual integrity practices what they 
preach. For example if you expect others to admit they may 
have made a mistake, when they did make a mistake, you 
must be willing to make such an admission when you err. 
Intellectual integrity is having the ability to honestly admit 
discrepancies and inconsistencies in your own thinking and 
actions. Think about our patient Mrs. Jones, who had been 
complaining of pain. You’ve administered pain medications, 
but Mrs. Jones is still restless and anxious. You give report 
to the oncoming nurse, who points out that perhaps Mrs. 
Jones is having difficulty because she is also worried about 
her husband, who is home alone and has dementia. To this 
you state, “I hadn’t considered this. Perhaps we can talk to 
Mrs. Jones and see if there is a neighbor or another family 
member who might check on the husband.” The statement 
“I hadn’t considered this” illustrates intellectual integrity 
in this case. A nurse demonstrating intellectual hypocrisy may 
have stated “If you want to delve into her home life, you 
can, but I have treated her pain”.

Intellectual Perseverance (versus Intellectual Laziness): 
Intellectual perseverance is the ability to use intellectual 
insights, knowledge and truths in spite of obstacles, 
difficulties, and frustrations, and despite the irrational 
opposition of others. Situations that call for intellectual 
perseverance are frequently complex issues and may require 
a time allotment to resolve. Let’s say you work with Mary, 
and you know Mary will react with a negative emotional 
outburst every time she is assigned to care for ventilator 
dependent patients. She has the knowledge base and 
competencies to work with ventilator dependent patients, 
she just chooses not to do so. Today Mary is going to be 
assigned to a ventilator dependent patient. How might you 
handle this? Perhaps if you point out Mary’s competencies, 
experience and knowledge she will be more accepting of 
the assignment. Another tactic would be to remind her 
that every nurse in this particular unit takes a turn working 
with the ventilator patients, and it is now her turn. Another 
strategy would be to have a conversation with Mary about 
why she doesn’t like caring for ventilator dependent 
patients and perhaps resolve the issue once and for all. 
These strategies demonstrate intellectual perseverance. 
With the trait of intellectual laziness, you would simply avoid 
Mary’s emotional outburst all together, by not assigning her 
to the ventilator patient. Instead you would assign someone 
else who you know will accept the assignment, even though 
they were just assigned to the ventilated patient yesterday. 
Intellectual laziness often involves taking the easiest or 
quickest way out of a problem. Bear in mind, this may 
not always be the best solution to the problem and in fact 

Developing a Nurse IQ continued from page 8

Developing a Nurse IQ continued on page 10



Page 10 Ohio Nurse December 2009

may allow the problem to continue. In this case, if Mary 
is allowed to avoid caring for ventilator patients, what toll 
does that place on the remaining staff members who always 
have to pick up the slack left by Mary?

Confidence in Reason (versus Distrust of Reason and 
Evidence): Confidence in reason is believing that as you 
develop your own thinking skills, you can learn to think 
for yourself, form rational viewpoints, draw reasonable 
conclusions, think coherently and logically, and become a 
reasonable person. Confidence in reason also means giving 
latitude to others to develop their own thinking skills, so 
that they can learn to think for themselves. It also means 
allowing individuals to come to their own conclusions 
versus always giving them the answer. Let’s consider the 
newly diagnosed diabetic patient who is now learning to 
administer insulin. You’ve taken him through the steps, he 
watched a video, you’ve demonstrated on a mannequin, he 
has demonstrated on the mannequin as well. Now it’s time 
to actually administer his first injection. 

In demonstrating confidence in reason, you will allow 
the patient to tell you what he is doing as he completes 
each step, with you stopping him only if he is about to do 
something incorrectly. When you do stop him, you simply 
ask him “What step comes next?” or you say “Do you really 
want to do that next?” but you allow him to come to his own 
conclusions and self-correct his actions. You also comment 
and encourage him when he has completed a step of the 
procedure correctly. This illustrates confidence in reason 
versus distrust of reason. If you were a person whose thinking 
trait was distrust of reason, you would remove the syringe 
and insulin from the hands of this patient while saying 
“let me do it” and proceed to administer the insulin. In 
other words, you were not allowing this patient time and 
experience to cultivate his own confidence in reason. 
When you distrust reason, you usurp the other individual’s 
work towards thinking for himself. Another illustration of 
distrust of reason is the person who always has to do things 
their way. They don’t trust anyone else to undertake the 
task “correctly”-meaning it was not done “their way”. So 
rather than delegate or allow others to help, individuals 
employing distrust of reason will shoulder all the work and 
often become martyr-like. They will often make comments 
about all the work they have to do and how busy they are. In 
some cases they will forego breaks and lunch because they 
have “so much to do”. 

Fair-mindedness (versus Intellectual Unfairness): Fair-
mindedness is the trait that treats all viewpoints alike 
without reference to one’s own feelings or the vested 
interests of one’s friends. Let’s say you are caring for a 
patient who has become short of breath. You’ve suctioned 
her and made sure her oxygen is in place, but she is still 
experiencing some dyspnea. A respiratory technician enters 
the room and suggests you elevate the head of the patient’s 
bed. If you are fair-minded, you will put the head of the bed 
up and thank the respiratory technician for his suggestion. 
If however you are applying intellectual unfairness, you 
respond by saying, “This is a nursing issue and I am the 
nurse, you are not. I will do what I think is necessary for 
this patient.” In this example of intellectual unfairness, 
you totally discounted the viewpoint of the respiratory 
technician because he was a respiratory technician, not 
part of your nursing group.

Cognitive Skills of Critical Thinking. Besides possessing 
and utilizing the positive traits of critical thinking, nurses 
need to develop cognitive skills. There are many aspects to 
critical thinking and there can be an overlap of ideas about 
critical thinking.  But here are some of the cognitive skills 
needed for developing a Nursing IQ.

Divergent Thinking: Divergent thinking is the ability 
to analyze many opinions, pieces of information, ideas 
and judgments and come to reasonable conclusions. 
Nurses do this every day in assessing patients, taking into 
consideration laboratory reports, diagnostic test results, 
clinical observations and the input of other healthcare team 
members. Not only do nurses do this during the admission 
process, but on an ongoing basis. Not all of the information 
nurses receive is always pertinent. With divergent thinking, 
the nurse is able to distinguish relevant from irrelevant 
information. Divergent thinking develops with practice and 
experience. Think about the first myocardial infarct patient 
or any other now routine patient diagnosis you encounter 
in your practice. How divergent was your thinking with your 
first patient versus the one you cared for today? Why is your 
thinking (hopefully) better today? It is probably because of 
all the knowledge and experience you have gained over the 
years. Those of you who are new or returning to nursing 
after an absence, take heart. With time and experience, you 
will develop the skill of divergent thinking.

Reasoning: Reasoning has to do with applying logic. It 
is the ability to distinguish fact from fiction and come to 
a logical conclusion. There are two types of reasoning: 
inductive and deductive. Inductive reasoning goes from the 
particular to the general. For example there is a patient who 
experiences hypotension after receiving a dose of morphine 
sulfate via IV push. A nurse using inductive reasoning 
might conclude that any patient receiving morphine 
sulfate via IV push might experience hypotension. Thus 
with future patients this nurse will cautiously administer 

the medication and monitor blood pressures when giving 
morphine sulfate via IV push. Deductive reasoning goes from 
the general to the particular. For example, it is well known 
that any patient with an indwelling urinary catheter is at an 
increased risk for infection. Therefore the patient who just 
returned to your unit from hip replacement surgery with an 
indwelling catheter is also at increased risk for infection. 

Reflection: Reflective thinking is the ability to 
think back on or recall past experiences, glean valuable 
information and apply that information to the situation 
at hand. How many times after the end of a shift, have 
you reflected and thought about what you learned from 
that experience? How many times have you reflected on 
what you saw another nurse do and learned from that 
situation? How many times have you thought you would 
do things differently the next time you encountered a 
similar situation? When faced with a situation, how many 
times have you been able to recall a previous patient or 
experience and integrate that into the current situation? 

Have you ever responded instinctively to a situation? 
Have you ever positioned the crash cart just outside of 
the patient’s room, just “because”, or just because “they 
didn’t look right”? Without realizing it you are most likely 
reflecting on other patient experiences where patients did 
end up “coding”. Many people may refer to this as intuitive 
thinking, but I like to think of it as critical thinking 
in action, or having a Nursing IQ. I personally believe 
reflection is one of our most important critical thinking 
skills. It allows us to actively learn from our experiences. 
Nurses who do not reflect may have years of experience, 
but they have not learned from those experiences and 
may actually be functioning at a beginner level. It’s not the 
experiences that make the nurse; it is what the nurse makes 
of the experiences.

Creativity: Let’s face it, nursing calls, begs for creativity 
and critical thinkers are usually very creative thinkers. Thus 
to use some deductive reasoning (going from the general 
to the specific), nurses, being critical thinkers, are creative 
thinkers! How many different nursing interventions can you 
list for alleviating pain? How many nursing interventions 
can you identify for preventing and treating pressure 
ulcers? (In nursing school, I think we all wrote at least 
a 30 page nursing care plan regarding pressure ulcers!) 
How many different strategies have you employed to get a 
patient recovering from open-heart surgery to turn, cough 
and deep breathe? Have you ever been astonished by and 
admired the creativity of a colleague? Have you thought to 
yourself, wow, I wouldn’t have thought of that great idea! 
Creativity gives us the ability to problem-solve. It also gives 
us options. If plan A doesn’t work, we’ll switch to plan B, 
plan C, etc.

 
Clarification: Nurses constantly clarify. We clarify 

physician orders so we clearly understand their intent. 
We clarify often ambiguous information from patients 
by asking more questions. We clarify information and 
terminology for patients and their families so they have a 
better understanding of us. Clarification is not assumption. 
The nurse who assumes what a physician meant in that 
handwritten order may be about to create a huge error! 
A rule to follow is when in doubt, be sure to clarify-that is 
critical thinking. Assuming information not in evidence 
or applying your own interpretation is not clarification or 
critical thinking.

Characteristics that Prevent Critical Thinking. 
We spent some time on the characteristics, intellectual 

standards, traits and skills of critical thinkers, now we 
will turn our attention to some traits that get in the way 
of critical thinking. Knowing what not to do is as equally 
important as knowing what to do. Remember (reflect back 
upon) the traits of critical thinkers. In that section we 
contrasted the positive intellectual trait with its negative 
trait. We will not repeat them here, but remember that 
these negative traits will prevent or hinder critical thinking. 

I also like to refer to this section as “What were they 
thinking?” We have a tremendous number of very intelligent, 
skilled professionals working in healthcare. But why is it 
that a very intelligent person can make such grave errors as 
evidenced in the Institute of Medicine 1999 study previously 
referenced? Yes, many errors are created by system 
problems, i.e., not having or conducting a preoperative 
checklist or allowing interruptions from co-workers when 
administering medications. But there are also errors due to 
the fact that someone was not thinking or has fallen victim 
to a fallacy in their thinking. 

Robert J. Sternberg theorizes that it actually takes a very 
intelligent person to make a really stupid mistake! Think 
about these examples. How did Richard Nixon become 
involved in Watergate and the subsequent cover up? Did 
the executives at Enron really think they could get away 
with the shell game they were running and not create a 
disastrous outcome? Or for a more recent example, do 
bankers and mortgage companies really think it is wise to 
sell a $1 million home to someone barely making minimum 
wage? Why do these same bankers and mortgage companies 
think it is perfectly acceptable to extravagantly redecorate 
their offices and expect bonuses when their companies 
are being kept viable with taxpayer money? Now for the 
really scary question: Have you encountered this kind of 
thinking in healthcare? When you have encountered this 
type of thinking, what have been the outcomes? For the 
patient? For staff morale? What was the outcome within the 
community? 

