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OBJECTIVES 
After reading this chapter, the student should be able to: 
· Define the term management. 
· Distinguish scientific management and human relations– 
based management. 
· Explain servant leadership. 
· Discuss the qualities and behaviors that contribute to effective management. 
OUTLINE 
Management 
Are You Ready to Be a Manager? What Is Management? 
Every nurse needs to be a good leader and a good follower. In Chapter 1 we defined leadership and followership, and showed that even as a new nurse, you can be an effective leader. Not everyone needs to be a manager, however. New graduates are not ready to take on management responsibilities. Once you have had time to develop your clinical and leadership skills, then you can begin to think about taking on management responsibilities (Table 2-1). 
Management 
Are You Ready to Be a Manager? 
For most new nurses, the answer is no, you should not accept managerial responsibility. Your clinical skills are still underdeveloped. You need to direct your energies to building your own skills, including your leadership skills, before you begin supervising other people. 
What Is Management? 
The essence of management is getting work done through others. The classic definition of manage- ment was Henri Fayol’s 1916 list of managerial tasks: planning, organizing, commanding, coordi- nating, and controlling the work of a group of employees (Wren, 1972). But Mintzberg (1989) argued that managers really do whatever is needed 
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Qualities of an Effective Manager Behaviors of an Effective Manager Interpersonal Activities
Decisional Activities
Informational Activities
Conclusion 
to make sure that employees do their work and do it well. Lombardi (2001) added that two-thirds of a manager’s time is spent on people problems. The rest is taken up by budget work, going to meetings, preparing reports, and other administrative tasks. 
Management Theories 
There are two major but opposing schools of thought in management: scientific management and the human relations–based approach. As its name implies, the human-relations approach emphasizes the interpersonal aspects of managing people, whereas scientific management emphasizes the task aspects. 
Scientific Management 
Almost 100 years ago, Frederick Taylor argued that most jobs could be done more efficiently if they were analyzed thoroughly (Lee, 1980; Locke, 1982). Given a well-designed task and enough incentive to get the work done, workers will be more produc- tive. For example, Taylor promoted the concept of paying people by the piece instead of by the hour. In health care, the equivalent of what Taylor recom- mended would be paying by the number of patients bathed or visited at home rather than by the number of hours worked. This creates an incentive to get 
Management Theories 
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table 2-1 
Differences Between Leadership and Management 
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p 
Based on influence and shared meaning An informal role
An achieved position
Part of every nurse’s responsibility
Requires initiative and independent thinking 
Management 
Based on authority
A formally designated role
As assigned position
Usually responsible for budgets, appraising, hiring, and firing people Improved by the use of effective leadership skills 
Leadershi 
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the most work done in the least amount of time. Taylorism stresses that there is a best way to do a job, which is usually the fastest way to do the job as well (Dantley, 2005). 
Work is analyzed to improve efficiency. In health care, for example, there has been much discussion about the time and effort it takes to bring a disabled patient to physical therapy versus sending the ther- apisttothepatient’shomeorinpatientunit.Reduc- ing staff or increasing the productivity of existing employees to save money is also based on this kind of thinking. 
Nurse managers who use the principles of sci- entific management will pay particular attention to the types of assessments and treatments done on the unit, the equipment needed to do them effi- ciently, and the strategies that would facilitate more efficient accomplishment of these tasks. Typically, these nurse managers keep careful records of the amount of work accomplished and reward those who accomplish the most. 
Human Relations–Based Management 
McGregor’s theories X and Y provide a good con- trast between scientific management and human relations–based management. Like Taylorism, Theory X reflects a common attitude among man- agers that most people do not want to work very hard and that the manager’s job is to make sure that they do work hard (McGregor, 1960). To accom- plish this, according to Theory X, a manager needs to employ strict rules, constant supervision, and the threat of punishment (reprimands, withheld raises, and threats of job loss) to create industrious, con- scientious workers. 
Theory Y, which McGregor preferred, is the opposite viewpoint. Theory Y managers believe that the work itself can be motivating and that people will work hard if their managers provide a supportive environment. A Theory Y manager 
emphasizes guidance rather than control, develop- ment rather than close supervision, and reward rather than punishment (Fig. 2.1). A Theory Y nurse manager is concerned with keeping employee morale as high as possible, assuming that satisfied, motivated employees will do the best work. Employ- ees’ attitudes, opinions, hopes, and fears are impor- tant to this type of nurse manager. Considerable effort is expended to work out conflicts and promote mutual understanding to provide an environment in which people can do their best work. 
Servant Leadership 
The emphasis on people and interpersonal rela- tionships is taken one step further by Greenleaf (2004), who wrote an essay in 1970 that began the servant leadership movement. Like transforma- tional and caring leadership, servant leadership has a special appeal to nurses and other health-care 
THEORY X 
Work is something to be avoided People want to do as little as possible Use control-supervision-punishment 
THEORY Y 
The work itself can be motivating People really want to do their job well Use guidance-development-reward 
Figure 2.1 Theory X versus Theory Y. 
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professionals. Despite its name, servant leadership applies more to people in supervisory or adminis- trative positions than to people in staff positions. 
The servant leader–style manager believes that people have value as people, not just as workers (Spears & Lawrence, 2004). The manager is com- mitted to improving the way each employee is treated at work. The attitude is “employee first,” not “manager first.” So the manager sees himself or herself as being there for the employee. Here is an example: 
Hope Marshall is a relatively new staff nurse at Jefferson County Hospital. When she was invited to be the staff nurse representative on the search com- mittee for a new chief nursing officer, she was very excited about being on a committee with so many managerial and administrative people. As the interviews of candidates began, she focused on what they had to say. All the candidates had impressive résumés and spoke confidently about their accom- plishments. Hope was impressed but did not yet prefer one over the other. Then the final candidate spoke to the committee. “My primary job,” he said, “is to make it possible for each nurse to do the very best job he or she can do. I am here to make their work easier, to remove barriers, and to provide them with whatever they need to provide the best patient care possible.” Hope had never heard the term servant leadership, but she knew immediately that this candidate, who articulated the essence of servant leadership, was the one she would support for this important position. 
Qualities of an Effective Manager 
Two-thirds of people who leave their jobs say the main reason was an ineffective or incompetent manager (Hunter, 2004). A survey of 3,266 newly licensed nurses found that lack of support from their manager was the nurses’ primary reason for leaving their position, followed by a stressful work environment. Following are some of the indicators of their stressful work environment: 
· 25% reported at least one needle stick in their first year. 
· 39% reported at least one strain or sprain. 
· 62% reported experiencing verbal abuse. 
· 25% reported a shortage of supplies needed to 
do their work. 
These results underscore the importance of having effective nurse managers who can create an envi- ronment in which new nurses thrive (Kovner, Brewer, Fairchild, et al., 2007). 
Nurse managers hold pivotal positions in hospi- tals, nursing homes, and other health-care facilities. They report to the administration of these facilities, coordinate with a myriad of departments (the lab, dietary, pharmacy, and so forth) and care providers (physicians, nurse practitioners, therapists, and so forth), and supervise a staff that provides care around the clock. You can see why their effective- ness has considerable influence on the quality of the care provided under their direction (Trossman, 2011). 
Consider for a moment the knowledge and skills needed by a nurse manager: 
■ Leadership, especially relationship building, teamwork, and mentoring skills 
■ Professionalism, including advocacy for nursing staff and support of nursing roles and ethical practice 
■ Advanced clinical expertise including quality improvement and evidence-based practice 
■ Human resource management expertise including staff development, and performance appraisals 
■ Financial management
■ Coordination of patient care, including 
scheduling, work flow, work assignments, monitoring the quality of care provided, and documentation of that care ( Jones, 2010; Fennimore & Wolf, 2011) 
The effective nurse manager possesses a combina- tion of qualities: leadership, clinical expertise, and business sense. None of these alone is enough; it is the combination that prepares an individual for the complex task of managing a unit or team of health- care providers. Consider each of these briefly: 
■ Leadership. All of the people skills of the leader are essential to the effective manager. 
■ Clinical expertise. Without possessing clinical expertise oneself, it is very difficult to help others develop their skills and evaluate how well they have done. It is probably not necessary (or even possible) to know everything all other professionals on the team know, but it is important to be able to assess 
chapter 2 ■ Manager 19 
[image: page32image38281856]
20 
unit 1 ■ Professional Considerations 
[image: page33image60872720][image: page33image38288576][image: page33image44588768]
■ 
the effectiveness of their work in terms of patient outcomes.
Business sense. Nurse managers also need to be concerned with the “bottom line,” with the cost of providing the care that is given, especially in comparison with the benefit received from that care and the funding available to pay for it, whether from private insurance, Medicare, Medicaid, or out of the patient’s own pocket. This is a complex task that requires knowledge of budgeting, staffing, and measurement of patient outcomes. 
Informational 
Representing employees Representing the organization Public relations monitoring 
Interpersonal 
Networking
Conflict negotiation and resolution Employee development and coaching Rewards and punishment 
Decisional 
Employee evaluation Resource allocation
Hiring and firing employees Planning
Job analysis and redesign 
Figure 2.2 Keys to effective management. 
sight,” or connection, between what they do as managers, patient care, and the mission of the organization (Mackoff & Triolo, 2008, p. 123). In other words, they need to keep in mind how their interactions with both their staff members and with administration affects the care provided to the patients for whom they are responsible. 
■ Conflict negotiation and resolution. Managers often find themselves resolving conflicts among employees, patients, and administration. Ineffective managers often ignore people’s emotional side or mismanage feelings in the workplace (Welch & Welch, 2008). 
■ Employee development. Managers are responsible for providing for the continuing learning and upgrading of the skills of their employees. 
■ Coaching. It is often said that employees are the organization’s most valuable asset (Shirey, 2007). Coaching is one way in which nurse managers can share their experience and expertise with the rest of the staff. The goal is to nurture the growth and development of the 
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There is some controversy over the amount of clini- cal expertise versus business sense that is needed to be an effective nurse manager. Some argue that a person can be a “generic” manager, that the job of managing people is the same no matter what tasks he or she performs. Others argue that managers must understand the tasks themselves, better than anyone else in the work group. Our position is that both clinical skill and business acumen are needed, along with excellent leadership skills. 
