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INDEPENDENT STUDY
This independent study has been developed for nurses 

who wish to increase understanding documentation and 
Ohio nursing laws. NOTE: This session can be used to 
meet your one hour OBN requirement on law and rules 
which affects your nursing practice in Ohio.

1.3 contact hours of Nursing Law and Rules (Category 
A) will be awarded for successful completion of this 
independent study. The author and planning committee 
members have declared no conflict of interest. Disclaimer: 
Information in this study is intended for educational 
purposes only. It is not intended to provide legal and/
or medical advice or to be a comprehensive compendium 
of evidence-based practice. For specific implementation 
information, please contact an appropriate professional, 
organization, legal source, or facility policy. Accredited 
provider status does not imply endorsement by ONA, 
ANCC or OBN of any commercial products discussed in 
association with this article.

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

Expires 10/2014. Copyright © 2008, 2010, 2012 Ohio 
Nurses Association.

OBJECTIVES
1. Identify Ohio Board of Nursing rules related to 

documentation.
2. Relate documentation activities to quality client care.

Introduction
What is quality documentation in nursing care? Why do 

we do it? How does it help us provide better care? How does 
it help to keep our patients safe? This article explores issues 
related to complete, accurate, and timely documentation as 
a primary consideration in the provision of quality care in 
any healthcare environment. 

Why do we document?
There are several purposes for documentation of the 

health care services that nurses provide. All of them are 
related to enabling nurses to communicate effectively 
with other members of the healthcare team as we work 
together to provide safe, appropriate care to our patients. 
Documentation is a skill that most nurses learn early 
in their student experiences. As student progresses to 
licensed nurse, the focus on documentation often lessens 

Doc “Q” umentation in Nursing:
Recording for Quality Client Care

to the point that the “ job” of documenting becomes simply 
another task that the nurse must perform. Unfortunately, 
little attention is paid to the critical role documentation 
plays in interdisciplinary communication and collaboration 
in enabling the entire team to work together to plan, 
implement, and evaluate safe patient care.

Legal validation of practice is the reason most nurses 
have been taught to document their work. The adage, “If 
it wasn’t documented, it wasn’t done,” is as true today as 
it was when it was first stated. In a court of law or board 
of nursing disciplinary hearing, documentation serves as 
evidence that assessments were done, care was provided, 
and outcomes were evaluated. T here is a corollary to the 
above statement, though. Think about this one: “If it is 
documented, it was done.” In other words, there is an 
expectation that the nurse truthfully documents care that 
was provided and does not falsify records. This might be 
as simple as being sure that a medication was given before 
such an action is documented, or as complex as being 
asked by an employer to deliberately falsify a record to 
make it look like care was provided when it really wasn’t. It 
is an obligation of the nurse to document accurately, and 
the nurse is held to that standard.

Interdisciplinary communication is another critical 
reason for our documentation. Nursing does not 
provide care in a vacuum, but works with people of other 
disciplines to plan and implement total patient care. 
Typically, patient records are also used by physicians, 
dietitians, social workers, respiratory therapists, and 
numerous other providers involved in the patient’s plan 
of care. Each of us needs information from the others so 
that our care is coordinated and collaborative. Depending 
on your area of practice, there may be different people 
involved in use of the patient record. For example, in a 
clinic setting, a patient may be referred to a specialist, so 
records would be sent to and received from that person 
to aid in quality care. In the case management setting, 
records might be utilized by nurses, physicians, physical 
therapists, and employers. In home care, community 
agencies might be involved to some extent in sharing data 
for documentation. All of the “players” on the patient’s care 
team must have an effective way to communicate with one 
another on an ongoing basis.

Records of patient care are used for quality 
improvement purposes. Retrospective chart reviews may 
show, for example, that one unit in a healthcare facility has 
a higher rate of facility-acquired infections than others. 
A process improvement team might then look at activities 
such as hand washing and other infection control measures 
on the different units to see what factors are contributing 

to the difference and how changes can be made to promote 
better, safer care. Unfortunately, statistics show that there 
is a very high rate of errors in patient care, contributing to 
millions of dollars in unnecessary expense and resulting 
in significant increases in morbidity and mortality. Use of 
patient care records for quality improvement has taken on 
great value in our efforts to find and fix problems so that 
care can be safer. Subsequent record review will hopefully 
show that the process improvement efforts have made a 
positive difference.

Documentation data may be used for research. The 
health department may use aggregate data from patient 
records to determine how many people have been 
diagnosed with a certain disease. Studies may be done 
to examine the relative effectiveness of different types 
of therapies for a particular condition. Use of human 
subjects in research is protected by institutional review 
boards (IRBs). These panels of reviewers often include 
representatives from different areas of healthcare practice 
as well as persons representing patient rights and ethics. 
The IRB considers what the researcher plans to do, what 
data will be obtained, whether the data can be used in 
the aggregate or whether particular patient identifiers are 
necessary, and, in the case of the latter, what steps will be 
taken to ensure confidentiality. Further, this group makes 
sure that the research project will not jeopardize the 
patient’s well-being beyond reasonable risk and ensures 
that informed consent is obtained from the research 
subjects.

Documentation of care provided is used by 
organizations that accredit healthcare facilities. The 
Joint Commission (formerly known as JCAHO, the 
Joint Commission for Accreditation of Healthcare 
Organizations) is probably the best known. There are 
other accrediting bodies for healthcare organizations, 
home care, rehabilitation, community based care, and 
other areas of healthcare practice. These include, among 
others, the Accreditation Commission for Health Care, 
URAC, the National Committee for Quality Assurance, 
the Community Health Accreditation Program, and 
the Commission on Accreditation of Rehabilitation 
Facilities. These organizations have the right to review 
patient records when they examine the organization’s 
total processes for planning and providing care. Patient 
charts and other records are reviewed to determine that 
the facility’s policies and procedures were followed, that 
care was provided in a timely and appropriate manner, 
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that appropriate care decisions were made based on 
patient needs, that care was provided as planned, and that 
outcomes were monitored and recorded. Facilities can have 
their accreditation status placed in jeopardy as a result of 
ineffective documentation.

Increasingly, third party payers are using patient care 
records to determine what payment is to be received by 
the facility. Medicare, Medicaid, and private third-party 
insurance companies base reimbursement on services 
provided and/or products used. At times, payment is 
made based on initial data: the payer will provide a 
certain amount of money to cover a particular condition 
or diagnosis. At other times, the payment is based on 
the diagnosis, treatment, products used, and other 
aspects of care as noted in the documentation after care 
is provided. In an attempt to control healthcare costs, 
some payers are using standard of care documents that 
have been developed as a result of research studies. 
If a provider follows the standard of care, payment is 
provided; deviations from the standard require additional 
documentation of need in order for payment to be 
received.

Above all, and encompassing all of the above reasons, 
documentation is used to help us provide quality patient 
care. If you didn’t know what your colleagues on a previous 
shift had done, how would you plan your care? If you didn’t 
know what the wound looked like during last week’s home 
visit by another nurse, how will you be able to determine 
the relevance of your assessment findings today? If you are 
unaware of the activities the patient has been learning in 
physical therapy, how can you support those behaviors 
on your clinical unit or in home-going instructions? 
Documentation is evidence, and evidence gives us tools for 
assessment, planning, implementation, and evaluation of 
nursing care.

Ohio Board of Nursing Rules Regarding Documentation
Note: Each state has a regulatory board for nursing 

practice. Laws and rules vary in different states and change 
periodically. Information in this study is based on rules 
of the Ohio Board of Nursing as of 9/1/12. Review Ohio 
nursing law/rules by visiting the Ohio Board of Nursing 
web site at www.nursing.ohio.gov and clicking on the law/
rules link. For other states, visit their respective web sites 
for law/rules information.

The Ohio Board of Nursing has a number of rules 
that relate to documentation. Most of these are found in 
Chapter 4723-4 of the Ohio Administrative Code (OAC). 
This entire chapter is devoted to standards of safe and 
effective nursing practice. A number of rules related to 
documentation are noted in this study. However, this 
is not intended to be a comprehensive list or to address 
all possible issues related to Board of Nursing or facility 
requirements for documentation. Please refer to nursing 
law/rules – 4723 ORC and 4723 OAC – available at www.
nursing.ohio.gov, your facility’s policies and procedures, 
and/or appropriate legal counsel for specific advice. 

There is a rule (4723-4-06[E] OAC) regarding general 
requirements for documentation. This rule states that “A 
licensed nurse shall, in a complete, accurate, and timely 
manner, report and document nursing assessments or 
observations, the care provided by the nurse for the client, 
and the client’s response to that care.” 

The definition of complete is a rather logical one. 
Does your documentation give others a clear picture of 
what is happening to that patient? Would a colleague or 
healthcare provider from another discipline be able to 
walk into that patient’s room or home and know what he/
she should expect to see, based on your notes? Accurate 
documentation means just that – your written notes are 
truthful and a clear reflection of what you saw, heard, and/
or did. The term “timely” might be a bit more challenging 
to describe. What is “timely” documentation? The short 
answer is that “it depends.” A more specific answer is 
that “timely” depends on your judgment of each and 
every situation where documentation needs to be done. 
The answer is not always going to be the same. While 
accrediting bodies or facilities often have a “window” of 
time during which particular aspects of care should be 
completed and documented, your time frame might be 
shorter. For example, if you are working in a long-term care 
facility and have a resident whose condition is changing 
rapidly, you will want to document your assessments and 
interventions much more expediently than you would if 
this resident were having a “normal” day, much as he/she 
has had for the past several weeks. You are accountable for 
your decision as to what is “timely” documentation in any 
given situation.

Note that this rule also addresses use of the nursing 
process. The nurse is expected to document nursing 
assessments or observations. What subjective data has 
the patient given to you? What did you see, hear, smell, 
or touch that gave you data about this person? What 
information have you collected about the family or support 
system, the environment, or other factors affecting this 
patient’s needs? Remember that your data serves not 
only to guide your own plan of care but to be a frame of 
reference for others. Clear and specific documentation will 
convey evidence that is most helpful to others. Actual care 
that is provided must then be documented. Again, this is 
more than a list of tasks. There should be clear support for 
your interventions, based on the assessment data and the 
patient’s plan of care. Finally, the rule requires that the 

nurse document the patient’s response to care. Was your 
care effective? Were there things that happened after the 
care was provided that altered the expected outcome? 
What assessment data is different now that the care has 
been given? If there is a change in the plan of care based 
on your interventions, that, too, must be documented. 
In general, nurses are pretty good about documenting 
assessment data and reasonably conscientious about 
documenting care provided. The weakest link in the 
process is usually going back to re-assess the patient after 
care has been provided and documenting outcomes.

Throughout the entire documentation process, there 
should be evidence that critical thinking is being used 
to make decisions and take actions. The steps of the 
nursing process for the registered nurse are noted in 
nursing rules (4723-4-07 OAC) as assessment, analysis, 
planning, implementation, and evaluation. The registered 
nurses documentation must indicate that those processes 
have occurred and that data are analyzed as a basis for 
care planning and interventions, as opposed to rote 
performance of tasks and following “doctor’s orders.” The 
nursing process steps for the registered nurse include 
development of nursing diagnoses and establishment of 
desired outcomes as part of the analysis and planning 
phases of care. When evaluation occurs, the RN then 
considers whether the desired outcomes have been met 
and/or whether there needs to be a change in the nursing 
diagnoses. All of this information is evidence that supports 
the RN’s provision of quality care.

The licensed practical nurse has a similar rule 
(4723-4-08 OAC) regarding the nursing process. A 
key difference is that for the LPN, the nursing process 
identified in rule consists of four steps: assessment, 
planning, implementation, and evaluation. Further, the 
rule stipulates that the LPN functions under the direction 
of an RN, a physician, dentist, optometrist, podiatrist, 
or chiropractor. In other words, the LPN participates in 
collection of data, development and implementation of 
the plan of care, and evaluation of outcomes. However, 
the LPN does not have the authority to independently 
carry out the nursing process. Again, documentation 
serves to validate the functions of the LPN and to show 
the collaborative process by which the LPN shares data 
with and receives direction from an RN or one of the other 
persons authorized to direct the LPN’s care. 

Another part of nursing’s rules (4723-4-06[G] OAC) 
addresses truthfulness in documentation. This rule states 
that “a licensed nurse shall not falsify any client record or 
any other document prepared or utilized in the course of, 
or in conjunction with, nursing practice. This includes, but 
is not limited to, case management documents or reports 
or time records, reports, and other documents related to 
billing for nursing services.” No matter where nursing is 
practiced, or whether the nurse is self-employed or works 
for someone else, documents are legal records which 
should be completed and maintained with integrity.

There are standards for both RNs (4723-4-03[F](3) 
OAC) and LPNs (4723-4-04[F](3) OAC) stating that the 
nurse has an obligation to clarify any order or direction 
if he/she believes that it is not in the best interest of 
the patient. In cases where the nurse has concerns 
about patient safety in regard to implementation of a 
prescribed plan of care, the registered nurse has the 
duty to “document that the practitioner was notified of 
the decision not to follow the direction or administer 
the medication or treatment as prescribed, including 
the reason for not doing so.” Reasons that a nurse might 
choose not to follow a prescribed plan of care include, 
but are not limited to, concerns about the accuracy of the 
order, concerns about patient safety, or contraindications 
based on information you have at hand (for example, 
administration of a drug that is excreted by the renal 
system when you know the patient’s lab studies indicate 
renal insufficiency). When you notify the prescriber 
about your decision, be sure to document who you 
notified (Phone call to Dr. Smith), why the call was placed 
(regarding order for xyz medication in light of new lab 
result showing impaired renal function), and what new 
orders were received, if any (order for xyz medication 
discontinued). 