Unfortunately we are not always aware of when we are 
being stupid. It often takes someone else pointing it out 
that we become aware or when we reflect back (see what 
a valuable critical thinking skill this is?) and realize we’ve 
made an error. We often are amazed we could have been 
so oblivious to our own stupidity. How many times have you 
said to yourself “How could I have been so stupid?” or “That 
was a really dumb thing to do!” If so, you just realized you 
made an error and now have the opportunity to self-correct. 
However what about the person who doesn’t see the error 
of their thinking or the error of their ways? They do not 
correct behaviors and continue to fall victim to their own 
fallacies and unfortunately may perpetuate horrendous 
outcomes. Now let’s look at some fallacies of thinking that 
can cause smart people to do stupid things-in other words 
not think critically!

Egocentrism Fallacy: Because we believe we are smart, 
we believe the world does or should revolve around us. 
Egocentric thinking occurs when we do not consider the 
rights, needs and viewpoints of others. We only take into 
consideration what we are thinking or our viewpoints. 
After all, if we are smart, we must know everything! Think 
about	 two-year-olds—they	 can	 be	 extremely	 egocentric	 in	
their thinking. They want what they want and they want it 
now, or they have a temper tantrum. They want to climb up 
on to the stove. They want to cross the street because they 
know how even if they don’t stop and look both ways! The 
world revolves around them. 

However, with nurturing parents, they are taught the 
virtues of patience, sharing, politeness, safety, and delayed 
gratification, thus learning to become aware of their own 
egocentric thinking. In other words, we learn the world 
does not revolve around us. Individuals who do not learn 
to consider the viewpoints of others or recognize the 
limitations of their own thinking develop an egocentric 
style of thinking. Egocentric thinkers think they actually 
have it all figured out, they believe they have done 
this objectively and they believe in their own intuitive 
perceptions-even if they are inaccurate. 

Egocentric thinkers use and rely on psychological 
standards for thinking versus critical thinking standards. 
Some common psychological standards are:

•	 It’s	true	because	I	believe	it. The individual makes an 
assumption that what he believes is true because he 
has never questioned the basis for that belief. In first 
grade I was taught all robins fly south for the winter. 
I believed it to be true; after all they taught us little 
6 year olds this fact of nature. Imagine my surprise 
when I spotted a flock of robins that stayed in my yard 
all winter! Upon talking to the conservation officer, 
he told me as long as there is water and a food source, 
some robins will choose not to migrate south! So ideas 
we hold to be true, even for long periods of time, may 
be proven to be inaccurate!

•	 It’s	true	because	we	believe	it. The individual assumes 
that the beliefs held within a group are true, even 
though she has never questioned the factual basis. 
In nursing school we were taught to treat pressure 
ulcers by painting them with a mixture of hydrogen 
peroxide, Cepacol™ mouthwash and Milk of 
Magnesia. Then we would apply a light to the ulcer-
literally baking the concoction on to the wound. We 
did this without question because our particular 
nursing instructor told us not to question, as this was 
the way to treat a bedsore! So we dutifully painted one 
ulcer after another and baked them to a nice crust. 
Why? Because we believed it to be the best treatment, 
because the group to which we belonged believed it 
was the best. Fortunately, we now know better. It does 
give one pause though. What do we believe today 
that will be proven ineffective tomorrow? What about 
beliefs with groups? What do some physicians believe 
about treating pain, because of the influence their 
group has on their beliefs? What do some nurses 
believe? What do some clergy believe about treating 
pain? How does a group influence us? This is why we 
need critical thinkers!

•	 It’s	true	because	I	want	to	believe	it. When the belief 
puts the person in a positive versus negative light, 
the individual assumes the belief to be true. The 
individual believes in those things that make him “feel 
good”, but does not require him to necessarily change 
his way of thinking or cause a change in behaviors. 

 For example, Joe, a middle manager, is very vocal 
about recycling used equipment and spent office 
supplies while at work. He receives many accolades 
from his boss for “being green” and this makes Joe 
feel good. However, at home he recycles nothing. 
So recycling at work puts Joe in a positive light, the 
accolades make him “feel good” and he believes it is 
the right thing to do at work, but he clearly has not 
transferred that same style of thinking or actions to 
his home environment.

•	 It’s	 true	 because	 I	 have	 always	 believed	 it. This 
appeals to the need for self-validation. We want to 
know that what we know is true, and because we have 
always known it, it must be true. Think back to the 

Developing a Nurse IQ continued from page 9
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pressure ulcer example we discussed. What if we had 
practitioners who refused to change their practice 
because of what they have always known? How many 
bedsores would we still be treating in an archaic 
manner? Even in the face of evidence-based practice, 
we still have healthcare practitioners who are reluctant 
to change simply because they hold this belief.

•	 It’s	true	because	it	is	in	my	selfish	interest	to	believe	
it. This psychological standard appeals to one’s 
innate sense of selfishness. In an effort to procure 
power, money, or personal advantage, an individual 
holds onto beliefs, even though these beliefs are not 
grounded in sound reasoning. Reflect on what is 
happening with current mortgage problems. There 
have been accusations of predatory lending, where 
mortgage companies have persuaded a home owner/
buyer that they could afford that huge home on 
a small salary. After all, what does the mortgage 
salesman care if the individual defaults on their 
payments? The salesman has made a sale, met his 
quota for the month and gets his monthly bonus. 
Further the mortgage company will bundle this 
mortgage with others and sell them to another 
mortgage company anyway, so it won’t even be his 
company’s problem. This psychological standard 
offers insight into many problems that have occurred, 
such as Watergate, Enron and the current banking 
and mortgage woes facing our country today. Have 
you seen evidence of this in healthcare? What about 
the nurse who always leaves things undone, just so she 
can get off duty on time? The next shift has to pick 
up the slack. What about the person who volunteers 
for projects in an effort to gain a personal advantage, 
then delegates the work to others?

 
Omniscience Fallacy: We believe that part of the reason 

the world revolves around us is that we know so much more 
than we actually do. As a person becomes more embedded 
in egocentric thinking, he or she may adopt omniscience. 
By virtue of the title we hold or our status in life, we 
continue to be enamored with ourselves. Perhaps the 
person believes, ‘I am a registered nurse, I know everything 
about nursing’. Or because I have a Ph.D. in bubble gum 
chewing, I am the world’s leading authority on bubble gum. 
The world looks to me to have all the answers about nursing 
or bubble gum, and I believe I do have all the answers. Have 
you encountered these individuals in healthcare? How did 
omniscience influence patient care? This is a true example. 
A registered nurse, working on a medical-surgical unit, 
undertook to intubate a patient one night because he had 
“seen it done” previously and now thought he was eligible 
to do so.

 
Omnipotence Fallacy: We believe because we know so 

much, this knowledge makes us omnipotent. We can do 
whatever we want and get away with it. No one will question 
our knowledge. This is taking egocentric thinking a step 
further, from omniscience to omnipotence. A nurse friend 
of mine works in an OR. She has witnessed a particular 
surgeon throwing surgical instruments when anyone speaks 
to him or asks questions. In some instances he has broken 
equipment during his tirades, yet no one questions him 
or confronts him because of his title. He is so arrogant in 
his behaviors, he feels it entitles him to throw equipment, 
and be allowed to get away with it. The sad thing is that is 
exactly what is happening. No one confronts this surgeon; 
therefore the behaviors continue, feeding into his feeling 
of omnipotence ever more.

Another unfortunately true example of omnipotent 
thinking involves another physician. However this situation 
was handled differently. This particular surgeon has 
two patients in the same room on a surgical unit. The 
physician, without being accompanied by a nurse, examines 
the first patient, removes the surgical dressing and leaves 
the wound open for the nurse to redress. Then he proceeds 
to wipe his hands on the curtain separating the two beds 
and approaches the second patient. Fortunately the second 
patient, seeing him use the curtain to clean his hands, 
tells the physician he is not going to touch her. He laughs 
and say it’s OK, he does this all the time. Again the patient 
advocates for herself and refuses to allow the surgeon to 
touch her. He replies he will have the nurse change her 
dressing and leaves the room. Later, when the nurse enters 
the room the second patient tells the nurse of this incident. 
The nurse informs her nurse manager and infection 
control officer, who in turn deal with this physician. The 
infection control officer uses data of infection rates for this 
surgeon to confront him with not only the observations 
of the patient, but with the hard evidence that he has the 
highest post operative infection rate. It is made very clear 
to this physician by both the infection control officer and 
the hospital CEO; this behavior will not be tolerated. His 
admitting privileges are suspended for three months and 
when he returns his infection rates will continue to be 
scrutinized. Clearly here is a person who believes he was 
omnipotent and could get away with anything. Fortunately 
the second patient was able to advocate for herself and 
ultimately this put an end to this behavior on the part 
of the physician. The frightening thing is, how many 
times had he done this previously? How many patients 
experienced unnecessary postoperative infections because 
of his omnipotence? How many patients would not have 

advocated for himself or herself like this patient did? 
Can you think of other examples of omnipotent thinking 
you have witnessed? Have you witnessed nurses being 
omnipotent? What has been the outcome of such thinking?

Invulnerability Fallacy: We believe, because we are 
omnipotent in our knowledge, it makes us invulnerable to 
attack, question or criticism. Taking egocentric thinking 
yet another step further, brings us to the invulnerability 
fallacy. Let’s continue with the example of the surgeon who 
throws equipment in the OR. Adding to this situation is the 
fact that this surgeon is the only pediatric ophthalmologist 
practicing at this hospital. Thus everyone defers to him. 
Because there are no other pediatric ophthalmologists, 
there is no one to question or criticize this surgeon. Thus 
in order to have his services available to patients, and bring 
money into the hospital, no one questions or confronts his 
behaviors. He now feels he is invulnerable and at times his 
tirades escalate, simply because he knows he can get away 
with it.

The Halo Effect: The Halo Effect occurs when we 
mentally paint a halo around an individual, vesting in him 
or her capabilities that perhaps s/he does not possess. 
This is not egocentric thinking, it is us bestowing an aura 
of infallibility on a person we hold in esteem, respect and 
may be beloved to us. The problem here is that because we 
hold this person in such high esteem, we don’t think they 
are capable of making mistakes. Thus we may not even 
recognize when they do make a mistake. Or because of the 
halo we have bestowed upon them, we don’t question when 
we do see an error, because after all, it is our sainted person 
who is making the error. This can’t be, surely they must 
be correct! This can be a common occurrence when less 
experienced professionals work with those who have more 
experience. The beginner nurse watching and learning 
to insert a foley catheter sees the more experienced nurse 
break the sterile field and contaminates the catheter. The 
experienced nurse proceeds and inserts the catheter. 
However, even though the beginner knows this is wrong, she 
doesn’t speak up, because after all, this more experienced 
nurse has put in many more foley catheters than she has. 
The beginner nurse is now thinking things like: “Certainly 
the more experienced nurse knows what she is doing. 
Who am I (the beginner) to question someone with so 
much experience and know how? Maybe I just thought she 
contaminated the catheter. Surely if she had contaminated 
the catheter, she would obtain a new one, not proceed to 
use the contaminated one. Maybe I just thought I saw her 
contaminate the catheter.” Eventually the beginner actually 
talks herself into believing she is the one who is wrong! 
Even when the patient develops a urinary tract infection, 
the beginner nurse does not equate it with the possible 
contaminated catheter.