Behaviors of an Effective Manager 
Mintzberg (1989) divided a manager’s activities into three categories: interpersonal, decisional, and informational. We use these categories and have added some activities suggested by other authors (Dunham-Taylor, 1995; Montebello, 1994) and from our own observations of nurse managers (Fig. 2.2). 
Interpersonal Activities 
The interpersonal category is one in which leaders and managers have overlapping concerns. However, the manager has some additional responsibilities that are seldom given to leaders. These include the following: 
■ Networking. As we mentioned earlier, nurse managers are in pivotal positions, especially in inpatient settings where they have contact with virtually every service of the institution as well as with most people above and below them in the organizational hierarchy. This provides them with many opportunities to influence the status and treatment of staff nurses and the quality of the care provided to their patients. It is important that they “maintain the line of 
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employee (the “coachee”) to do a better job through learning (McCauley & Van Velson, 2004; Shirey, 2007). 
Some managers use a directive approach: “This is how it’s done. Watch me.” or “Let me show you how to do this.” Others prefer a problem-solving approach: “Let’s try to figure out what’s wrong here” (Hart & Waisman, 2005). “How do you think we can improve our outcomes?” 
You can probably see the parallel with demo- cratic and autocratic leadership styles described in Chapter 1. The decision whether to be directive (e.g., in an emergency) or mutual problem-solving (e.g., when developing a long-term plan to improve infection control) will depend on the situation. 
■ Rewards and punishments. Managers are in a position to provide specific rewards (e.g., salary increases, time off ) and general rewards (e.g., praise, recognition) as well as punishments (withhold pay raises, deny promotions). 
Decisional Activities 
Nurse managers are responsible for making many decisions: 
· Employee evaluation. Managers are responsible for conducting formal performance appraisals of their staff members. Traditionally, formal reviews have been conducted once a year, but people need to know much sooner than that if they are doing well or need to improve. Effective managers are like coaches, regularly giving their staff feedback (Suddath, 2013). 
· Resource allocation. In decentralized organizations, nurse managers are often given an annual budget for their units and must allocate these resources wisely. This can be difficult when resources are very limited. 
· Hiring and firing employees. Nurse managers either make the hiring and firing decisions or participate in employment and termination decisions for their units. 
· Planning for the future. Not only is the day- to-day operation of most units complex and time-consuming, nurse managers must also look ahead to prepare themselves and their units for future changes in budgets, organizational priorities, and patient 
populations. They need to look beyond the four walls of their own organization to become aware of what is happening to their competition and to the health-care system (Kelly & Nadler, 2007). 
■ Job analysis and redesign. In a time of extreme cost sensitivity, nurse managers are often required to analyze and redesign the work of their units to make them as efficient as possible. 
Informational Activities 
Nurse managers often find themselves in positions within the organizational hierarchy in which they acquire much information that is not available to their staff. They also have much information about their staff that is not readily available to the admin- istration, placing them in a strategic position within the information web of any organization. The effective manager uses this knowledge for the benefit of both the staff and the organization. The following are some examples: 
■ Spokesperson. Nurse managers often speak for administration when relaying information to their staff members. Likewise, they often speak for staff members when relaying information to administration. You could think of them as central information clearinghouses, acting as gatherers and disseminators of information to people above and below them in the organizational hierarchy (Shirey, Ebright, & McDaniel, 2008, p. 126). 
■ Monitoring. Nurse managers are also expert “sensors,” picking up early signs (information) of problems before they grow too big (Shirey, Ebright, & McDaniel, 2008). They are expected to monitor the many and various activities of their units or departments, including the number of patients seen, average length of stay, and important patient outcomes such as infection rates, fall rates, and so forth. They also monitor the staff (e.g., absentee rates, tardiness, unproductive time), the budget (e.g., money spent, money left in comparison with money needed to operate the unit), and the costs of procedures and services provided, especially those that are variable such as overtime or disposable vs. nondisposable medical supplies (Dowless, 2007). 
■ Reporting. Nurse managers share information with their patients, staff members, and 
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table 2-2 
Bad Management Styles 
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These are the types of Know-it-all
Emotionally remote 
Purely mean Overly nice Afraid to decide 
managers you do not want to be and for whom you do not want to work: 
Self-appointed experts on everything, these managers do not listen to anyone else. 
Isolated from the staff and the work going on, these managers do not know what is going on in the workplace and cannot inspire others. 
Mean, nasty, and dictatorial, these managers look for problems and reasons to criticize. They diminish people instead of developing them. 
Desperate to please everyone, these managers agree to every idea and request, causing confusion and spending too much money on useless projects. 
Indecisive managers may announce goals for their unit but fail to be clear about their expectations, assign responsibility, or set deadlines for accomplishment. In the name of fairness, these managers may not distinguish between competent and incompetent, or hardworking and unproductive employees, thus creating an unfair reward system. 
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Source: Based on Welch, J. & Welch, S. (2007, July 23). Bosses who get it all wrong. Bloomberg Businessweek, 88; Schaffer, R.H. (2010/September). Mistakes leaders keep making. Harvard Business Review, 87–91; Wiseman, L., & McKeown, A. (2010/May). Bringing out the best in your people. Harvard Business Review, Reprint R1005K, 1–5. 
employers. This information may be related to the results of their monitoring efforts, new developments in health care, policy changes, and so forth. 
Review Table 2-2, Bad Management Styles, to compare what you have just read about effective nurse managers with descriptions of some of the most common ineffective approaches to being a manager. 
Conclusion 
Nurse managers have complex, responsible posi- tions in health-care organizations. Ineffective man- agers may do harm to their employees, their 
Study Questions 
patients, and to the organization, while effective managers can help their staff members grow and develop as health-care professionals providing the highest quality care to their patients. 
If you have wondered why there are so many conflicting and overlapping theories of leadership and management, it is because management theory is still at an immature (not fully developed) stage as well as being prone to fads (Micklethwait in Wooldridge, 2011). Even so, there is still much that is useful in the theories and much to be learned from them. 
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1. Why should new graduates decline nursing management positions? At what point do you think a nurse is ready to assume managerial responsibilities? 
2. Which theory, scientific management or human relations, do you believe is most useful to nurse managers? Explain your choice. 
3. Compare servant leadership with scientific management. Which approach do you prefer? Why? 
4. Describe your ideal nurse manager in terms of the person for whom you would most like to work. Then describe the worst nurse manager you can imagine, and explain why this person would be very difficult to work with. 
5. List 10 behaviors of nurse managers and then rank them from least to most important. What rationale(s) did you use in ranking them? 
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Case Studies to Promote Critical Reasoning 
Case I 
Joe Garcia has been an operating room nurse for 5 years. He is often on call on Saturdays and Sundays, but he enjoys his work and knows that he is good at it. 
Joe was called to come in on a busy Saturday afternoon just as his 5-year-old daughter’s birthday party was about to begin. “Can you find someone else just this once?” he asked the nurse manager who called him. “I should have let you know in advance that we have an important family event today, but I just forgot. If you can’t find someone else, call me back, and I’ll come right in.” Joe’s manager was furious. She said, “I don’t have time to make a dozen calls. If you knew that you wouldn’t want to come in today, you should not have accepted on-call duty. We pay you to be on call, and I expect you to be here in 30 minutes, not 1 minute later, or there will be consequences.” 
Joe decided that he no longer wanted to work in that institution. With his 5 years of operating room experience, he quickly found another position in an organization that was more supportive of its staff. 
1. What style of leadership and school of management seemed to be preferred by Joe Garcia’s manager? 
2. What style of leadership and school of management were preferred by Joe? 
3. Which of the listed qualities of leaders and managers did the nurse manager display? Which 
behaviors? Which ones did the nurse manager not display? 
4. If you were Joe, what would you have done? If you were the nurse manager, what would you have done? Why? 
5. Who do you think was right, Joe or the nurse manager? Why? 
Case II 
Sung Lee completed her 2-year associate degree in nursing right after high school. Upon graduation, she was offered a staff position at Harbordale nursing home and rehabilitation center where she had volunteered during high school. Most of her classmates accepted positions in local hospitals, but Sung Lee felt comfortable at Harbordale and had loved her volunteer work there. She thought it would be an advantage to already know many of the staff at Harbordale. 
The director of nursing thought it would be best to place Sung Lee on a short-term unit. Most of the patients in the unit were recently discharged from the hospital and still recovering from an acute event such as stroke, injury, or extensive surgery. Sung Lee found her assignment challenging but satisfying. She admired her nurse manager, an experienced clinical nurse leader who became her mentor. 
Six months later, the director of nursing called Sung Lee into her office. “Sung Lee,” she said, “we are very pleased with your work. You have been a quick learner and very caring nurse. Your colleagues, patients, and physicians all speak well of you.” 
“Thank you,” replied Sung Lee. “I know there’s still a lot for me to learn, but I really love my work here.” 
“You may not be aware of this,” continued the director of nursing, “but your nurse manager will be retiring next month. Our policy at Harbordale is to promote from within whenever possible, and I’d like to offer you her position. It’s a little soon after graduation, but I’m sure you can handle it.” 
Sung Lee gasped. “I’m honored that you would consider me for this position. May I have a few days to think it over?” 
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1. 
2. 
3. 4. 
Why did the director of nursing at Harbordale offer the nurse manager position to Sung Lee? If you had been in the director’s position, would you have selected Sung Lee for the nurse manager position? Why or why not? 
If Sung Lee does accept the nurse manager position, what do you think her first month will be like? Write a scenario that describes her first month as a nurse manager. 
If Sung Lee declines this offer, how do you think the director of nursing will respond? 
Write a list of typical nurse manager roles and responsibilities. For each one indicate how prepared you are to assume each role or responsibility and what you would need to prepare yourself to assume this responsibility. 
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chapter 3 Nursing Practice and the Law 
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OBJECTIVES 
After reading this chapter, the student should be able to: 
· Identify three major sources of laws. 
· Explain the differences between various types of laws. 
· Differentiate between negligence and malpractice. 
· Explain the difference between an intentional and an unintentional tort. 
· Explain how standards of care are used in determining negligence and malpractice. 
· Describe how nurse practice acts guide nursing practice. 