Documentation is also addressed in rules related to use 
of the nursing process. For the registered nurse, nursing 
process information is found in 4723-4-07 OAC. Several 
specific items in this rule include:

•	 Documenting	assessment	data
•	 Reporting	data	as	appropriate	to	other	members	of	

the healthcare team
•	 Establishing	relevant	nursing	diagnoses
•	 Developing	a	nursing	care	plan
•	 Implementing	the	plan	of	care
•	 Documenting	the	client’s	response	to	care	and	

progress toward outcomes

Licensed practical nurse requirements related to use 
of documentation in the nursing process are contained in 
4723-4-08 OAC. These items include:

•	 Collecting	and	documenting	subjective	and	objective	
data

•	 Contributing	to	development,	maintenance,	or	
modification of the nursing care plan

•	 Implementing	the	plan	of	care
•	 Documenting	the	client’s	response	to	nursing	

interventions
 

Rules for nursing practice specified by the Ohio Board 
of Nursing carry the full weight of the law. In other words, 
violation of a rule is the same as breaking the law. Nurses 
can be disciplined by the Ohio Board of Nursing for failure 
to follow rules, including those related to documentation. 
Rules are designed to promote patient safety, and 
documentation is a key issue in promoting that safety.

Relating Documentation to Patient Safety
Each year, the Joint Commission establishes “patient 

safety” goals. For 2012, several of these goals have direct 
bearing on documentation. For detailed information about 
patient safety goals, visit http://www.jointcommission.org/
assets/1/6/NPSG_Chapter_Jan2012_HAP.pdf.

 One goal addresses the issue of enhancing reporting 
of critical test results. Consider several factors here: What 
is a critical test? What results are normal and expected, 
as opposed to those which are abnormal or unexpected? 
What should be reported? What is “timely” reporting of 
data? To whom should the information be reported” How 
should documentation reflect the reporting? Developing 
and implementing facility-specific policies and procedures 
will help you be sure you are addressing this goal. Be sure 
documentation of the reporting is addressed in your policy 
and procedure, and be sure the procedure is followed 
consistently. Particularly when reporting is verbal, there 
needs to be evidence that this sharing of information 
occurred, and how it affected a change in the plan of care, 
if appropriate.

Other Joint Commission patient safety goals relate to 
improving safety in medication use. There are again several 
factors related to how these goals are implemented. In 
relation to documentation, consider how you document 
what medications the patient is taking when admitted 
to your care and how you pass this information along to 
the person who will be caring for the patient next. Joint 
Commission refers to “reconciliation” of medications 
as the process by which lists of current medications are 
obtained from new patients, adjusted as new orders are 
implemented, and conveyed as another complete list when 
the patient moves to another unit, is discharged, or is 
transferred to home care or another service line. Further, 
Joint Commission specifies as part of this safety goal that 
the patient receive a copy of the list of medications and 
be considered an active participant in promoting his/her 
safety.

As a suggestion when obtaining and documenting 
information about a patient’s medication profile, it might 
be helpful to have your documentation form divided 
into sections to remind you to ask about prescription 
medications, over-the-counter medications, herbal 
substances, and things that people don’t always consider 
to be “medications,” such as eye drops, ear drops, nasal 
sprays, and topical products. Reconciling medications and 
promoting consistency in communication means knowing 
about and documenting all of the medication products that 
the patient is taking.

Use of evidence based practice to prevent unintended 
outcomes is part of several patient safety goals. How does 
this relate to documentation? What evidence do you use? 
Where is that information documented? How is it revised 
and updated as new information becomes available? 
How does your documentation reflect deviations from 
a standard based on unique needs in a particular patient 
context?

There is a patient safety goal related to the need for 
psychiatric hospitals and general hospitals that treat people 
for emotional/behavioral disorders to conduct a suicide 
risk assessment. Document your assessment data and any 
related interventions. Beware of the assumption that if you 
don’t work in a psychiatric setting, you don’t have to pay 
attention to this goal. It is not at all uncommon for patients 
in a medical/surgical setting to have underlying or dually-
diagnosed mental health issues along with their physical 
reasons for needing care.

Charting Logistics: Guides for Appropriate Paper 
Documentation

There are a number of “rules” for effective, legally 
defensible documentation. Most of these are familiar to 
nurses, but sometimes they get ignored or overlooked in 
the haste to get documentation done. Just as a review for 
use of paper/pen documentation:

! Use blue or black ink. There was a time in healthcare 
when different colors of ink were used for different 
shifts. Colors don’t always copy, fax, or microfilm 
well, so the current standard is for use of either blue 
or black ink. Some facilities have a policy stipulating 
either blue or black – follow your facility’s policy if it 
has one. 

! Be sure you have the right patient’s chart and the right 
page on the chart before you begin your notation. In a rush 
to get documentation “done,” it is easy to grab the 
wrong chart or the wrong form, especially if charts 
are kept in a central location. Take a moment to be 
sure you have the right chart and the right form. 
Also, when receiving print-outs of lab results or 
reports from other departments, double-check the 
names on both the report and the chart. It is not 
uncommon, but potentially very dangerous, to have 
Mr. Smith’s lab results attached to Mr. White’s chart. 

Doc “Q” umentation continued from page 1

Doc “Q” umentation continued on page 6
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! Fill out all forms completely and correctly. Again, follow 
your facility’s policy and procedure for use off any 
forms. If you are unsure about how to complete a 
form, get guidance from an appropriate resource 
to be sure your documentation is correct. If using a 
checklist, mark the appropriate space or mark a “not 
applicable” space. Do not leave items blank – that 
makes it look like you did not pay attention to that 
particular information.

! Use the first available line on a progress note or other 
narrative document. Don’t start your note at the end 
of a line used by someone else or try to squeeze 
information into a partial line that is available.

! When you have finished your note, draw a single line 
from the end of your entry to the end of the line. This will 
prevent anyone else from documenting on the same 
line as your entry.

! Write neatly and legibly. Keep a regular dictionary and 
a medical dictionary close at hand if you need these 
resources. Poor spelling and grammar are sometimes 
used in court to convey to a jury a sense that the 
nurse is “poor” in providing quality of care, too.

! Follow your facility’s policy for error correction. In most 
cases, drawing one line through the erroneous 
information, then writing “error” or “mistaken 
entry” above the information and adding your 
initials is the policy. However, be sure you use 
the policy and procedure as specified in your 
organization.

! Never use erasures, “white-out,” or any other process that 
would cover a notation. This gives the impression that 
you have something to hide.

! Use only standard abbreviations. Many of the 
abbreviations that have been common in health care 
for many years are no longer considered appropriate. 
For example, the abbreviation “qd,” long recognized 
as meaning “daily” or “once a day,” is no longer 
deemed acceptable. The “q” might have a short tail, 
making it look like an “o.” OD means something 
very different from QD. The correct notation now 
is to write the word “daily.” Another abbreviation 
“rule out” is use of “U” for “unit.” If the writing is not 
clear, the opening at the top of the “u” might appear 
to be closed, and the letter could look like “o.” Or 
the “U” might have a tail, making it look like a “4.” 
To avoid possible confusion, write the word “unit.” It 
only takes a second or two more, but the additional 
letters can make a big difference in promoting client 
safety. Another thing to think about – a “standard” 
and acceptable abbreviation might mean two 
different things in different contexts. The above 
abbreviation “OD” might mean “right eye” in an 
ophthalmology clinic or “overdose” on a psychiatric 
unit. If in doubt, write it out.

! Use quotations as appropriate. Don’t try to “put words 
in the patient’s mouth” or interpret meanings. 
Sometimes, the best approach is to document exactly 
what the patient said. Be sure to use quotation marks 
so the source of the data is clear. The same approach 
can be used to document family comments or 
information from other caregivers.

! Avoid personal input. Remember that this is the 
patient’s chart, not your diary. Avoid personal 
comments, “asides,” or information not related to 
the assessment, planning, implementation, and 
evaluation of care for this patient.

! End each entry with your signature and credentials, if 
that is the standard in your organization, or in the 
absence of a different policy. Some organizations use 
a “signature page,” where the nurse records his/her 
full signature and credentials on the signature page, 
then subsequently uses initials for each individual 
chart entry. This is acceptable if you follow the 
facility’s policy for how it is used. Be cautious if two 
members of the healthcare team have the same 
initials – use of middle initials or some other option 
might be necessary. 

! Be clear and concise in your documentation. Remember 
that this is your official evidence of your work 
with this patient. Board of nursing disciplinary 
hearings and/or court cases often arise a year 
or more after an incident has occurred. Will you 
remember everything you saw, said, and did when 
you cared for this patient? Will you be able to read 
your own writing later? Will you be able to explain 
why you made the decisions or took the actions you 
did? Write today with an eye toward tomorrow – 
you’ll want to be sure your charting is an accurate 
reflection of your nursing care.

Computerized Documentation
Many health care facilities have switched from paper/

pen to computerized documentation and many more are 
in the planning phase of this transition. There has been 
much discussion in patient safety literature about the 
value of computerized documentation in reducing errors, 
promoting safety, and ultimately improving quality. Many 
nurses who have gone through the transition from paper to 
computerized charting acknowledge that the process was 
slow and somewhat frustrating at first, but after becoming 
used to the new system, they indicate such benefits as 
charting time decreased, time at the bedside increased, 
and patient safety increased.

Some of the common early complaints about 
computerized documentation have been software related – 
no appropriate fields to put specific types of data, difficulty 
switching from a worksheet screen to a screen with lab 
values, etc. Close communication between nursing and 
the information systems personnel helps tremendously 
as people learn how to use a new system and learn to 
work as a team to establish processes for safe, effective 
documentation.

Be sure nursing is represented in development or 
selection of software and hardware. Speak up if you have 
concerns. Learn “computerese” so you can speak the same 
language as the information technology (IT) people 
when they ask what the problem is with your system. Work 
together with your IT experts to critically analyze issues 
and concerns and develop workable solutions. The 2011 
Institute of Medicine/Robert Wood Johnson report, 
The Future of Nursing, includes as one of its fundamental 
issues that nursing must be not just a user, but an active 
participant in the design, development, implementation, 
and evaluation of technology in health care. This is your 
opportunity to explore new horizons, and potentially a new 
arena of practice.

Just as there are “rules” for paper documentation, 
there are guidelines that will help you be effective with 
computerized documentation as well.

! Protect your password. Don’t write your password on a 
“sticky note” and attach it to your monitor. Be sure 
no one has access to your information except you 
and other authorized users.

! Report inappropriate use of codes and passwords. Protect 
the integrity of the system by assuring that you and 
others are using it appropriately. For example, when 
a staff member transfers from one department to 
another, he/she may no longer need access to certain 
areas in the computer, but may now need access 
to areas that were previously not available. If you 
become aware of another person using the system 
inappropriately, report that information to the 
responsible person. A large amount of confidential, 
patient-sensitive data is at potential risk.

! Protect your equipment. Whether you are using a 
computer that “floats” from one patient room to 
another, or taking a laptop into someone’s home 
for a home visit, be sure the equipment is used 
appropriately only by those designated as “users.” 
For home care nurses, the computer with patient 
data should not also be used at home for children’s 
homework or other purposes. 

! Use screen savers or “screen blockers.” Set the computer 
so that a screen saver will come up within just a few 
seconds if you need to walk away from an active 
screen to conduct your nursing actions. There are 
blockers you can put over your screen so that only 
you, standing or sitting directly in front of it, can see 
the display. This is not a bad idea if your computer is 
in a hallway or another space where someone could 
be beside or behind you and able to look at the 
information displayed on the screen.

! Log off when you finish with your work. Do not allow 
another person to pick up where you left off. When 
you are finished with what you need to document, 
log out of the system. 

! Follow facility policies and procedures for documentation 
and error correction. Just as there are policies and 
procedures for written documentation, there 
should be facility policies for how you complete 
documentation and correct errors using the 
computer. Be familiar with and consistent with those 
processes.

! Know the facility’s backup process. Even the best 
computers can crash. There can be problems with 
software and/or hardware. Know how to use all 
of the equipment needed to do your job. Know 
the information technology people and work 
collaboratively with them to identify and solve 
computer-related problems. If you are fortunate 
enough to work in a facility where there are nurses 
certified in nursing informatics, use their expertise 
to help you. Be familiar with the processes to be 
used if the system fails – how to retrieve data, how 
to save work in process, and how to continue the 
uninterrupted flow of patient care despite what may 
be happening to the “system.”

! Protect the security of other electronic devices that may be 
used to enhance documentation. Increasingly, hand-
held electronic devices are being used in the 
healthcare environment. As with the computer, be 
sure passwords are protected, data is stored securely, 
and the device itself is maintained in a secure 
environment. For battery operated equipment, be 
sure the charge is adequate to conduct the business 
at hand.

Meaningful Use
The concept of “meaningful use” has come into play in 

relation to the creation and utilization of electronic health 
records. The idea is that there will be value derived from 
data in health records, not just that computers provide a 
different way to chart.

The Health and Human Services Department of the 
United States government was empowered to establish 
programs to improve patient care through use of 
health information technology as a result of the Health 
Information Technology for Economic and Clinical Health 
(HITECH) act. This legislation was part of the more 
comprehensive American Recovery and Reinvestment 
Act of 2009. Under HITECH, health care providers and 
hospitals can qualify for incentive payments from Medicare 
and Medicaid by using electronic records and providing 
evidence of meeting specific objectives related to how these 
records are used (US HHS, 2011).