The Halo Effect is a particularly dangerous mode of 
thinking because it perpetuates and exacerbates mistakes. 
Often in healthcare we experience a culture where we 
have bestowed sainthood on esteemed, knowledgeable 
and talented individuals that holds them to a standard of 
perfection. And while they are remarkably talented and 
knowledgeable, no one can maintain a level of perfection. 
The Halo culture says these individuals are always right 
and we extend extreme deference to them. To further 
complicate this mode of thinking is that part of the 
Halo Effect and our culture is to discount less experienced 
individuals. Anyone who has worked in a teaching facility 
has witnessed the pecking order of attending physician 
to chief resident to resident to intern. Sometimes the 
intern is correct, but everyone defers to the more senior 
physician. What has been the pecking order of nurses you 
have witnessed? Think back to your first job. How were 
you treated if you made a suggestion during change of 
shift report? Have you ever heard that you have to “prove 
yourself” in order to gain respect? In other words, you had 
to earn your halo. 

How many of you had a similar experience to this? As 
a new graduate nurse Helen’s first job was in neuro ICU. 
This was during the nursing shortage of the late 1970’s 
to early 1980’s. The hospital was desperate for help; 
thus some new grads were hired directly into the ICU’s. 
Routinely and if beds were available, patients undergoing 
carotid endarterectomy would be admitted to the ICU 
preoperatively for placement of Swan-Ganz catheters and 
CVP lines. This way baseline parameters could be obtained 
on the patient to use postoperatively. Helen had cared for 
Mr. Denby preoperatively and now he was back in the unit 
postoperatively. Preoperatively Mr. Denby was a very quiet, 
intelligent, prim and proper gentleman. 

However postoperatively, Helen found him to be 
confused. He was attempting to climb over the bedrails, 
exposing his bare bottom to everyone in the unit. He was 
biting his IV tubing and pulling on his Swan-Ganz catheter. 
In addition to all of this, Helen noticed his left grasp was 
weaker than his right grasp, yet he was oriented to person, 
place and time. He could even tell Helen he had undergone 
carotid endarterectomy surgery that day. He was also going 
in and out of atrial fibrillation, with a controlled ventricular 
rate, when normally he had been in a normal sinus rhythm. 
Helen reported all of this to the intern on call. The intern 
arrived in the unit, examined Mr. Denby and told Helen it 
was “ just ICU psychosis”. Helen persisted with the intern, 
describing Mr. Denby preoperatively versus his current 
behaviors. Helen again pointed out the difference in his 
grasps, which she told him had been equal preoperatively 
and about the change in heart rhythm. He continued 
to discount her observations and concerns, told her to 

“keep an eye on him”, and left the unit. Helen consulted 
with another colleague, who confirmed her findings and 
validated her concerns. Mr. Denby continued attempting to 
climb out of bed; his grasps continued to be unequal, yet he 
remained oriented to three spheres. Helen again paged the 
intern. He again came to the unit. Helen again persisted 
with the intern to which he responded he would hate to 
have to call the resident on call and “bother him”. Helen 
persisted and he paged the resident on call. When the 
resident arrived, she shared her observations and concerns. 
The resident never said anything directly to Helen, but 
he did order an electrocardiogram and blood work. As it 
turned out, Mr. Denby was experiencing a myocardial 
infarction as well as showering embolisms from the heart 
and endarterectomy site up to his brain and he was having 
strokes. While Mr. Denby suffered complications from his 
surgery, he did eventually recover after an extended period 
of time on the rehabilitation unit. 

How many of you have experienced something similar? 
Because you were new to a facility or a beginner, your 
professional observations were disregarded, simply because 
you hadn’t earned your halo yet? You couldn’t possibly know 
what you were talking about. Or how dare you bother the 
resident-or worse yet, the attending! Another interesting 
facet of this case study is that those who were wearing halos, 
i.e., the intern and the resident, who were always expected 
to be correct, were not. Neither of them said anything to 
Helen like “good going” or “good pick up”, because that 
would have meant they would have to acknowledge they 
had missed something or made an error. Do you see the 
double-edged problem the Halo Effect causes? Thinking 
back on this incident, Helen doesn’t find herself being 
angry, she just thinks they were all victims of the Halo 
Effect and the culture it had created. However had Helen 
not had confidence in her reasoning and perseverance, 
things could have had a horrible outcome for Mr. Denby. 
Unfortunately the Halo Effect is still alive today in many 
healthcare settings. 

Perhaps about now you are thinking to yourself “How am 
I supposed to be thinking?” We’ve covered a lot of ground 
in metacognition, or thinking about our thinking. I’m sure 
you’ve recognized yourself, as well as colleagues and co-
workers, in some of the examples that were given. We are 
all human and can easily fall prey to making mistakes. 
Perhaps colleagues continuously tell us how smart we 
are and they always seek us out for advice, leading us into 
egocentric thinking and the Halo Effect. Be aware of these 
pitfalls. Pitfalls can and will happen to us-all of us, even 
the best of us. What is important is that we continuously 
learn and think about our thinking. It is my hope with this 
module, that I have been able to create awareness about 
our metacognition. Review this module. Re-read it. Discuss 
this module with a colleague. Become familiar with the 
critical thinking traits, both positive and negative, and 
critical thinking skills. Use reflection to identify instances 
when you used a positive trait so that you can continue 
using that trait. Recognize when you fell into a negative 
trait or egocentric mode of thinking so you can rethink the 
situation and self-correct. Use case studies from your own 
place of work to analyze the thinking styles evidenced. In 
subsequent modules in this series, we will be delving deeper 
into critical thinking. 

References available upon request
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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. To be aware of one’s thinking is a form of critical thinking.
 A. True  B. False

2. Mindfulness means to be mentally engaged.
 A. True  B. False

3. An element of critical thinking is that it is self-directed.
 A. True  B. False

4. Mindlessness occurs when we do not pay attention to what 
we are doing.

 A. True  B. False

5. Mindlessness does not result in errors.
 A. True  B. False

6. Clarity is the gateway to critical thinking.
 A. True  B. False

7. Information may be clear, but not necessarily accurate.
 A. True  B. False

8. Precision involves obtaining specific information or 
details.

 A. True  B. False

9. Relevance does not play a role in nursing decision-making.
 A. True  B. False

10. Depth has to do with the complexity of the issue or 
problems at hand.

 A. True  B. False

11. A variety of points of view add breadth to an issue. 
 A. True  B. False

12. Logic is when we bring together a variety of thoughts into 
some order.

 A. True  B. False

13. Trivial information is essential to critical thinking.
 A. True  B. False

14. Intellectual humility is knowing what you don’t know.
 A. True  B. False

15. Subtle biases or cultural differences may elicit themselves as 
intellectual arrogance. 

 A. True  B. False

16. Intellectual courage is realizing long held beliefs may be 
false, while ideas we considered absurd may be true.

 A. True  B. False

17. Putting yourself in someone’s place to genuinely understand 
him or her is intellectual empathy.

 A. True  B. False

18. Intellectual integrity is the willingness to admit to mistakes 
and discrepancies in one’s own thinking.

 A. True  B. False

19. When one discounts the viewpoints of others it reflects the 
use of intellectual fair-mindedness.

 A. True  B. False

20. Divergent thinking and reasoning are cognitive skills useful 
in nursing.

 A. True  B. False

21. Reflection is the skill of integrating past experiences into 
current situations.

 A. True  B. False

22. Applying your own interpretation to information is 
considered to be clarification.

 A. True  B. False

23. Reflection also gives us an opportunity to realize errors 
and self-correct.

 A. True  B. False

24. Egocentric thinking is when we give consideration to the 
viewpoints of others.

 A. True  B. False

25. Egocentric thinkers rely on psychological standards versus 
intellectual standards to guide their thinking.

 A. True  B. False

26. Omniscience has to do with a sense of knowing more than 
one actually does.

 A. True  B. False

27. Omnipotence is believing one can get away with behaviors 
or actions because he or she is so intelligent.

 A. True  B. False

28. We might not see an error because we do not expect the 
person we hold in esteem to make an error. 

 A. True  B. False

29. A Halo culture places a standard of perfection on 
knowledgeable individuals and at the same time discounts 
the knowledge of less experienced individuals.

 A. True  B. False

30. We are all subject to egocentrism and it is important to 
continue our efforts of metacognition.

 A. True  B. False

Post Test and Evaluation – Developing a Nursing IQ–Part I

See Registration Form on Page 19
1. Were the following objectives met?

a. Define critical thinking. YES ____  NO ________
b. Identify universal intellectual standards and cognitive skills as they apply
 to critical thinking. YES ____  NO ________
c. Contrast positive versus negative essential intellectual traits. YES ____  NO ________
d. Recognize characteristics that prevent or hinder critical thinking. 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? 
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This independent study has been developed to help 
nurses who wish to learn more about the different scopes 
of practice of RNs and LPNs. It takes approximately 90 
minutes to complete this independent study. 1.5 contact 
hours of Category A will be awarded for successful 
completion of this independent study. This material was 
developed and copyrighted, 2004, 2006, 2008 by the 
Licensed Practical Nurse Association of Ohio, Inc. and 
the Ohio Nurses Foundation. Reprint permission must be 
obtained from both organizations. Expires October, 2010. 

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 was developed by: R. Wynne 
Simpkins, MS, RN, Private Consultant, and Kathleen 
Morris, MSA, RN, Director, Nursing Practice, Ohio Nurses 
Association.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify at least three differences between the RN 

and LPN scopes of practice.
2. Discuss standards of nursing practice for RNs and 

LPNs.
3. Discuss delegation to a UAP vs. directing the 

practice of an LPN.
4. Identify the role of the RN and the LPN in the 

performance of a nursing assessment.

STUDY
Following is a scenario that is occurring more and more 

frequently in the acute care setting. It is recognized by the authors 
that such a conversation should ideally have taken place before 
the beginning of the shift on which the new employee, Jack, was to 
start. However, given the current health care milieu, that is not 
always possible. 

Betty is a registered nurse with 15 years of acute care 
experience and tonight, Hal, the nursing supervisor 
informs Betty that she is to orient a newly hired nurse to 
her unit. The excitement of finally having adequate staff is 
overwhelming!! Then Betty finally meets the new nurse….. 
Enter Jack, an LPN. 

Betty’s Thoughts: Wow!!! What next??!!! Male nurses are 
more and more common at the bedside, and are a very welcome 
sight in the workplace. But, AN LPN???? What is administration 
thinking? Already you have only two “Nurses” on duty with 4 
Unlicensed Assistive Personnel (UAP) for a patient census of 35 on 
a Med-Surg floor. You really need to speak with the supervisor to let 
him know that you are willing to work through this shift with Jack, 
but that what you really need is another “Nurse.”

Upon hearing Betty’s concerns, Hal, the 3-11 shift 
supervisor, takes Betty into the conference room and 
explains that Jack is a Licensed Practical Nurse. As such, 
he holds a current valid license issued by the Ohio Board 
of Nursing. In order to obtain that license, Jack must have 
successfully completed a Board of Nursing approved pre-
licensure practical nursing education program and passed 
the licensing exam called the NCLEX-PN, just as Betty, the 
RN, passed the NCLEX-RN exam to become licensed. 