· Explain the purpose of licensure. 
· Discuss issues of licensure. 
· Explain the difference between internal standards and external standards. 
· Discuss advance directives and how they pertain to clients’ rights. 
· Discuss the legal implications of the Health Insurance Portability and Accountability Act (HIPAA). 
OUTLINE 
General Principles 
Meaning of Law Sources of Law 
The Constitution Statutes Administrative Law 
Types of Laws 
Criminal Law Civil Law 
Tort
Quasi-Intentional Tort Negligence Malpractice 
Other Laws Relevant to Nursing Practice 
Good Samaritan Laws Confidentiality 
The courtroom seemed cold and sterile. Scanning her surroundings with nervous eyes, Lialla decided she knew how Alice must have felt when the Queen of Hearts screamed for her head. The image of the White Rabbit running through the woods, looking at his watch, yelling, “I’m late! I’m late!” flashed before her eyes. For a few moments, she indulged herself in thoughts of being able to turn back the clock and rewrite the past. The future certainly 
Social Networking
Slander and Libel
False Imprisonment
Assault and Battery
Standards of Practice
Use of Standards in Nursing Negligence Malpractice Actions 
Patient’s Bill of Rights Informed Consent Staying Out of Court Prevention 
Appropriate Documentation 
Common Actions Leading to Malpractice Suits If a Problem Arises
Professional Liability Insurance
End-of-Life Decisions and the Law 
Do Not Resuscitate Orders Advance Directives 
Living Will and Durable Power of Attorney for Health Care (Health-Care Surrogate) 
Nursing Implications 
Legal Implications of Mandatory Overtime Licensure
Qualifications for Licensure
Licensure by Examination 
NCLEX-RN
Preparing for the NCLEX-RN Licensure Through Endorsement Multistate Licensure 
Disciplinary Action 
Conclusion 
looked grim at that moment. The calling of her name broke her reverie. Mr. Marsh, the attorney for the plaintiff, wanted her undivided attention regarding the auspicious day when she committed a fatal medication error. That day, the client died following a cardiac arrest because Lialla failed to check the appropriate dosage and route for the medi- cation. Although she thought she should question the order, Lialla “followed the health-care provider’s 
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order” and administered 40 mEq of potassium chlo- ride by intravenous push. Her 15 years of nursing experience meant little to the court. Because she had not followed hospital protocol and had violated an important standard of practice, Lialla stood alone. She was being sued for malpractice with the possi- bility of criminal charges should she be found guilty of contributing to the client’s death. 
As client advocates, nurses have a responsibility to deliver safe care to their clients. This expectation requires that nurses have professional knowledge at their expected level of practice and be proficient in technological skills. A working knowledge of the legal system, client rights, and behaviors that may result in lawsuits helps nurses to act as client advo- cates. As long as nurses practice according to estab- lished standards of care, they may be able to avoid the kind of day in court that Lialla experienced. 
General Principles 
Meaning of Law 
The word law has several meanings. For the pur- poses of this chapter, law refers to any system of regulations that govern the conduct of individuals within a community and/or society, in response to the need for regularity, consistency, and justice (Hill & Hill, 2009). In other words, law means those rules that prescribe and control social conduct in a formal and legally binding manner. Laws are created in one of three ways: 
1. Statutory laws are created by various legislative bodies, such as state legislatures or Congress. Some examples of federal statutes include the Patient Self-Determination Act of 1990 and the Americans With Disabilities Act. State statutes include the state nurse practice acts, the state boards of nursing, and the Good Samaritan Act. Laws that govern nursing practice are statutory laws. 
2. Common law is the traditional unwritten law of England, based on custom and usage, which began to develop over a thousand years before the founding of the United States (Hill & Hill, 2009). It develops within the court system as judicial decisions are made in various cases and precedents for future cases are set. In this way, a decision made in one case can affect decisions made in later cases of a similar nature. Many 
times a judge in a subsequent case will follow the reasoning of a judge in a previous case. Therefore, one case sets a precedent for another. 
3. Administrative law includes the procedures created by administrative agencies (governmental bodies of the city, county, state, or federal government) involving rules, regulations, applications, licenses, permits, available information, hearings, appeals, and decision making (Hill & Hill, 2009). These laws are established through the authority given to government agencies, such as state boards of nursing, by a legislative body. These governing boards have the duty to meet the intent of laws or statutes. 
Sources of Law 
The Constitution 
The U.S. Constitution is the foundation of Ameri- can law. The Bill of Rights, comprising the first 10 amendments to the Constitution, is the basis for protection of individual rights. These laws define and limit the power of the government and protect citizens’ freedom of speech, assembly, religion, and the press, and freedom from unwarranted intrusion by government into personal choices. State consti- tutions can expand individual rights but cannot deprive people of rights guaranteed by the U.S. Constitution. 
Constitutional law evolves. As individuals or groups bring suit to challenge interpretations of the Constitution, decisions are made concerning application of the law to that particular event. An example is the protection of freedom of speech. Are obscenities protected? Can one person threaten or criticize another person? The freedom to criticize is protected; threats are not protected. The defini- tion of what constitutes obscenity is often debated and has not been fully clarified by the courts. 
Statutes 
Statutes are written laws created by a government or accepted governing body. Localities, state legis- latures, and the U.S. Congress create statutes. Local statutes are usually referred to as ordinances. An example of a local ordinance might be a require- ment that all garbage dumpsters must be covered at all times. 
At the federal level, conference committees comprising representatives of both houses of Con- 
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gress negotiate the resolution of any differences on wording of a bill before it is voted upon by both Houses of Congress and sent to the president to be signed into law. If the bill does not meet with the approval of the executive branch of government, the president can veto it. If that occurs, the legislative branch must have enough votes to override the veto or the bill will not become law. 
Nurses have an opportunity to influence the development of statutory law both as citizens and as health-care providers. Writing to or meeting with state legislators or members of Congress is a way to demonstrate interest in such issues and their outcomes in terms of the laws passed. Passage of a new law is often a long process that includes some compromise of all interested individuals. 
Administrative Law 
The Department of Health and Human Services, the Department of Labor, and the Department of Education are the federal agencies that administer health-care–related laws. At the state level are departments of health and mental health and licensing boards. 
Administrative agencies are staffed with profes- sionals who develop the specific rules and regula- tions that direct the implementation of statutory law. These rules must be reasonable and consistent with existing statutory law and the intent of the legislature. Usually, the rules go into effect only after review and comment by affected persons or groups. For example, specific statutory laws give state nursing boards the authority to issue and revoke licenses, which means that each board of nursing has the responsibility to oversee the profes- sional nurse’s competence. 
Types of Laws 
Another way to look at the legal system is to divide laws into two categories: criminal law and civil law. 
1. Felony: the most serious category, including such acts as homicide, grand larceny, and nurse practice act violation 
2. Misdemeanor: includes lesser offenses such as traffic violations or shoplifting of a small dollar amount 
3. Juvenile: crimes carried out by individuals younger than 18 years; specific age varies by state and crime 
There are occasions when a nurse breaks a law and is tried in criminal court. A nurse who obtains and/ or distributes controlled substances illegally, either for personal use or for the use of others, is violating the law. Falsification of records of controlled sub- stances is a criminal action. In some states, altering a patient record may lead to both civil and criminal action depending upon the treatment outcome. For example: 
In New Jersey State v. Winter V, Nurse needed to administer a blood transfusion. Because she was in a hurry, she did not check the paperwork properly and therefore did not follow the standard of practice established for blood administration. The client was transfused with incompatible blood, suffered from a transfusion reaction, and died. Nurse V then inten- tionally attempted to conceal her conduct. She falsi- fied the records, disposed of the blood and administration equipment, and failed to notify the patient’s health-care provider of the error. The jury found Nurse V guilty of simple manslaughter and sentenced her to 5 years in prison (Sanbar, 2007). 
Civil Law 
Civil laws usually involve the violation of one per- son’s rights by another person. Areas of civil law that particularly affect nurses are tort law, contract law, antitrust law, employment discrimination, and labor laws. 
Tort 
The remainder of this chapter focuses primarily on tort law. By definition, tort law consists of a body of rights, obligations, and remedies that is applied by courts in civil proceedings for the purpose of providing relief for persons who have suffered harm from the wrongful acts of others. Simply put, a tort is a legal or civil wrong carried out by one person against the person or property of another. The 
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Criminal Law 
Criminal laws were developed to protect society from actions that threaten its existence. Criminal acts, although directed toward individuals, are con- sidered offenses against the state. The perpetrator of the act is punished, and the victim receives no compensation for injury or damages. There are three categories of criminal law: 
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person who sustains injury or suffers financial damage as the result of the conduct is known as the plaintiff, and the person who is responsible for causing the injury and incurs liability for the damage is known as the defendant (Loiacono, 2005). Tort law recognizes that individuals in their relationships with each other have a general duty not to harm each other. For example, as drivers of automobiles, everyone has a duty to drive safely so that others will not be harmed. A roofer has a duty to install a roof properly so that it will not collapse and injure individuals inside the structure. Nurses have a duty to deliver care in such a manner that the consumers of care are not harmed. These legal duties of care may be violated intentionally or unintentionally. 
Quasi-Intentional Tort 
A quasi-intentional tort has its basis in speech. These are voluntary acts that directly cause injury or anguish without meaning to harm or to cause distress. The elements of cause and desire are present, but the element of intent is missing. Quasi-intentional torts usually involve problems in communication that result in damage to a person’s reputation, violation of personal privacy, or infringement of an individual’s civil rights. These include defamation of character, invasion of pri- vacy, and breach of confidentiality (Aiken, 2004, p. 139). 
Negligence 
Negligence is the unintentional tort of acting or failing to act as an ordinary, reasonable, prudent person, resulting in harm to the person to whom the duty of care is owed (Black, 2009). The legal elements of negligence consist of duty, breach of duty, causation, and harm or injury (Gic, 2009). All four elements must be present in the determi- nation. For example, if a nurse administers the wrong medication to a client but the client is not injured, then the element of harm has not been met. However, if a nurse administers appropriate pain medication but fails to put up the side rails of the patient’s bed, and the client falls and breaks a hip, all four elements have been satisfied. The duty of care is the standard of care. The law defines stan- dard of care as that which a reasonable, prudent practitioner with similar education and experience would do or not do in similar circumstances (Gic, 2009). 
