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Why This Book Is Necessary

Most beginning nursing students have information over-
load. They must possess knowledge about a variety of sub-
jects, including anatomy and physiology, psychology,
sociology, medical terminology, diagnostic and laboratory
tests, and growth and development, to mention a few. In
addition, with the expanding roles and responsibilities
of the nursing profession, the nursing information that
beginning nursing students must learn is growing in depth
and breadth exponentially. Fundamentals of nursing text-
books 20 years ago were approximately 300 to 400 pages
in length. Today, they average 1,500 to 2,000 pages in
length. This is more information than any beginning nurs-
ing student can possibly explore, remember, and apply in
a stressful clinical situation without additional educational
support. Fundamentals of Nursing: Content Review Plus
Practice Questions provides that additional educational
support!

Who Should Use This Book

Fundamentals of Nursing: Content Review Plus Practice
Questions provides beginning nursing students with need-
to-know information as well as questions to practice their
ability to apply the information in a simulated clinical
situation. This textbook is designed to:

« Be required by a nursing program as the sole funda-
mentals nursing textbook for a fundamentals of nurs-
ing course to be used in conjunction with reliable
primary Internet sources for nursing information.

« Berequired or recommended by a nursing program to

be used in conjunction with a traditional fundamentals

nursing textbook.

Be used by beginning nursing students who want

to focus on essential information contained in a

fundamentals-of-nursing course.

« Be used by nursing students to learn how to be more
successful when answering National Council Licen-
sure Examination (NCLEX)-type multiple-choice and
alternate-item format nursing questions early in their
nursing education.

« Be used by nursing students preparing for the
NCLEX-RN or NCLEX-PN examination to review
basic nursing theory and practice.

Preface

What Information Is Presented in
This Textbook

This textbook begins with a “Message to Test-Takers of

Nursing Examinations,” which includes information to

help students maximize their ability to study effectively

and achieve success when taking nursing examinations.

General study strategies, specific study strategies, test-

taking tips for answering multiple-choice questions and

alternate-format questions, and the test plan categories for
the NCLEX examinations are discussed.

The content is divided into five units. The first four
units contain chapters that reflect the common, nucleus
information contained in a fundamentals-of-nursing
course. The fifth unit contains an integrated fundamentals
of nursing examination.

o Unit I: Nursing Within the Context of Contemporary

Health Care—This unit reviews nursing theories, legal

and ethical issues, leadership and management, health-

care delivery, and community-based nursing care.

Unit IT: Psychosociocultural Nursing Care—This unit

reviews nursing care across the life span, communica-

tion and documentation, psychosocial and cultural
nursing, and teaching and learning.

o Unit IIT: Essential Components of Nursing Care—This
unit reviews the nursing process, physical assessment,
infection control and wound care, safety, medication
administration, and pharmacology.

o Unit IV: Basic Human Needs and Related Nursing
Care—This unit reviews hygiene; mobility; nutrition;
oxygenation; urinary elimination; fluid and electrolyte
balance; gastrointestinal system; pain, comfort, rest,
and sleep; and perioperative nursing.

o Unit V: Comprehensive Final Exam—This unit con-
tains a 100-item fundamentals of nursing examination
that integrates questions spanning content throughout
the textbook. Each question contains rationales for
correct and incorrect answers and the NCLEX test
plan categories.

Each chapter presents need-to-know information in an
outline format, eliminating nice-to-know, extraneous
information. Just essential information is included, limit-
ing the challenge of wading through excessive material.
This approach assists students to focus on what is most
important. The chapters include definitions of keywords
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and practice questions specific to their content. Multiple-
choice questions as well as all the alternate-type questions
included on NCLEX examinations are incorporated.
Each question is coded according to the NCLEX test
plan categories: Integrated Processes, including the
Nursing Process, Client Need, and Cognitive Level. In
addition, every question has the rationales for correct
and incorrect answers. Studying rationales for the right
and wrong answers to practice questions helps students
learn new information or solidify previously learned
information.

All questions in the textbook are included on line
at davisplus.fadavis.com to provide the opportunity to
practice taking NCLEX-type questions on a computer. In

addition to these questions, two additional comprehensive
tests are also posted online at davisplus.fadavis.com. Like
the practice questions in the book, each question includes
rationales for correct and incorrect answers and coding
for the NCLEX test plan categories.

The textbook also presents a glossary of English words
commonly encountered on nursing examinations. Famil-
iarity with these words reduces the challenge of a test ques-
tion because the student can focus on the theoretical
content in the question.

Students should use every resource available to facili-
tate the learning process. We believe that this textbook will
meet the needs of beginning nursing students who expe-
rience information overload!
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Introduction

Message to Test-Takers of Nursing
Examinations

To progress in a nursing program, you must achieve passing
grades on course examinations. To pass nursing examina-
tions you must know not only theory and principles of
nursing but also theory and principles associated with other
disciplines upon which nursing is based, such as anatomy,
physiology, microbiology, psychology, sociology, mathe-
matics, growth and development, and so on. Many factors
influence your ability to learn all this information, such
as genetic endowment, maturation level, past experience,
self-image, mental attitude, motivation, and readiness to
learn. You might not be able to change some of these
factors; however, implementing study and test-taking
strategies can enhance personal internal control, purposeful
learning, and success on nursing examinations. The most
important element in test success is to be over prepared.
This text presents various learning strategies that can help
you maximize your learning so that you are over prepared
for examinations. In addition, it presents test-taking tips
that will help you to understand what a test question is
asking, how to examine options in a multiple-choice ques-
tion, and how to eliminate incorrect options (distractors).
For additional information on the strategies presented
in this introduction, refer to Test Success: Test-Taking
Techniques for Beginning Nursing Students published by the
F. A. Davis Company.

Use General Study Strategies to
Maximize Learning

1. Set short- and long-term learning goals because
doing so promotes planned learning with a purpose.
2. Control internal and external distractors.

o Select a study environment that allows you to
focus on your learning and is free from external
interruptions.

Limit internally generated distractions by chal-
lenging negative thoughts. For example, rather
than saying to yourself, “This is going to be a hard
test,” say, “I can pass this test if I study hard.”
Establish a positive internal locus of control. For
example, say, “I can get an A on my next test if I
study hard and I am over prepared,” rather than
blaming the instructor for designing “hard” tests.
Use controlled breathing techniques, progressive
muscle relaxation, and guided imagery to con-
trol anxious feelings.

3.

4.

Review content before class because doing so sup-
ports mental organization and purposeful learning.
Take class notes.

« Review class notes within 48 hours after class
because doing so ensures that the information is
still fresh in your mind.

« Use one side of your notebook for notes and use
the opposite page to identify additional informa-
tion from the textbook or other sources.

« Identify questions that you still have, and ask the
instructor for clarification.

. Balance personal sacrifice and time for relaxation.

A rigorous course of study requires sacrifices in
terms of postponing vacations, having less time to
spend with family members and friends, and hav-
ing less time to engage in personal leisure activi-
ties. However, you should find a balance that
supports your need to meet course requirements
and yet allows you time to rest and reenergize.

. Treat yourself to a reward when you meet a goal

because doing so supports motivation. Your long-

term reward is to graduate and become a nurse.

However, that reward is in the distance so, to

stimulate motivation now, build in rewards when

short-term goals are achieved.

« An external reward might be watching a television
program that you enjoy, having a 10-minute break
with a snack, or calling a friend on the phone.

 An internal reward might be saying to your-
self, “Wow, I finished outlining that whole
chapter; I am terrific” or “I feel great because
I now understand the principles presented in
this chapter.”

. Manage time effectively.

« Examine your daily and weekly routine to iden-
tify and eliminate barriers to your productivity,
such as attempting to do too much, lacking or-
ganization, or being obsessive-compulsive.

o Learn to delegate household tasks.

« Learn to say “no” to avoid overcommitting your-
self to activities that take you away from what
you need to do to meet your learning needs.

o Get organized. Identify realistic daily, weekly,
and monthly “to do” calendars. Work to
achieve deadlines with self-determination and
self-discipline.