The Scopes of Practice for Ohio RNs and LPNs
Betty’s Thoughts: Now that is certainly new information. The 

LPN is actually a licensed nurse, just like the RN. Staffing has 
not been so great lately. It seems that every time an RN retires, or 
quits, administration has been having a difficult time finding 
another RN to replace them and everyone has been working with 
more and more UAP. Nurses are complaining about leaving each 
shift feeling as though they were unable to deliver the type of care 
they were taught to deliver. Not to mention, the fact that you, Betty, 
have been working 40+ hours every week for three months. The 
money is good, but you did miss your daughter’s dance recital last 
week. Maybe you should at least hear what Hal has to say.

It turns out that Hal was an LPN for 5 years. Then he 
decided to return to school to become an RN, having 
completed his Associate Degree in Nursing in only 18 
months. Hal continued to go to school until he completed 
first his BSN, then finally a Master’s Degree in Nursing. Hal 
has worked in long term care, acute care, and home care as 
an LPN. 

Hal then explains that the LPN must pay the same 
licensure fees as the RN and complete the same number 
of contact hours of approved continuing education in 
order to maintain a nursing license as the RN must 
complete, including the 1 contact hour that covers the 
Ohio Nurse Practice Act. Hal proceeds to tell Betty about 
the educational process for the LPN as compared to the 
educational process for the RN in Ohio.

The primary difference in education is that the LPN is 
in school for a minimum of 1 academic year and the RN is 
in school for at least two academic years. That alone allows 
the individual graduating from an RN program to have 
the opportunity to learn more information initially. Both 
the LPN and the RN must study the same types of subjects 
while in school. 

Each pre-licensure nursing education program approved 
by the Ohio Board of Nursing includes similar courses, 
such that nurses have the same basic understanding of the 
human body, how it works and the effect of various forces 
on the body. There are some differences in the educational 
programs that prepare RNs versus LPNs. Both RNs and 
LPNs are taught physical, biological and technological 
sciences, which include pharmacology, human anatomy and 

physiology, chemistry, microbiology, nutrition, mathematics, 
and computer sciences. Additionally, the RN programs 
teach biology and physics. RN and LPN programs include 
social and behavioral sciences, however the LPN program 
teaches these sciences that are necessary for a basic 
understanding of the effect of a client’s religious, spiritual, 
cultural and growth and developmental experiences on 
the client’s health, the client’s attitude toward health 
maintenance and to effectively communicate with the 
client. The RN program on the other hand, teaches social 
and behavioral sciences that are necessary to understand 
the effect of a client’s religious, spiritual, cultural, and 
growth and developmental experiences on the client’s 
health, the client’s attitude toward health maintenance, and 
to effectively communicate with the client. Additionally, the 
RN programs include an understanding of the individual’s 
or group’s interactions in society.

Of course both the RN and LPN pre-licensure nursing 
education programs teach the nursing process as it applies 
to the respective type of licensure, and how to ensure a safe 
and effective care environment for the individual patient 
or client. Other common areas that are taught include 
infection control, psychological integrity and physiological 
integrity. Each nursing education program approved by the 
Ohio Board of Nursing must include instruction on nursing 
art and science related to the respective nursing practice 
(RN/LPN) across the life span and in a variety of settings. 
Both RN and LPN pre-licensure programs include clinical 
experiences that are sufficient to prepare the graduates 
to safely deliver nursing care across the life span and to 
function within their defined scope of practice. Below is a 
sheet that outlines the similarities and differences.

The primary difference between the LPN pre-licensure 
nursing education programs and the RN pre-licensure 
nursing education programs is that each type of program 
teaches the material to the respective scope of practice 
found in the law, called the Ohio Nurse Practice Act. 
Therefore, the LPN pre-licensure nursing education 
programs teach basic sciences while the RN pre-licensure 
nursing education programs teach similar subjects, but 
more in depth.

Basic Curriculum Content required in Ohio Pre-Licensure Nursing Education Programs*

 RN Programs LPN Programs
 Rule 4723-5-13 OAC Rule 4723-5-14 OAC

Basic nursing art and science practiced in a variety of 
structured settings, with courses and clinical experiences 
sufficient to prepare the graduate to safely deliver nursing 
care to individuals and groups across the life span, that 
include but are not limited to:

Nursing art and science applied to a variety of settings to 
individuals or groups across the lifespan that include:

•	 The	nursing	process;
•	 Application	 of	 nursing	 care	 concepts	 in	 addressing	

the physiological, psychosocial, cultural, and spiritual 
needs of clients;

•	 Communicating	 with	 clients	 families	 and	 significant	
individuals;

•	 Documentation	 of	 nursing	 care	 within	 various	 health	
information systems;

•	 Information	 management	 as	 it	 pertains	 to	 health	
records, nursing science and evidence-based practice;

•	 Concepts	of	teaching	and	learning;
•	 Exercise	 of	 clinical	 judgment,	 using	 evidence-based	

practice to integrate increasingly complex knowledge, 
skills, and technologies as they relate to the client.

•	 The	nursing	process:
 (i) Collection and organization of relevant health care 

data;
 (ii) Assisting in the identification of health needs and 

problems;
 (iii) Contributing to the interdisciplinary health care 

team in addressing client physiological, psychological, 
cultural, and spiritual needs.

•	 The	application	of	nursing	care	concepts	in	addressing	
the physiological, psychological, cultural and spiritual 
needs of clients;

•	 Communication	 with	 clients,	 families	 and	 significant	
individuals;

•	 Documentation	 of	 nursing	 care	within	 various	 health	
information systems;

•	 Information	 management	 as	 it	 pertains	 to	 health	
records, nursing science, and evidence-based practice;

•	 Concepts	of	teaching	and	learning.

Safe and effective care environment Safe and effective care environment and coordinated care:

Manager of care role that includes:
•	 Delegation	of	nursing	tasks;
•	 Legal,	 ethical,	 historical,	 and	 emerging	 issues	 in	

nursing that include but are not limited to the laws and 
rules regulating nursing practice in Ohio;

•	 Collaboration	with	patients,	families,	other	members	of	
the health care team and other individuals significant 
to the client.

•	 Delegation	of	nursing	care;
•	 Demonstration	 of	 knowledge	 of	 legal,	 ethical,	

historical, and emerging issues in nursing that include 
but are not limited to the law and rules regulating 
nursing practice in Ohio;

•	 Collaboration	with	clients,	 families,	other	members	of	
the health care team, and other individuals significant 
to the client.

Professionalism and acting as a mentor for other nurses. Professionalism and acting as a mentor for other nurses.
Safety and infection control. Safety and infection control.
Health counseling and health teaching. Health promotion and maintenance.
Psychological integrity. Psychological integrity.
Physiological integrity, including: Physiological integrity, including:

•	 Care	and	comfort;
•	 Pharmacological	 and	 parenteral	 therapies,	 including	

but not limited to safe medication administration that 
incorporates application of pharmacotherapeutics;

•	 Reduction	of	risk	potential	including	but	not	limited	to	
patient safety strategies;

•	 Physiological	adaptation.

•	 Basic care and comfort;
•	 Pharmacological	 therapies,	 including	 but	 not	 limited	

to safe pharmacotherapeutics, and safe medication 
administration;

•	 Reduction	of	risk	potential	including	but	not	limited	to	
patient safety strategies;

•	 Physiological	adaptation.

The Scope of Practice continued on page 14



Page 14 Ohio Nurse December 2009

The RN has five independent functions and one 
dependent function, while the LPN has a totally dependent 
scope of practice. The 5 independent functions of the RN 
include:

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; and 
5. Teaching, administering, supervising, delegating, and 

evaluating nursing practice.
The dependent function for the RN is the administration 

of medications, treatments, and executing regimens 
authorized by someone who is authorized to prescribe such 
measures in Ohio.

Betty’s Thoughts: Of course, I already knew all of that. After 
all, I have been practicing in Ohio as an RN for 15 years. Just 
what is Hal’s point? My question is, “What can this LPN do legally 
that will help to deliver safe and effective nursing care?”

Hal explains that the LPN scope of practice is considered 
dependent because the LPN works at the direction of 
a licensed physician, dentist, podiatrist, optometrist, 
chiropractor or registered nurse. The LPN may:

•	 Perform	 observation,	 patient	 teaching	 and	 care	 in	 a	
diversity of health care settings;

•	 Contribute	 to	 the	 planning,	 implementation,	 and	
evaluation of nursing care;

•	 Administer	medications	and	treatments	as	prescribed	
by an authorized Ohio prescriber; and

•	 Administer	 to	 an	 adult	 IV	 therapy	 if	 specifically	
authorized to do so by the Ohio Board of Nursing.

Betty: “That’s all well and good, but what can they DO? 
Admissions are frequently received and we need someone who can 
help with the nursing assessment and begin to implement orders.”

Hal: “I understand that you need help with nursing 
assessments and implementation of orders. The LPN plays 
a vital role in the collection of assessment data. Due to the 
knowledge base of the LPN, this is a perfect role for them. 
The LPN has been educated with respect to the same basic 
sciences as the RN. Given that knowledge base, the LPN is 
perfectly capable of collecting admission data through the 
techniques of interview, observation and physical evaluation 
for the purpose of providing nursing care.

“It’s what is done with the information after it is 
collected that separates the RN from the LPN. There are 
only a very few basic differences between what the RN and 
the LPN can DO, legally. However, only an RN may perform 
the following nursing related tasks:

Betty’s Thoughts: I am beginning to see that the LPN and 
the RN are taught similar information. But, Hal did say that the 
material is taught with the respective “scope of practice” in mind. 
Therefore, the question remains, “What is the difference between the 
RN and the LPN?”

Hal: “Well, LPNs are taught to deliver care using 
the basic knowledge gained from the sciences taught in 
their programs. The RN is taught to use the information 
differently. The RN is provided with a broader depth and 
breadth of knowledge while still in school, primarily due to 
the fact that the RN is in school for a longer period of time. 

“Therefore, the RN is taught to use the information 
gathered differently by thinking about it differently. All of 
this evolves from the legal scope of practice found in the 
Nurse Practice Act. For instance, the RN must learn critical 
thinking in clinical decision making and the LPN must 
learn to think critically about the delivery of nursing care. 
But critical thinking is an integral part of the practice of 
nursing in any case.”

Betty’s Thoughts: I still want to know more about that scope of 
practice piece. I realize that in order to deliver nursing care safely 
and effectively, I need the assistance of other licensed nurses. If the 
LPN learned about the same sciences, then maybe the LPN knows 

more than I realized. After all, I have been told by some of the older 
nurses, now working in staff development, that they used to work 
with LPNs in the hospital all of the time. But wasn’t that back 
before the patient acuity increased? 

Hal listens as Betty explains her concerns and then 
responds.

Hal: “Yes, patient acuity has increased due to a number 
of factors. However, that is not the purpose of this 
conversation. Besides, RNs were working in direct care at 
that time as well and the RN had to learn to deliver direct 
care in a more technological world just as the LPN has had 
to do. There will always be changes in health care that we 
must contend with and learn. It is the scope of practice that 
legally defines what each nurse is permitted to do. That 
scope of practice has been written broadly enough to allow 
for such inevitable changes. 

“Think of the scope of practice as a parameter within 
which we must each work. Just as the physician sets 
parameters sometimes to assist the nurse to determine 
when the physician should be notified for patient changes, 
the law sets out parameters within which the RN and LPN 
must each work.”

*Developed by R. Wynne Simpkins, MS, RN - Based on rules in effect 2/2008

 RN Programs LPN Programs
 Rule 4723-5-13 OAC Rule 4723-5-14 OAC

Physical, biological, and technological sciences, including: Basic biological, physical, and technological sciences, 
 including:

•	 Pharmacology;
•	 Human	 anatomy	 and	

physiology;
•	 Chemistry;
•	 Biology;

•	 Microbiology;
•	 Physics;
•	 Nutrition;
•	 Mathematics;
•	 Computer	operations.