Malpractice 
Malpractice is the term used for professional negli- gence. When fulfillment of duties requires special- ized education, the term malpractice is used. In most malpractice suits, the facilities employing the nurses who cared for a client are named as defendants in the suit. Vicarious liability is the legal principle cited in these cases. Three doctrines, respondeat superior, the borrowed servant doctrine, and the captain of the ship doctrine fall under vicarious liability. The captain of the ship doctrine, which is an adaptation from the “borrowed servant” rules came about in a case known as McConnell v Wil- liams and refers to medical malpractice. The ruling declared that the person in charge is held account- able for all those falling under his or her supervi- sion, regardless of whether the “captain” is directly responsible for an alleged error or act of alleged negligence, and despite the others’ positions as hos- pital employees. 
An important principle in understanding negli- gence is respondeat superior (“let the master answer”) (Aiken, 2004, p. 279). This doctrine holds employ- ers liable for any negligence by their employees when the employees were acting within the realm of employment and when the alleged negligent acts happened during employment (Aiken, 2004). The borrowed servant doctrine comes into play when an employee may be subject to the control and direc- tion of an entity other than the primary employer. In this situation someone other than an individual’s primary employer is responsible for his or her ac- tions. For example, an anesthesiologist supervising a resident may be held liable for the resident’s error. 
Consider the following scenario: 
A nursing instructor on a clinical unit in a busy metropolitan hospital instructed his students not to administer any medications unless he was present. Marcos, a second-level student, was unable to find his instructor, so he decided to administer digoxin to his client without supervision. The ordered dose was 0.125 mg. The unit dose came as digoxin 0.5 mg/ mL. Marcos administered the entire amount without checking the digoxin dose or the client’s blood digoxin and potassium levels. The client became toxic, developed a dysrhythmia, and was transferred to the intensive care unit. The family sued the hospital and the nursing school for malprac- tice. The nursing instructor was also sued under the 
principle of respondeat superior, even though specif ic instructions had been given to the students regard- ing administering medications without direct supervision. 
Other Laws Relevant to Nursing Practice 
Good Samaritan Laws 
Fear of being sued has often prevented trained pro- fessionals from assisting during an emergency. To encourage physicians and nurses to respond to emergencies, many states developed what are now known as the Good Samaritan laws. When admin- istering emergency care, nurses and physicians are protected from civil liability by Good Samaritan laws as long as they behave in the same manner as an ordinary, reasonable, and prudent professional in the same or similar circumstances (Glannon, 2005). In other words, when assisting during an emer- gency, nurses must still observe professional stan- dards of care. However, if a payment is received for the care given, the Good Samaritan laws do not hold. 
Confidentiality 
It is possible for nurses to be involved in lawsuits other than those involving negligence. For example, clients have the right to confidentiality, and it is the duty of the professional nurse to ensure this right. This assures the client that information obtained by a nurse while providing care will not be com- municated to anyone who does not have a need to know. This includes giving information by tele- phone to individuals claiming to be related to a client, giving information without a client’s signed release, or removing documents from a health-care provider with a client’s name or other information. 
The Health Insurance Portability and Account- ability Act (HIPAA) of 1996 was passed as an effort to preserve confidentiality, protect the privacy of health information, and improve the portability and continuation of health-care coverage. The HIPAA gave Congress until August 1999 to pass this legislation. Congress failed to act, and the Department of Health and Human Services took over developing the appropriate regulations (Char- ters, 2003). The latest version of this privacy act was published in the Federal Register in 2002 (Charters, 2003). 
The increased use of electronic sources of do- cumentation and transfer of client information presents many confidentiality issues. It is impor- tant for nurses to be aware of the guidelines pro- tecting the sharing and transfer of information through electronic sources. Most health-care insti- tutions have internal procedures to protect client confidentiality. 
Consider the following example: 
Bill was admitted to the hospital for pneumonia. With Bill’s permission, an HIV test was per- formed, and the result was positive. This infor- mation was available on the computerized laboratory result printout. A nurse inadvertently left the laboratory results on the computer screen, which was partially facing the hallway. One of Bill’s coworkers, who had come to visit him, saw the report on the screen. This individual reported the test results to Bill’s supervisor. When Bill returned to work, he was fired for “poor job perfor- mance,” although he had had superior job evalua- tions. In the process of filing a discrimination suit against his employer, Bill discovered that the infor- mation on his health status had come from this source. A lawsuit was filed against the hospital and the nurse involved based on a breach of conf identiality. 
Social Networking 
Another issue affecting confidentiality involves social networking. The increased use of smart- phones has led to increased violations of confiden- tiality. These infractions often occur without intent yet pose a risk to clients and health-care person- nel. Posting pictures and information on social net- working sites that involve clinical experiences and/ or work experiences can present a risk to patient confidentiality and violate HIPAA regulations. Many institutions have implemented policies that affect employees and student affiliations. These policies may result in employee termination and/ or cancelling agreements with outside agencies using the health-care institution.Take the following example: 
Several nursing students who received scholarships from an affiliating health-care institution were working their required shift in the emergency department. The staff brought in a birthday cake for one of the emergency department physicians. One of 
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the students snapped a picture of the staff with the physician and posted it on her social network page. The computer screen with the names and information of the clients in the emergency depart- ment at the time was clearly visible behind the phy- sician and the staff. Another staff member discovered this and notified the chief nursing officer of the hospital. The nursing student lost her scholarship, was terminated from her job, and was required to return all monies back to the institution. Disciplin- ary actions were taken against the staff involved in the incident. 
Slander and Libel 
Slander and libel are categorized as quasi-inten- tional torts. The term slander refers to the spoken word, and libel refers to the written word. Nurses rarely think of themselves as being guilty of slander or libel, but making a false verbal statement about a client’s condition that may result in an injury to that client is considered slander. Making a false written statement is libel. For example, verbally stating that a client who had blood drawn for drug testing has a substance abuse problem, when in fact the client does not carry that diagnosis, could be considered a slanderous statement. 
Slander and libel also refer to statements made about coworkers or other individuals whom you may encounter in both your professional and edu- cational life. Think before you speak and write. Sometimes what may appear to be harmless to you, such as a complaint, may contain statements that damage another person’s credibility personally and professionally. Consider this example: 
Several nurses on a unit were having difficulty with the nurse manager. Rather than approach the manager or follow the chain of command, they decided to send a written statement to the chief executive officer (CEO) of the hospital. In this letter, they embellished some of the incidents that occurred and took out of context statements that the nurse manager had made, changing the mean- ings of the remarks. The nurse manager was called to the CEO’s office and reprimanded for these events and statements, which in fact had not occurred. The nurse manager sued the nurses for slander and libel based on the premise that her personal and professional reputation had been tainted. 
False Imprisonment 
False imprisonment is confining an individual against his or her will by either physical (restrain- ing) or verbal (detaining) means. The following are examples: 
■ Using restraints on individuals without the appropriate written consent 
■ Restraining mentally challenged individuals who do not represent a threat to themselves or others 
■ Detaining unwilling clients in an institution when they desire to leave 
■ Keeping persons who are medically cleared for discharge for an unreasonable amount of time 
■ Removing clients’ clothing to prevent them from leaving the institution 
■ Threatening clients with some form of physical, emotional, or legal action if they insist on leaving 
Sometimes clients are a danger to themselves and to others. Nurses need to decide on the appropri- ateness of restraints as a protective measure. Nurses should try to obtain the cooperation of the client before applying any type of restraint. The first step is to attempt to identify a reason for the risky or threatening behavior and resolve the problem. If this fails, document the need for restraints, consult with the physician, and carefully follow the institu- tion’s policies and standards of practice. Systematic documentation and continual assessment are of highest importance when caring for clients who have restraints. Any changes in client status must be reported and documented. Failure to follow these guidelines may result in greater harm to the client and possibly a lawsuit for the staff. Consider the following: 
Mr. Harrison, who is 87 years old, was admitted to the hospital through the emergency department with severe lower abdominal pain of 3 days’ duration. Physical assessment revealed severe dehydration and acute distress. A surgeon was called, and an abdomi- nal laparotomy was performed, revealing a rup- tured appendix. Surgery was successful, and the client was sent to the intensive care unit for 24 hours. On transfer to the surgical floor the next day, Mr. Harrison was in stable condition. Later that night, he became confused, irritable, and anxious. 
He attempted to climb out of bed and pulled out his indwelling urinary catheter. The nurse restrained him. The next day, his irritability and confusion continued. Mr. Harrison’s nurse placed him in a chair, tying him in and restraining his hands. Three hours later he was found in cardiopulmonary arrest. A lawsuit of wrongful death and false imprison- ment was brought against the nurse manager, the nurses caring for Mr. Harrison, and the institution. During discovery, it was determined that the primary cause of Mr. Harrison’s behavior was hypoxemia. A violation of law occurred with the failure of the nursing staff to notify the physician of the client’s condition and to follow the institution’s standard of practice on the use of restraints. 
To protect themselves against charges of negligence or false imprisonment in such cases, nurses should discuss safety needs with clients, their families, or other members of the health-care team. Careful assessment and documentation of client status are imperative and also components of good nursing practice. Confusion, irritability, and anxiety often have metabolic causes that need correction, not restraint. 
There are statutes and case laws specific to the admission of clients to psychiatric institutions. Most states have guidelines for emergency involun- tary hospitalization for a specific period of time. Involuntary admission is considered necessary when clients demonstrate a danger to themselves or others. Specific procedures and legal guidelines must be followed. A determination by a judge or administrative agency and/or certification by a specified number of health-care providers that a person’s mental health justifies his or her detention and treatment may be required. Once admitted, these clients may not be restrained unless the guide- lines established by state law and the institution’s policies provide for this possibility. Clients who voluntarily admit themselves to psychiatric institu- tions are also protected against false imprisonment. Nurses working in areas such as emergency depart- ments, mental health facilities, and so forth need to be cognizant of these issues and find out the policies of their state and employing institution. 