« Maintain a consistent study routine because
doing so eliminates procrastination and estab-
lishes an internal readiness to learn.

xv
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 Recognize that you do not have to be perfect. If
every waking moment is focused on achieving
an “A,” your relationship with family members
and friends will suffer. The key is to find a bal-
ance and accept the fact that you do not have to
have an “A” in every course to become a nurse.

o Capitalize on small moments of time to study by
carrying flashcards, a vocabulary list, or a small
study guide, such as one of the products in the
Notes series by F. A. Davis Publishing Company.

8. Study in small groups. Sharing and listening
increases understanding and allows for correction
of misinformation.

Use Specific Study Strategies to
Maximize Learning

1. Use acronyms, alphabet cues, acrostics, and
mnemonics to help learn information that must be
memorized for future recall.

2. When studying continually, ask yourself “how”
and “why” because the nurse must comprehend
the meaning of the “how” and “why” of informa-
tion. For example, a nurse must know how much
pressure compresses a capillary bed and why this
level of compression will result in a pressure ulcer.
Many questions on nursing examinations require
the nurse to comprehend the how and why when
identifying the correct option in a test question in
terms of what the nurse should do first or next or
what not to do.

3. Relate new information to something you already
know to enhance learning. For example, if you are
learning how to collect a sterile urine specimen
from a urinary retention catheter, identify the
principles that are common to those that you
learned several weeks before about sterile tech-
nique when preparing a medication to be adminis-
tered via a syringe.

4. Identify and study principles that are common
among different nursing interventions because
doing so maximizes the application of information
in patient situations. For example, the principle of
gravity applies when elevating a patient’s legs on
pillows to reduce edema, when holding an enema
solution bag 12 inches above the level of the pa-
tient’s anus to increase the flow of enema solution,
and when raising the head of a patient’s bed to
lower abdominal pressure to facilitate ventilation.

5. Identify and study differences. For example, three
patients may have an increase in blood pressure
for three different reasons, such as obesity, acute
pain stimulating the sympathetic nervous system,
and decreased arterial compliance due to the aging
process.

Use Test-Taking Tips to Maximize
Success on Nursing Examinations

There is no substitute for being over prepared for a test.
However, when you are uncertain of a correct answer,
test-taking tips are strategies you can use to be test wise.
By being test wise, you may be better able to identify what
a question is asking and better able to eliminate one or
more distractors. Your chances of selecting the correct
answer increase when you are able to eliminate distractors
from consideration. For example, when answering a
traditional multiple-choice question that has four answer
options, if you can eliminate one distractor from further
consideration, you increase your chances of selecting the
correct answer to 33 percent. If you are able to eliminate
two distractors from further consideration, you increase
your chances of selecting the correct answer to 50 percent.

Practice using the following test-taking tips to help you
to understand what a question is asking and to eliminate
distractors. Recognize that not all questions lend them-
selves to using test-taking tips. The practice questions in
this textbook identify test-taking tips where applicable to
help you learn how to apply them when answering a
multiple-choice question.

Test-Taking Tips for Multiple-Choice
(One Answer) Item

A traditional multiple-choice item typically presents a
statement (stem) that asks a question. Usually, four state-
ments that are potential answers follow the stem (options);
one of which is the correct answer and three of which are
incorrect answers (distractors). The test-taker must select
the option that is the correct answer to receive credit for
answering a traditional multiple-choice item correctly.
Test-taking tips describe strategies that can be used to
analyze a traditional multiple-choice item and improve a
test-taker’s chances of selecting the correct answer.

Test-taking tip #1: Identify positive polarity
of a stem.

o A stem with positive polarity is asking, “What should
the nurse do when ... ?”

o The correct answer may be based on understanding
what is accurate or comprehending the principle
underlying the correct answer.

o For example, a stem with positive polarity might say,
“Which nursing action should a nurse implement
when a patient who is being ambulated begins to fall?”

o Study tip: Change the stem so that it reflects a negative
focus and then answer the question based on a stem
with negative polarity. For example, “Which action
should a nurse not implement when a patient who is
being ambulated begins to fall?”



Test-taking tip #2: Identify key words in the
stem that indicate negative polarity.

« A stem with negative polarity asks such questions as
what the nurse should not do; what is contraindicated,
unacceptable, or false; or what is the exception.

« Words in a stem that indicate negative polarity in-
clude not, except, never, contraindicated, unacceptable,
avoid, unrelated, violate, and least.

o For example, a negatively worded stem might say,

“Which action violates the principles of sterile technique

when collecting a specimen from a surgical wound?”

Study tip: Change the word that indicates negative po-

larity to a positive word and then answer the question

based on a stem with positive polarity. For example, if

a stem says, “Which action implemented by the nurse

violates a principle of surgical asepsis?” change the

word violates to reflects. You have just changed a stem
with negative polarity to a stem with positive polarity.

Test-taking tip #3: Identify words in the

stem that set a priority.

o The correct answer is something that the nurse should
do first.

« Words in the stem that set a priority include first, best,

main, greatest, most, initial, primary, and priority.

For example, a stem that sets a priority might say,

“What should a nurse do first when administering a

tube feeding to a patient?”

Study tip: After identifying the first step in the proce-

dure for administering a tube feeding to a patient, place

the remaining three steps in order of importance.

Test-taking tip #4: Identify options that are
opposites.

 Options that are opposites generally reflect extremes
on a continuum.

o More often than not, an option that is an opposite is
the correct answer.

o If you are unable to identify the correct answer, select
one of the opposite options.

o Some opposites are easy to identify, such as

hypervolemia and hypovolemia or bradycardia

and tachycardia, whereas others are obscure, such

as bradycardia and rapid pulse rate or flat neck veins

(indicating deficient fluid volume) and bounding

pulse (indicating fluid volume excess).

Study tip: Make flashcards that reflect the clinical

indicator on one side and identify all situations than

can cause that sign or symptom on the other side.

Test-taking tip #5: Identify patient-centered
options.

o Patient-centered options focus on feelings, opportuni-
ties for patients to make choices, and actions that
empower patients or support patient preferences.
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o More often than not, a patient-centered option is the
correct answer.

For example, a patient-centered option might say,
“What spices would you like me to sprinkle on your
food?” or “Do you want to walk after your bath or
after your lunch?” These example options give a
patient an opportunity to make a choice, which sup-
ports independence. A nursing action that supports a
patient’s independence is an example of a patient-
centered option.

Study tip: Compose your own patient-centered options
that would be a correct answer for the scenario pre-
sented in the question. “I would be mad, too, if my food
were cold, but what can I do for you right now to make
it better?,” “How about if I write down the questions
that you have for your doctor so that you don’t forget to
ask them when the doctor makes rounds today?,” or
“Losing a leg can be difficult.”

Test-taking tip #6: Identify options that
deny patients’ feelings, needs, or concerns.

 Options that avoid patients’ feelings, change the sub-
ject, offer false reassurance, or encourage optimism
cut off communication.

Options that deny patients’ feelings, needs, or con-
cerns are always distractors unless the stem has
negative polarity.

For example, an option that says, “You will feel better
tomorrow,” fails to recognize the patient’s concerns
about the pain that the patient is feeling today.

o If a stem with negative polarity says, “What should the
nurse avoid saying when patients express concerns
about the pain they are experiencing?” the option that
says, “You will feel better tomorrow” is the correct
answer. It is important to ensure that you identify the
polarity of the stem.

Study tip: Construct additional options that deny
patients’ feelings, needs, or concerns that relate to
the scenario in the stem, such as, “Cheer up because
things could be worse,” “Don’t worry; I promise that
the pain will be less and less every passing day,” or
“The pain medication you are receiving should be
adequate to relieve your pain.”

Test-taking tip #7: Identify equally
plausible options.

« Equally plausible options are options that are so simi-
lar that one option is no better than the other.

« Equally plausible options can both be deleted from
further consideration.

« For example, one option says “Dyspnea” and another
option says “Difliculty breathing.” These two options
are saying the same thing. One option is no better than
the other; therefore, you can eliminate both from fur-
ther consideration. Another example is if one option



xviii  Introduction

states, “Encourage deep breathing exercises” and
another option states, “Encourage the use of an incen-
tive spirometer 10 times every hour.” Both of these
options present interventions that increase the depth
of respirations. One option is no better than the other;
therefore, you can eliminate both options from further
consideration. By doing so, you increase your chances
of selecting the correct answer to 50 percent.

o Study tip: Construct equally plausible options for the
correct answer and identify equally plausible options
for the options that are distractors.