•	 Pharmacology;
•	 Human	 anatomy	 and	

physiology;
•	 Chemistry;
•	 Biology;

•	 Microbiology;
•	 Physics;
•	 Nutrition;
•	 Mathematics;
•	 Computer	operations.

Social and behavioral sciences that are necessary to 
understand the effect of a client’s religious, spiritual, 
cultural, and growth and developmental experiences 
on the client’s health, the client’s attitude toward health 
maintenance, and to effectively communicate with the 
client.

Social and behavioral sciences that are necessary for a basic 
understanding of the effect of a client’s religious, spiritual, 
cultural, and growth and developmental experiences 
on the client’s health, the client’s attitude toward health 
maintenance, and to effectively communicate with the 
client.

Clinical; laboratory experiences that: Clinical and laboratory experiences that:

•	 Meet	the	established	course	objectives	or	outcomes;
•	 Provide	 a	 nursing	 student	 with	 the	 opportunity	 to	

practice cognitive, psychomotor, and affective skills in 
the performance of a variety of nursing functions with 
individuals or groups across the life span;

•	 Provide	 a	 nursing	 student	 with	 the	 opportunity	 to	
practice technical skills including skills pertaining to 
intravenous therapy;

•	 Are	 provided	 concurrently	 with	 the	 related	 theory	
instruction.

•	 Meet	the	established	course	objectives	and	outcomes;
•	 Provide	 a	 nursing	 student	 with	 the	 opportunity	 to	

practice cognitive, psychomotor, and affective skills in 
the performance of a variety of basic nursing functions 
with individuals or groups across the life span;

•	 Provide	 a	 nursing	 student	 with	 the	 opportunity	 to	
practice technical skills;

•	 Are	 provided	 concurrently	 with	 the	 related	 theory	
instruction.

Understanding the individual’s or group’s interactions in 
society.

Application of principles of clinical judgment in the 
delivery of nursing care

Effective January 1, 2009, shall include instruction and 
clinical experience in intravenous therapy.

As used in this chapter:
 (A) “Registered nurse” means an individual who 

holds a current, valid license issued under this 
chapter that authorizes the practice of nursing as a 
registered nurse.

 (B) “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.
 (C) “Nursing regimen” may include preventative, 

restorative, and health-promotion activities.
 (D) “Assessing health status” means the collection of 

data through nursing assessment techniques, which 
may include interviews, observation, and physical 
evaluations for the purpose of providing nursing 
care.

Section 4723.01 Ohio Revised Code: Definitions

Section 4723.01 Ohio Revised Code: Definitions

(E) “Licensed practical nurse” means an individual 
who holds a current, valid license issued under this 
chapter that authorizes the practice of nursing as a 
licensed practical nurse.
(F) “The practice of nursing as a licensed practical 
nurse” 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. 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 to 
practice in this state and is acting within the course 
of the individual’s professional practice, except 
that administration of 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 
proof of 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 a registered nurse.

The Scope of Practice continued from page 13
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Analyze assessment data

Formulate a nursing diagnosis

Evaluate and supervise nursing care

Perform the full realm of IV Therapy

Betty: “Okay, then. The LPN can take vitals and put the 
patient in the bed. Then they report the information back to the 
RN, correct? Well that is certainly nothing new. The UAP works 
the same way. Right? The UAP is only permitted to do what the RN 
delegates to them. So it’s the same.”

Hal: “Actually, it is not the same at all. The UAP does 
not have a legal scope of practice. The UAP does not have 
a defined knowledge base and not all UAP are required to 
take any sort of test to demonstrate a level of competency. 
Therefore, the UAP is only permitted to perform certain 
nursing tasks because the RN has already performed a full 
nursing assessment and allows the UAP to do only selected 
nursing tasks in selected situations on selected individuals. 
While the RN may go through a very similar decision 
making process in deciding which patients are appropriate 
for the LPN to care for, the end result is different. The LPN 
may accept a full patient assignment and be expected to 
perform nursing care for those individuals with very little 
interaction from the RN, provided the patient load assigned 
to the LPN was done so bearing in mind the complexity of 
the care required and the knowledge, skills and abilities 
of the nurse (RN/LPN) to whom the patients are being 
assigned. 

“In fact when an RN provides direction to the LPN or 
delegates to the UAP, the RN must first determine through 
assessment techniques:

•	 The	condition	of	the	patient	who	needs	nursing	care;

•	 The	stability	of	the	patient;

•	 The	type	of	nursing	care	required	by	the	patient;

•	 The	 complexity	 and	 frequency	 of	 the	 nursing	 care	
required;

•	 The	 training,	 skill	 and	 ability	 of	 the	 individual	 who	
will deliver the care; and 

•	 The	 availability	 and	 accessibility	 of	 necessary	
resources, including the appropriate supervision 
(4723-13-05 OAC).

“Based upon this assessment, the RN makes a conscious 
decision to perform the care themselves, direct the LPN to 
perform the care, or allow the UAP to perform a selected 
nursing task.

“Now, going back to your original question about what 
can the LPN do when a new person is admitted to the 
unit… The LPN can, at the direction of the RN, not only 
place the person in the bed, but gather assessment data 
such as, take a health history, including what the individual 
believes is his/her primary reason for hospital admission; 
collect baseline data such as vital signs, pain or tenderness, 
swelling, etc; document any medications the individual is 
taking, both prescription and non-prescription; dietary 
history; and do a preliminary physical examination on the 
individual. Then the LPN is responsible for documenting 
all such findings on the patient record, informing the RN 
of the findings, and contacting the physician if necessary, 
and as directed by the RN.

“Bear in mind that the LPN has a defined scope of 
practice and is regulated by the law and rules that are 
enforced by the Ohio Board of Nursing, just like the RN. 
The UAP has no defined scope of practice. The nurse 
(RN or, if directed by the RN, the LPN) may only delegate 
specific tasks to the UAP, not the entire practice of 
nursing.”

Betty: “Okay, so now I’m beginning to see that the LPN 
could actually perform nursing care, not just tasks, and 
administer medications to patients. Patients on a Med-Surg Floor 
certainly have a lot of nursing care needs and medications to be 
administered. But, is the LPN permitted to administer narcotics? 
Are they even permitted to count the narcotics at the change of shift? 
Is there a limit on the route of medication administration?”

Hal informs Betty that there is nothing in the Ohio 
Nurse Practice Act to prohibit the LPN from being 
permitted to perform the narcotics count at shift change 
and that absolutely the LPN may administer narcotics by 
the prescribed route, with the exception of IV. However 
some health care facilities may have written policies 
restricting such practices. Nurses are duty bound to abide 
by such employer policies, when they exist. No such policies 
exist at this hospital, so the LPN may practice to the full 
extent of the law. 

Betty: “Ahh… You said ‘with the exception of IV.’ What are the 
limits for the LPN with respect to administration of medications via 
the IV route?”

Section 4723.17 Ohio Revised Code: Requirements for Administration of Intravenous Therapy 
by Licensed Practical Nurses (Pertinent Selections)

(A) The Board of Nursing may authorize a licensed practical nurse to administer to an adult 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, if the licensed practical nurse has a current, valid license issued under this 
chapter that includes authorization to administer medications and one of the following is the case:

 (1) The nurse has successfully completed, within a practical nurse prelicensure education program approved 
  by the Board or by another jurisdiction’s agency that regulates the practice of nursing, a course of study that 
  prepares the nurse to safely perform the intravenous therapy procedures the Board may authorize under 
  this section. To meet this requirement, the course of study must include all of the following:

(a) Both didactic and clinical components;
(b) Curriculum requirements established in rules the Board of Nursing shall adopt in accordance with 

Chapter 119 of the Revised Code;
(c) Standards that require the nurse to perform a successful demonstration of the intravenous procedures, 

including all skills needed to perform them safely.

 (2) The nurse has successfully completed a minimum of forty hours of training that includes all of the following:
(a) The curriculum established by rules adopted by the Board and in effect on January 1, 1999;
(b) Training in the anatomy and physiology of the cardiovascular system, signs and symptoms of local 

and systemic complications in the administration of fluids and antibiotic additives, and guidelines for 
management of these complications;

(c) Any other training or instruction the Board considers appropriate.
(d) A testing component that requires the nurse to perform a successful demonstration of the intravenous 

procedures, including all skills needed to perform them safely.

(C) (1) Except as provided in division (C)(2) of this section and section 4723.171 of the Revised Code, when a 
  licensed practical nurse authorized by the Board to perform intravenous therapy performs an intravenous 
  therapy procedure at the direction of a registered nurse, the registered nurse or another registered nurse 
  shall be readily available at the site where the intravenous therapy is performed, and before the licensed 
  practical nurse initiates the intravenous therapy, the registered nurse shall personally perform an onsite 
  assessment of the individual who is to receive the intravenous therapy. 

 (2) When a licensed practical nurse authorized by the Board to perform intravenous therapy performs 
  an intravenous therapy procedure in a home as defined in section 3721.10 of the Revised Code, or in an 
  intermediate care facility for the mentally retarded as defined in section 5111.20 of the Revised Code, at the 
  direction of a registered nurse or licensed physician, dentist, optometrist, or podiatrist, a registered nurse 
  shall be on the premises of the home or facility or accessible by some form of telecommunication.

(D) No licensed practical nurse shall perform any of the following intravenous therapy procedures:

 (1) Initiating or maintaining any of the following:
(a) Blood or blood components;
(b) Solutions for total parenteral nutrition;
(c) Any cancer therapeutic medication including, but not limited to, cancer chemotherapy or an anti-

neoplastic agent;
(d) Solutions administered through any central venous line or arterial line or any other line that does 

not terminate in a peripheral vein, except that a licensed practical nurse authorized by the Board to 
perform intravenous therapy may maintain the solutions specified in division (D)(6)(a) of this section 
that are being administered through a central venous line or peripherally inserted central catheter; 

(e) Any investigational or experimental medication.

 (2) Initiating intravenous therapy in any vein, except that a licensed practical nurse authorized by the Board to 
  perform intravenous therapy may initiate intravenous therapy in accordance with this section in a vein of the 
  hand, forearm, or antecubital fossa;

 (3) Discontinuing a central venous, arterial, or any other line that does not terminate in a peripheral vein;

 (4) Initiating or discontinuing a peripherally inserted central catheter;

 (5) Mixing, preparing, or reconstituting any medication for intravenous therapy, except that a licensed practical 
  nurse authorized by the Board to perform intravenous therapy may prepare or reconstitute an antibiotic 
  additive;

 (6) Administering medication via the intravenous route, including all of the following activities:
(a) Adding medication to an intravenous solution or to an existing infusion, except that a licensed practical 

nurse authorized by the Board to perform intravenous therapy may do either of the following: 
 (i) Initiate an intravenous infusion containing one or more of the following elements: dextrose 5%; 
  normal saline; lactated ringers; sodium chloride 0.45%; sodium chloride 0.2%; sterile water;
 (ii) Hang subsequent containers of the intravenous solutions specified in division (D)(6)(a) of this 
  section that contain vitamins or electrolytes, if a registered nurse initiated the infusion of that 
  same intravenous solution;
(b) Initiating or maintaining an intravenous piggyback infusion, except that a licensed practical nurse 

authorized by the Board to perform intravenous therapy may initiate or maintain an intravenous 
piggyback infusion containing an antibiotic additive;

(c) Injecting medication via a direct intravenous route, except that a licensed practical nurse authorized by 
the Board to perform intravenous therapy may inject heparin or normal saline to flush an intermittent 
infusion devise or heparin lock including, but not limited to, bolus or push;

 (7) Aspirating any intravenous line to maintain patency;

 (8) Changing tubing on any line including, but not limited to, an arterial line or a central venous line, except 
  that a licensed practical nurse authorized by the Board to perform intravenous therapy may change tubing 
  on an intravenous line that terminates in a peripheral vein;

 (9) Programming or setting any function of a patient controlled infusion pump.