Assault and Battery 
Assault is threatening to do harm. Battery is touch- ing another person without his or her consent. The significance of an assault lies in the threat: 
“If you don’t stop pushing that call bell, I’ll give you this injection with the biggest needle I can find” is considered an assaultive statement. Bat- tery would occur if the injection were given when it was refused, even if medical personnel deemed it was for the “client’s good.” With few exceptions, clients have a right to refuse treatment. Holding down a violent client against his or her will and injecting a sedative is battery. Most medical treat- ments, particularly surgery, would be considered battery if clients failed to provide informed consent. 
Standards of Practice 
Avedis Donabedian (1988) said, “Standards are professionally developed expressions of the range of acceptable variations from a norm or criterion.” Concern for the quality of care is a major part of nursing’s responsibility to the public. Therefore, the nursing profession is accountable to the consumer for the quality of its services. 
One of the defining characteristics of a profes- sion is the ability to set its own standards. Nursing standards were established as guidelines for the profession to ensure acceptable quality of care (Beckman, 1995). Standards of practice are also used as criteria to determine whether appropriate care has been delivered. In practice, they repre- sent the minimum acceptable level of care. Nurses are judged on generally accepted standards of prac- tice for their level of education, experience, posi- tion, and specialty area. Standards take many forms. Some are written and appear as criteria of pro- fessional organizations, job descriptions, agency policies and procedures, and textbooks. Others, which may be intrinsic to the custom of practice, are not found in writing (Beckman, 1995). 
State boards of nursing and professional organi- zations vary by role and responsibility in relation to standards of development and implementation (ANA, 1998; 2011). Statutes written by the gov- ernment, professional organizations, and health- care institutions establish standards of practice. The nurse practice acts of individual states define the boundaries of nursing practice within the state. In Canada, the provincial and territorial associations define practice. 
The courts have upheld the authority of boards of nursing to regulate standards. The boards ac- complish this through direct or delegated statutory language (ANA, 1998; 2004; 2011). The American 
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Nurses Association (ANA) also has specific stan- dards of practice in general and in several clinical areas (ANA, 2010) (see Appendix 2). In Canada, the colleges of registered nurses and the registered nurses associations of the various provinces and territories have published practice standards. These may be found at www.cna-aiic.ca. 
Institutions develop internal standards of prac- tice. The standards are usually explained in a spe- cific institutional policy (for example, guidelines for the appropriate administration of a specific chemo- therapeutic agent), and the institution includes these standards in its policy and procedure manuals. The guidelines are based on current literature and research. It is the nurse’s responsibility to meet the institution’s standards of practice. It is the institu- tion’s responsibility to notify the health-care per- sonnel of any changes and instruct the personnel about the changes. Institutions may accomplish this task through written memos or meetings and in- service education. 
With the expansion of advanced nursing prac- tice, it has become particularly important to clarify the legal distinction between nursing and medi- cal practice. It is important to be aware of the boundaries between these professional domains be- cause crossing them can result in legal conse- quences and disciplinary action. The nurse practice act and related regulations developed by most state legislatures and state boards of nursing help to clarify nursing roles at the various levels of practice. 
Use of Standards in Nursing Negligence Malpractice Actions 
When omission of prudent care or acts committed by a nurse or those under his or her supervision cause harm to a client, standards of nursing prac- tice are among the elements used to determine whether malpractice or negligence exists. Other criteria may include but are not limited to (ANA, 1998; 2011): 
· State, local, or national standards 
· Institutional policies that alter or adhere to the 
nursing standards of care 
· Expert opinions on the appropriate standard of 
care at the time 
· Available literature and research that 
substantiates a standard of care or changes in the standard 
Patient’s Bill of Rights 
In 1973 the American Hospital Association approved a statement called the Patient’s Bill of Rights. It was revised in October 1992. Patient rights were developed with the belief that hospitals and health-care institutions would support these rights with the goal of delivering effective client care. In 2003 the Patient’s Bill of Rights was replaced by the Patient Care Partnership. These standards were derived from the ethical principle of autonomy. This document may be found at www .aha.org/advocacy-issues/communicatingpts/pt -care-partnership.shtml. 
Informed Consent 
Informed consent is a legal document in all 50 states. It requires physicians to divulge the benefits, risks, and alternatives to a suggested treatment, nontreatment, or procedure. It allows for fully informed, rational persons to be involved in choices about their health care (Marr, 2003). 
Without consent, many of the procedures per- formed on clients in a health-care setting may be considered battery or unwarranted touching. When clients consent to treatment, they give health-care personnel the right to deliver care and perform specific treatments without fear of prosecution. Although physicians are responsible for obtaining informed consent, nurses often find themselves involved in the process. 
It is the physician’s responsibility to give infor- mation to a client about a specific treatment or medical intervention (Giese v. Stice, 1997). While the nurse may witness the signature of a patient for a procedure, or surgery, the nurse should not be providing the details such as the benefits, risk, or possible outcomes. The individual institution is not responsible for obtaining the informed consent unless (1) the physician or practitioner is employed by the institution or (2) the institution was aware or should have been aware of the lack of informed consent and did not act on this fact (Guido, 2001). Some institutions require the physician or indepen- dent practitioner to obtain his or her own informed consent by obtaining the client’s signature at the time the explanation for treatment is given. 
Although some nurses may believe that they only need to obtain the client’s signature on the informed consent document, nursing professionals have a larger responsibility in evaluating a client’s 
ability to give informed consent. The nurse’s role is to: (a) act as the patient’s advocate, (b) protect the patient’s dignity, (c) identify any fears, and (d) determine the patient’s level of understanding and approval of the proposed care. 
Every client brings a different and unique response depending on his or her personality, level of education, emotions, and cognitive status. A good practice is to ask a client to restate the infor- mation offered. This helps confirm that the client has received an appropriate amount of information and has understood it. The nurse is obliged to report any concerns about the client’s understand- ing regarding what he or she has been told, or any concerns about the client’s ability to make decisions. 
The informed consent form should contain all the possible negative outcomes as well as the posi- tive ones. The following are some criteria to help ensure that a client has given an informed consent (Berman & Snyder, 2012): 
· A mentally competent adult has voluntarily given the consent. 
· The client understands exactly to what he or she is consenting. 
· The consent includes the risks involved in the procedure, alternative treatments that may be available, and the possible result if the treatment is refused. 
· The consent is written. 
· A minor’s parent or guardian usually gives 
consent for treatment. 
Ideally, a nurse should be present when the health- care provider who is performing the treatment, surgery, or procedure is explaining the benefits and risks to the client. 
To be able to give informed consent, the client must be fully informed. Clients have the right to refuse treatment, and nurses must respect this right. If a client refuses the recommended treatment, he or she must be informed of the possible conse- quences of this decision. 
Implied consent occurs when consent is assumed. This may be an issue in an emergency when an individual is unable to give consent, as in the fol- lowing scenario: 
An elderly woman is involved in a car accident on a major highway. The paramedics called to the scene 
find her unresponsive and in acute respiratory dis- tress; her vital signs are unstable. The paramedics immediately intubate her and begin treating her cardiac dysrhythmias. Because she is unconscious and unable to give verbal consent, there is an implied consent for treatment. 
Staying Out of Court 
Prevention 
Unfortunately, the public’s trust in the medical pro- fession has declined over recent years. Consumers are better informed and more assertive in their approach to health care. They demand good and responsible care. If clients and their families per- ceive that behaviors are uncaring or that attitudes are impersonal, they are more likely to sue for what they view as errors in treatment. 
The same applies to nurses. If nurses demon- strate an interest in clients and their families and display caring behaviors toward clients, a relation- ship develops. Individuals usually do not initiate lawsuits against those they view as “caring friends.” The potential to change the attitudes of health-care consumers is within the power of health-care per- sonnel. Demonstrating care and concern and making clients and families aware of choices and methods help decrease liability. Nurses who involve clients and their families in decisions about care reduce the likelihood of a lawsuit. Tips to prevent legal problems are listed in Box 3-1. 
All health-care personnel are accountable for their own actions and adherence to the accepted 
box 3-1 
Tips for Avoiding Legal Problems 
•Keep yourself informed regarding new research related to your area of practice. 
•Insist that the health-care institution keep personnel apprised of all changes in policies and procedures and in the management of new technological equipment. 
•Always follow the standards of care or practice for the institution. 
•Delegate tasks and procedures only to appropriate personnel. 
•Identify clients at risk for problems, such as falls or the development of decubiti. 
•Establish and maintain a safe environment. •Document precisely and carefully.
•Write detailed incident reports, and file them with the 
appropriate personnel or department.
•Recognize certain client behaviors that may indicate the 
possibility of a lawsuit. 
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standards of health care. Most negligence and mal- practice cases arise from a violation of the accepted standards of practice and the policies of the employ- ing institution. Common causes of negligence are listed in Table 3-1. Expert witnesses are called to cite the accepted standards and assist attorneys in formulating the legal strategies pertaining to those standards. For example, most medication errors can be traced to a violation of the accepted standard of medication administration, originally referred to as the Five Rights (Kozier et al., 1995; Taylor, Lillis, & LeMone, 2008). These were later amended to Seven Rights (Balas, Scott, & Rogers, 2004). In 2011, one more criterion was added, now making Eight Rights (Eisenhauer et al., 2007). 
More recently Elliot and Liu (2010) proposed Nine Rights. 
1. Right drug
2. Right dose
3. Right route
4. Right time
5. Right client
6. Right reason
7. Right documentation 8. Right form 
9. Right response 
Marcos, the nursing student described earlier in this chapter, violated the right-dose principle and therefore made a medication error. 
table 3-1 
Common Causes of Negligence 
Appropriate Documentation 
The adage “not documented, not done” holds true in nursing. According to the law, if something has not been documented, then the responsible party did not do whatever needed to be done. If a nurse did not “do” something, he or she will be left open to negligence or malpractice charges. 
Nursing documentation needs to be legally credible. Legally credible documentation is an accurate accounting of the care the client received. It also indicates the competence of the individual who delivered the care. 
Charting by exception creates defense difficul- ties. When this method of documentation is used, investigators need to review the entire patient record in an attempt to reconstruct the care given to the client. Clear, concise, and accurate docu- mentation helps nurses when they are named in lawsuits. Often, this documentation clears the indi- vidual of any negligence or malpractice. Documen- tation is credible when it is: 
■ Contemporaneous (documenting at the time care was provided) 
■ Accurate (documenting exactly what was done) ■ Truthful (documenting only what was done)
■ Appropriate (documenting only what could be 
discussed comfortably in a public setting) Box 3-2 lists some documentation tips. 