Test-taking tip #8: Identify options with
specific determiners (absolutes).

o A specific determiner is a word or phrase that indi-
cates no exceptions.

Words that are specific determiners place a limit on a
statement that generally is considered correct.

« Words in options that are specific determiners include
all, none, only, always, and never.

For example, options with a specific determiner might
say, “Use only water when bathing the perineal area”
or “Patients should always be expected to provide their
own care.”

Most of the time, options with specific determiners are
distractors. However, there are some exceptions that
focus on universal truths in nursing, such as interven-
tions that focus on patients as individuals and the use
of standard precautions. For example, “Always believe
what patients report about their pain experience” and
“Never leave a patient’s room without implementing
hand hygiene.”

Study tip: Construct examples of options with specific
determiners so that you are able to recognize when an
option has a specific determiner. Next, identify
whether the option should be deleted or whether the
option is an exception to the rule.

Test-taking tip #9: Identify the unique

option.

o When one option is different from the other three
options that are similar, examine the unique option
carefully.

« More often than not, an option that is unique is the
correct answer.

« For example, if a question is asking you to identify an
expected patient response to a problem and three of
the options identify an increase in something and one
option identifies a decrease in something, examine the
option that identifies the decrease in something be-
cause it is unique.

o Study tip: Construct options that are similar to the
distractors and construct options that are similar to
the unique option. Doing so can help you to distin-
guish among commonalities and differences.

Test-taking tip #10: Identify the global

option.

+ Global options are more broad and wide-ranging than
specific options.

« One or more of the other options might be included

under the umbrella of a global option.

Examine global options carefully because they are

often the correct answer.

For example, a global option might say, “Keep patients

clean and dry” versus a specific option, which might

say, “Wash a patient’s perineal area after toileting.”

Study tip: Construct as many specific options as possi-

ble that could be included under the umbrella of a

global option. Construct as many global options as

possible in relation to the content presented in the

stem. Doing so will increase your ability to identify a

global option.

Test-taking tip #11: Use Maslow’s hierarchy
of needs and the ABCs (Airway, Breathing,
and Circulation) to identify the option that
is the priority.

« This technique is best used when answering a question
that asks what the nurse should do first or which
action is most important.

« Examine each option and identify which level need
according to Maslow is associated with each option.
Identify whether any of the options are associated with
maintaining a patent airway and, if not, examine each
option from the perspective of maintaining breathing
and so on.

o For example, in a question associated with postopera-
tive care, an option that addresses the presence of an
oral airway generally is the priority.

« Study tip: Start by identifying the action that is least
important and work backward toward the option with
the action that is most important. Then identify the
reasoning behind the assigned order. This technique
focuses on the how and why and helps you to clarify
the reasoning underlying your critical thinking. This
technique is often done best when working in a small
study group.

Test-taking tip #12: Identify duplicate facts
in options.

« Some options contain two or more facts. The more
facts that are contained in an option, the greater your
chances of selecting the correct answer.

« If you identify an incorrect fact, eliminate all options
that contain the incorrect fact. After you eliminate
options that you know are incorrect, move on and
identify a fact(s) that you know is correct. Focus on
the options that contain at least one fact that you
know is correct.



o By eliminating options, you increase your chances of
selecting the correct answer. By the process of elimina-
tion, you may even arrive at the correct answer even
when unsure of all the facts in the correct answer.

o Study tip: Identify all the correct facts that you can
that are associated with what the question is asking.

Test-taking tip #13: Practice test-taking tips.
o Practicing test taking is an effective way to achieve five
outcomes.

1. You can desensitize yourself to the discomfort or
fear that you might feel in a testing situation.

2. You can increase your stamina if you gradually
increase the time that you spend practicing test taking
to 2 to 3 hours. This practice will enable you to con-
centrate more effectively for a longer period of time.

3. You will learn how to better manage your time
during a test so that you have adequate time to
answer all the questions.

4. You will increase your learning when studying the
rationales for the right and wrong answers. Also,
by practicing the application of test-taking tech-
niques and employing the study tips presented, you
will learn how to maximize your learning associ-
ated with each test-taking tip.

5. You will become more astute in determining what
a question is asking and better able to identify
when a test-taking tip might help you eliminate a
distractor and focus on an option that might be the
correct answer. Remember the old adage—practice
makes perfect!!

Test-taking tip #14: Use multiple test-taking
techniques when examining test questions
and options.

« If using one test-taking technique to analyze a ques-
tion is beneficial, think how much more beneficial it
would be to use two or more test-taking techniques to
analyze a question.

Examine the stem first for a test-taking technique. For

example, ask yourself, “Does the stem have negative

polarity?” or “Is the stem setting a priority?”

o Next, examine the options. For example, ask yourself,
“Do any of the options contain a specific determiner?”
or “Is there a global option?” or “Is there a patient-
centered option?”

o By using more than one test-taking tip, you can usually
increase your success in selecting the correct answer.

Test-Taking Tips for Alternate-Format
Items
Alternate-format items are purported by the National

Council of State Boards of Nursing to evaluate some
nursing knowledge more readily and authentically than
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possible with traditional multiple-choice items. To accom-
plish this, an alternate-format item does not construct a
question with the same organization as a multiple-choice
item. Each type of alternate-format item presents infor-
mation along with a question using a distinctive format
and requires the test-taker to answer the item in a unique
manner. Some alternate format items use multimedia
approaches, such as charts, tables, graphics, sound, and
video. Understanding the composition of alternate-format
items and strategies to analyze these items can increase
your chances of selecting the correct answer.
1. Multiple-Response Item
« A multiple-response item presents a stem that
asks a question.

o It presents five or six options as potential answers.
The test-taker must identify all (2 or more) cor-
rect answers to the question posed in the stem.
o When answering a multiple-response item on a
computer each option is preceded by a circle. The
test-taker must place the cursor in the circle and
click the mouse to select the desired answers.
Test-taking tip: Before looking at the options,
quickly review information you know about the
topic. Then compare what you know against the
options presented. Another approach is to elimi-
nate one or two options that you know are
wrong; identify one option you know is correct;
then eliminate another one or two options that
you know are wrong. Finally, you should iden-
tify all the options you believe are correct. To do
this, you can use some of the test-taking tips that
apply to traditional multiple-choice questions,
such as identifying options that are opposites;
identifying patient-centered options; identifying
options that deny patients’ feelings, needs, or
concerns; and identifying options with specific
determiners (absolutes) to either eliminate op-
tions or to focus on potential correct answers.
2. Drag-and-Drop (Ordered Response) Item

o A dragand drop item makes a statement or
presents a situation and then asks the test-taker
to prioritize five or six options.

o The item may ask the test-taker to indicate the
order in which nursing interventions should be
performed, the order of importance of concerns,
or actual steps in a procedure.

 To be considered a correct answer, the test-taker
must place all of the options in the correct order.

o When answering a drag and drop item on a
computer, the test-taker may highlight and click
on the option or actually drag the option from
the left side of the screen to a box on the right
side of the screen. When practicing a drag and
drop item in a textbook the text-taker can only
indicate the priority order by listing the options
in order by number.
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o Test-taking tip: Use the ABCs (Airway, Breath-
ing, and Circulation), Maslow’s hierarchy of
needs, and the nursing process to help focus
your ordering of options. Identify the option
that you consider to be the priority option; iden-
tify the option that you consider to be the least
important option; then, from the remaining
options, select the next priority option and the
least priority option. Keep progressing along this
same line of thinking until all the options have
received a placement on the priority list.

3. Fill-in-the-Blank Calculation Item

o A fill-in-the-blank calculation item presents
information and then asks the test-taker a
question that requires the manipulation or
interpretation of numbers.

Computing a medication dosage, intake and
output, or the amount of I'V fluid to be adminis-
tered are examples of fill-in-the-blank calculation
items.