(E) Notwithstanding division (D) of this section, at the direction of a licensed physician or a registered nurse, a 
licensed practical nurse authorized by the Board to perform intravenous therapy may perform the following 
activities for the purpose of performing dialysis:

 (1) The routine administration and regulation of saline solution for the purpose of maintaining an established 
  fluid plan;
 
 (2) The administration of a heparin dose intravenously;
 
 (3) The administration of a heparin dose peripherally via a fistula needle;
 
 (4) The loading and activation of a constant infusion pump or the intermittent injection of a dose of medication 
  prescribed by a licensed physician for dialysis.

(F) No person shall employ or direct a licensed practical nurse to perform an intravenous therapy procedure without 
first verifying that the licensed practical nurse is authorized by the Board to perform intravenous therapy.

(G) The Board shall issue an intravenous therapy card to the licensed practical nurses authorized pursuant to 
division (A) of this section to perform intravenous therapy. A fee for issuing the card shall not be charged under 
section 4723.08 of the Revised Code if the licensed practical nurse receives the card by meeting the requirements 
of division (A)(1) of this section. The Board shall maintain a registry of the names of licensed practical nurses 
who hold intravenous therapy cards.

The Scope of Practice continued from page 14
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Hal: “When administering medications via the 
intravenous route, the LPN must have successfully 
completed a specifically designed course in intravenous 
therapy and must have been authorized by the Ohio Board 
of Nursing in the form of an authorization noted directly on 
the nursing license, indicating that this LPN may perform 
limited IV Therapy Procedures. Once that is established, 
the LPN may initiate IV Therapy only in the veins of the 
hand, forearm, or antecubital fossa. Additionally, the LPN 
who holds IV Therapy authorization the Ohio Board of 
Nursing may administer a variety of plain intravenous 
solutions and IV antibiotics through a continuous IV line 
that terminates in a peripheral vein only. Such solutions 
include:

•	 Dextrose	5%;
•	 Normal	Saline;
•	 Lactated	Ringers;
•	 Sodium	Chloride	0.45%;
•	 Sodium	Chloride	0.2%;
•	 Sterile	Water;	or	
•	 Any	combination	of	the	above.”

Betty: “Well that is only helpful in a very few circumstances. 
Most of our patients receive multi vitamins and electrolytes as 
well.”

Hal: “Yes, and that was thought of as well. The LPN who 
holds IV Therapy authorization from the Ohio Board of 
Nursing may administer solutions containing vitamins and 
electrolytes provided the RN hangs the first container of 
the exact same solution. If however, the concentration of 
electrolytes changes, then the RN must again hang the first 
container.”

Betty: “WOW!!!! Hal, this is sounding better all of the time. 
With respect to the LPN who holds an IV Therapy Card issued by 
the Ohio Board of Nursing, you also mentioned IV antibiotics. Is 
the LPN permitted to administer any other IV medication?”

Hal: “Actually, no. In addition to the solutions I have 
already mentioned, the LPN may only administer IV 
antibiotics and only through an IV line that terminates in 
a peripheral vein. No other type of IV medication may be 
given by the LPN, not even an anti viral.

“Additionally, the LPN may not, by law, administer 
blood or blood products; total parenteral nutrition; any 
cancer therapeutic medication, anti-neoplastic agent, or 
chemotherapeutic agent; or investigational or experimental 
medications.” 

Betty: “ Okay, so the LPN who has taken a specific course on IV 
Therapy and holds authorization from the Ohio Board of Nursing 
may do all of these things with IVs. What about if we have an LPN 
who does not have the IV Therapy Card from the Ohio Board of 
Nursing?”

Section 4723.171 Ohio Revised Code: 
Intravenous Therapy Procedures Performed by 

a Licensed Practical Nurse

(A) A licensed practical nurse may perform on any 
person any of the intravenous therapy procedures 
specified in division (B) of this section without 
receiving authorization to perform intravenous 
therapy from the Board of Nursing under section 
4723.17 of the Revised Code, if both of the 
following apply:

 (1) The licensed practical nurse acts at the 
direction of a registered nurse or a licensed 
physician, dentist, optometrist, or podiatrist 
and the registered nurse, physician, dentist, 
optometrist, or podiatrist is on the premises where 
the procedure is to be performed or accessible by 
some form of telecommunication.

 (2) The licensed practical nurse can demonstrate 
the knowledge, skills, and ability to perform the 
procedure safely.

(B) The intravenous therapy procedures that a 
licensed practical nurse may perform pursuant 
to division (A) of this section are limited to the 
following:

 (1) Verification of the type of peripheral 
intravenous solution being administered;

 (2) Examination of a peripheral infusion site and 
the extremity for possible infiltration;

 (3) Regulation of a peripheral intravenous 
infusion according to the prescribed flow rate;

 (4) Discontinuation of a peripheral intravenous 
device at the appropriate time;

 (5) Performance of routine dressing changes at 
the insertion site of a peripheral venous or arterial 
infusion, peripherally inserted central catheter 
infusion, or central venous pressure subclavian 
infusion.

Hal: “Well there are still some tasks with respect to 
IV Therapy that all LPNs may perform, provided the 
LPN is able to demonstrate that they have the necessary 
knowledge, skills and abilities to perform such tasks. 
That would require an evaluation by you or another RN. 
But LPNs are taught in their basic pre-licensure nursing 
education programs to:

(1)  Verify the type of peripheral intravenous solution 
being administered;

(2)  Examine a peripheral infusion site and the 
extremity for possible infiltration;

(3)  Regulate a peripheral intravenous infusion 
according to the prescribed flow rate;

(4)  Discontinue a peripheral intravenous device at the 
appropriate time; and

(5)  Perform routine dressing changes at the insertion 
site of a peripheral venous or arterial infusion, 
peripherally inserted central catheter infusion, or 
central venous pressure subclavian infusion.

“It’s just that the LPN, may not have been offered the 
opportunity to have worked with IVs for a while so those 
skills would need to be assessed, just as you would assess the 
skills of an RN with whom you had not worked before.”

Betty: “It sure would be easier if the Board of Nursing would 
just make a list of procedures that could be done by the UAP and a 
list that could be done by the LPN.”

Hal laughs at that one. “Creation of a list of nursing tasks 
would limit the RN’s ability to direct the LPN or delegate to 
the UAP. Such a list would not necessarily change as quickly 
as technology is forcing changes in health care. The end 
result would be that nursing would stagnate and would be 
passed by as health care continued to change.

“Those who wrote the Nurse Practice Act when it was last 
overhauled in 1988 were visionary. As previously mentioned, 
there will always be changes in health care. That was 
evident in 1988. Since then we have seen a marked increase 
in the use of computers in health care, an increase in the 
number and types of medications used, and an increase in 
how technology has changed the delivery of health care. 
The Board of Nursing is well aware that if such a list were 
developed, it would restrict how nursing is practiced and 
limit the decision making ability of the RN. I can remember 
when patients remained in acute care for 4 days following 
an abdominal hysterectomy and when ventilators were only 
utilized in the intensive care units. Now ventilators are 
being managed very successfully in homecare. Individuals 
go home the day of surgery following an abdominal 
hysterectomy. So things are changing dramatically. We, 
as nurses, need to have the flexibility written into law and 
rules to use our knowledge base to make decisions in the 
best interest of the patient. Yes, I said “Nurses.” LPNs may 
also be held accountable for decision making. The LPN 
must be aware of when to notify the RN or physician of a 
change in a patient condition as well as when to continue as 
directed or request a re-evaluation by the RN or physician.” 

Betty: “Then why is it that LPNs are permitted to do certain 
things in some settings and not in other settings?”

Hal: “Well there is nothing in the Nurse Practice Act 
to limit the LPN in certain practice settings, just as there 
is nothing that limits the RN in certain practice settings. 
There may be other laws, however, that limit the practice 
of nursing in some settings. The Ohio Board of Nursing, 
Ohio Nurses Association, and the Licensed Practical 
Nurse Association of Ohio, Inc. are constantly monitoring 
legislation for such limitations. The belief of all three 
organizations is that laws regulating nursing should come 
under the jurisdiction of the Board of Nursing and that the 
primary purpose of the law is protection of the public.

“Also, some employers choose to write procedures 
and policies that may limit what the LPN or RN may do 
in a particular setting. The employer is free to set such 
policies and procedures that limit the nurse only in that 
employment setting. This does not however, change the 
scope of practice. Only the Ohio General Assembly has the 
authority to set or change the scope of practice of a nurse 
in Ohio.”

Betty: “That would explain a question that I received the other 
day from an RN who came to us from Pennsylvania. He mentioned 
that when he worked in Pennsylvania, the LPNs were permitted to 
do certain types of care that Ohio does not allow, especially with 
respect to IV Therapy.” 

Hal: “That would make sense given that each state sets 
their own licensing laws for nurses. As such, the scope of 
practice frequently varies from state to state. But now, how 
do you feel about the possibility of working with an LPN in 
acute care on a busy Med-Surg Floor?”

Betty: “I must admit, I have learned quite a bit from you this 
evening. I really did not know that the LPN is licensed by the Ohio 
Board of Nursing or that they must do continuing education and 
have a structured course of study. I guess I was just relying on 
previously heard information. Mostly rumors, I guess…  Just goes 
to show you, you can’t listen to others and think you have the whole 
story. I still feel a little overwhelmed, but I am willing to give it a 
try. We certainly need the help and if the LPN can do more than 
the UAP with less instruction, I think I can handle it.

“But what about the paperwork? You know, there are times 
when I have to stay over just to finish the charting or to develop 
a nursing plan of care. Is the LPN supposed to do their own 
charting?”

Hal: “Absolutely!!!! The Ohio Board of Nursing holds all 
licensed nurses accountable for documenting the nursing 
care delivered and the patient’s response to nursing care. In 
fact, the Board of Nursing has one entire chapter of rules 
in the Ohio Administrative Code entitled Standards of 
Safe Nursing Practice for Registered Nurses and Licensed 

Practical Nurses (Chapter 4723-4 OAC). Documentation 
is included for both the RN and the LPN. Each must 
document their own nursing actions.

Betty: “So, I don’t have to do the charting for the LPN or co-
sign?”

Hal: “You are correct. In fact the practicing of co-
signing the work completed by someone else is frowned 
upon. LPNs are responsible for their own work and making 
sure that their practice is in keeping with the established 
law and rules.” 

Betty: “That will certainly help with the charting. What about 
care planning? I thought only an RN could write care plans.”

Hal: “Well, some aspects, yes. However, remember 
I said earlier that only an RN may analyze assessment 
data and formulate a nursing diagnosis. The LPN can 
gather the assessment data, as we discussed earlier with 
my explanation of what an LPN may do with respect to 
a new admission. The LPN, as we discussed in talking 
about charting, is responsible to document any patient 
information in the appropriate places. That alone will save 
you time. The information will be in one location for you to 
analyze and use to formulate the nursing diagnoses. Once 
that is completed, the LPN may assist in developing goals 
and strategies. 