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Problem 
Client falls 
Equipment injuries Failure to monitor 
Failure to communicate Medication errors 
Identify clients at risk.
Place notices about fall precautions.
Follow institutional policies on the use of restraints. Always be sure beds are in their lowest positions. Use side rails appropriately. 
Check thermostats and temperature in equipment used for heat or cold application. Check wiring on all electrical equipment. 
Observe IV infusion sites as directed by institutional policy.
Obtain and record vital signs, urinary output, cardiac status, etc., as directed by institutional policy 
and more often if client condition dictates. Check pertinent laboratory values. 
Report pertinent changes in client status.
Document changes accurately.
Document communication with appropriate source. 
Follow the Seven Rights.
Monitor client responses.
Check client medications for multiple drugs for the same actions. 
Prevention 
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box 3-2 
Some Documentation Guidelines 
Medications 
· Always chart the time, route, dose, and response. 
· Always chart PRN medications and the client response. 
· Always chart when a medication was not given, the reason (e.g., client in Radiology, Physical Therapy; do not chart that 
the medication was not on the floor), and the nursing intervention. 
· Chart all medication refusals, and report them. Physician Communication 
· Document each time a call is made to a physician, even if he or she is not reached. Include the exact time of the call. If 
the physician is reached, document the details of the message and the physician’s response. 
· Read verbal orders back to the physician, and confirm the client’s identity as written on the chart. Chart only verbal 
orders that you have heard from the source, not those told to you by another nurse or unit personnel. 
Formal Issues in Charting 
· Before writing on the chart, check to be sure you have the correct patient record. 
· Check to make sure each page has the client’s name and the current date stamped in the appropriate area. 
· If you forgot to make an entry, chart “late entry,” and place the date and time at the entry. 
· Correct all charting mistakes according to the policy and procedures of your institution. 
· Chart in an organized fashion, following the nursing process. 
· Write legibly and concisely, and avoid subjective statements. 
· Write specific and accurate descriptions. 
· When charting a symptom or situation, chart the interventions taken and the client response. 
· Document your own observations, not those that were told to you by another party. 
· Chart frequently to demonstrate ongoing care, and chart routine activities. 
· Chart client and family teaching and their response. 
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It is not good practice to sign off on medications for all patients for a shift before the medications are administered. Doing so is considered a fraudu- lent act and may leave a nurse open to charges of negligence in the form of a medication error if the medications are then not administered as docu- mented. If injury occurs because the patient never received a medication, and the nurse documented that the patient received it, the nurse can be charged with criminal negligence. 
Nursing units are busy and often understaffed. These realities exist but should not be allowed to interfere with the safe delivery of health care. Clients have a right to safe and effective health care, and nurses have an obligation to deliver this care. 
Common Actions Leading to Malpractice Suits 
· Failure to assess a client appropriately 
· Failure to report changes in client status to the 
appropriate personnel 
· Failure to document in the patient record 
· Altering or falsifying a patient record 
· Failure to obtain informed consent 
· Failure to report a coworker’s negligence or 
poor practice 
· Failure to provide appropriate education to a 
client and/or family members 
· Violation of internal or external standards of 
practice 
In the case Tovar v. Methodist Healthcare (2005), a 75-year-old female client came to the emergency department complaining of a headache and weak- ness in the right arm. Although an order for admis- sion to the neurological care unit was written, the client was not transported until 3 hours later. After the client was in the unit, the nurses called one physician regarding the client’s status. Another physician returned the call 90 minutes later. Three hours later, the nurses called to report a change in the client’s neurological status. A STAT computed tomography scan was ordered, which revealed a massive brain hemorrhage. The nurses were cited for the following: 
1. Delay in transferring the client to the neurological unit 
2. Failure to advocate for the client 
The client presented with an acute neurological problem requiring admission to an intensive care unit where appropriate observation and interven- tions were available. A delay in transfer may lead to delay in appropriate treatment. According to the American Association of Neuroscience Nursing standards of practice (2012), nurses need to accu- rately assess the client’s changing neurological status and advocate for the client. In this instance, the court stated that the nurses should have been 
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more assertive in attempting to reach the physician and request a prompt medical evaluation. The court sided with the family, agreeing with the plaintiff ’s medical expert’s conclusion that the client’s death was related to improper management by the nursing staff. 
If a Problem Arises 
When served with a summons or complaint, people often panic, allowing fear to overcome reason. 
First, simply answer the complaint. Failure to do this may result in a default judgment, causing greater distress and difficulties. 
Second, many things can be done to protect oneself if named in a lawsuit. Legal representation can be obtained to protect personal property. Never sign any documents without consulting the mal- practice insurance carrier or a legal representative. If you are personally covered by malpractice insur- ance, notify the company immediately and follow its instructions carefully. 
Institutions usually have lawyers to defend themselves and their employees. Whether or not you are personally insured, contact the legal depart- ment of the institution where the act took place. Maintain a file of all papers, proceedings, meetings, and telephone conversations about the case. Do not withhold any information from your attorneys, even if that information can be harmful to you. A pending or ongoing legal case should not be dis- cussed with coworkers or friends. 
Let the attorneys and the insurance company help decide how to handle the difficult situation. They are in charge of damage control. Concealing information usually causes more damage than dis- closing it. 
Sometimes, nurses believe they are not being adequately protected or represented by the attor- neys from their employing institution. If this happens, consider hiring a personal attorney who is experienced in malpractice law. This information can be obtained through either the state bar asso- ciation or the local trial lawyers association. 
Anyone has the right to sue; however, that does not mean that there is a case. Many negligence and malpractice cases find in favor of the health-care providers, not the client or the client’s family. The following case demonstrates this situation: 
The Supreme Court of Arkansas heard a case that originated from the Court of Appeals in Arkansas. A client died in a single-car motor vehicle accident 
shortly after undergoing an outpatient colonoscopy performed under conscious sedation. The family sued the center for performing the procedure and permit- ting the client to drive home. The court agreed that sedation should not be administered without the conf irmation of a designated driver for later. It also agreed that an outpatient facility needs to have directives stating that nurses and physicians may not administer sedation unless transportation is available for later. However, the court ruled physi- cians and nurses may rely on information from the client. If the client states that someone will be avail- able for transportation after the procedure, sedation may be administered. The second aspect of the case revolved around the client’s insistence on leaving the facility and driving himself. When a client leaves against medical advice, the health-care personnel have a legal duty to warn and strongly advise the client against the highly dangerous action. However, nurses and physicians do not have a legal right to restrain the client physically, keep his clothes, or take away car keys. Nurses are not obligated to call a taxi, call the police, admit the client to the hospital, or personally escort the client home if the client insists on leaving. Clients have some responsibility for their own safety (Young v GastroIntestinal Center, Inc., 2005). In this case, the nurses acted appropriately. They adhered to the standard of prac- tice, documented that the client stated that someone would be available to transport him home, and ful- filled the duty to warn. 
Professional Liability Insurance 
We live in a litigious society. Although there are a variety of opinions on the issue, in today’s world nurses need to consider obtaining professional lia- bility insurance (Aiken, 2004). Various forms of professional liability insurance are available. These policies have been developed to protect nurses against personal financial losses if they are involved in a medical malpractice suit. If a nurse is charged with malpractice and found guilty, the employing institution has the right to sue the nurse to reclaim damages. Professional malpractice insurance pro- tects the nurse in these situations. 
End-of-Life Decisions and the Law 
When a heart ceases to beat, a client is in a state of cardiac arrest. In health-care institutions and in the community, it is common to begin cardiopul- 
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monary resuscitation (CPR) when cardiac arrest occurs. In health-care institutions, an elaborate mechanism is put into action when a client “codes.” Much controversy exists concerning when these mechanisms should be used and whether individu- als who have no chance of regaining full viability should be resuscitated. 
Do Not Resuscitate Orders 
A do not resuscitate (DNR) order is a specific directive to health-care personnel not to initiate CPR measures. Only a physician can write a DNR order, usually after consulting with the client or family. Other members of the health-care team are expected to comply with the order. Clients have the right to request a DNR order. However, they may make this request without a full understanding of what it really means. Consider the following example: 
When Mrs. Vincent, 58 years old, was admitted to the hospital for a hysterectomy, she stated, “I want to be made a DNR.” The nurse, concerned by the statement, questioned Mrs. Vincent’s understanding of a DNR order. The nurse asked her, “Do you mean that if you are walking down the hall after your surgery and your heart stops beating, you do not want the nurses or physicians to do anything? You want us to just let you die?” Mrs. Vincent responded with a resounding, “No, that is not what I mean. I mean if something happens to me and I won’t be abletobethewayIamnow,IwanttobeaDNR!” The nurse then explained the concept of a DNR order. 
New York state has one of the most complete laws regarding DNR orders for acute and long-term care facilities. The New York law sets up a hierarchy of surrogates who may ask for a DNR status for incompetent clients. The state has also ordered that all health-care facilities ask clients their wishes regarding resuscitation (www.ny.gov). The ANA advocated that every facility have a written policy regarding the initiation of such orders (ANA, 1992). The client, or if the client is unable to speak for himself or herself, a family member or guardian should make clear the client’s preference for either having as much as possible done or withholding treatment (see the next section, Advance Direc- tives). After the Terri Schiavo case the ANA recon- firmed its stance on this issue (ANA, 2005). 
box 3-3 
Elements to Include in a DNR Order 
• Statement of the institution’s policy that resuscitation will be initiated unless there is a specific order to withhold resuscitative measures 
• Statement from the client regarding specific desires
• Description of the client’s medical condition to justify a 
DNR order
• Statement about the role of family members or 
significant others
• Definition of the scope of the DNR order
• Delineation of the roles of various caregivers 
American Nurses Association. (1992). Position statement on nursing care and do not resuscitate decisions. Washington, DC: ANA. 
Elements to include in a DNR order are listed in Box 3-3. 