The meaningful use objectives include:
1. Improving quality, safety, and efficiency of care and 

reducing disparities
2. Engaging patients and families in their care
3. Improving care coordination
4. Improving population and public health
5. Ensuring adequate privacy and security protection 

for personal health information

There are three steps in the HITECH process for 
integration of technology for meaningful use in the 
healthcare environment (McBride, et al, 2012). The first 
step, which is essentially being completed in 2012, is the 
purchase, installation, and use of certified electronic 
medical record systems. Not only must these systems 
function to document the care provided for an individual 
patient, they must be integrated so that the systems 
“talk to” each other to provide for seamlessness of data 
transmission and information sharing.

In step two, clinical quality measures must be reported 
to the Centers for Medicare and Medicaid Services 
(CMS) beginning in 2014 as use of the HITECH process 
is expanded. Providers will be held accountable for 
adherence to quality standards, as evidenced by the data in 
patient records. 

The ultimate goal, step three, is improving patient 
outcomes. These will be measured in relation to data 
reporting about both individual patient care and public 
health outcomes for issues such as increasing adherence to 
immunization recommendations and patient education to 
reduce incidence of obesity.

What Does Meaningful Use Mean for Nursing?
Transition to use of electronic medical records has been 

a challenge for many nurses, especially those who are not 
familiar or comfortable with “digital age” technology. 
Additionally, early systems for electronic documentation 
were not always user-friendly or easy to navigate. It became 
easy to “blame” the computer on lack of attentiveness 
to patient needs, more time required to document, and 
frustration with the practice of nursing. As hospitals rolled 
out mandatory education for all nurses on the “how to” 
process for electronic documentation, the “why” often got 
left out or glossed over.

As more nurses, particularly those in hospitals, become 
more comfortable with use of the technology, and as 
the technology itself improves, it is now critical to switch 
thinking from the computer as the barrier to patient 
care to the computer as one tool to enhance patient care. 
Nurses will need to be diligent in documenting not just 
subjective and objective data, but analysis of that data 
supported by actions and outcomes. Additionally, nurses 
will use the computer provide evidence of healthcare 
team collaboration and interactions to ensure clear 
communication and consistency in provision of care. 
The computer, and data accessed from it, will serve as a 
powerful tool to validate the critical importance of nursing 
in providing quality patient care.

Summary
In summary, documentation is critical to quality patient 

care. The method – paper or computer, doesn’t really make 
a difference. Key points are to recognize the need for 
documentation that is complete, accurate, and timely, and 
to integrate documentation into the plan of care with just 
as much significance as doing an assessment or performing 
a skilled task. Documentation is not a “left-over” that 
we do after all the work is done, or a chore that detracts 
from time giving care. It is a critical part of the care that 
we provide and helps to ensure quality outcomes for our 
patients.

Doc “Q” umentation continued from page 4

Doc “Q” umentation  Post Test continued on page 7
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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: ________________________________________________________________________

Date: ______________________ Final Score:  ___________

Please circle one answer.

1. The general standard for documentation as noted in Ohio Board of Nursing rules 
(4723-4 OAC) is that documentation is:

 A. Complete, accurate, and timely 
 B. Comprehensive, client-centered, and computerized
 C. Specific, detailed, and completed within two hours of when care was provided
 D. Truthful, thorough, and effective

2. If an employer requires that a nurse document care that was not provided:
 A. The nurse has no recourse
 B. The nurse is legally accountable for his/her own decision 
 C. The nurse is obligated to follow that requirement
 D. The nurse would not be found liable in a civil suit

3. After calling a prescriber to question a medical order, the nurse should:
 A. Document that the prescriber did not adhere to the standard of care
 B. Give the client more information than is noted in the chart
 C. Never use the prescriber’s name in the documentation
 D. Provide rationale for questioning the order in the documentation

4. An Ohio LPN practices:
 A. Independently
 B. Only in the hospital setting
 C. With a restricted license
 D. With direction from an RN or specified others 

5. Process improvement initiatives often stem from:
 A. Evidence in disciplinary hearings
 B. Findings in chart reviews 
 C. Literature reviews
 D. Providers of quality care

6. General “rules” of charting include:
 A. Blue, black, or green ink
 B. Erasures of errors
 C. Incorporation of caregiver perspectives about client behaviors
 D. Use of acceptable abbreviations 

7. An institutional review board is responsible for:
 A. Determining that appropriate documentation is completed
 B. Examining institutional policies and procedures
 C. Making sure that client’s rights are protected 
 D. Requiring that researchers get appropriate funding

8. Accrediting bodies:
 A. Cannot look at current records
 B. Have the right to review client records 
 C. May only review 30% of a facilities’ records
 D. Will not take action based on findings in records

9. Nurses are generally least proficient in documenting:
 A. Assessment data
 B. Interventions
 C. Responses to care 
 D. Vital signs

10. A registered or licensed practical nurse may be disciplined by the Ohio Board of 
Nursing for failure to document appropriately:

 A. If he/she does not follow rules related to documentation 
 B. Only if harm is done to the patient
 C. Subsequent to other disciplinary actions
 D. When a physician is not notified of changes in a client’s condition

11. To adhere to the Joint Commission safety goal of medication reconciliation:
 A. Ask the family to protect client confidentiality by refusing to share medication 
  information
 B. Give the client a complete list of his/her medications 
 C. Provide an overview of any side-effects of medications
 D. Tell the prescriber if the client is taking any contraindicated medications

12. If a person is to take a medication once a day, the correct notation is:
 A. As prescribed
 B. Daily 
 C. Once a day
 D. QD

13. The correct notation for “unit” is:
 A. U
 B. u
 C. unit 
 D. 4

14. Meaningful use relates to:
 A. Developing a standardized language for computerized health records 
 B. Establishing a computerized network for pharmacists to check prescriptions
 C. How electronic data is used to improve quality of care
 D. Paper documentation reviewed by medical records

15. If a client is found on the floor in his room, an appropriate statement in the chart 
might include:

 A. “Don’t know what happened, but he was on the floor when I entered the room”
 B. “Fell out of bed”
 C. “Fell because nurse aide was not watching him”
 D. “Found on floor” 

16. For a home health nurse using a laptop for documentation, which of the following 
guidelines is most appropriate:

 A. Assign different passwords to different members of your family so no one can 
  access your client information
 B. Keep your work laptop separate from the family’s computer system(s) 
 C. Save your work information to a disk before allowing other family members to 
  use the computer
 D. Talk with your family about the best way to protect your client-sensitive data

17. The U.S. federal government’s plan is to require providers and hospitals to report 
clinical quality measures by:

 A. 2014 
 B. 2020
 C. 2041
 D. 2050

18. In regard to computerized documentation and electronic health records, the United 
States is:

 A. About the same as other countries
 B. Behind other countries in use of health records, but ahead in documentation
 C. Significantly ahead of other countries
 D. Very far behind some other countries 

19. The best determination of “timely” documentation is that which is:
 A. Always within the window of time allotted
 B. Based on the needs of the client 
 C. Completed during your shift
 D. Consistent with national standards

20. A registered nurse’s documentation should reflect:
 A. Nursing diagnoses and desired outcomes 
 B. Reasons that errors were made
 C. Receipt of direction to provide care
 D. Statements about staffing and support services
 

Evaluation

1. Were you able to achieve the following objective?  Yes No
 a. Identify Ohio Board of Nursing rules related to documentation.  ___ Yes ___ No

 b. Relate documentation activities to quality client care.  ___ 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?

Doc “Q” mentation in Nursing: Recording for Quality Client Care
Post Test and Evaluation
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by Diann L. Nelson-Houser, MSN, NP-C, FNP

From syndicated 
newswires to local 
newspapers and magazines, 
advanced practice registered 
nurses (APRNs) are all the 
rage when it comes to the 
topic of health care and the 
accessibility of patient care. 
With the implementation 
of the Affordable Care Act 
comes the addition of an 
estimated 32-40 million to 
the ranks of the insured. 
Advanced practice registered 
nurses of all varieties are 
being looked upon as one 
solution to the access to care problem in our country and 
state. In the following paragraphs, we will discuss the roles 
and functions of APRNS – who they are and what they do 
– in addition to the steps to becoming certified and the 
opportunities this affords.

So what exactly is an APRN? The designation of APRN 
includes certified registered nurse practitioners (CRNP), 
clinical nurse specialists (CNS), certified registered nurse 
anesthetists (CRNA), and certified nurse midwives (CNM). 
Nurses with the APRN designation have obtained post-
graduate education (Masters or doctorate degree) as well 
as an in-depth degree of knowledge through training, 
accumulated skills and clinical experience. There are 
over 10,000 advanced practice nurses in the state of Ohio 
alone, and over 140,000 in the nation. And Ohio needs 
more! As the number of primary care physicians continues 
to decline – and specialists increase – the role of APRNs 
is increasingly critical to fulfilling a patient-centered 
approach to health care.

While they are not physicians, APRNs fulfill the care 
needs of patients and provide increased access and greater 
affordability without compromising the quality of health 
care services. APRNs are trained to diagnose illness, treat 
patients and prescribe medication or administer anesthesia 
– and they do this in a similar manner to physicians 
whether in primary care or other practice settings. 

Many people in the public and even professional sector 
still experience confusion regarding the role of the APRN 
compared to the RN. All APRNs are RNs, but not all RNs 
are APRNs. APRNs must attain their post-graduate degree 
(Masters or Doctorate), pass a national certification exam, 
fulfill internship and externship training, and complete 
extensive continuing education requirements. Also, 
most APRNs have the authority to dispense, administer 
AND prescribe medications. By contrast, RNs must have 
graduated from a nursing program, whether associates’-, 
diploma- or baccalaureate-level; pass a national licensing 
exam and complete continuing education hours (24 
hours every two years). RNs may dispense and administer 
medications, BUT are not authorized to prescribe or 
diagnose illness. 

APRNs can

•	 Evaluate	symptoms

•	 Diagnose	illness	and	disease

•	 Provide	and	order	treatment

•	 Perform	office	procedures

•	 Most	prescribe	medications

•	 Administer	anesthesia	(CRNAs)

•	 Maintain	and	monitor	patients	with	chronic	health	
conditions

•	 Provide	walk-in	services,	such	as	ready-to-work	
assessments and sport physicals

•	 Deliver	services	typically	associated	with	urgent	care	
facilities and retail convenience care clinics

•	 Conduct	well	visits	and	check	ups

•	 Refer	to	specialists	when	appropriate

The role of the four APRN specialties are diverse but 
have commonalities. Following are descriptions of the four 
APRN specialties as given by actual clinicians in the field:

CRNPs: Nurse practitioners provide primary care 
and wellness services that follow a patient and family 
throughout the lifespan. There are multiple nurse 
practitioner subspecialties, including family, adult/
gerontological, pediatric, neonatal, women’s health, 
psychiatric and acute care. According to Marjorie Vogt, 
PhD, DNP, FNP, PNP, Otterbein University faculty and 
practicing CRNP, “The nurse practitioner bridges the gap 
between primary/specialty care and patients/families by 
providing access, assuring quality and affordability, and 
improving outcomes through an emphasis on education 
of the patient and his/her surrounding systems. The NP’s 
extraordinary focus on screening and prevention enhances 
the health of individuals and communities.”

CNSs: Deborah Hanes, MSN, RN, CNS, ARNP, OCN, a 
practicing CNS and President of the Central Ohio Clinical 
Nurse Specialist Association, defines the CNS: “I would 
characterize the CNS role as a nurse for direct care nurses, 
patients, families and providers. CNSs have a high level 
perspective and use this view to identify where and how 
healthcare might be improved. The work of CNSs requires 
effective interpersonal and organizational skills to facilitate 
improved outcomes. CNS practice encompasses three 
spheres of influence: patient/family, nurse/nursing and 
organization/systems.”

CRNAs: Cathy Hoffman, CRNA, MSN is the President 
of the Ohio State Association of Nurse Anesthetists. She 
observes: “Certified Registered Nurse Anesthetists (CRNA) 
provide various techniques of anesthesia and analgesia 
services in every type of setting; including surgery in both 
urban and rural hospitals, ambulatory surgery centers, 
office based and obstetrical settings. The 1,800 CRNAs in 
Ohio provide the majority of anesthesia care in rural areas 
and at critical access hospitals, thereby increasing access to 
care for many of Ohio’s citizens.”

CNMs: Sharon L. Ryan DNP, CNM, RN, Ohio State 
University faculty member, lends her perspective: “Nurse-
Midwives are experts in the art and science of being ‘with 
woman’ through the journey of pregnancy, childbirth and 
breastfeeding. Nurse - midwives are also skilled partners in 
providing gynecologic, family planning and primary care 
for women from adolescence through menopause within 
a context of health promotion and wellness education. 
A strong emphasis on empowerment and advocacy for 
informed health care decision making is a highlight of 
nurse-midwifery care.” She also believes it important to 
highlight that the majority of births with Ohio nurse-
midwives occur in hospitals. 

APRN credibility hinges on the advanced nature of 
education and training received by students. All APRNs 
have post-graduate education that includes Masters and/or 
Doctorate degrees. Academic programs that train APRNs 
have clinical components that exceed 600 hours, in most 
cases. Graduates of these programs must pass a national 
certification exam in their particular APRN specialty 
area. Prescribing CRNPs, CNSs and CNMs participate in 
a prescribing externship that consists of 1500 supervised 
prescribing hours. In addition, all specialties must fulfill 
a significant number of continuing education hours to 
maintain and renew their certification status and state RN 
licensure.