“Additionally, the LPN is able to help by carrying out 
the nursing plan of care and documenting the patient’s 
response to the plan of care. There is nothing in the law or 
rules that would keep the LPN from writing on the nursing 
plan of care. And in this facility there is no policy to 
prohibit the LPN from writing on the nursing plan of care. 
Our policy states that the individual who makes notations 
on the nursing plan of care is to indicate responsibility for 
their notations by placing their initials and the date of the 
change beside the information that was changed.”  

Betty: “I can see where that would save me time. But, you know, 
it sure would be easier if I had a list to go by.”

Hal: “Yes it probably would. How about this: you go 
through the patients and decide which ones are the most 
acute, such that you think their needs would be better 
served by having an RN take care of them. Remember, you 
only have one other RN and you certainly don’t want to 
overload her because she will only have two UAP working 
with her. Then decide which patients you can safely care for, 
keeping two UAP to help you, since you are also in charge 
and are the leader of this team. Remember, you will also be 
responsible for orienting Jack this evening. So at least for 
tonight, I would suggest that the two of you work side-by-
side. Then once you have determined Jack’s skill level, you 
can begin assigning him more patients, depending upon 
their nursing care needs. Maybe even assign a UAP to work 
with him.” 

Betty: “I can assign a UAP to the LPN?”

Hal: “Of course you can. The LPN works at the direction 
of the RN, but the LPN is quite capable of making 
decisions. If you direct the LPN to delegate simple nursing 
tasks to the UAP then the LPN can do that. You know these 
UAP. You have worked with them for what, twelve months? I 
would suggest assigning the most experienced UAP to work 
with Jack, since he is new to this facility and to this unit. It 
is extremely important not to set Jack up for failure. If he 
feels uncomfortable or is unsuccessful, then we have failed 
him. He will leave and then where will we be? LPNs, if 
utilized correctly, are very valuable members of the health 
care team in any setting.”

Betty: “This has been great!!! Hal, bring on the LPN. I’m ready 
to start orienting Jack to our facility and unit. This sounds too 
good to be true. In fact, after our little talk, I really think we could 
handle more LPNs if you would allow us that opportunity.” 

Hal: “Well, I’ll tell you what, why don’t you go ahead 
and orient Jack tonight and then we will sit down 
together to evaluate his progress. That way if you need 
any reinforcement about the scope of practice or have a 
question regarding whether or not an LPN should or should 
not be doing something, we can go through it together. I’ll 
check back with you in about two hours to see if you need 
anything. Then tomorrow we can sit down and develop an 
orientation schedule for you to use with Jack. Maybe next 
time, we will have advance notice and be able to get the 
orientation schedule done ahead of time. Either way you 
will be more prepared to work with LPNs as they are hired 
for this unit.”

Betty begins to think about the shift ahead…

Betty’s shift started at 3:00 PM. Following her 
conversation with Hal, the time is now 3:30 PM. Betty 
really needs to get things going. Fortunately, the other RN, 
Julie, has been working on this unit for about three years 
and is well acquainted with the usual unit routine. Julie 
has delegated the collection of TPR’s and blood pressures 
on the less acute patients to the three UAP on the unit. 
The UAP have also been asked to watch for call lights and 
report any patient care needs back to Julie. Julie has already 
reviewed the orders received on the two admits received to 
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the unit at 2:45 PM and has reviewed the notes left by the 
nurse from the off going shift on these two patient records. 

Julie sits down with Betty to listen to report. Betty 
apprises Julie of the arrival of Jack, the LPN and that a 
fourth UAP will arrive around 4:30 PM due to unforeseen 
family issues. The unit is full tonight. Julie informs Betty 
about the two new admits: one admitted directly from the 
physician’s office for severe abdominal pain is being worked 
up for a colonoscopy to be done that evening at 8:30 PM. 
The other was admitted through the ED following an auto 
accident. The orders indicate that she is to have surgery the 
next morning on a fractured right tibia. That means ice 
to the area, keep the leg stable and she will be NPO after 
midnight. Anesthesia has already written pre-op orders and 
there is to be a peripheral IV of 1000 cc of D5/LR started 
this evening. The IV fluid is to run in over ten hours or at 
the rate of 100cc/hr. Perhaps this is one that Jack could 
start, since it is peripheral and is a solution permissible for 
LPNs to initiate, provided he can do IVs.

There are five individuals on the unit with a diagnosis 
of Diabetes Type II, all over the age of 60. Two of these 
individuals are stable and are expected to go home the 
next day. One of the diabetic patients has malignant 
hypertension and an ulcer on the right heel that requires 
a complex treatment to be completed twice on your shift. 
The person doing the treatment will need help to hold the 

CHAPTER 4723-4 Ohio Administrative Code: Standards of Safe Nursing Practice for 
Registered Nurses and Licensed Practical Nurses

4723-4-01 General Information
(A) The purpose of this chapter is to establish:
 (1) Minimal acceptable standards of safe and effective nursing practice for a registered nurse and a licensed 

practical nurse in any setting;

4723-4-04 Standards Relating to Competent Practice as a Licensed Practical Nurse
(A) A licensed practical nurse shall function within the scope of practice of nursing for a licensed practical nurse as 

set forth in division (F) of section 4723.01 of the Revised Code and the rules of the Board.

(B) A licensed practical nurse shall maintain current knowledge of the duties, responsibilities, and accountabilities 
for safe nursing practice.

(C) A licensed practical nurse shall demonstrate competence and accountability in all areas of practice in which the 
nurse is engaged which includes, but is not limited to, the following:

 (1) Consistent performance of all aspects of nursing care; and
 (2) Appropriate recognition, referral or consultation, and intervention, when a complication arises.

(D) A licensed practical nurse may provide nursing care in accordance with division (F) of section 4723.01 of the 
Revised Code which is beyond basic preparation for a licensed practical nurse provided:

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

 (2) The nurse demonstrates appropriate knowledge, skills, and abilities to perform 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 (F)(3) of section 4723.01 of the Revised 

Code, the nurse has a specific current valid order or direction 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 another law or rule.

(E) A licensed practical nurse shall, in a timely manner:
 (1) Implement any order or direction for a client unless the licensed practical nurse believes or should have 

reason to believe the order or direction is:
(a) Inaccurate;
(b) Not properly authorized;
(c) Not current or valid;
(d) Harmful, or potentially harmful to a client; or
(e) Contraindicated by other documented information; and

 (2) Clarify any order or direction for a client when the licensed practical nurse believes or should have reason to 
believe the order or direction is:

(a) Inaccurate;
(b) Not properly authorized:
(c) Not current or valid:
(d) Harmful, or potentially harmful to a client; or
(e) Contraindicated by other documented information.

(F) When clarifying an order or direction, the licensed practical nurse shall, in a timely manner:
 (1) Consult with an appropriate licensed practitioner;
 (2) Notify the prescribing practitioner when the licensed nurse makes the decision not to follow the direction or 

administer the medication or treatment as prescribed;
 (3) Document that the practitioner was notified of the decision not to follow the direction 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.

(G) A licensed practical nurse shall, in a timely manner report to and consult as necessary with other nurses or other 
members of the health care team and make referrals as appropriate.

(H) A licensed practical nurse shall maintain the confidentiality of client information obtained in the course of 
nursing practice. The licensed practical nurse shall communicate appropriate client information with other 
members of the health care team for health care purposes only.

(I) To the maximum extent feasible, identifiable client health care information shall not be disclosed by a licensed 
practical nurse unless the client has consented through a properly executed release to the disclosure of 
identifiable client health care information. A licensed practical nurse shall report individually identifiable client 
information without written consent in limited circumstances only, and in accordance with an authorized law, 
rule, or other recognized legal authority.

(J) When a licensed practical nurse is directed to observe, advise, instruct, or evaluate the performance of a 
nursing task, the licensed practical nurse shall use acceptable standards of safe nursing care as a basis for that 
observation, advice, instruction, teaching, or evaluation and shall communicate information which is consistent 
with acceptable standards of safe nursing care with respect to the nursing task.

The Scope of Practice continued from page 16

The Scope of Practice continued on page 18

leg up for the treatment. The other two diabetic patients 
just arrived, one yesterday and the other one came in this 
morning. Both require glucose monitoring q 2 hours with 
sliding scale insulin. Again, from the conversation with Hal, 
this looks like a place the LPN could be of assistance. 

There are six post-ops who are doing very well following 
their respective surgeries and will likely be going home 
in the next day or two. However, today was a busy day for 
surgeries and there are seven fresh post-ops to monitor this 
evening: four admitted following abdominal surgery today; 
one skin graft to a burn on the lower left leg (wounds 
include the donor site and graft site); a 75 year-old male 
with a left below the knee amputation due to uncontrolled 
Diabetes Mellitus, Type II; and a 46 year old female 
admitted today following a routine vaginal hysterectomy, 
scheduled to go home in the morning if all goes well.

There are four individuals in with a diagnosis of 
pneumonia as a complication of the flu. All four are 
receiving IV antibiotics via peripheral lines. Jack could 
be assigned to care for all of these individuals, including 
medication administration and IV Therapy, if he has the 
appropriate credentials.

There is one individual in a private room who had 
an abdominoplasty ten days ago and is having some 
complications. Her wound is not healing. Yesterday the C&S 
report returned indicating that pseudomonas is growing 

in the wound. She is receiving IV fluids through a PICC 
line that originates in her left antecubital fossa, and she 
is receiving multiple IV medications. She was transfused 
with two units of packed RBCs today and appears to have 
tolerated that well. She is experiencing a loss of appetite 
and refuses to see her family.

Two teenagers remain following an auto accident three 
days ago, when their car slid into a tree and each sustained 
head injuries, lacerations, and a couple of fractures. They 
were transferred to the unit today from the neuro intensive 
care unit. It is expected that they will be going home very 
soon, as they are stable.

One 67 year old male was admitted yesterday with severe 
shortness of breath. He is receiving a theophylline drip via 
a two inch long angiocath that was inserted into the left 
forearm twenty-four hours ago and respiratory care. He is 
scheduled for a bronchoscopy tomorrow at 7:00 AM. 

A 16 year old male was admitted two days ago with a 
diagnosis of viral meningitis. He is scheduled to have IV 
anti-viral medication once on your shift. 

The remaining six patients are stable, requiring 
minimal nursing care until their anticipated discharge 
tomorrow. Four of these are receiving intermittent IV 
antibiotics via a heparin lock and their respective surgical 
wounds are healing very well. Discharge orders are written 
and all 4 heparin locks may be discontinued following the 
administration of their 9 PM antibiotic doses. 

As Betty and Julie continue with report, Betty is thinking 
through all that Hal has told her. As Betty and Julie leave 
report, Hal approaches with Jack. Jack has been working 
in an acute care facility in southeast Ohio for the past 
eight years, having relocated to allow his wife to complete 
her education. Jack holds current Ohio licensure as an 
LPN. As he shows Betty his license, she notices that is 
also says, “MEDS- Y and IV-Y”. Jack informs Betty that he 
enjoys working with surgical patients, but that he also is 
experienced with chronic medical conditions due to having 
worked in a physician’s office part-time for a couple of 
years.

Wow, that is great!! Together with Julie, Betty assigns Jack 
to initiate the IV on the new admit from ER, while Betty 
and Julie continue to make out the rest of the assignments. 
In thinking back about all that Hal has shared, Betty also 
decides to ask Jack to provide nursing care for the five 
individuals with Diabetes Type II and two of the individuals 
with pneumonia. Jack is also assigned to care for three of 
the six post-operative individuals who are expected to go 
home soon. In addition Betty assigns the most experienced 
UAP to work with Jack and direct Jack to delegate the more 
routine patient care tasks to the UAP, who has now arrived.