The test-taker must answer the item with either
a whole number or within a specified number of
decimal points as requested by the item.
Test-taking tip: Before answering a question, re-
call the memorized equivalents or formula that
is required to answer the item; then perform a
calculation to answer the item.

4. Hot-Spot Item

A hot-spot item presents an illustration or
photograph and asks a question.

The test-taker must identify a location on the
visual image presented to answer the question.
The answer must mirror the correct answer
exactly to be considered a correct answer.

When answering a hot-spot item on a computer
the test-taker uses a mouse, places the cursor on
the desired location, and left clicks the mouse.
These actions place an X on the desired location
to answer the question. When answering a hot-
spot item in a text book the test-taker is asked to
either place an X on the desired location or
identify an option indicated by an a, b, ¢, or d
label presented in the illustration or photograph.
Test-taking tip: Read and reread the item to
ensure that you understand what the item is ask-
ing. When attempting to answer a question that
involves anatomy and physiology, close your
eyes and picture in your mind the significant
structures and recall their functions before
answering the item.

5. Exhibit Item

o An exhibit item presents a scenario, usually a
patient situation.

o The test-taker is then presented with a statement
that asks a question.

6.

o The test-taker must access information from a
variety of sources. The information must be
analyzed to determine its significance in rela-
tion to the question being asked to arrive at
an answer.

o These items require the highest level of critical
thinking (analysis and synthesis).

« When answering an exhibit item on a computer
each option is preceded by a circle. The test-
taker must place the cursor in the circle and
click the mouse to select the desired answers.

o Test-taking tip: Identify exactly what the item is
asking. Access the collected data and dissect, ana-
lyze, and compare and contrast the data collected
in relation to what you know and understand in
relation to what the item is asking.

Graphic Item

o A graphic item presents a question with several
options that are illustrations, pictures, photo-
graphs, charts, or graphs rather than text.

o The test-taker must select the option with the
illustration that answers the question.

« When answering a graphic item on a computer
each option is preceded by a circle. The test-
taker must place the cursor in the circle and
click the mouse to select the desired answer.
When answering a graphic item in a textbook
the test-taker is presented with an illustration
and must select one answer from among several
options or the test-taker is asked a question and
must select one answer from among several
options, each having an illustration.

o Test-taking tip: When reading your textbook or
other resource material visual images are pre-
sented to support written content. “A picture is
worth a thousand words.” Examine these images
in relation to the content presented to reinforce
your learning. Often times similar illustrations
may be used in either hot-spot or graphic alter-
nate test items.

7. Audio Item

o An audio item presents an audio clip that must

be accessed through a head set. After listening
to the audio clip the test-taker must select the
answer from among the options presented.

o When answering an audio item on a computer

each option is preceded by a circle. The test-
taker must place the cursor in the circle and
click the mouse to select the desired answer.

« Test-taking tip: Listen to educational resources

that provide audio clips of sounds that the nurse
must be able to identify such as breath, heart,
and bowel sounds. Engage in learning experi-
ences using simulation manikins available in
the on-campus nursing laboratory. When in the



clinical area use every opportunity to assess these
sounds when completing a physical assessment
of assigned patients. For additional resources
access audio clips at wwwDavisPlus.com.

NCLEX-RN Test Plan and
Classification of Questions

The National Council Licensure Examinations for
Registered Nurses (NCLEX-RN) and for Licensed Prac-
tical/Vocational Nurses (NCLEX-PN) Test Plans (2013)
primarily were designed to facilitate the classification of
examination items and guide candidates preparing for
the these examinations. These test plans were developed
to ensure the formation of tests that measure the com-
petencies required to perform safe, effective nursing
care as newly licensed, entry-level registered nurses or
licensed practical/vocational nurses. They are revised
every 3 years after an analysis of the activities of
practicing nurses, input from experts on the NCLEX
Examination Committees, and National Council of State
Board of Nursing’s content staff and member boards of
nursing to ensure that the test plans are relevant and
consistent with state nurse practice acts. The detailed
test plans for the NCLEX-RN and NCLEX-PN differ
due to differences in the scope of practice for these
professions. Each of these test plans can be found on the
National Council of State Board of Nursing’s Web site at
www.ncsbn.org/nclex.htm.

Fundamentals of Nursing: Content Review Plus
Practice Questions utilizes the NCLEX-RN Test Plan
categories to analyze every question. This book contains
more than 1,000 questions. The majority of the ques-
tions appear in the chapters that reflect the content in
the question. In addition, there is a final examination
in Unit 5 and two comprehensive examinations on
davisplus.fadavis.com. Each question has the rationales
for the correct and incorrect answers; offers a test-taking
tip, if applicable; and is classified according to the
following categories.

Integrated Processes Categories

Integrated processes are the basic factors essential to the

practice of nursing, which are the nursing process, caring,

communication and documentation, and teaching and

learning. Because the nursing process provides a format for

critical thinking, it is included for each question. Caring,

communication and documentation, and teaching and

learning are included when the intent of the question

addresses one or more of these factors.

Nursing Process

o Assessment: Nursing care that collects objective and
subjective data from primary and secondary sources.

o Analysis: Nursing care that groups significant data,
interprets data, and comes to conclusions.
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Planning: Nursing care that sets goals, objectives, and
outcomes; prioritizes interventions; and performs
calculations.

o Implementation: Nursing care that follows a regimen
of care prescribed by a primary health-care provider,
such as administration of fluids, medications, and pro-
cedures, as well as performs nursing care within the
legal scope of the nursing profession.

o Evaluation: Nursing care that identifies a patient’s
responses to medical and nursing interventions.

Caring

Nursing care that provides support, encouragement,

empathy, concern, hope, and compassion to patients and

significant others.

Communication and Documentation

Nursing care that reflects verbal and nonverbal interac-

tions between the nurse and the patient, significant others,

and members of the health team as well as documentation
on a patient’s clinical record that adheres to legal and
ethical standards.

Teaching and Learning

Nursing actions that facilitate the acquisition of knowl-

edge, skills, or attitudes by patients, family members,

significant others, or staff members. The outcome of these
interventions should promote a change in behavior.

Client Need Categories

Client needs reflect activities most commonly performed
by entry-level nurses.

Safe and Effective Care Environment

o Management of Care: Nursing care that provides or
directs the delivery of nursing activities to clients,
significant others, and other health-care personnel.
Management of care items account for 17 to 23 per-
cent of the items on the NCLEX-RN examination.
Safety and Infection Control: Nursing care that
protects patients, significant others, and health-

care personnel from health and environmental
hazards. Safety and infection control items account
for 9 to 15 percent of the items on the NCLEX-RN
examination.

Health Promotion and Maintenance

Nursing care to assist patients and significant others
to prevent or detect health problems and achieve optimum
health, particularly in relation to their developmental
level. Health promotion and maintenance items account
for 6 to 12 percent of the items on the NCLEX-RN
examination.

Psychosocial Integrity

Nursing care that supports and promotes the emotional,
mental, and social well-being of patients and significant
others as well as those with acute or chronic mental
health problems. Psychosocial integrity items account
for 6 to 12 percent of the items on the NCLEX-RN
examination.
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Physiological Integrity

o Basic Care and Comfort: Nursing care that provides
support during the performance of the activities of
daily living, such as hygiene, rest, sleep, mobility, elim-
ination, hydration, and nutrition. Basic care and com-
fort items account for 6 to 12 percent of the items on
the NCLEX-RN examination.

o Pharmacological and Parenteral Therapies: Nursing
care related to the administration of medication, intra-
venous fluids, and blood and blood products. Pharma-
cological and parenteral therapies items account for
12 to 18 percent of the items on the NCLEX-RN
examination.

o Reduction of Risk Potential: Nursing care that limits
the development of complications associated with
health problems, treatments, or procedures. Reduction
of risk potential items account for 9 to15 percent of
the items on the NCLEX-RN examination.

o Physiological Adaptation: Nursing care that meets the
needs of patients with acute, chronic, or life-threatening
physical health problems. Physiological adaptation
items account for 11 to 17 percent of the items on the
NCLEX-RN examination.

Cognitive Level Categories

This category reflects the thinking processes necessary to
answer a question.