In addition to advanced education, APRN credibility is 
enhanced by accountable professional relationships, not 
only with each other, but via collaborative agreements with 
physicians who are available 24/7 via electronic means for 
consultation and referral. APRNs undergo performance 
evaluations by their collaborating physicians at least twice 
annually.

The path to becoming an APRN is fraught with hard 
work and discipline. According to APRN Lisa Workman, 
“Going back to school to become a nurse practitioner was 
hard work, but no more so than going to nursing school. 
In fact, it was more fun because I was treated as an adult 
and equal, not like one of the masses of undergraduate 
students. If I had to sum up the requirement for a student 

in a nurse practitioner program in one word, it would be 
‘perseverance’.

Any consideration of APRNs in Ohio would not be 
complete without discussion of the largest professional 
association that represents them and turns ideas into 
action. The Ohio Association of Advanced Practice 
Nurses (OAAPN) was founded in 1990, and is the unified 
voice of more than 10,000 APRNs in the state of Ohio. 
CRNPs, CRNAs, CNSs and CNMs receive legislative and 
policymaking representation, continuing education 
opportunities and tremendous networking potential 
because of the efforts and activities of OAAPN. 

OAAPN actively addresses the health and well-being 
of patients and the profession by focusing on education, 
communication and collaboration.

•	 OAAPN	educates members and influencers (e.g. 
legislators and policymakers) on the positive 
impact APRNs have on the delivery of accessible, 
high quality, cost-effective health care in addition 
to the ongoing and emerging issues affecting the 
profession. OAAPN provides access to required 
continuing education to ensure members maintain 
certification and a high level of practice excellence. 

•	 OAAPN	communicates on a timely and consistent 
basis – both online and offline – engaging members 
and influencers in all matters that affect the growth 
of professionals and the profession. OAAPN keeps 
the pulse of the profession by monitoring and 
providing perspective on state and national news, 
trends and ongoing legislative activity that members 
need to know, and delivers it directly to email, web 
and social media platforms.

•	 OAAPN	collaborates within its member base 
through networking and committee work – and 
with physicians and other associations – to share 
best practices, solve issues and further advance 
the profession. OAAPN hosts events, provides 
opportunities to serve, and engages members online 
– all of which present unique forums for members 
to connect and network with fellow APRNs. OAAPN 
also has a Political Action Committee (PAC) that 
allows members to become actively engaged in the 
political process and advocate for the profession.

OAAPN President Angela Scardina is a nurse 
practitioner who sees patients in an internal medicine 
and geriatric practice. She comments, “APRN’s engage in 
a true partnership with patients to deliver comprehensive, 
evidenced-based care, and to act as advocates for patients 
navigating through the health care industry.”

OAAPN offers assistance to APRN students not only 
through professional networking, but through its Facebook 
forum. Many students have found clinical preceptors 
through this venue. In addition, the OAAPN website 
contains a listing of all Ohio academic programs with 
APRN offerings, and many potential students have used 
this resource to locate programs.

Regular membership to OAAPN is a mere $99 annually, 
with a student rate of $45/year. Students are encouraged 
to join early, as students, not only to take advantage of 
the discounted rate, but to take advantage of forming 
professional connections early and becoming well-
established in the professional community by the time 
graduation rolls around.

If you’re considering a career as an APRN, there 
are many resources available to help you along the way, 
OAAPN being key among them. Visit the OAAPN website 
at www.OAAPN.org or call (866) 668-3839; or email info@
oaapn.org if you are a member with questions.

What Exactly is an APRN?

2013 OAAPN Board of Directors
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Developed by: Barbara G. Walton, MS, RN 

INDEPENDENT STUDY
This independent study has been developed for nurses 

to better understand various legal issues and documents 
when dealing with patients and family members.

1.1 contact hours will be awarded for successful 
completion of this independent study. 

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

Expires 6/21/2014. Copyright © 2010, 2012, Ohio Nurses 
Association.

OBJECTIVES
1. Recognize the differences between financial and 

medical power of attorney, conservatorship and 
guardianship.

2. Identify types of child custody.
3. Define the nurse’s role when encountering power 

of attorney, conservatorship or guardianship 
arrangements.

4. List the steps a nurse should take when an adult 
relinquishes an infant.

Legal Entities Commonly Used for Adults
While legal entities such as power of attorney, 

conservators, guardians and the like are not generally in 
the repertoire of nurses, we do encounter these entities 
every day in practice. And we may have use for these entities 
in our own personal lives. The purpose of this independent 
study is to acquaint the nurse with a variety of legal entities. 
It is further hoped this module will instruct as to how 
these entities are used. We will discuss the implications 
for the nurse in responding to each of these legal entities. 
By no means is this module designed to replace legal 
counsel. The reader should also consult his or her own 
legal department at one’s place of employment or an 
independent attorney. These entities are being discussed 
in general terms, and the reader should be aware there 
might be some differences or nuances that pertain to state 
law. Many different life circumstances exist; therefore there 
exists a variety of legal entities to suit each situation. We will 
begin with a discussion of the entities generally used for 
and by adults. In the second portion of the module we will 
focus on custody issues that affect children.

Financial Power of Attorney: Sometimes this is also 
referred to as being a General Power of Attorney. There 
are three different power of attorney entities. One is a 
financial power of attorney, another is a medical power of 
attorney and the third is a limited power of attorney. We 
will discuss the medical power of attorney in more detail 
in the next section. However it is important to note: these 
are different legal entities, which grant very different powers to the 
advocate. A Limited Power of Attorney is sometimes called 
a “special” power of attorney. Limited Power of Attorney 
authorizes an advocate to act on the individual’s behalf 
only for specific purposes and for possibly a limited time 
period. For example, an individual may need a Limited 
Power of Attorney to sell a home and automobile. Or 
perhaps the individual is going to be out of the country for 
a period of time and will need a Limited Power of Attorney 
to handle financial issues while abroad. Once those tasks 
are completed, the Limited Power of Attorney is done.

The advocate may also be referred to as the Attorney-
in-fact. In other words, this is the individual or individuals 
that will be able to act on behalf of the person. It is 
common for individuals to name two or more Attorneys-in-
fact. This is done in the event that if one Attorney-in-fact 
is not available; another Attorney-in-fact can step in and 
do what needs to be done. In some instances one Attorney-
in-fact is assigned to handle all financial and legal matters 
while another is assigned to handle household matters. 
It is important to review the financial power of attorney 
document to identify who is/are the Attorney(s)-in-fact 
and whether these individuals may function separately (or 
independently), jointly or jointly and separately (independently) 
and identify what roles they have been assigned. If the 
identified Attorneys-in-fact may function separately 
(independently), you may deal with just that one person. 
However, if the document stipulates the Attorneys-in-fact 
are to function jointly, you must deal with all Attorneys-in-
fact. If the document stipulates the Attorneys-in-fact may 
function jointly and/or separately (independently), then 
you can deal with either/or individual.

A key element of power of attorney is that the person 
granting the powers to the Attorney-in-fact is mentally 
competent, or has an understanding of the powers being 
granted. A person who is not mentally competent may not 
use a Power of Attorney and we will discuss other options 
for those individuals later in this module. A person who 
has a brain injury, but still has an understanding of what 
powers he or she is granting to the Attorney-in-fact, may 
still utilize a financial Power of Attorney document.

Sometimes a power of attorney is referred to as being 
a durable power of attorney. Durable power of attorney 
may apply to a financial and/or medical power of attorney. 
A durable power of attorney allows the Attorney-in-fact 

The Powers That Be:
Understanding Powers of Attorney, Conservators, Guardianships and More

to act as soon as the individual signs the document, not 
necessarily when the individual becomes incapacitated. 
In this way, the Attorney-in-fact could act independently 
behind the individual’s back. In some instances, it may 
be advantageous to have an Attorney-in-fact be able to 
function independently. If for example someone makes 
poor decisions regarding finances, the Attorney-in-fact 
may be able to intercede on the individual’s behalf. If the 
durable power of attorney contains language stating the 
Attorney-in-fact is to act if/when the individual becomes 
incapacitated, the individual may function on their own 
behalf until such time without the Attorney-in-fact acting 
independently. This is often called a Springing Power of 
Attorney. In other words, the powers spring into action 
when the individual becomes incapacitated. So, if the 
individual is in a coma, the Attorney -in-fact may assume 
the designated powers as long as it is a durable power of 
attorney granting powers due to incapacitation. 

If the power of attorney is not designated as durable, the 
Attorney-in-fact can only exercise a power the individual 
is also capable of exercising. Thus if the individual is in a 
coma and is not able to act, the Attorney-in-fact (again in 
a non-durable power of attorney) also cannot act on the 
individual’s behalf. For this reason, a non-durable Power 
of Attorney is not used very often. It’s when the individual 
is incapacitated he or she needs to rely on the Attorney-in-
fact. 

Power of Attorney documents are effective until revoked 
or changed in the future. All Powers of Attorney end 
upon the death of the individual. Upon the death of the 
individual, powers are transferred to the person’s executor 
of a trust or will. The executor of a trust or will might 
not necessarily be the same person who was the Power of 
Attorney. In some cases, the individual may choose to make 
his or her Attorney-in-fact the same person as his or her 
executor.

The Financial Power of Attorney grants the Attorney-
in-fact power to handle financial matters for the individual. 
Common financial matters include the following:

•	 Managing assets: This means managing the 
individual’s money, collecting rent, managing real 
estate, managing business affairs for the individual, 
acting as a proxy or managing stocks, bonds or other 
investments, for the individual. The Attorney-in-fact 
may file suit, if necessary to recover money or goods 
on behalf of the individual. The Attorney-in-fact may 
also defend all actions taken against the individual.

•	 Real property powers: This deals with managing any 
tangible assets the individual may have, such as real 
estate. The Attorney-in-fact may purchase, sell, rent 
property, renew leases, and may enter the property 
all on behalf of the individual. 

•	 Contract powers: The Attorney -in-fact has the power 
to enter into and execute contracts such as loans, 
mortgages, and/or leases on behalf of the individual. 
There may be other items besides those mentioned 
here. 

•	 Banking powers: The Attorney-in-fact may undertake 
all banking matters such as opening, managing and 
closing accounts. The Attorney-in-fact may write 
checks to pay bills as necessary.

•	 Tax Returns: The Attorney-in-fact is responsible 
to prepare and file tax reports on behalf of the 
individual. The Attorney-in-fact may contract with a 
commercial tax preparation firm for this purpose.

•	 Insurance, Annuities, Pension and Benefit Plans: The 
Attorney-in-fact can redeem, cancel, and manage 
insurance policies, annuity contracts, retirement and 
pension plans and programs, such as IRA’s, 401K, 
SEP plans, and employee and/or retiree benefit 
programs.

•	 Government Benefits: The Attorney-in-fact may apply 
for and execute any government benefits such as 
Social Security, Veteran Affairs, and/or Railroad 
Retirement. 

•	 Extraordinary Powers: These are additional powers 
granted to the Attorney-in-fact and include such 
items as making gifts, forgive debts, create, amend, 
revoke trusts, and/or transfer assets to trust. 
Arrangements for children and/or pets are generally 
outlined in this section.

Restrictions on the Attorney-in-fact’s powers: The 
individual may list items he or she does not want the 
Attorney-in-fact to perform. Some common restrictions 
might include the Attorney-in-fact may not execute (sign) 
a will, a codicil (an amendment to a pre-existing will), 
substitute any will, or change a beneficiary on any life 
insurance policies that the individual holds. 

Liability and Accountability of Attorney-in-fact: When 
one asks someone to become an Attorney-in-fact, one is 
asking a lot of that person. It is a tremendous amount of 
work, depending on the complexity of the individual’s 
financial affairs. Because the Attorney-in-fact may not 
necessarily be a family member and because the Attorney-
in-fact is handling all the finances, it is imperative the 
Attorney-in-fact keep accurate records and an accounting 
of finances. In some instances the Attorney-in-fact may be 
required to provide a quarterly accounting of all finances 

to the individual, while in other instances the accounting 
may occur only upon the request of the individual. The 
Attorney-in-fact is expected not to undertake any criminal 
actions during the course of managing the individual’s 
affairs. The Attorney-in-fact is also not generally held liable 
for any decision regarding investments, provided these 
decisions were made in good faith. 

A Medical or Healthcare Power of Attorney allows the 
individual to appoint an Attorney-in-fact to make health 
care decisions for the person in the event he or she is no 
longer able to do so. In other words, when the person no 
longer has the capability to give, withdraw or withhold 
informed consent regarding his or her own healthcare, 
the Healthcare Attorney-in-fact may assume that role. The 
Medical or Healthcare Power of Attorney is not a living 
will or advanced directive document, but may contain 
some of the same information regarding the individual’s 
wishes for treatment. We will discuss those documents in 
the next section of this module. Sometimes the Healthcare 
Power of Attorney is referred as being a “healthcare proxy” 
or a Durable Power of Attorney for Healthcare. Just as we 
discussed with the Financial Power of Attorney, there 
may be more than one Attorney-in-fact named in the 
Healthcare Power of Attorney. The Medical Attorney-in-fact 
may also be referred to as the healthcare surrogate or patient 
advocate. 

Attorneys are kind of similar to pharmaceutical 
companies; they have many names for the same entity, 
which can create confusion! Again it is imperative for 
the nurse to identify the Attorney(s)-in-fact and whether 
these individuals are to function jointly and/or separately. 
While living wills and advanced directives generally apply 
to someone who is terminally ill, the Medical Power of 
Attorney may be used whenever the individual is not able 
to make medical decisions. For example, a younger healthy 
individual becomes involved in a serious auto accident and 
has a very poor prognosis for survival; a Medical Attorney-
in-fact can step in and take action.