Advance Directives 
The legal dilemmas that may arise in relation to DNR orders often require court decisions. For this reason, in 1990, Senator John Danforth of Missouri and Senator Daniel Moynihan of New York intro- duced the Patient Self-Determination Act to address questions regarding life-sustaining treat- ment. The act was created to allow people the opportunity to make decisions about treatment in advance of a time when they might become unable to participate in the decision-making process. Through this mechanism, families can be spared the burden of having to decide what the family member would have wanted. 
Federal law requires that health-care institutions that receive federal money (from Medicare, for example) inform clients of their right to create advance directives. The Patient Self-Determination Act (S.R. 13566) provides guidelines for develop- ing advance directives concerning what will be done for individuals if they are no longer able to participate actively in making decisions about care options. The act states that institutions must: 
■ Provide information to every client. On admission, all clients must be informed in writing of their rights under state law to
accept or refuse medical treatment while they are competent to make decisions about their care. This includes the right to execute advance directives. 
■ Document. All clients must be asked whether they have a living will or have chosen a durable power of attorney for health care (also 
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known as a health-care surrogate). The response must be indicated on the medical record, and a copy of the documents, if available, should be placed on the client’s chart. 
· Educate. Nurses, other health-care personnel, and the community need to understand what the Patient Self-Determination Act and state laws regarding advance directives require. 
· Be respectful of clients’ rights. All clients are to be treated with respectful care regardless of their decision regarding life-prolonging treatments. 
· Have cultural humility. Recognize that culture affects clients’ decisions regarding end- of-life care. Nurses should familiarize themselves with the cultural and spiritual beliefs of their clients in order to deliver culturally sensitive care. 
Living Will and Durable Power of Attorney for Health Care (Health-Care Surrogate) 
The two most common forms of advance directives are living wills and durable power of attorney for health care (health-care surrogate). Living wills and other advance directives describe individual prefer- ences regarding treatment in the event of a serious accident or illness. These legal documents indicate an individual’s wishes regarding care decisions (www.mayoclinic.com/health/living-wills/ HA00014). 
A living will is a legally executed document that states an individual’s wishes regarding the use of life-prolonging medical treatment in the event that he or she is no longer competent to make informed treatment decisions on his or her own behalf and is suffering from a terminal condition (Catalano, 2000; Flarey, 1991). A condition is considered ter- minal when, to a reasonable degree of medical cer- tainty, there is little likelihood of recovery or the condition is expected to cause death. A terminal condition may also refer to a persistent vegetative state characterized by a permanent and irreversible condition of unconsciousness in which there is (1) absence of voluntary action or cognitive behavior of any kind and (2) an inability to communicate or interact purposefully with the environment (Hickey, 2008). 
Another function of an advance directive is to designate a health-care surrogate. The role of the health-care surrogate is to make the client’s wishes 
known to medical and nursing personnel. Chosen by the client, the health-care surrogate is usually a family member or close friend. Imperative in the designation of a health-care surrogate is a clear understanding of the client’s wishes should the need arise to know them. 
In some situations, clients are unable to express themselves adequately or competently, although they are not terminally ill. For example, clients with advanced Alzheimer’s disease or other forms of dementia cannot communicate their wishes; clients under anesthesia are temporarily unable to com- municate; and the condition of comatose clients does not allow for expression of health-care wishes. In these situations, the health-care surrogate can make treatment decisions on behalf of the client. However, when a client regains the ability to make his or her own decisions and is capable of ex- pressing them effectively, he or she resumes con- trol of all decision making pertaining to medical treatment (Reigle, 1992). Nurses and physicians may be held accountable when they go against a client’s wishes regarding DNR orders and advance directives. 
In the case of Wendland v. Sparks (1998), the physician and nurses were sued for “not initiating CPR.” In this case, the client had been in the hos- pital for more than 2 months for lung disease and multiple myeloma. Although improving at the time, during the hospitalization the client had experienced three cardiac arrests. Even after this, she had not requested a DNR order. Her family had not discussed this either. After one of the arrests, the client’s husband had told the physician that he wanted his wife placed on artificial life support if it was necessary (Guido, 2001). The client had a fourth cardiac arrest. One nurse went to obtain the crash cart, and another went to get the physician who happened to be in the area. The physician checked the client’s heart rate, pupils, and respirations and stated, “I just cannot do it to her.” (Guido, 2001, p. 158). She ordered the nurses to stop the resuscitation, and the physician pro- nounced the death of the client. The nurses stated that if they had not been given a direct order they would have continued their attempts at resuscita- tion. “The court ruled that the physician’s judgment was faulty and that the family had the right to sue the physician for wrongful death” (Guido, 2001, p. 158). The nurses were cleared in this case because they were following a physician’s order. 
Nursing Implications 
The Patient Self-Determination Act does not specify who should discuss treatment decisions or advance directives with clients. Because directives are often implemented on nursing units, however, nurses must be knowledgeable about living wills and health-care surrogates and be prepared to answer questions that clients may have about direc- tives and the forms used by the health-care institution. 
The responsibility for creating an awareness of individual rights often falls on nurses because they are client advocates. It is the responsibility of the health-care institution to educate personnel about its policies so that nurses and others involved in client care can inform health-care consumers of their choices. Nurses who are unsure of the policies in their health-care institution should contact the appropriate department. 
Legal Implications of Mandatory Overtime 
Although mostly a workplace and safety issue, there are legal implications to mandatory overtime. Due to nursing shortages, hospitals have increasingly forced nurses to work overtime (ANA, 2011). The ANA conducted a survey of almost 220,000 RNs from 13,000 nursing units in over 550 hospitals. The survey produced a 70% report rate and the results indicated that: 
· 54% of nurses in adult medical units and emergency rooms revealed that they do not have sufficient time with patients; 
· The amount of overtime has increased during the past year with 43% of all RNs working extra hours because the unit is short staffed or busy; and 
· Inadequate staffing affected unit admissions, transfers, and discharges more than 20% of the time (ANA, 2011). 
Overtime causes physical and mental fatigue, increased stress, and decreased concentration. Sub- sequently, these conditions lead to medical errors such as failure to assess appropriately, report, docu- ment, and administer medications safely. This prac- tice of overtime ignores other responsibilities nurses 
have outside of their professional lives, which affects their mood, motivation, and productivity (Bae, Brewer, & Kovner, 2011). 
Forced overtime causes already fatigued nurses to deliver nursing care that may be less than optimum, which in turn may lead to negligence and malpractice. This can result in the nurse losing his or her license and perhaps even facing a wrongful death suit due to an error in judgment. Needleman, Buerhaus, Pankratz, Liebson, Stevens, and Harris (2011) found that patient mortality increased by 2% on nursing units that had nurses working shifts 8 hours or more over their scheduled time due to registered nurse short staffing issues. Many states have implemented legislation restricting manda- tory overtime for nurses. It is important for nurses to know and understand the laws of their particular state dealing with this issue. 
Nurses practice under state or provincial (Canada) nurse practice acts, which state that nurses are held accountable for the safety and welfare of their clients. Once a nurse accepts an assignment for the client, that nurse becomes liable under his or her license. 
Licensure 
Licensure is defined by the National Council of State Boards of Nursing as “the process by which boards of nursing grant permission to an indi- vidual to engage in nursing practice after determin- ing that the applicant has attained the competency necessary to perform a unique scope of practice. Licensure is necessary when the regulated activi- ties are complex, require specialized knowledge and skill and independent decision making.” (NCSBN, 2012). Licenses are given by a govern- ment agency to allow an individual to engage in a professional practice and use a specific title. State boards of nursing issue nursing licenses, thus limit- ing practice to a specific jurisdiction (Blais & Hayes, 2011). 
Licensure can be mandatory or permissive. Permissive licensure is a voluntary arrangement whereby an individual chooses to become licensed to demonstrate competence. However, the license is not required to practice. Mandatory licensure requires a nurse to be licensed in order to practice. In the United States and Canada, licensure is mandatory. 
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Qualifications for Licensure 
The basic qualification for licensure requires gradu- ation from an approved nursing program. In the United States, states may add additional require- ments, such as disclosures regarding health or med- ications that could affect practice. Most states require disclosure of criminal conviction. 
Licensure by Examination 
A major accomplishment in the history of nursing licensure was the creation of the Bureau of State Boards of Nurse Examiners. The formation of this agency led to the development of an identical examination in all states. The original examination, called the State Board Test Pool Examination, was created by the testing department of the National League for Nursing. This was done through a collaborating contract with the state boards. Initially, each state determined its own passing score; however, the states did adopt a common passing score. The examination is called the NCLEX-RN and is used in all states and ter- ritories of the United States. This test is prepared and administered through a testing company, Pearson Professional Testing of Minnesota (Ellis & Hartley, 2004). 
NCLEX-RN 
The NCLEX-RN is administered through com- puterized adaptive testing (CAT). Candidates must register to take the examination at an approved testing center in their area. Because of a large test bank, CAT permits a variety of questions to be administered to a group of candidates. Candidates taking the examination at the same time may not necessarily receive the same questions. Once a can- didate answers a question, the computer analyzes the response and then chooses an appropriate ques- 
table 3-2 
Major Categories and Subcategories of Client Needs 
Safe Effective Care Environment Health Promotion and Maintenance Psychosocial Integrity
Physiological Integrity 
tion to ask next. If the question was answered cor- rectly, the following question may be more difficult; if the question was answered incorrectly, the next question may be easier. 
In April 2013 the new test plan was imple- mented. Changes in the test plan were based on the Findings from the 2011 RN Practice Analysis: Linking the NCLEX Examination to Practice (NCSBN, 2012).The minimum number of questions any can- didate may receive is 75, and the maximum is 265. Although the maximum amount of time for taking the examination is 6 hours, candidates who do well or those who are not performing well may finish as soon as 1 hour. The test ends once the analysis of the examination clearly determines that the candi- date has successfully passed, has undoubtedly failed, has answered the maximum number of questions, or has reached the time limit (NCSBN, 2012). The computer scores the test at the time it is taken; however, candidates are not notified of their status at the time of completion. The information first goes to the testing service, which in turn notifies the appropriate state board. The state board notifies the candidate of the examination results. 