Knowledge

Information must be recalled from memory, such as facts,
terminology, principles, and generalizations.
Comprehension

Information, as well as the implications and potential con-
sequences of information identified, must be understood,
interpreted, and paraphrased or summarized.
Application

Information must be identified, manipulated, or used in
a situation, including mathematical calculations.
Analysis

A variety of information must be interpreted, requiring
the identification of commonalities, differences, and in-
terrelationship among the data.

Content Area Categories

Content area categories are not part of the NCLEX-RN
Test Plan. These categories were added to indicate the
name of the chapter in which the content being tested in
the question can be found in this textbook.









Theory-Based
Nursing Care

KEY TERMS

Adaptation—Change that occurs in response to a stimulus
(stressor).

Adaptive capacity—Physiological and/or psychological
ability of a person to reestablish or sustain equilibrium.

Framework—Broad, philosophical approach to a concept
or idea.

Health—As defined by the World Health Organization,
“A state of complete physical, mental, and social
well-being, and not merely the absence of disease
or infirmity.”

Health belief—Concept about health that a person
considers or accepts as accurate.

Illness—A state in which a person’s status (e.g., physical,
emotional, spiritual, developmental, intellectual,
social) is diminished or impaired.

Nursing practice is based on a foundation of information
that is viewed, organized, and utilized based on profes-
sional and personal influences. A nurse’s knowledge base
includes theories, models, frameworks, and a philosophy
of nursing. Personal influences impact on both the patient
and nurse and include such components as values, health
beliefs, stress, and the ability to respond to stress.
A. Theory
1. Organized set of ideas and concepts that assists
one to find meaning in experiences, organize
thinking around a concept or idea, and develop
new insight.

2. Way of viewing, describing, predicting, and con-
trolling phenomena.

Definitions Related to Theory-Based
Nursing Care

Model—Symbolic representation of a concept
or framework.

Philosophy—Culturally determined system of beliefs,
concepts, theories, or convictions.

Stress/stressor—Stimulus that causes a change in an
individual.

Theory—Organized set of ideas and concepts that
assists one to find meaning in experiences.

Value—Something that a person holds in high regard.

Wellness—“A way of life oriented toward optimal
health and well-being in which body, mind, and
spirit are integrated by the individual to live more
fully within the human and natural community,”
according to Myers, Sweeney, and Witmer (2000).

B. Model
1. Symbolic representation of a concept or
framework.
2. Can be described in words or an illustration.
. Framework
1. Broad, philosophical approach to a concept or
idea.
2. Usually presented in an outline format.
. Value
1. Something that a person holds in high regard.
2. Influenced by family, religion, school, and govern-
mental traditions.
3. Influences the formation of beliefs and attitudes.
E. Health Belief
1. Concept about health that a person considers or
accepts as accurate.
2. Influenced by social, cultural, and spiritual values.
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F. Philosophy

1. Culturally determined system of beliefs, concepts,
theories, or convictions.

2. Influences one’s health practices (e.g., Jehovah’s
Witnesses do not accept blood transfusions, and
Catholics do not accept abortion).

G. Stress/Stressor

1. Any physical, physiological, or psychological agent
or condition that can cause imbalance in the body.

2. Can be internal (e.g., disease, anxiety, fear) or
external (e.g., heat or cold, death of a loved one,
an accident).

3. Can be positive (e.g., wedding ceremony, promo-
tion at work) or negative (e.g., loss of a job, death
of a loved one).

4. Types of stressors.

. Situational: Illness, accident, natural disaster.

. Developmental: Puberty, retirement, menopause.

. Physiologic: Genetic errors, vitamin deficiencies.

. Chemical: Medications, acids, bases.

. Physical: Incision, noise, extremes of environ-
mental temperature, blunt trauma.

. Microbiological: Bacteria, viruses, fungi.

g. Psychosociocultural: Excessive expectations
regarding work, financial status, family
dynamics.

H. Adaptation

1. Change that occurs in response to a stimulus
(stressor).

2. Results from an ongoing effort to sustain internal
and external balance.

3. Involves activation of voluntary and involuntary
coping mechanisms to manage a stressor.

I. Adaptive Capacity

1. Physiological capability of a person to reestablish
or sustain equilibrium.

2. Psychological capability of a person to reestablish
or sustain equilibrium.
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m Theories of Nursing

Nursing theories identify and describe interrelated con-
cepts that influence the practice of nursing. They provide
a knowledge base that is broadly applicable to the variety
of situations confronted by nurses. Each theory is unique,
but they all include the patient as the focus of the theory.
A. Care Deficit Theory of Nursing—Dorothea Orem
1. Self-care is a purposeful learned behavior in
response to a need.
2. Four concepts.
a. Self-care: Self-initiated activities that a person
performs to maintain life, health, and well-being.
b. Self-care agency: An individual’s ability to
engage in self-care based on developmental
level, experiences, and available resources.

c. Therapeutic self-care demand: Comprehensive
self-care actions required to meet personal self-
care requisites.

d. Self-care requisites: Actions directed to meeting
universal needs common to all people, such
as air, water, food, elimination, activity, rest,
solitude/social interactions, safety, and
promotion of human function.

3. Nursing implications.

a. Promotes nursing care, such as acting, doing
for, guiding, teaching, supporting, and provid-
ing a supportive milieu that increases patients’
self-care abilities.

b. Increases patients’ self-care activities to maintain
life, health, and well-being.

. Cultural Care Diversity and Universality Theory—

Madeleine Leininger
1. Transcultural care is a central and uniting feature
of nursing.
2. Focuses on cultural care that addresses
a. Preservation: Activities that help a patient
maintain health.
b. Accommodation: Activities that promote ways
a patient adapts to and negotiates adjustments
to health.
c. Repatterning: Activities that help a patient
reconstruct life patterns to promote health.
3. Nursing implications.
a. Requires nurses to view nursing as a transcul-
tural care profession.
b. Requires nurses to provide culture-specific care
that assists patients to achieve and maintain
health.

. Human Caring Theory—Jean Watson

1. Care should be based on values of concern, kind-
ness, love of self and others, and respect for the
spiritual domain.

2. Explains that nursing is an interpersonal process.

3. Ten factors: The first three factors relate to the
science of caring, and the rest relate to a focus of
nursing practice.

. Forming values.

. Instilling faith and hope.

. Cultivating sensitivity to self and others.

. Developing a helping-trusting relationship.

. Promoting and accepting expression of positive

and negative feelings.

. Using problem-solving for caring processes.

g. Promoting transpersonal teaching and
learning.

h. Providing supportive, protective, or corrective
mental, physical, sociocultural, and spiritual
environments.

i. Assisting with meeting needs while preserving
dignity and wholeness.
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j. Being open to dimensions of caring and healing
that cannot be scientifically explained.

4. Nursing implications.

a. Supports caring as the basis of all nursing
interventions and differentiates nursing from
medicine, which is more concerned with
curing.

b. Encourages nurses to treat patients with care,
respect, and dignity so that patients feel
accepted, supported, and protected.

D. Adaptation Model—Sister Callista Roy

1. A biopsychosocial adaptive system.

2. Involves a feedback cycle of input and output of
stimuli.

3. Pronounces that a person modifies and integrates
human and environmental components to achieve
adaptation that supports survival, continuity, and
growth.

4. Holds that people respond in four modes.

a. Physiologic: Relates to basic physiological
issues (e.g., oxygenation, exercise, nutrition,
elimination, fluid and electrolyte balance, and
temperature regulation).

b. Self-concept: Relates to the physical self (e.g.,
threats to bodily functions) or personal self
(e.g., anxiety, guilt, and distress responses to
physical or emotional stressors).

c. Role function: Relates to a patient’s ability to
adapt to physical and emotional stressors to
maintain personal life roles.

d. Interdependence: Relates to issues that interrupt
a patient’s ability to maintain significant
relationships.

5. Nursing implications.

a. Promotes patient adaptations in each of the
four modes.

b. Supports teaching about ways to alter internal
and external environments to facilitate
adaptations.

c. Supports specific nursing care when adaptations
are ineffective.