Let’s say the individual stated in his Medical Power 
of Attorney that he does not want to be sustained on a 
ventilator or receive tube feedings. This gives guidance 
to the Medical Attorney-in-fact. Perhaps the individual is 
temporarily incapacitated with an illness, but is expected 
to recover, the Medical Attorney-in-fact can step in and 
make decisions until the individual recovers and is able to 
resume making his or her own decisions. Some individuals 
have strong feelings about medical treatment and wishes 
for their healthcare. It is often suggested the individual, not 
only have those discussions with his or her family, but with 
the Medical Attorney-in-fact, and list those wishes in the 
Medical Power of Attorney document. For example, if the 
individual is close to dying, he or she may want to utilize 
a hospice service. If the individual objects to a certain 
form of medical care due to religious or philosophical 
beliefs, adding that to the Medical Power of Attorney 
document serves to clarify and assist the Medical Attorney-
in-fact. In some states, should the individual enter into a 
persistent vegetative state, the Medical Power of Attorney 
applies. A persistent vegetative state is defined as “eyes open 
unawareness,” which means the person is not able to 
communicate or understand what is going on around him 
or her.

Typical powers in a Medical Power of Attorney for the 
Medical Attorney-in-fact include:

•	 A HIPAA release and Access to Medical and Personal 
Records: The Health Insurance Portability and 
Accountability Act of 1996, Public Law 104-191 
restricts the disclosure of healthcare information. It 
is essential the Medical Power of Attorney contain 
a HIPAA release where the individual waives his or 
her right to privacy. This release allows healthcare 
professionals to speak with and share information 
with the Medical Attorney-in-fact. Without the 
HIPAA release, the Medical Attorney-in-fact would 
not have access to the individual’s healthcare 
information and essentially would not be able to 
function as the healthcare proxy for the individual.

•	 The Power to Establish Residency: This allows the 
Medical Attorney-in-fact to move the individual from 
his or her home, identify the proper placement for 
the individual such as a nursing home or assisted 
living facility, and allows the Medical Attorney-in-fact 
to enter into contracts for such placement.

•	 Care Contracts: The Medical Attorney-in-fact has the 
power to enter into contracts in order to provide 
care for the individual. A Medical Attorney-in-fact 
may hire and compensate a home health aide for 
instance.

Living Wills & Advance Directives: These terms are 
often used interchangeably along with Medical Power 
of Attorney. Living wills and Medical Power of Attorney 
documents may be two separate documents. If the 
living will and Medical Power of Attorney are separate 
documents, it is possible there may be inconsistencies 
between the two documents. For this reason, most states 

The Powers That Be continued on page 11
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have combined these documents into one. Having all 
healthcare powers and wishes outlined in one document 
proves to be much less confusing and more easily managed. 
In the past living wills and/or advanced directives were 
used with more elderly and/or terminal individuals. 
However, today these documents are becoming more 
widely used in any estate planning. A living will outlines the 
individual’s wishes for healthcare when the individual is no 
longer able to speak for him or herself.

The individual is usually in a terminal condition at this 
point. The living will expresses the individual’s desires 
regarding sustaining life and prolonging the process 
of dying. It is important to make the language in an 
advanced directive as clear as possible so as to avoid any 
confusion. For example, perhaps the individual has stated 
“no ventilator under any circumstances.” However, what if 
the individual requires a ventilator for only a short period 
of time in order to complete another type of treatment? 
Would that be all right? It is essential the individual have 
conversations with his or her family members, friends, and 
Medical Attorney-in-fact to clarify some of these situations. 
It is also essential to have conversations with one’s 
healthcare providers so they too have a clear understanding 
of one’s desires. The individual’s primary care provider may 
then assist and support the Medical Attorney-in-fact and 
provide education for the family when the time comes. It is 
also important to have conversations with one’s healthcare 
provider so he or she understands one’s desires and wishes. 

In the event the healthcare provider will not honor 
one’s wishes, it may be necessary to seek other healthcare 
providers. In some instances when the healthcare provider 
refuses to honor an advance directive, a lawsuit may be 
the only alternative to enforcing one’s directives. Besides 
discussing this document, be sure to give copies of one’s 
advance directives to family members, close friends, the 
Medical Attorney(s)-in-fact and all healthcare providers.

Be sure to keep a list of persons who received copies of 
this document. Some people choose to list the persons who 
received a copy of the document directly on the back of the 
document. It makes it very convenient should one need to 
contact these individuals in the future. In the event it is 
modified in the future, new copies can be given to the same 
individuals. It should be noted that advanced directives 
or living wills have no effect on health or life insurance. A 
copy of this document should be taken to the hospital any 
time the individual is admitted. An advanced directive that 
allows for the non-initiation of or for the withdrawal of life 
support when the individual is incapacitated is not viewed 
as suicide; thus life insurance is not affected.

Consider this scenario. Patty became terminally ill with 
cancer and kidney failure and had developed a urinary 
tract infection. There was no treatment that would 
save her life or change the outcome of the cancer and 
kidney failure. It was not possible to treat the cancer with 
chemotherapy due to the kidney failure, thus death was 
imminent. Patty named her sister as her Medical Attorney-
in-fact. In her advanced directives and Medical Power of 
Attorney combined document, Patty had outlined, if she 
was ever in a terminal state, she did not want to be placed 
on a ventilator, nor did she desire any tube feedings or 
resuscitative measures. She desired comfort measures only. 
She had had many conversations with her sister about her 
desires and thought her sister would act as her advocate 
when the time came. A physician approached the sister 
and explained that if he could just put Patty on a ventilator 
and initiate hemodialysis, he would treat her urinary tract 
infection with some antibiotics. 

The sister allowed Patty to be placed on a ventilator and 
undergo hemodialysis during the next few days of antibiotic 
therapy. While the antibiotic cleared the urinary tract 
infection, it did nothing to alter the course of the cancer 
or kidney failure. After completing the antibiotic, she still 
had cancer and kidney failure, plus suffered the pain and 
discomfort of being artificially ventilated, not to mention 
the hemodialysis. When all was done, Patty still died. 

If the sister had asked one question: “How will this 
antibiotic treatment change the outcome for Patty?” 
perhaps the sister would have made a different decision 
and adhered to Patty’s desires. This scenario illustrates how 
careful one must be in choosing one’s Medical Attorney-
in-fact and outlining one’s desires. Everyone should have 
conversations and ask “what if” type questions with their 
Medical Attorney-in-fact and family members. The clearer 
the instructions and desires can be made, the more apt they 
are to be achieved.

State Living Will Forms: All fifty states and the District 
of Columbia have living will forms that are often available 
free of charge at libraries, state government offices or on 
line. The forms offered by a particular state will contain the 
language that the state recommends or requires. Anyone 
utilizing such forms should read them carefully and be 
sure they contain the desires of the individual. Some forms 
have spaces where additional information and desires can 
be added. Some states require the form be used as is and 
nothing is to be modified on the form. In those instances 
modifying the form may invalidate it. As long as the state 
allows for modifications, any modifications made by the 
individual should be honored by the Medical Attorney-in-
fact and healthcare providers. Some states require a copy of 
medical records be attached to the living will document. 

While medical conditions change and medical records 
can become quite voluminous, it is helpful to have copies 
of any discharge summaries and/or physician progress 
notes or physician letters. It is also a good idea to attach a 

list of all treating healthcare professionals to the living will 
form should the state require additional medical record 
documents. 

Doting the I’s and Crossing the T’s: Witnesses and 
Notarizing: Just like any other power of attorney, to become 
a valid document, these documents must be signed, dated, 
and witnessed. Witnesses are only witnessing the signature 
of the individual. Witnesses should not be related by 
blood or marriage or stand to benefit in any way from the 
individual’s death. Nor should any witnesses be responsible 
for any healthcare expenses for the individual. In some 
states, it is necessary to not only have a living will witnessed; 
the document must also be notarized. Many attorneys or 
their staff are notaries as well as many bank managers are 
notaries. If the individual has an account at a particular 
bank, the bank staff will notarize documents free of charge 
or for a minimal fee. Some states also require that these 
documents contain a statement that the individual is of 
“sound mind” and is freely making these decisions. 

For nurses, it is a good idea to know what is contained 
in the appropriate state forms. Should a form be presented 
one will then be familiar with it. In practice, situations 
arise when a patient inquires about such documents. The 
nurse can share this information with the patient as well as 
refer the patient to the facility’s legal or risk management 
department.

Considerations for Naming, Accepting and 
Terminating Advocates, or When There are No Advocates: 

What if there is no Medical Power of Attorney, living will 
or advanced directives? In the absence of these documents, 
the decision making usually falls to the family members 
such as the spouse and/or adult children. Life support may 
still be withheld or discontinued if the family agrees it is 
best for the patient, even in the absence of a living will.

In choosing an Attorney-in-fact or healthcare surrogate, 
it is imperative that the individual chooses a person(s) who 
is familiar with the individual’s beliefs and wishes. This 
person very often is a family member, but a family member 
may be too close to a situation and may not be the best 
choice. It is important to have discussions with the possible 
Attorney-in-fact to be assured this person will advocate as 
one desires.

Once named as an Attorney-in-fact that person has the 
responsibility to interpret the wishes of the individual in 
the document. In some states the Attorney-in-fact signs 
a document called an acceptance of patient advocate or 
power of attorney. Generally these acceptance documents 
briefly outline the powers and limitations of the Attorney-
in-fact and indicate that the Attorney-in-fact accepts these 
responsibilities. When the time comes to exercise his or 
her powers, the Attorney-in-fact may also be requested to 
sign an affidavit. The affidavit states that at the time of the 
exercise of power, the Attorney-in-fact has no knowledge 
of any revocation or termination of his or her powers. The 
affidavit serves to validate the Attorney-in-fact’s authority 
to act on behalf of the individual. For example, when the 
Attorney-in-fact begins to exercise powers regarding bank 
accounts, the bank may request the Attorney-in-fact sign an 
affidavit. 

The individual who is not incapacitated may choose 
to revoke or change a Power of Attorney or living will. This 
is generally done in writing, or may be achieved by the 
intentional destruction of the original document. It is 
generally advisable to send written notice of any revocations 
or changes to all individuals or entities such as banks that 
have received copies of the original documents. 

Unless otherwise changed or the document expires, as 
previously mentioned, Power of Attorney responsibilities 
terminate upon the death of the individual. Many states 
terminate the Attorney-in-fact’s powers when the Attorney-
in-fact has actual knowledge of the individual’s death. Bear 
in mind some Attorney-in-fact’s may live in another city 
or state; thus there may be a lag in time between the 
individual’s death and the notification to the Attorney-
in-fact. So say the Attorney-in-fact paid a bill after the 
individual’s death, but prior to his or her notification of the 
death, the payment would still be honored on behalf of the 
individual.

Now that we have discussed Financial and Medical Power 
of Attorney and advance directives, consider this true event. 
As you read this, see if you can spot the problems.

Jean is an elderly lady with a history of lung cancer, 
cervical cancer, multi-infarct dementia and depression. 
Prior to her developing dementia, she had her attorney 
draw up and assists her in executing a will, financial 
power of attorney, medical power of attorney and advance 
directives. Jean named Barb, who also happens to be a 
nurse, as her Financial Attorney-in-fact. She named Phyllis, 
her sister, as her Medical Attorney-in-fact, healthcare 
proxy and the executor of her will. As Jean aged and her 
dementia became evident, it was necessary to move her 
into an assisted living facility. As Financial Attorney-in-fact, 
Barb signed the contract for the assisted living facility and 
handled all the bills. She further sold Jean’s home, car and 
household goods. Over the next few years, there were a 
number of times Jean had to be hospitalized. When Barb 
would go to the hospital to see Jean, the healthcare staff 
would routinely ask if Barb was the “power of attorney.”

Barb would routinely respond, yes she was. The nursing 
staff and physicians would then proceed to answer any and 
all of Barb’s questions about Jean’s health status and plans 
for treatment. Interestingly because Barb was similar in 
physical stature to Jean and was 30 years younger than Jean, 
often the healthcare staff assumed she was Jean’s daughter. 
They would freely give Barb information regarding Jean’s 
healthcare without asking who she was and how she was 

related to Jean. It wasn’t until a physician made a comment 
to Barb about being Jean’s daughter that Barb realized this 
assumption had been made. This assumption was made in 
spite of a social history revealing Jean to be childless and 
widowed.

Now after reading this brief scenario, list all the things 
that “went wrong” here. 

1. The healthcare staff only inquired about “power 
of attorney.” They did not differentiate financial 
versus medical. Remember that Phyllis is the Medical 
Attorney-in-fact not Barb.

2. The healthcare staff never asked to see a copy of the 
document to verify the type of Power of Attorney or 
the assigned powers of the Attorney-in-fact.

3. The healthcare staff never verified whether the 
Attorney-in-fact was to act jointly and/or separately 
with any other Attorney-in-fact.

4. Because of similar physical stature and age 
difference between Jean and Barb, the healthcare 
staff assumed Barb was Jean’s daughter. This of 
course was an incorrect assumption and contrary to 
Jean’s social history. 

5. The summation of this scenario is that information 
regarding Jean’s healthcare was shared with an 
individual who really did not have access to or power 
to act on that information.