Nursing practice requires the application of knowledge, skills, and abilities (NCSBN, 2012). The items are written to reflect the levels of Bloom’s taxonomy and are organized around client needs to reflect the candidates’ ability to make nursing deci- sions regarding client care through application and analysis of information. The examination is orga- nized into four major client need categories.Two of these categories, safe and effective care and physi- ological needs, include subdivisions (NCSBN, 2012). Integrated processes incorporate “nursing process, caring, communication and documen- tation and teaching/learning” (NCSBN, 2012, p. 3). Table 3-2 summarizes the categories and subcategories. 
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Categor y 
Subcategories 
Management of Care Safety and Infection Control Basic Care and Comfort
Pharmacological and Parenteral Therapies Reduction of Risk Potential 
Physiological Adaptation 
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Source: Adapted from NCSBN NCLEX-RN test plan (NCSBN, 2007, pp. 3–4.) 
Earlier, all questions were written in a multiple- choice format. In 2003, alternative formats were introduced. These alternative-format questions include fill-in-the-blank; multiple-response an- swers; audio and video type; “hot spots” that re- quire the candidate to identify an area on a picture, graph, or chart; and drag-and-drop (NCSBN, 2012). More information on alternative formats can be found on the NCSBN Web site: www .ncsbn.org. 
Preparing for the NCLEX-RN 
There are several ways to prepare for the NCLEX- RN. Some candidates attend review courses, others view videos and DVDs, and others review books. These methods assist in reviewing information that was learned during the classroom education. Each individual needs to decide what works best for him or her. It is helpful to take practice tests, because it familiarizes one with the computer and the exami- nation format. The NCSBN offers an online NCLEX-RN study program. 
To prepare for the NCLEX, take time to look at the test blueprint provided by the NCSBN. This gives candidates a comprehensive overview of the types of questions to expect on the examination. Candidates can review alternative test formats by accessing www.pearsonvue.com/nclex/. Some test- taking tips follow. 
· Be positive. Remind yourself that you worked hard to reach this milestone and how prepared you are to take the licensure examination. 
· Turn negative thoughts into positive ones. Rather than saying, “I hope I pass,” tell yourself, “I know I will do well.” 
· Acknowledge your feelings regarding the NCLEX. It is fine to admit that you are anxious; however, use your positive thoughts to control the anxiety. 
· Also use diaphragmatic breathing (deep breathing) to control anxiety. Deep breathing augments the relaxation response of the body. Use this method at the beginning of the test or if you encounter a question that you find confusing. 
· Control the situation by making a list of the items you may need to take the test. Pack them in a bag several days before, and keep them in a place where you will remember to take them. 
■ Eat well and get a good night’s sleep before the test. Avoid foods high in sugar and caffeine. Contrary to popular belief, caffeine interferes with your ability to concentrate. Eat complex carbohydrates and protein to maintain your blood glucose level. 
■ Several days before you are scheduled to take the test, travel to the test site along the same route at the time you plan to go. Have an alternate itinerary in case there is a disruption in your route. This will alleviate any unnecessary stress in arriving at the examination site. 
■ Leave early and give yourself plenty of time to get to your destination. Arriving early also gives you a sense of control. 
■ Finally, remember your own basic needs. Testing centers tend to be cold. Pack a jacket or sweater. Check with the testing center to see if you are allowed to bring water or snacks. 
Licensure Through Endorsement 
Nurses licensed in one state may obtain a license in another state through the process of endorsement. Each application is considered independently and is granted a license based on the rules and regula- tions of the state. 
States differ in the number of continuing educa- tion credits required, legal requirements, and other educational requirements. Some states require that nurses meet the current criteria for licensure at the time of application, whereas others may grant the license based on the criteria in effect at the time of the original licensure (Ellis & Hartley, 2004). When applying for a license through endorsement, a nurse should always contact the board of nursing for the state and find out the exact requirements for licensure. This information can usually be found on the board of nursing Web site for that particular state. 
Multistate Licensure 
The concept of multistate licensure allows a nurse licensed in one state to practice in additional states without obtaining additional licenses. NCSBN created a Multistate Licensure Compact, now referred to as the Nurse Licensure Compact, that permits this practice. States that belong to the compact have passed legislation adopting the terms of this agreement and are known as party states (https://www.ncsbn.org/nlc.htm).The nurse’s home 
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state is the state where he or she lives and received his or her original license. Renewal of the license is completed in the home state. 
A nurse can hold only one home-state license. If the nurse moves to another state that belongs to the compact, the nurse applies for licensure within that state based on residency. The nurse is expected to follow the guidelines for nursing practice for that new state. The multistate licensure applies only to a basic registered nurse license, not to advanced practice. More information on multistate licensure can be found on the NCSBN Web site. 
Disciplinary Action 
State boards of nursing maintain rules and regula- tions for the practice of nursing. These may be found in the state’s nurse practice acts. Violation of these regulations results in disciplinary actions as delineated by these boards. Issues of primary con- cern include but are not limited to the following: 
· Falsifying documents to obtain a license 
· Being convicted of a felony 
· Practicing while under the influence of drugs 
or alcohol 
· Functioning outside the scope of practice 
· Engaging in child or elder abuse 
Nurses convicted of a felony or found guilty in a malpractice action may find themselves before their 
Study Questions 
1. How do federal laws, court decisions, and state an example of each. 
2. Obtain a copy of the nurse practice act in your violation of the rules and regulations? 
state board of nursing or, in Canada, the provincial or territorial regulatory body. 
Disciplinary action may include but is not limited to the suspension or revocation of a nursing license, mandatory fines, and mandatory continu- ing education. For more information regarding the regulations that guide nursing practice, consult the board of nursing in your state or, in Canada, your provincial or territorial regulatory body. 
Conclusion 
Nurses need to understand the legalities involved in the delivery of safe health care. It is important to know the standards of care established within your institution and the rules and regulations in the nurse practice acts of your state, province, or terri- tory because these are the standards to which you will be held accountable. Health-care consumers have a right to quality care and the expectation that all information regarding diagnosis and treatment will remain confidential. Nurses have an obligation to deliver quality care and respect client confiden- tiality. Caring for clients safely and avoiding legal difficulties require nurses to adhere to the expected standards of care and document changes in client status carefully. Licensure helps to ensure that health-care consumers are receiving competent and safe care from their nurses. 
boards of nursing affect nursing practice? Give 
state. What are some of the penalties for 
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3. Review the minutes and/or documents of a state board meeting. What were the most common issues for nurses to be called before the board of nursing? What were the resulting disciplinary actions? 
4. The next time you are on your clinical unit, look at the nursing documentation done by several different staff members. Do you believe it is adequate? Explain your rationale. 
5. How does your clinical institution handle medication errors? 
6. If a nurse is found to be less than proficient in the delivery of safe care, how should the nurse 
manager remedy the situation? 
7. Discuss where appropriate standards of care may be found. Explain whether each is an example of an internal or external standard of care. 
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8. Explain the importance of federal agencies in setting standards of care in health-care 
institutions. 
9. What is the difference between consent and informed consent? 
10. Look at the forms for advance directives and DNR policies in your institution. Do they follow the guidelines of the Patient Self-Determination Act? 
11. What are the most common errors nurses commit that lead to negligence and/or malpractice? 
12. What impact would a law that prevents mandatory overtime have on nurses, nursing care, and 
the health-care industry? Find out if your state has mandatory overtime legislation. 
Case Study to Promote Critical Reasoning 
Mr. Evans, 40 years old, was admitted to the hospital’s medical-surgical unit from the emergency department with a diagnosis of acute abdomen. He had a 20-year history of Crohn’s disease and had been on prednisone, 20 mg, every day for the past year. Three months ago he was started on the new biological agent etanercept, 50 mg, subcutaneously every week. His last dose was 4 days ago. Because he was allowed nothing by mouth (NPO), total parenteral nutrition was started through a triple-lumen central venous catheter line, and his steroids were changed to Solu-Medrol, 60 mg, by intravenous (IV) push every 6 hours. He was also receiving several IV antibiotics and medication for pain and nausea. 
Over the next 3 days, his condition worsened. He was in severe pain and needed more analgesics. One evening at 9 p.m., it was discovered that his central venous catheter line was out. The registered nurse notified the physician, who stated that a surgeon would come in the morning to replace it. The nurse failed to ask the physician what to do about the IV steroids, antibiotics, and fluid replacement; the client was still NPO. She also failed to ask about the etanercept. At
7 a.m., the night nurse noticed that the client had had no urinary output since 11 p.m. the night before. She documented that the client had no urinary output but forgot to report this information to the nurse assuming care responsibilities on the day shift. 
The client’s physician made rounds at 9 a.m. The nurse for Mr. Evans did not discuss the fact that the client had not voided since 11 p.m., did not request orders for alternative delivery of the steroids and antibiotics, and did not ask about administering the etanercept. At 5 p.m. that evening, while Mr. Evans was having a computed tomography scan, his blood pressure dropped to 70 mm Hg, and because no one was in the scan room with him, he coded. He was transported to the ICU and intubated. He developed severe sepsis and acute respiratory distress syndrome. 
1. List all the problems you can find with the nursing care in this case. 
2. What were the nursing responsibilities in reporting information? 
3. What do you think was the possible cause of the drop in Mr. Evans’ blood pressure and his subsequent code? 
4. If you worked in risk management, how would you discuss this situation with the nurse manager and the staff? 
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Case Study on Mandatory Overtime 
Juan was completing his charting on his three babies in the neonatal intensive care unit. He had just finished orientation and this was his third day working. He was very tired and looking forward to his time off the next several days. Usually the nurse-to-baby ratio in the NICU was 1:2; however, the unit had been running short staffed and each nurse assumed additional patient responsibilities. Prior to him giving report, Juan’s nurse manager came to him and stated, “Ada called in sick. We do not have anyone else to cover the unit and we are under our nurse-to-patient ratio. I need you to stay and work today.” When Juan protested that he had already worked three 12-hour shifts and one 8-hour shift, the nurse manager told him that if he refused, she could “fire him” and report him for patient abandonment. 
1. If you were Juan, how would you respond to the nurse manager?
2. What options does Juan have in this situation?
3. What information should Juan find out regarding “mandatory overtime”?
4. If Juan makes an error that results in harm to a patient, can he be held accountable? 
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