Julie agrees to take care of the more acutely ill 
individuals and asks if she may also utilize two of the UAP. 
You agree with her, since she will be caring for two new 
admits, the 16 year old with meningitis, the 67 year old 
admitted for shortness of breath, four of the seven fresh 
post-ops, and all six of the stable individuals who will be 
discharged tomorrow. Julie has a total of fourteen patients, 
but is able to delegate the more routine tasks to the two 
UAP.

Betty knows that she will also need to orient and 
supervise Jack, since she is unfamiliar with his knowledge, 
skills, and abilities. She takes the less acutely ill individuals 
remaining. The fourth UAP is assigned to work with Betty 
and since she is well aware of this individual’s ability level, 
she knows that she can delegate many of the necessary 
nursing tasks to this UAP. 

This will certainly be a challenging shift, but with 
everyone working together as a healthcare team, it will be 
manageable and the patients will receive the nursing care 
they need.
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Post Test and Evaluation – The Scopes of Practice for Ohio RNs and LPNs
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: ____________

Mark True or False to the following questions:
True/False

1. _____ The RN has an independent scope of practice with 
the exception of providing medications or treatments which 
require a prescription. 

2. _____ The LPN may not delegate nursing tasks to UAP.

3. _____ The difference between the RN and LPN is that the 
LPN does not learn critical thinking skills.

4. _____ LPN’s may gather admission assessment data.

5. _____ It is always wise for the RN to co-sign the LPN’s 
charting.

6. _____ You can obtain a list of tasks appropriate for the UAP 
to perform from the Ohio Board of Nursing.

7. _____ LPN’s with IV therapy certification may administer 
antibiotics and chemotherapeutic agents via peripheral IV’s.

8. _____ RN’s are accountable for the direction they provide 
to the LPN.

9. _____ RN’s must assess patient care needs and the 
availability of resources prior to assigning patients to the 
LPN.

10. _____ LPN’s may work in any patient care setting.

Multiple Choice: Select the single best answer and write the 
corresponding letter in the blank to the left of the question.

11. _____ Which of the following nursing activities are not 
within the LPN scope of practice?

 a.  Providing post-operative patient care
 b. Preparing a patient for discharge
 c. Formulating a nursing diagnosis
 d. Counting narcotics

12. _____ The LPN with an IV Therapy Card from the Ohio 
Board of Nursing may administer which of the following 
medications?

 a. Parenteral nutrition
 b. Red blood cells
 c. D5/.45NaCl
 d. Experimental medications

13. _____ RNs should assess the following factors before 
providing direction to the LPN:

 a. Stability of the patient
 b. The skills and abilities of the LPN
 c. The frequency of the nursing care required
 d. All the above

14. _____ The LPN with an IV Therapy Card from the Ohio 
Board of Nursing may start an IV in all the following areas 
except the:

 a. Antecubital fossa
 b. Upper arm
 c. Hand
 d. Forearm

15. _____ Nursing activities limited to the RN include all the 
following except:

 a. Analysis of assessment data
 b. Care of infants and children
 c. Administering IV push medications
 d. Evaluation of nursing care

16. _____ When determining the assignment for Jack, it may be 
appropriate to include all of the following patients except:

 a. The abdominoplasty receiving multiple 
  medications via a peripherally inserted central 
  line (PICC) that originates in the antecubital 
  fossa
 b. The diabetics requiring every two hour glucose 
  checks
 c. The pneumonia patients receiving IV antibiotics 
  via heparin wells
 d. The diabetic patient requiring a dressing change 
  on the right heel

17. _____ You have assigned Jack to care for the 67 y/o male 
receiving a theophylline drip through a peripheral line. 
Which tasks or observations regarding the IV therapy may Jack 
perform?

 a. Observation of the drip rate
 b. Discontinuation of the IV, if ordered
 c. Hanging subsequent bags of theophyline as long 
  as the RN as initiated the drip
 d. Changing the IV tubing
 e. a and b
 f. a, b, and d
 g. b only
 
18. _____ Even if Jack did not have an IV Therapy Card issued by 

the Board, he could perform all the following IV procedures for 
which he is competent except:

 a. Dressing change of a PICC line
 b. Regulation of a peripheral intravenous infusion
 c. Verification of the type of IV solution infusing
 d. Discontinuation of a PICC line

19. _____ Jack states he has worked with surgical patients. There 
are 7 fresh post-op patients on the unit. You decide:

 a. To assign some of the fresh post-op patients to Jack 
  as he has experience with this type of patient and 
  you will have a chance to observe his skills
 b. Not to assign any of these patients to Jack as they 
  are fresh post-ops and require assessment skills the 
  LPN does not have
 c. To assign only those post-ops that are one or two 
  days post-surgery
 d. None of the above

20. _____ One of the new admissions has a fractured right tibia. 
Jack may not be assigned to this patient because:

 a. The patient was admitted after an auto accident 
  and will need to be monitored closely
 b. The patient needs an IV of D5/LR started
 c. Patients with unstabilized fractures may only be 
  cared for by a RN
 d. None of the above

21. _____ You decide to assign Jack and a UAP to several patients. 
What directions regarding the UAP will you provide to Jack?

 a. None. The role of the UAP is the same from 
  facility to facility
 b. The UAP is very experienced and can work on 
  their own
 c. Nursing tasks that Jack may delegate to the UAP 
  based upon patient needs and the UAP’s 
  demonstrated competencies
 d. The UAP can take care of half of the patient 
  assignment; Jack should take the other half

22._____ The physician orders an additional transfusion of 
packed RBC’s for the abdominoplasty patient. Jack may assist 
with the transfusion by:

 a. Obtaining the blood from the blood bank
 b. Cross checking the patient identification and 
  blood type
 c. Taking pre-transfusion vital signs
 d. All the above

23. _____ Several of your post-op patients are receiving patient-
controlled analgesia (PCA) for pain management. It would be 
appropriate for Jack to perform all the following except:

 a. Refill the PCA pump when it becomes empty
 b. Ask the patient about their pain
 c. Observe the site for signs of infection or 
  infiltration
 d. Check the patient for signs of over sedation

24. _____ The unit is suddenly very busy. One of your diabetic 
patients is sweaty and complains of feeling weak. A second 
patient requests his IV push medication for pain. It is also 
time to administer one of the IV antibiotics and the IV 
antiviral medication. You will:

 a. Evaluate the diabetic patient yourself and direct 
  Jack to give the IV medications 
 b. Ask Jack to perform an accucheck on the diabetic 
  patient while you hang the antiviral medication
 c. Ask Jack to give the IV pain medication while 
  you evaluate the diabetic patient
 d. Direct Jack to administer the IV antibiotic and 
  the IV pain medication

25. _____ One of your diabetic patients will be ready for 
discharge as soon as he learns how to give himself insulin 
injections. Jack indicates that he has taught this procedure to 
patients while employed at a doctor’s office. You know that:

 a. Teaching patients can be within the scope of 
  practice of an LPN with appropriate direction 
  from the RN
 b. A LPN cannot assess the patient’s ability to 
  perform the procedure correctly; therefore, the 
  LPN should not teach the patient
 c. The scope of practice for an LPN is different in a 
  doctor’s office than it is in a hospital
 d. LPN’s cannot document teaching on the nursing 
  care plan

See Registration Form on page 19
1. Were the following objectives met?

a. Identify at least three differences between the RN and LPN scopes of practice. YES ____  NO ________
b. Discuss standards of nursing practice for RNs and LPNs. YES ____  NO ________
c. Discuss delegation to a UAP vs. directing the practice of an LPN. YES ____  NO ________
d. Identify the role of the RN and the LPN in the performance of a nursing assessment. 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?

For event details and registration information, 
visit ONA’s website at www.ohnurses.org and click on 
Events, or contact Sandy Swearingen at 614-448-1030 
(sswearingen@ohnurses.org).

Continuing Education Review Process
ONA Headquarters–Columbus
January 13, 2010

Hospital Based First Receivers: Teaching the Caring 
Professional to Take Care

ONA Headquarters–Columbus
February 23, 2010

Nurses Day at the Statehouse
Ohio Statehouse–Columbus
February 24, 2010

Becoming an Approved Provider
ONA Headquarters–Columbus
March 10, 2010
July 14, 2010
October 13, 2010

Nurses Choice Awards & Scholarship Luncheon
The Blackwell, Ohio State University–Columbus
April 16, 2010

Continuing Education and Staff Development Educators 
Conference 

Ramada Plaza–Columbus
April 23, 2010

Walk on the Wild Side 
ONA Headquarters–Columbus
June 1-2, 2010

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

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

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

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

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

Events Calendar
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Call for Posters: CE 
and Staff Development 
Educators Conference, 

April 23, 2010
The Ohio Nurses Foundation’s 5th Annual CE and Staff 

Development Educators Conference will be held on Friday, 
April 23, 2010 at the Ramada Plaza located at 4900 Sinclair 
Road, Columbus, Ohio 43229.

There will be a CE poster session in which posters will 
be presented that will assist educators in making CE and/or 
staff development more effective, operational and easier. 

If you have a program or project that you would like 
to present in poster format, please complete and submit 
a Request for Proposal Form by February 28, 2010. To 
obtain the form, please contact Sandy Swearingen at 614-
448-1030 or sswearingen@ohnurses.org.

Criteria
1. Poster presenters must register and be available to 

present their poster during the poster session times.
2. ONA will supply one easel and one chair per person 

for each poster presentation. No tables are available.
3. Posters should not exceed 30” by 39” in order to fit on 

the easel.
4. No audio-visual equipment will be available. 
5. The fee for poster presenters is $50.00. This includes 

the lunch, easel, chair and handouts. If you are 
attending the conference, you do not need to pay the 
$50.00 fee.

6. Please note that participants will be able to receive 
contact hours for participating in the review of the 
posters and discussions with the presenters.

Along with the Request for Proposals Form, please 
submit four copies of a one page abstract with a cover 
letter that lists the name(s), credentials, address(es), phone 
number(s), fax number(s), and e-mail addresses of the 
poster presenter(s). 

Also submit four copies of the curriculum vitae for each 
person involved. If more than one person is listed, please 
indicate the primary contact person.

Request for Proposals must be postmarked by February 
28, 2010 and sent to: 

Sandy Swearingen
Ohio Nurses Association

4000 E. Main St.
Columbus, Ohio 43213-2983

Phone: 614-448-1030
Fax: 614-237-6074

E-mail: sswearingen@ohnurses.org

CE Poster Session Presenters will be notified of 
acceptance no later than April 1, 2010. 

Please contact Sandy Swearingen at 614-448-1030 
(sswearingen@ohnurses.org) to obtain the Request for 
Proposals Form.

Registration Form: Please check the appropriate Post Tests
 The Importance of Adult Immunization 

 Developing a Nursing IQ–Part I

 The Scopes of Practice for Ohio RNs and LPNs

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 until May 1, 2010. Additional independent 
studies can be purchased for $12.00 plus shipping/handling. A list is available online at www.ohnurses.org > Continuing 
Education > Order Independent Studies.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Additional independent studies can be 
purchased for $12.00 plus shipping/handling. A list is available online at www.ohnurses.org > Continuing Education > 
Order Independent Studies.

Payment Method:

____ Check  ____MasterCard  ____ American Express

____ Visa  ____Discover

Credit Card#______ - ______ - ______ - ______ Exp. Date:_____/_____ Verification Code:____________

Signature: ___________________________________________________

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.: ___________________________________________