Ultimately the situation worked out well, as Jean’s sister 
Phyllis was happy to have Barb have medical information 
as Phyllis had no healthcare background. Phyllis routinely 
stated to Barb that Barb knew what questions to ask and 
how to relate that information to Phyllis in a manner she 
understood. However, just because this situation worked out 
well, it just as easily could have become a nightmare. Not 
all families and friends work as effectively together as Barb 
and Phyllis did on behalf of Jean. Many times there are 
differences of opinions or power struggles between family 
members and/or friends. 

In another situation, had information been given to the 
wrong person, the real Attorney-in-fact could have been 
undermined or not included in making a decision that 
only that Attorney-in-fact had the power to make. For the 
nurse, the moral of the story is to ask the correct question: 
“Do you have Medical Power of Attorney?” And ask to see 
a copy of the document. Be careful of making assumptions 
as to the relations between visitors and patients. Know who 
is visiting one’s patients and how those visitors are related 
to the patient, especially before giving any healthcare 
information.

Conservatorship: In certain circumstances a financial 
power of attorney may not be accepted by a financial 
institution or may not be appropriate for an individual. 
Remember with a financial power of attorney, the 
individual granting powers must have the capacity to 
understand that he or she is indeed granting powers to 
another individual. Let’s say an individual has sustained 
a traumatic brain injury that has severely impaired his 
cognitive abilities. This individual doesn’t even know what 
a bill is let alone how to manage payment. Because this 
individual is so severely compromised, a financial power 
of attorney is not appropriate. This individual would not 
understand he is delegating financial powers to another 
person let alone have the ability to execute the document. 
In this instance a conservator would be appointed. In 
the absence of having someone to trust to make financial 
decisions is another instance when a conservator may be 
appointed for an individual. Conservators are appointed by 
the probate court system.

There is a hearing that establishes the individual is not 
able to manage his or her own financial affairs followed by 
the appointment of the conservator. If the individual has 
a family member or friend, the probate court may appoint 
that person as the conservator. In the absence of any family 
or friend, the probate court may choose to appoint a person 
who doesn’t even know the individual. This person is often 
referred to as being a public conservator. A conservatorship 
takes control completely out of the hands of the individual 
and places control in the hands of the probate court.

Conservators are minimally required to file annual 
accounts with the probate court, thus providing oversight 
and supervision of the conservator by the probate court. 
Conservators may be required to report and/or file the 
following with the probate court:

•	 An	inventory	of	all	of	the	individual’s	personal	
property

•	 An	accounting	of	all	financial	transactions
•	 An	accounting	of	all	bank	statements	and	

investments
•	 A	statement	as	to	the	physical	and	mental	status	of	

the individual
•	 Offers	proof	the	individual	is	being	cared	for	

appropriately. This includes proof of the individual’s 
residential arrangements, sufficient healthcare 
and treatment is being provided and appropriate 
educational and training programs have been made 
available to the individual.

•	 Petitions	the	probate	court	for	approval	for	certain	
financial transactions, i.e., purchasing a home. 

•	 Gives	proof	the	individual’s	funds	have	been	invested	
so they can be used for the support of the individual

While a financial power of attorney is a more private 
arrangement and is substantially less expensive, a 
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conservatorship is subject to the scrutiny of the probate 
court, which may be of benefit, but also more expensive. A 
conservatorship involves filing fees with the probate court, 
hearing fees, attorney fees, and fiduciary fees. Fiduciary 
means one who has undertaken a duty to act for the benefit 
of another person under a given set of circumstances. In 
other words, fiduciary fees means the conservator may be 
compensated for filling this role and is reimbursed for any 
expenses the conservator incurs. Public conservators are 
paid for their time as well as expenses. 

Revoking or terminating a conservatorship also is not 
as simple as revoking a financial power of attorney. With a 
conservatorship, the individual must prove to the probate 
court that he or she is able to manage his or her financial 
affairs again. If the individual is able to manage his or her 
financial affairs again, the conservatorship will be closed by 
the probate court. In some instances an individual may be 
able to make some financial decisions, but may not be able 
to make other decisions. 

For example, the individual may be able to go to a store 
and make minor purchases such as toiletries or groceries, 
but would not be capable of understanding the purchase of 
a home or an investment vehicle such as an annuity or stock 
certificate. In this type of instance, the probate court may 
appoint a conservator with limited powers to handle only 
those items the individual is incapable of handling. The 
easiest way to think of a conservatorship is to think of it as 
a court appointed financial power of attorney for someone 
who is incapacitated.

Guardianship: In certain circumstances a medical 
power of attorney may not be appropriate for an individual. 
Remember with a medical power of attorney, the individual 
granting powers must have the capacity to understand 
that he or she is indeed granting healthcare proxy powers 
to another individual. Let’s say an individual has severe 
psychiatric health problems to the extent he is not able 
to care for himself or understand any informed consent. 
Most of the time this person is catatonic and is clearly 
incapacitated. Who will make healthcare decisions for this 
person? 

When a medical power of attorney is not appropriate, a 
guardianship is necessary. Establishing a guardianship is 
similar to establishing a conservatorship. The individual’s 
incapacity is established at a hearing in probate court, then 
a guardian is appointed by the probate court. Again, if 
there is a suitable family member or friend, that person is 
the first choice of the probate court for a guardian. 

In the absence of a family member or trusted friend, the 
probate court will appoint a public guardian. Just as we saw 
with a conservatorship, the guardianship is not as private 
as a medical power of attorney and it is more expensive. 
Again there are filing fees, attorney fees, hearing fees 
and fiduciary fees to be paid to the guardian. Minimally 
guardians must file an annual statement with the probate 
court regarding the physical and/or mental status of the 
individual.

Just as we discussed with a conservatorship, if the 
individual is capable of making some healthcare 
decisions, the probate court will establish a limited 
guardianship. That way the individual can maintain as 
much independence as possible, but has assistance when 
and where needed. A guardianship is revoked when the 
individual can show he or she is capable of understanding 
informed consent and is able to resume making his or her 
own healthcare decisions again. To close the guardianship 
a court hearing is held, just as we discussed with a 
conservatorship. The easiest way to think of a guardianship 
is to think of it as a court appointed medical power of 
attorney for someone who is incapacitated.

Incapacity: We’ve used this term a number of times in 
this module, but what does it means in the eyes of a court? 
Just because we think someone has made irresponsible or 
foolish decisions doesn’t mean he or she should be declared 
incompetent. Incapacity is defined as the lack of ability or 
power to act. The person is incapable of physical and/or 
intellectual power. In opposition to incapacity is capacity. 
Capacity is defined as being of legal age and having the 
ability to understand the nature and effects of one’s actions. 
When a person of legal age does not have the ability to 
understand the nature and effects of his or her actions, he 
or she is deemed as being incapacitated.

Do Not Resuscitate Orders: Many of us have 
encountered situations where the medical condition is 
terminal. Cancers, end stage kidney disease, end stage 
heart failure, end stage pulmonary disease are just of few 
of the terminal conditions nurses see in practice. In these 
situations life saving interventions are not warranted and 
may only result in unwanted treatment neither the patient 
nor family desires. In this case, do not resuscitate orders 
may be written. The do not resuscitate (DNR) order 
tells healthcare professionals not to perform life saving 
measures as outlined in the order. Bear in mind laws vary 
from state to state in regard to DNR orders. For more 
information specific to one’s state, refer to your employer’s 
policies regarding DNR orders. The reader may also 
want to seek information from his or her employer’s risk 
management department or administration.

On line searches of one’s state government websites 
are also generally very helpful in procuring information 
regarding the state’s DNR protocols and laws.

The following is some general information regarding do 
not resuscitate orders.

•	 Patients may request a DNR order. As long as 
the individual is of legal age and competent, an 

individual may request a DNR order for themselves. 
The DNR order or request may be made orally to a 
physician or can be made in writing in the form of a 
living will or advance directive prior to becoming ill.

•	 Medical Attorney-in-facts may request a DNR order. If 
the patient is too sick to request the DNR for himself, 
the healthcare proxy (who may be a family member) 
may do so on behalf of the patient. Even if the 
advance directive does not address a DNR order, the 
medical attorney-in-fact may make this request of the 
physician.

•	 Families may request a DNR order. If no advance 
decisions have been made and there is no medical 
power of attorney, the family may make the request 
for the DNR order. Generally a family request for 
a DNR order is honored if the patient is terminally 
ill or permanently unconscious or if a physician has 
determined that resuscitation would be futile. If the 
physician does not agree to the DNR order, but it is 
still the family’s wish, the physician should transfer 
the patient to the care of a physician who does agree 
to write a DNR order.

•	 Physicians may request a DNR order. If a physician 
deems resuscitation would be futile, the physician 
may request a DNR order. However, the physician 
is required to discuss this with the patient and/
or family as long as there is time to do so. In the 
absence of family, healthcare proxy, advance 
directives, and the patient is unable to consent to the 
DNR order, a general policy is that two physicians 
must concur on the decision to not resuscitate the 
patient. Some states require two physicians to concur 
on a DNR order in this type of situation.

•	 Revoking or changing DNR orders can occur. DNR orders 
should be reviewed periodically, such as on patient 
rounds or patient care planning meetings. Are the 
orders still valid? Is this still what the patient desires 
and consistent with advance directives? Has the 
patient requested the order be discontinued? Has the 
family or healthcare proxy requested the order be 
discontinued? Have there been any changes in the 
patient’s healthcare status that would cause the DNR 
order to be discontinued? 

•	 What about other medical treatment and DNR orders? DNR 
orders generally only preclude resuscitation. DNR 
orders do not generally prohibit other aspects of care 
such as having blood cultures drawn, receiving blood 
transfusions, transferring a patient to an intensive 
care unit, or managing pain. However, if there are 
advance directives that indicate that the patient 
does not want certain forms of medical treatment, 
i.e. he or she desires comfort measures only, then 
additional medical treatment may be withdrawn. 
Thorough communication with the patient, family 
and healthcare attorney-in-fact can assist healthcare 
professionals in determining what forms of medical 
treatment should be continued. 

•	 Not sure about DNR order status? In the event one is 
questioning the validity or is in doubt about the 
status of a DNR order; healthcare personnel should 
attempt resuscitation. When in doubt, do CPR!

Special Considerations for Children
In this next section we will address some legal entities 

as they apply to children. Again, this is not meant to 
replace the advice of an attorney, but will serve to give 
general information. Also bear in mind laws vary from 
state to state. Most states have online websites that can be 
searched for specific state protocols and laws. Think about 
what resources are available at one’s place of employment 
as well and make use of those resources such as the risk 
management or legal department.

Types of Custody: There are a number of types of child 
custody that we will discuss. However, first we need to 
address custody in general. Child custody not only involves 
physical custody of a child, but also includes parental 
rights, privileges, and duties involved in child rearing. 
Custody is most often thought of in connection with a 
divorce. However, custody may also be determined in cases 
of paternity, guardianships, juvenile delinquency problems 
and termination of parental rights. The “best interests of the 
child” is the golden rule applied to custody determinations. 
In other words, what custodial agreement will best meet 
the physical, psychological and emotional needs of the 
child? Prior to 1970, there was a presumption for maternal 
custody, as it was believed mothers provided the necessary 
nurturing a child required. In some instances though, 
the mother may not be the best option to meet the child’s 
needs and may actually be the source of problems for the 
child. Today custody is arranged with the “best interests 
of the child” in mind. Thus the father, an aunt or uncle 
or even a grandparent may be the best person to serve the 
interests of the child.

Custody may be determined through a number of 
methods. The court may accept the custody plan developed 
in the parents’ separation of divorce agreement. Some 
states require custody be mediated. In a mediation process, 
both parents work with a professional mediator or referee 
to reach a common goal of serving the child’s best interests. 
Some states have specialized courts solely for handling 
custody disputes, while other states may require parents to 
participate in parent education courses. In some divorce 
situations, an attorney may be appointed as a guardian 
ad litem who serves as an advocate for the child. In some 
instances the guardian ad litem serves as a neutral fact 
finder who investigates the family situation and provides 

the judge with information. Upon that information the 
judge may make a custody ruling. 

Types of custody include:
•	 Joint Custody has become the preferred custody 

arrangement in most states. The definition of 
joint custody is that both parents share in the legal 
responsibilities, physical care and custody of the child. 
Because each family is unique, joint custody agreements 
can vary greatly. Joint custody may be granted between 
a parent and grandparent, in the absence of the other 
parent. Paternal and maternal grandparents may 
share joint custody of a child. The ability for parties 
to cooperate with one another as well as physical 
limitations, expenses and the child’s preferences are 
taken into consideration in formulating a joint custody 
agreement.
•	 Sole or Full Custody is actually the traditional 

form of custody. One parent is designated as 
the custodial parent. This parent possesses the 
legal responsibilities, physical care and control of 
the child. The non-custodial parent, unless not 
beneficial for the child, has visitation rights. Prior 
to the 1980’s, mothers were traditionally awarded 
sole custody of children. The custodial parent is the 
ultimate authority regarding decisions regarding the 
child’s care. The custodial parent may solely decide 
things such as religious upbringing and changes in 
the child’s surname.

•	 Nonparental or Third Party Custody is when a competent 
adult, not a parent to a child is awarded custody. 
Aunts, uncles, grandparents, partners in a same sex 
relationship would all be considered third parties 
and may seek custody of a child. While efforts are 
made to keep children with their parents, some 
circumstances make it necessary to place a child with 
a third party. 