E. Functional Health Patterns—Marjory Gordon

1. Framework for organizing data.

2. Eleven health patterns.

. Health perception-health management.
. Nutritional-metabolic.
. Elimination.

. Activity-exercise.
Sleep-rest.

. Cognitive-perceptual.

. Self-perception.

. Role-relationship.

. Sexuality-reproductive.
Coping-stress tolerance.
. Value-belief.

e = 00 00 a0 T
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3. Nursing implications.

a. Facilitates the collection and organization of data.

b. Promotes identification of interrelated informa-
tion that assists nurses to determine patients’
health needs and appropriate nursing care.

F. Science of Unitary Human Beings—Martha Rogers
1. Abstract theory focusing on a person as a cohesive
whole, with a dynamic energy field that constantly
interacts with environmental energy fields.
2. Fields are characterized by a pattern, universe of
open systems, and dimensionality.
3. Nursing implications.

a. Encourages nurses to focus on a person’s
wholeness.

b. Promotes interventions based on interaction
between human and environmental energy fields,
such as therapeutic touch and direct/redirect
patterns of interaction to increase achievement
of health.

c. Attempts to maintain an environment free
from negative energy.

Theoretical Foundations Related to
Concepts of Health, Wellness, and Illness

Health, wellness, and illness are terms used by people to
reflect how they feel physically and/or emotionally. These
terms, although used universally, are highly individual-
ized, subjective, and influenced by a variety of factors. The-
ories have been developed to facilitate an understanding
of the concepts and relationships between health, wellness,
and illness.

A. Definition of Health

1. Is highly personal and subjective and is based on
one’s individual perception.

2. “A state of complete physical, mental, and social
well-being and not merely the absence of disease
or infirmity,” according to the World Health
Organization.

3. “A dynamic state of being in which the develop-
mental and behavioral potential of an individual is
realized to the fullest extent possible,” according to
the American Nurses Association (1980).

4. “An experience that is often expressed in terms
of wellness and illness, and may occur in the
presence or absence of disease or injury,”
according to the American Nurses Association
(2004).

B. Definition of Wellness

1. “A way of life oriented toward optimal health and
well-being in which body, mind, and spirit are
integrated by the individual to live more fully
within the human and natural community,”
according to Myers, Sweeney, and Witmer
(2000).
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C. Definition of Illness

1. A state in which a person’s status (e.g., physical,
emotional, spiritual, developmental, intellectual,
social) is diminished or impaired.

2. Not a disease but rather a response to a disease.

D. Health-Illness Continuum (Fig. 1.1)

1. Health is viewed along a continuum, with no dis-
tinct boundaries, that ranges from an excellent
level of health to serious illness.

2. Placement on the continuum is determined by a
person’s self-perception and the perceptions of
others; perceptions are influenced by many factors.

3. Placement on the continuum is dynamic and may
change daily.

4. Nursing implications.

a. Requires nurses to explore their own perceptions about
health and illness and not impose them on patients.

b. Assists nurses to identify where patients place
themselves on the health-illness continuum
because patients’ health beliefs influence
nursing care.

E. High-Level Wellness Grid—H. L. Dunn (Fig. 1.2)

1. Allows a patient’s status to be plotted along an axis
from peak wellness to death and against an inter-
secting axis from a very favorable environment
to a very unfavorable environment.

2. Based on the intersection of the two axes, four
quadrants of health and wellness are formed.

a. Protected poor health (very favorable
environment).

b. Poor health (very unfavorable environment).

10 Excellent health

1 Gravely ill

Fig 1.1 Health-illness continuum. (From Wilkinson and Treas
[2011]. Fundamentals of Nursing, Vol. 1, 2nd ed. Philadelphia: F.A.
Davis Company, with permission.)

Very favorable
environment
Protected poor health
(in favorable environment,
e.g., through social and
cultural institutions)

High-level wellness
(in favorable
environment)

[EIUSWIUOIIAUT —=

Death —~€—Health TAxis —>» Peak wellness

SIXY

Poor health
(in unfavorable
environment)

Emergent high-level
wellness (in unfavor-
able environment)

Very unfavorable
environment

Fig 1.2 High-level wellness grid. (From U.S. Department of
Health, Education, and Welfare. Public Health Service. National
Office of Vital Statistics.)

c. High-level wellness (very favorable
environment).

d. Emergent high-level wellness (very unfavor-
able environment).

3. Examples of environments.

a. Favorable: Health insurance to pay for health
services; supportive, caring family members;
clean, uncrowded home environment.

b. Unfavorable: Indigence or poverty; role respon-
sibilities that interfere with health-seeking
behaviors; lack of family; dirty, crowded home
environment.

4. Nursing implications.

a. Allows nurses to identify environmental factors
that influence a patient’s level of wellness.

b. Facilitates prediction of whether patients’
health will likely improve or decline on the
basis of support or lack of support within the
environment.

F. Wellness Model—Anspaugh, Hamrick, and Rosato
1. To achieve health and wellness, a patient must
deal with features and dynamics within each of
seven components of wellness.

a. Physical.

b. Social.

c. Emotional.

d. Intellectual.

e. Spiritual.

f. Occupational.
g. Environmental.



2. Wellness requires working on all components of
the model.

3. Nursing implications.

a. Requires nurses to assess patients from seven
perspectives.

b. Facilitates a holistic approach to caring for
patients because all components of wellness
must be addressed.

. Health Belief Model—Becker and Maiman;

Rosenstock

1. Addresses the relationship between an individual’s
beliefs and behaviors.

2. Three components.

a. Individual’s perception of susceptibility to
illness.

b. Individual’s perception of the seriousness of
the illness.

c. Individual’s potential for action, which depends
on benefits and barriers to taking action.

3. Nursing implications.

a. Facilitates an understanding of patient behaviors.

b. Provides a prediction of how patients might
behave.

c. Provides a basis for patient teaching.

. Role Performance Model

1. Recognizes that all people generally fulfill a num-
ber of societal roles, such as parent, daughter or
son, friend, and employee.

2. People who are able to fulfill their roles are consid-
ered healthy even though they may have an illness
or disability.

3. Implies that people are unhealthy if they are
unable to fulfill their roles.

4. Nursing implications.

a. Requires nurses to explore patient perceptions
about role performance versus the sick role to
help plan and implement nursing care.

b. Obligates nurses to foster independence when
caring for patients who define their level of
health by their ability to provide self-care.

. Clinical or Medical Model

1. Interpretation of health is based on the presence
or absence of signs and symptoms of illness, dis-
ease, or injury; a narrow interpretation of health.

2. A person is considered either healthy or sick; there
is no continuum.

3. The model is based on the perception that a
person is a physiological system with associated
functions.

4. Nursing implications.

a. Focuses on making nursing assessments in the
physiological realm.

b. Requires nurses to explore domains other than
the physiological realm because this theory has
a narrow interpretation of health.
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|AYA Theoretical Foundations of Nursing

Practice

Nursing practice is an art and science that bases nursing
care on information from a variety of disciplines (such
as physical, social, and natural sciences) and related con-
ceptual frameworks. A conceptual framework presents
related ideas, statements, and concepts that address their
significant interrelationships, providing an organized
perspective to complex situations and problems. Theo-
ries that influence the discipline of nursing include those
that present a framework reflective of growth and devel-
opment, psychosocial issues, human needs, and death
and dying.

A. Hierarchy of Basic Human Needs Model—Abraham

Maslow (Fig. 1.3)
1. Human needs are arranged in a hierarchy of
importance.

a. Physiologic: Includes basic needs essential to
maintain life (e.g., air, water, food, elimination,
rest, sleep, sex, and activity).

b. Safety and security: Includes the need to be
physically and emotionally protected from
injury (e.g., performing hand hygiene, sterile
technique, effective mobility, and activities
that promote trust; ensuring that the call bell
is within the patient’s reach, wheels are locked
on equipment, and the bed is maintained
in the lowest position; and explaining care
before initiation).

¢. Love and belonging: Includes the need to give
and receive love and acceptance and have a

SELF-
ACTUALIZATION
(The individual
possesses a
feeling of self-
fulfillment and
the realization
of his or her
highest potential.)