 Instances that include both parents being deceased, 
one parent is deceased and the surviving parent is 
deemed unfit, or the child has been living for an 
extended period of time with a third party may result 
in a nonparental custody arrangement. Many states 
follow the parental preference rule, believing in 
the fundamental right of a parent to have control of 
and care for his or her own child. Other states take a 
slightly different approach to the parental preference 
rule, stating that, unless unfit; custody is required to 
be awarded to a parent. A third party may challenge 
the parental preference rule, however it is the 
burden of the third party to show that the child’s 
best interests are not being met by the parent(s) 
granted custody.

•	 Split Custody is the least common type of custody 
arrangement. Typically it may be used when there 
are a large number of children involved. The 
children may be split between the parents. Split 
custody is only used in exceptional situations, as 
it is believed children benefit from an upbringing 
with their siblings. Separating children may only 
create more traumas in addition to the trauma a 
divorce creates. Factors that may contribute to a split 
custody arrangement would include: the children’s 
and parent’s preferences, age disparities between 
children, children with special needs and who can 
best serve those needs; disciplinary issues and who 
best handles those problems, relationships of half 
blood siblings or step siblings, and how well a child 
will integrate into a particular household.

Just as we saw in our discussion of powers of attorney, 
in caring for the pediatric population, it is important to 
have a clear, accurate social history of the child. Are the 
parents married? Are they divorced? If divorced, what is 
the custody arrangement? Are there issues with visitation? 
If in doubt, ask the parents to bring a copy of the custody 
agreement to clarify who can visit the child and who is to 
make healthcare decisions on the child’s behalf. If one is 
still unsure, seek the advice of one’s risk management or 
legal affairs departments.

Medication Disputes and Child Custody may come 
about due to a difference in opinions between parents. 
This may occur more frequently when parents are in 
disagreement about aspects of the divorce, custody or 
visitation issues. Or disagreements may occur just because 
the relationship ended in such a bitter manner. For 
example, one parent may feel attention deficit hyperactivity 
disorder (ADHD) is not a real diagnosis and requires no 
treatment and thus refuses to administer the prescribed 
medication to the child. On the other hand, the other 
parent feels medical treatment of this condition is 
warranted. How does one settle such an issue?

Generally whatever the current court order is takes 
precedence. If the parents have entered into a Marital 
Settlement Agreement or Joint Parenting Agreement, issues as to 
who may make medical and medication decisions for the 
child are usually spelled out. In some cases, one or both 
parents have the right to make medical and medication 
decisions for the child. However if there is no such 
document, or if parents continue to argue over medical 
treatment, a court order may be necessary to settle the 
dispute. The court may make one parent responsible for 
medical decisions or the court may order a treatment 
be rendered to the child. A change in the custody 
arrangement may be necessary and appropriate if one 
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parent has been found to have abused or neglected a child, or is being investigated by a 
state agency for such allegations. 

Emergency Temporary Child Custody may be necessary if a child is in imminent 
danger of harm. Generally the parent seeking temporary custody will file a Petition for 
Temporary Restraining Order is filed without advance notice to the other parent. If the court 
grants the petition, the order restrains the actions and conduct of the offending parent 
for a limited period of time. At the end of that time, the parent who filed the petition will 
have to prove that there is just cause to continue with the restraining order and request 
the change in custody to become permanent. Prior to making any permanent changes, the 
offending parent will be given advance notice of any hearings and will have an opportunity 
to present witnesses or any other evidence to fight a permanent order. Other measures 
taken at this time would be to file a report with and request an investigation by the state’s 
child welfare agency. Not only can a parent file for temporary child custody but healthcare 
entities may also file. 

Usually with the involvement of the state’s child welfare agency or department of 
social services, healthcare entities may petition to have a child removed from a dangerous 
situation such as child abuse, sexual abuse, child abandonment or endangerment from 
a parent’s drug or alcohol abuse. Clearly in situations such as these one would need to 
involve the risk management and/or legal affairs departments.

If a situation is truly urgent, an attorney may request the judge hold a hearing as 
quickly as possible. The attorney will file an Emergency Motion. In the Emergency Motion 
document the attorney must show that an urgent situation exists and will ask for specific 
relief. Let’s say a parent is medicating a child with medications that are not prescribed by a 
licensed healthcare professional. An Emergency Motion may request the court to order the 
parent to cease administering the specific medications to the child. 

In the news media, once in a while one hears about a medical facility seeking to treat 
a child, may attempt to gain emergency temporary custody, or at least a court ruling 
granting that the treatment occur. This situation may involve parents who are neglectful 
or may occur when religious beliefs run contrary to medical practice. Perhaps the parents 
do not believe in blood transfusions and the child requires one in order to survive. The 
interpretation for these situations will vary greatly from state to state. How the particular 
state views the Parental Preference Rule will also influence how willing a court is to take 
medical decision making out of the hands of parents. Some courts may feel it necessary 
to intercede on behalf of the child thinking that if the child were of legal age, the child 
would choose to seek treatment of his or her medical condition. 

A child may not hold to the same religious beliefs as his or her parents. Some courts 
strongly uphold the Parent Preference Rule as well as our basic freedom of religious beliefs 
and refuse to make any kind of ruling in these situations. These are very complicated 
situations that bring about many emotions and are difficult to navigate. 

Safe Haven Laws, also known as Baby Moses Law, protect parents from being arrested or 
sued for abandoning their infants. All states with the exception of Alaska and Washington 
D.C. have safe haven laws. Texas was the first state to adopt a safe haven law in 1999. These 
laws do vary from state to state but are only for the abandonment of infants. 

Ages that are accepted range from not more than 72 hours old to not more than one 
year old. The narrow range of accepted ages is to insure infants receive appropriate 
healthcare, food and shelter. Baby dumping is a very controversial subject. Certainly as 
a society we want to prevent the abandonment of children, but we recognize that some 
parents are desperate to be rid of unwanted children and may resort to harming the 
child. Safe haven laws allow parents to anonymously leave uninjured infants in designated 
places such as hospitals, police stations, fire stations, and EMS stations, without criminal 
consequences. Depending on the state, not only can a birth mother or birth father 
relinquish an infant, but legal guardians or any other adult having custody of the infant 
may relinquish a infant. If the infant has been abused or neglected, the relinquishing adult 
loses all guarantees of anonymity or immunity from prosecution. Again, depending on the 
state, a parent may change his or her mind and within a specific time period may regain 
custody of an infant. If one parent relinquishes an infant without the knowledge of the 
other parent, the non-relinquishing birth parent retains all parental rights. Let’s say a 
birth mother relinquishes an infant. Later the birth father discovers this has happened. 
The birth father would retain all parental rights to the infant.

What to do when an infant is relinquished. Mary X, a 15-year-old, brings her 48-hour-old 
infant son into the Emergency Room and states she is not able to care for the infant and 
wants “to give him up.” You are the nurse on duty. What do you do?

•	 Know	your	facility’s	policy	and	procedure	and	follow	it
•	 Ask	the	parent	about	the	infant’s	medical	and	family	history,	though	the	parent	is	

not required to provide any information
•	 Provide	the	parent	with	any	information	regarding	parental	rights	

•	 Ask	if	the	parent	is	seeking	any	medical	or	psychiatric	treatment	for	him	or	herself
•	 Contact	your	department	of	social	services	within	your	facility
•	 Contact	your	state’s	child	welfare	agency

Generally, once relinquished, the infant will be examined, cared for and treated if 
necessary. Once the infant is turned over to the state’s child welfare agency, the infant will 
be placed with either adoptive parents or foster parents. 

What happened in Nebraska in 2009? In 2009 Nebraska adopted a safe haven law that 
had no defined age limit of child. In four months time more than 30 children, most of 
them being troubled teenagers, were relinquished in Nebraska. None of the children were 
infants. And in most instances, parents crossed state lines to take advantage of Nebraska’s 
safe haven law. This snafu in the Nebraska law highlights a real lack in knowing how to 
deal with troubled teenagers who may need access to mental health resources. Another 
ramification in abandoning a teenager is that both the identities of the parents and the 
teenager are obvious and not easily hidden. After realizing this unintended consequence 
of the original safe haven law, Nebraska lawmakers revised the law to only include infants 
up to 30 days old In dealing with troubled teenagers, parents must seek other avenues of 
assistance.

This concludes our module regarding legal entities. It is hoped this information is of 
benefit to the practicing nurse. This module serves as a primer, so be sure to know your 
employer’s policy and procedures as well as the resources available to you in the risk 
management and/or legal departments.
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The Powers That Be: Understanding Powers of Attorney, Conservators, 
Guardianships and More

Post Test and Evaluation

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: _____________________________________________

Date: ______________________ Final Score:  ___________

Please circle one answer.

1. All power of attorney documents grant the same 
powers to the advocate.

 A. True
 B. False

2. Limited power of attorney grants powers for a specific 
time frame and/or specific purposes.

 A. True
 B. False

3. Nurses should ask to see power of attorney 
documents to verify the Attorney-in-fact and whether 
the Attorney-in-fact may act independently or jointly 
with another Attorney-in-fact.

 A. True
 B. False

4. If a power of attorney calls for Attorneys -in-fact to act 
jointly, the nurse may proceed with one Attorney-in-
fact.

 A. True
 B. False

5. Individuals granting power of attorney must be 
mentally competent and have an understanding of 
the powers being delegated to another person.

 A. True
 B. False

6. An individual who is not mentally competent may 
also utilize a power of attorney arrangement.

 A. True
 B. False

7. A durable power of attorney allows the Attorney-
in-fact to act as soon as the individual signs the 
document.

 A. True
 B. False

8. A springing power of attorney gives durable power of 
attorney to the Attorney-in-fact when the individual 
becomes incapacitated.

 A. True
 B. False

9. Power of attorney documents are effective until the 
deceased person’s estate is settled.

 A. True
 B. False

10. The Attorney-in-fact is always the executor of the 
estate.

 A. True
 B. False

11. Financial power of attorney generally may grant 
powers to handle bank accounts, real estate, tax 
returns and pay bills for the individual.

 A. True
 B. False

12. A common restriction for a Financial Attorney-in-fact 
is that he may not sign (execute) a will on behalf of 
the individual.

 A. True
 B. False

13. Medical power of attorney grants powers to a Medical 
Attorney-in-fact to make health care decisions when 
the individual is no longer able to give, withdraw or 
withhold informed consent.

 A. True
 B. False

14. Another name for Medical power of attorney is 
healthcare proxy.

 A. True
 B. False

15. Nurses should request a copy of the Medical power 
of attorney and identify the Medical Attorney(s)-in-
fact and whether these individuals may act jointly or 
separately.

 A. True
 B. False

16. An individual may list his or her wishes for healthcare 
in a Medical power of attorney document.

 A. True
 B. False

17. Persistent vegetative states are defined as eyes open 
unawareness.

 A. True
 B. False

18. Living wills and advance directives are not the same 
thing.

 A. True
 B. False

19. The advance directive outlines one’s wish for 
healthcare when the person is no longer able to speak 
for him or herself.

 A. True
 B. False

20. If a healthcare professional will not honor the 
individual’s advance directive wishes, the person or 
Medical Attorney-in-fact may have to seek another 
healthcare professional.

 A. True
 B. False

21. It is alright for witnesses to be related to the 
individual in witnessing a power of attorney 
document.

 A. True
 B. False

22. If there is no Medical power of attorney or advance 
directive, decision making falls to adult family 
members.

 A. True
 B. False

23. Attorney-in-fact powers terminate upon the death 
of the individual or when the Attorney-in-fact has 
actual knowledge of the death.

 A. True
 B. False

24. Conservatorships and guardianships are utilized 
when an individual is incapable of managing and or 
understanding financial and/or healthcare affairs.

 A. True
 B. False
 
25. A conservatorship or guardianship may be closed 

by the probate court when the individual is able 
to prove he or she is again competent and able to 
manage his or her affairs.

 A. True
 B. False

26. Physicians, family members, Medical Attorneys-in-
fact and/or patients may request a DNR order.

 A. True
 B. False

27. DNR orders result in all care and treatment being 
discontinued.

 A. True
 B. False

28. If one is not sure about the status of a DNR order, 
the healthcare professional should not attempt 
resuscitation.

 A. True 
 B. False

29. Child custody grants parental right, physical custody 
of a child and privileges and duties involved in child 
rearing.

 A. True
 B. False

30. Grandparents, aunts or uncles may be awarded 
custody if it is in the best interests of the child.

 A. True
 B. False

Match the definition and term:
____ 31. Joint custody 

____ 32. Full custody

____ 33. 3rd Party custody 

____ 34. Split custody

Definitions:
 A. An aunt, uncle, grandparent or same sex partner 
  is awarded custody.
 B. Children are divided between parents.
 C. Parents share in custody rights and privileges
 D. One parent has all rights and responsibilities.
 
35. If there is no current court order and parents 

continue to argue about medical care for a child, a 
court order may be necessary to settle the dispute.

 A. True
 B. False

36. The parental preference rule believes in the 
fundamental rights of parents to control and care for 
their own children.

 A. True
 B. False

37. Safe Haven laws cover the abandonment of all 
children.

 A. True
 B. False

38. If a relinquished infant has been abused or 
neglected, the relinquishing adult loses all 
guarantees of anonymity and immunity from 
prosecution.

 A. True
 B. False

39. When an infant is relinquished, the nurse should 
follow the employer’s procedure and inquire as to the 
medical and family history of the infant, even though 
the relinquishing adult is not obligated to provide 
any information.

 A. True
 B. False

Evaluation

1. Were you able to achieve the Yes No
 following objective?

 a. Recognize the differences   __ Yes  __No
  between financial and medical
  power of attornry, conservatorship
  and guardianship. 

 b. Identify types of child custody.  __ Yes  __No

 c. Define the nurse’s role when  __ Yes  __No
  encountering power of attorney,
  conservatorship or guardianship
  arrangements.

 d. List the steps a nurse should take  __ Yes  __No
  when an adult relinquishes an
  infant.

2. Was this independent study an   __ Yes  __No
 effective method of learning? 

 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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Developed by Pamela S. Dickerson, PhD, RN-BC 

INDEPENDENT STUDY
This independent study has been developed to enable 

the nurse to be proactive in advocating for the future of 
nursing.

0.8 contact hours will be awarded for successful 
completion of this independent study. 

The author and planning committee members have 
declared no conflict of interest. Disclaimer: Information 
in this study is intended for educational purposes only. It 
is not intended to provide legal and/or medical advice or 
to be a comprehensive compendium of evidence-based 
practice. For specific implementation information, please 
contact an appropriate professional, organization, legal 
source, or facility policy. Accredited provider status does 
not imply endorsement by ONA, ANCC or OBN of any 
commercial products discussed in association with this 
article.

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

Expires: 3/6/14. Copyright © 2012, Ohio Nurses 
Association.

OBJECTIVE:
1. Describe changes impacting the current and future 

practice of nursing.

Introduction
A number of factors have converged in the first decade 

of the 21st century to radically alter the environment in 
which health care is provided and change the nature of 
the role and responsibilities of the nurse. This study will 
explore these changes, with a focus on the current and 
potential impacts on the profession of nursing.

Setting the Stage
Changes in the environment in which health care is 

practiced have occurred more rapidly in the first decade 
of the 21st century than in the past. Hospital care, which 
used to be the “normal” and most common venue for 
the practice of nursing, is now only one of a myriad of 
opportunities for the nurse. Patients are in the hospital for 
shorter periods of time, and only the sickest patients are 
hospitalized. Consequently, hospitals are employing nurses 
who are experts in the type of care needed by hospital 
patients. Units which typically provided care for “medical-
surgical” patients are often incorporating telemetry and 
other services that used to be reserved for critical care 
units. Many of the patients who used to be cared for on 
traditional medical-surgical units are now cared for either 
in rehabilitation centers or in their homes. Long-term 
acute care hospitals and/or units have been developed 
for those patients who need care for longer periods of 
time than the typical acute care facility can now handle. 
Reimbursement issues have driven many of these changes.

The health care reform provisions based on federal law 
passed in 2010 have yet to be fully determined. Some 
elements of the anticipated changes include more focus on 
preventive care, more persons having insurance to pay for 
primary care, and more focus on community-based care. 
The nurse is well positioned to be a provider for preventive 
care and services in the community. It is anticipated that 
resources for care in clinics, offices, and other community-
based settings will need to increase to meet demand in the 
coming years.

Technological advances are impacting the types of services 
patients receive, where those services are provided, and 
the competencies of the personnel required to manage 
the technology. New equipment, telemedicine, use of 
electronic health records, and the impact of emerging 
fields such as genetics and genomics are altering the 
landscape of health care. Nurses must be competent in 
use of the technological “tools” without losing focus on the 
patient as the primary point of care.

Changes in funding from both private and government-
related sources are dramatically impacting the practice 
of nursing and the services provided to patients. As an 
example, the Centers for Medicare and Medicaid Services 
(CMS) is no longer providing reimbursement for certain 
types of situations that occur in the acute care setting. 
For example, a patient who suffers a catheter-associated 
urinary tract infection, an injury related to a fall, or 
pressure ulcers during his/her hospital stay has been 
the recipient of something that CMS says should “never” 
happen (Modern Healthcare, 2009). “Never events” are 
described in an AHRQ (2010) patient safety document 
as “shocking medical errors that should never occur.” 
Consequently, the hospital now is required to cover the cost 
of any additional care, medications, or other treatment the 
patient may require as a result of this complication.

The National Quality Forum (NQF), describes serious 
reportable events as “serious, largely preventable, and 
harmful clinical events” (NQF, 2011). A fact sheet published 
on the organization’s web site (http://www.qualityforum.
org/Topics/SREs/Serious_Reportable_Events.aspx) 

provides a detailed listing of these events. Efforts of NQF 
have included identification, reporting, and sharing of 
information about occurrences of these events for the 
purpose of education, leading to change in practice 
and safer patient care. Diverse examples include infant 
discharge to the wrong person, patient suicide during 
hospitalization, patient death or serious illness resulting 
from a medication error, and patient death or serious 
injury related to administration of incompatible blood or 
blood products (AHRQ, 2010). Many states now require 
hospitals to report these events, and increasingly, facilities 
are required to make this information available to the 
public on web sites such as http://www.hospitalcompare.
hhs.gov/hospital-search.aspx?AspxAutoDetectCookieSupp
ort=1. 

Health Care Reform
Legislation passed by the US Congress in 2010 has the 

potential to significantly alter the landscape of healthcare 
in the United States. Some of the changes, such as parents’ 
insurance covering college students through age 26, 
are already in place. Other changes are anticipated to 
be implemented within the next five years. Many of the 
recommendations do not currently have funding, so their 
implementation is in question.

Selected provisions of the legislation, named the 2010 
Affordable Care Act, that affect nursing are summarized 
here. More detailed information about these provisions 
can be obtained from http://www.nursing.ohio.gov/PDFS/
nursingandhealthreformlawtable.pdf.

1. Funding is to be provided for community-based 
education for advanced practice nurses, in 
partnership between accredited graduate nursing 
education programs and community-based 
healthcare centers.

2. Several programs offering loans, scholarships, 
or grants are to be established or maintained to 
promote education at all levels of nursing education.

3. A number of initiatives are aimed at increasing 
diversity in the healthcare workforce and deploying 
healthcare providers to work in underserved areas.

4. Several programs are targeted to provide education 
of healthcare providers and care for patients in high-
need areas, particularly pediatrics, geriatrics, and 
community/public health.

5. A Patient-Centered Outcomes Institute would be 
established to focus on development, deployment, 
and implementation of evidence-based practice 
standards to enhance quality of patient care.

6. Accountable care organizations (ACOs) would 
be developed and implemented to focus on 
comprehensive care throughout an entire episode 
of illness. These organizations would potentially 
include physicians’ offices, clinics, acute care 
hospitals, rehabilitation centers, and home health 
agencies. Services would be “bundled” and paid in 
relation to the entire episode of care, not individual 
services that are provided. Nurses would be key 
players in care coordination.

7. A National Health Care Workforce Commission/
National Center for Workforce Analysis is to be 
created to lead the process of analyzing the existing 
workforce. This will enable policy makers and 
educators to determine areas of need and determine 
ways to most effectively deploy resources to meet 
those needs. There is currently no centralized data 
base that provides information about numbers 
of healthcare workers employed, their areas of 
employment, or the areas which are underserved.

The Current Landscape of Nursing Education
There are currently multiple routes for a person to take 

in order to become licensed as a registered nurse in the 
United States, ranging from associate degree preparation 
to graduate-entry programs. This diversity in the 
educational process has resulted in great confusion, both 
within the profession and in the eyes of the public. One of 
the key characteristics of a profession is that is has a clear 
educational path to prepare its practitioners. From time 
to time, there have been discussions within the nursing 
community about a core standard for “entry into practice” 
at the baccalaureate level, but this is not yet a reality.

Nursing education must be considered in two 
perspectives: preparation for licensure as a registered 
nurse, and advanced education in nursing. First, 
educational programs that prepare a person to sit for 
the National Council Licensure Examination (NCLEX-
RN) will be discussed, followed by information regarding 
advanced academic education.

The associate degree in nursing is typically a two year 
program (ranging from 18-24 months reflecting either a 
two-academic year or two-calendar year program). Roots 
of the associate degree program are based in research 
conducted in the early 1950’s at the time of emergence of 
the community college system in the United States. Dr. 
Mildred Montag, often known as the pioneer who began 
the ADN educational programs, was the project director 
for development of the model for this type of education. 
Results of the studies conducted at this time revealed that 

associate degree nurses were able to successfully pass 
licensure examinations and provide safe patient care 
(Mahaffey, 2002).

Initially, the associate degree was anticipated to be 
a “technical” degree while the baccalaureate degree 
was intended to be the “professional” degree. However, 
this differentiation never occurred in either licensure 
examination or practice. 

From the early 1960s, the American Nurses Association 
(ANA) has advocated for a minimum of a baccalaureate 
degree as preparation for the professional practice of 
nursing. Approximately 20 years after ANA began its 
advocacy for BSN preparation, the National League for 
Nursing (NLN) also issued a position paper supporting 
the BSN as essential for professional nursing practice 
(Mahaffey, 2002). Both of these organizations’ position 
statement initially met with great consternation within 
both the practice and academic communities. Those issues 
have not been resolved.

Increasingly, however, research data has supported 
the premise that nurses prepared at a minimum of a 
baccalaureate level are able to provide safer patient 
care (Aiken et al., 2003; Friese, et al., 2008; Van den 
Heede et al., 2009). With this evidence in hand, and with 
recommendations from several national organizations, 
there is now a movement toward requiring all nurses to 
have a baccalaureate degree within a certain number 
of years after licensure. To facilitate this process, 
recommendations call for better articulation between 
programs so that a nurse can begin his/her career as an 
LPN or Associate Degree nurse and more easily move 
through advanced academic programs to attain a BSN or 
higher degree. 

Other options for entry into nursing currently exist. 
One, commonly referred to as an “accelerated” program, 
admits people into an undergraduate nursing major when 
they have already attained a minimum of a baccalaureate 
degree in another field of study. The student is then able 
to progress more quickly through the nursing courses 
and be prepared to sit for the National Council Licensure 
Examination (NCLEX).

Graduate entry programs are offered by some 
colleges of nursing. In these programs, the student with 
a minimum of a baccalaureate degree in another field of 
study is admitted directly to a master’s degree program. 
This student takes a combination of basic nursing and 
master’s level courses and sits for the NCLEX examination 
approximately one-half of the way through the curriculum. 
Once licensure has been attained, the nurse then 
continues to complete the master’s degree program.

The Evolving Practice of Nursing

For the remainder of this independent study, 
please refer to CE4Nurses.org and click on Ohio 

Nurse Independent Studies.
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Retired Nurses Forum of the Ohio Nurses Association presents:
Legacy of Leadership: Ethical Foundation and Practice Applications
June 4 and 5, 2013
Ohio Nurses Association, 4000 East Main Street, Columbus, Ohio 43213; 614-448-1030.

PURPOSE: To explore the relationship of the Code of Ethics, past nursing leaders and 
nursing. 

Contact Hours will be awarded. One session will address Ohio nursing law and rules 
(Category A).

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

Registration Information:
ONA Member: $105.00/two days; $55.00/one day
Non ONA-Member - $150.00/two days; $80.00/one day 
(Includes CE contact hours, lunches, and handouts. There is an additional $10.00 fee for 
the 6/4/13 picnic). 

Get Your Law & Rules Contact Hours!

Learn About
•	 Ethical	Dilemmas
•	 Social	Media	and	Professional	Boundaries
•	 Domestic	Violence

Fees for 6/18/13:
$50.00 – Per Session (am or pm)
Includes CE contact hours and handouts

$90.00 – Per Day
Includes CE contact hours for the morning/afternoon sessions, lunch and handouts

Ohio Nurses Association CE Events

CALL FOR PROPOSALS
ONA Biennial Convention

The Ohio Nurses Association is planning the 2013 Biennial Convention to be held 
from October 10 – October 13, 2013 at the Dublin Embassy Suites in Columbus, 
Ohio. You are invited to submit abstracts for a CE poster session. 

For the CE poster session, topics that would relate to nurses in multiple settings will 
be considered. Topics to be considered include health and safety, nursing practice, 
research, education, management and professional development.

The poster session will be held on Friday, October 11, 2013 at 5:00 p.m.
If you have a program or project that you would like to present in poster format, 
please complete and submit the Request for Proposals by September 1, 2013.

For questions or the Request for Proposal forms, please contact Sandy Swearingen, 
Continuing Education, Ohio Nurses Association, 4000 E. Main St., Columbus, 
Ohio 43213-2983. (Phone: 614-448-1030; Fax: 614-237-6074; E-mail: sswearingen@
ohnurses.org)

Tuesday, June 18, 2013 – Morning Session
Title: Social Media, Professional Boundaries, and Ohio Nursing Law: 
Exploring the Interface
Time: 8:30 - 11:45
Facilitator: Pam Dickerson, PhD, RN-BC 
ONA Headquarters
4000 E. Main Street
Columbus, OH 43213
Contact hours: 3, Category A, Law and Rules

Objectives:
•	 Discuss standards of practice in Ohio nursing law/rules related to relationships with 

patients. 
•	 Explore the impact of social medial on safe nursing practice.
•	 Identify actions to protect the nurse and the patient when using social media.

Tuesday, June 18, 2013 – Afternoon Session
Title: Addressing Domestic Violence
Time: 12:30 – 3:45
Facilitator: Pam Dickerson, PhD, RN-BC
ONA Headquarters
4000 E. Main Street
Columbus, OH 43213
Contact hours: 3

Objectives:
•	 Describe domestic violence.
•	 Identify strategies for health provider interventions related to domestic violence.

Please do not send credit card information by mail, email, or fax. To register with credit 
card, please go to: http://www.ohnurses.org/events/index.dot 

PLEASE NOTE: Registrations must be paid in full prior to attending the event. Credit 
card payments or checks cannot be accepted on the day of the event.