SELF-ESTEEM
ESTEEM-OF-OTHERS
(The individual seeks self-respect
and respect from others, works to
achieve success and recognition in
work, and desires prestige from
accomplishments.)

LOVE AND BELONGING

(Needs are for giving and receiving of
affection, companionship, satisfactory
interpersonal relationships, and
identification with a group.)

SAFETY AND SECURITY
(Needs at this level are for avoiding harm, maintaining
comfort, order, structure, physical safety, freedom from
fear, and protection.)

PHYSIOLOGICAL NEEDS
(Basic fundamental needs include food, water, air, sleep, exercise,
elimination, shelter, and sexual expression.)

Fig 1.3 Maslow’s hierarchy of basic human needs.
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significant connection to family members,
friends, and the community (e.g., treating
patients with respect, ensuring privacy, and
involving family members in care when
appropriate).

d. Self-esteem: Includes the need to have a positive
self-regard, feel appreciated, and be independent
and confident (e.g., encouraging independence,
facilitating attainment of realistic goals, support-
ing roles, and accepting patients’ values and
beliefs).

e. Self-actualization: Includes the need to achieve
the highest potential within abilities (e.g.,
accepting patients as unique individuals, focus-
ing on strengths, supporting hope, and teaching
patients to be proactive in reaching their own
potential).

2. Human needs motivate behavior.

3. Lower level needs must be met to some degree
before higher levels needs are met.

B. Theory of Psychosocial Development—Erik Erikson

1. Theory based on interrelationships between
emotional and physical variables rather than
psychosexual stages.

2. Individuals at various stages of development

cope with conflicts that may have a favorable or

unfavorable outcome.

3. Extent of resolution of preceding stage influences
subsequent stages.
4. Eight stages (Table 1.1).

MAKING THE CONNECTION

Maslow’s Hierarchy and Nursing Implications
According to Maslow, human needs are arranged in a
hierarchy of importance. Basic needs must be met to
maintain life; then other needs emerge as previous
needs begin to be met. Nurses can use this hierarchy to
help identify patient needs and prioritize care. Patient
needs must be considered within the context of a
patient’s developmental level (related to theories by
researchers such as Erikson, Piaget, and Havighurst)
because certain needs become more dominant at
different stages of development (e.g., adolescents
concerned about peer acceptance may place a higher
importance on self-esteem needs). A patient’s unique
status (related to theories by researchers such as Roy;
Gordon; and Anspaugh, Hamrick, and Rosato) must also
be considered because personal factors can become
more dominant when people are coping with illness
(e.g., a woman who had a mastectomy might be more
concerned about love and belonging needs or self-
esteem needs than physiological needs).

5. Nursing implications.
a. Helps nurses understand human behavior.
b. Helps nurses identify patients’ stages of devel-
opment and extent of task achievement.
c. Helps nurses assist patients to develop coping
skills associated with each task.

Erikson’s Stages of Psychosocial Development

Signs of Successful

Behaviors That Support

Signs of Unsuccessful Behaviors That Precipitate

Stage Achievement Achievement Achievement Unsuccessful Achievement
Trust versus « Develops trust in * Basic needs are met » Mistrusts others « Basic needs are not met.
mistrust others consistently. e Withdraws e Impersonal and detached
Birth to * |s optimistic  Supportive and * Is estranged from care is provided.
18 months affectionate care is others

received.
Autonomy e Is independent within e Choices are allowed. * Has unnecessary « Overprotection occurs.
versus shame abilities « Ability to succeed or dependence e Limited choices are offered.
and doubt  Develops self-control safely fail through « Exhibits compulsive » Shaming or insulting occurs.
18 months to e Increases self-restraint experiences is allowed. self-restraint  Excessive criticism is
3 years e Appropriate praise and * Has feelings of received.

encouragement are inadequacy e Harsh punishment is

provided. e Is willful imposed.

e Is defiant
Initiative  Seeks new experiences ¢ Accomplishments are e Is frustrated e Creativity is limited.
versus guilt * Is resourceful recognized. e Is hesitant to attempt ¢ Experimentation with new
3 to 5 years * Increases ability to  Creative activities are new or challenging roles is discouraged.
provide basic self-care encouraged and skills  Imagination and fantasy
« Develops direction supported. e Lacks self-confidence are stifled.
and purpose » Questions are answered. e s pessimistic e Behavior is consistently

Fears doing wrong labeled as “bad”

Blames self or feels
guilty
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Erikson’s Stages of Psychosocial Development—cont'd

Stage

Industry
versus
inferiority

6 to 12 years

Signs of Successful
Achievement

* Is eager to learn new
skills

Thrives on realistic
praise for
accomplishments
Develops a sense of
competency

« Develops social skills

Behaviors That Support
Achievement

Participation in activities
that can be attained
successfully within
abilities is allowed.
Realistic recognition
for accomplishments
is given.

Signs of Unsuccessful
Achievement

* Has feelings of
inadequacy
Withdraws from
peers and school

Behaviors That Precipitate

Unsuccessful Achievement

Unrealistic expectations
of the child are imposed
by others.

Unwarranted or harsh
punishments are imposed.

Identity versus
role confusion

12 to 20 years

Explores various roles
Plans activities based
on abilities

Integrates childhood
experiences into a
coherent sense of self
or personal identity
Develops devotion
and fidelity to others,
especially peers

Assistance is provided
with decision making.
Encouragement to
participate in family,
school, and commu-
nity endeavors is given.
Socially responsible
behavior is supported.

Has feelings of
uncertainty about
self

Is indecisive

Has difficulty
making realistic
plans

Limited opportunities
for decision making are
offered.

Lack of interest or
criticism by significant
others in adolescent’s
activities or plans for the
future.

Intimacy versus

* Develops meaningful

Relationships with

» Has impersonal

Relationships are criticized.

isolation relationships with others are supported. relationships « Disinterest in career goals
18 to 25 years friends « Exploration of career * Is unable to develop by significant others.
* Develops an intimate goals are encouraged an intimate
relationship with and supported. relationship with
another person another person
 Develops a ¢ Fears commitment
commitment to to work or career
work or career goal goals
e Feels isolated and
rejected
Generativity e Becomes a productive ¢ Emotional support is * Is self-indulgent » Emotional support is
versus member of society provided. e Lacks interests lacking.
stagnation e Performs activities  Activities, such as e Is unable to pro- « Recognition and praise
25 to 65 years that promote the volunteerism, are mote the growth of for accomplishments is

growth of others,
particularly those in
the next generation
Establishes a family
Engages satisfactorily
in an occupation

supported.

others, particularly
those in the next
generation
Regresses to an
earlier level of
coping

lacking.

Integrity versus
despair

65 years to
death

Views life as
meaningful

Feels respected by
others

Respects self

Review of life
experiences is
encouraged and
supported.

¢ Acceptance,
appreciation, and
respect are given
by others.

» Has sense of loss
and regret

 Views life as
meaningless

 Has inability to
adjust to changes
associated with
aging (e.g., physical
changes, retirement)

Achievement of goals
does not occur.

Loss of a relationship with
significant others occurs
through isolation or death.
Multiple physical and/or
emotional problems
occur.

C. Theory of Cognitive Development—]Jean Piaget
1. Thinking and reasoning develop through exposure
to new experiences.
2. Four phases.
a. Sensorimotor: Birth to 24 months; character-
ized by cognition, primarily through the

senses and ability to process information on
the physiological or emotional level.

. Preoperational: 2 to 7 years of age;

characterized by an increasing ability to
connect cognitively through language and

actions.
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c. Concrete operations: 7 to 11 years of age; char-
acterized by an increasing ability to organize
information and use logical thought, ability to
solve concrete problems, and less egocentricity.

d. Formal operations: 11 to 15 years of age; charac-
terized by use of abstract thinking and deductive
reasoning and ability to examine alternatives.

3. Movement through phases is based on inherited
intellect and environmental impact.

4. Each phase developed through
a. Adaptation: Ability to adjust to and interact

with the environment.

b. Assimilation: Inclusion of new experiences and
information within one’s knowledge.

¢. Accommodation: Change in one’s knowledge
as a result of processing new experiences and
information.

5. Nursing implications.

a. Allows nurses to design nursing care, teaching
plans, and activities that are appropriate for a
child’s developmental level.

b. Helps nurses identify a child’s developmental
level and determine how far ahead to prepare
the child for a procedure.

. Developmental Stages and Tasks—Robert

Havighurst

1. Each stage has a task requiring mastery.

2. Mastery of preceding tasks is essential for mastery
of future tasks.

3. Six stages.

a. Infancy and early childhood: Birth to 6 years

of age.

. Middle childhood: 6 to 13 years of age.

. Adolescence: 13 to 18 years of age.

. Early adulthood: 19 to 30 years of age.

. Middle adulthood: 30 to 60 years of age.

. Later maturity: 60 years of age and older.

4. Nursing implications.

a. Provides guidelines for supporting and evaluat-
ing task achievement.

b. Facilitates identification of lack of task achieve-
ment, which requires interventions.

. Psychoanalytic Theory—Sigmund Freud

1. Childhood experiences form unconscious motiva-
tion for behavior.

2. The basis of the theory is the development of
balance between pleasure-seeking instincts and
the standards of society.

3. Sexual energy is centered in body parts at
different ages.

a. Oral: Birth to 12-18 months.

b. Anal: 12-18 months to 3 years.

c. Phallic or oedipal: 3 to 6 years.

d. Latency: 6 to 12 years.

e. Genital: Puberty through adulthood.

- 0 a0 O

4. The personality has three parts.

a. Id (sexual energy): Represents instinctual urges,
pleasures, and gratification; dominant in
infants and children.

b. Ego (realistic part of self): Balances what is
wanted (id) and what is possible in light of
societal limitations; begins to develop at 4 to
6 months of age.

c. Superego (conscience): Regulates and restrains
behavior by balancing the demands of the id
and pressures of society; begins to develop at
5 to 6 years of age.

5. Nursing implications.

a. Helps nurses to understand human
behavior.

b. Allows nurses to develop a plan of care based
on a patient’s psychosexual development and
personality needs.

. Theory of Stages of Moral Development—Lawrence

Kohlberg

1. Theory helps to explain the development of
moral code.

2. Each stage builds on the previous stage and
develops over time.

3. Based on the ability to think at a higher level as
one matures.

4. Based on the study of boys; validity of application
to females is criticized.

5. Six stages.

a. Obedience and punishment: Motivation for
behavior is fear of negative consequences (e.g.,
punishment, disapproval).

b. Individualism and exchange: Motivation for
behavior is the desire for a positive conse-
quence (e.g., good result, reward).

c. Interpersonal relationships: Motivation for
behavior is based on pleasing others because
it is what others expect.

d. Maintaining social order: Motivation for
behavior is based on following rules.

e. Social contract and individual rights: Motivation
for behavior is based on differing values, beliefs,
and opinions but adheres to standards agreed
upon by society.

t. Universal principles: Motivation for behavior is
based on abstract reasoning, universal ethical
principles (e.g., the “Golden Rule”), and princi-
ples of justice.

6. Nursing implications.

a. Increases nurses’ understanding that patient
decision making is influenced by one’s
moral code.

b. Helps nurses examine their own moral code
and not impose their moral orientation onto
patients and their family members.



G. Faith Development—]James Fowler
Faith is a force of knowing that gives meaning
to life.

1.

. It develops from interaction between a person and

the environment.

. New patterns of values, beliefs, and ways of think-

ing are added with each stage.

. Six stages.
a.

Intuitive-projective: 3- to 7-year-old children
imitate parental behaviors without thorough
understanding.

. Mythic-literal: School-aged children may

accept the concept of God and appreciate the
perception of others.

. Synthetic-conventional: Adolescents begin

to examine life-guiding beliefs, values, and
personal religious practices.

. Individuative-reflective: Older adolescents and

young adults assume responsibility for their
own commitments, beliefs, and attitudes about
faith.

. Conjunctive: Individuals integrate other view-

points into their own understanding and identify
personal conceptual realities in the context of
faith development in others.

. Universalizing: Individuals achieve a universal

perspective with absolute love and justice for
humankind regardless of the religion or faith
involved; this stage rarely is achieved.

Nursing implications.

a.

Increases nurses’ understanding that spirituality
is essential to providing holistic nursing care.
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b. Helps nurses to examine their own faith and
not impose their own commitments, beliefs,
and attitudes about faith onto patients and their
family members.

H. Death and Dying Model—Elizabeth Kiibler-Ross

DID YOU KNOW?

Patients have similar responses when coping with the
diagnosis of a terminal illness or death and dying.
Progression might not be linear; patients might not
go through every stage or might experience several
stages at the same time. In addition, some patients
never reach the stage of acceptance.

1. Five stages.
a. Denial.
b. Anger.
c. Bargaining.
d. Depression.
e. Acceptance.
2. Nursing implications.

a. Assists nurses to assess patient behaviors asso-
ciated with various stages of coping with death
and dying.

b. Promotes development of a plan of care appro-
priate to a specific stage of coping.

c. Increases nurses’ sensitivity to the needs of
patients who are dying.

See also the section “Death, Dying, Loss, and Grief” in
Chapter 8, “Psychological Support,” p. 166.
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A % CASE STUDY: Putting It All Together

Subjective Data

A 66-year-old woman is brought to a clinic by her
female partner because of increasing shortness of breath
and fatigue. The patient was reluctant to come to the
clinic, but her partner insisted. The patient reports being
diagnosed with emphysema 10 years ago and states, “I've
been smoking since | was 15 years old, but | can’t stop.
The smoking finally got the best of me. | guess | should
have stopped smoking when | was diagnosed with
emphysema. If | had to do it over | would do a lot of
things differently. | have so much phlegm; | cough all

Case Study Questions

the time. | can hardly breathe, and I'm exhausted all the
time. My partner hates that | always smell like smoke,
and my fingers and teeth have turned yellow.”

Objective Data

Vital Signs

Temperature: 100.2°F, orally

Pulse: 88 beats/minute, regular
Respirations: 26 breaths/minute
Blood pressure: 138/84 mm Hg

A. Which of the following concerns identified by the nurse is the patient’s primary problem and why. And why are the other con-

cerns not the priority?
1. Impaired oxygenation due to retained secretions
2. Potential for falls because of overwhelming fatigue

3. Diminished self-esteem related to an inability to stop smoking
4. Impaired relationship with partner associated with changes in appearance

1.

2y

3.

4.

B. What additional objective data should the nurse collect in relation to the patient’s respiratory status? Explain why each abnor-
mal clinical indicator may have occurred by exploring its relationship to the patient’s respiratory problem.

1.

2y

3.

C. What statement indicates that the patient is struggling with one of the age-related tasks associated with Erikson’s and

Havighurst's developmental theories and why?

D. Considering the concepts of the health belief model, what factors in the scenario indicate that the patient may be ready to

make behavioral changes and why?




REVIEW QUESTIONS

1. Which action is associated with a second-level need

according to Maslow’s hierarchy of needs?

1. Taking deep breaths after exercising

2. Hanging a self-made painting in a senior center

3. Receiving weekly phone calls from adult children

4. Removing scatter rugs after experiencing a fall in
the home

2. A nurse identifies that a patient is experiencing a

developmental stress. Which information about the
patient supports this conclusion?

1. Going through menopause

2. Taking multiple medications

3. Displaying signs of a vitamin deficiency

4. Engaging in altercations with family members

3. Which statement by a nurse meets a second-level

need according to Maslow’s hierarchy of needs?

1. “I see that you have applied makeup today for the
first time since your surgery.”

2. “I'am your nurse for the next 12 hours. You can use
your call bell to page me.”

3. “Your wife can visit every day between 10 in the
morning and 8 at night.”

4. “A physical therapist will be in today to complete
an evaluation.”

. A middle-aged adult fell in the driveway at home and
came to the emergency department to ensure that he
had not sustained a bone fracture. Which statement
made by the patient to the emergency department nurse
indicates the developmental task of this age group?

1. “If T get a cast, my fiancé will be furious because
we’re getting married next month and this will ruin
the pictures.”

2. “I don’t want you to call my place of employment
about my health insurance coverage.”

3. “I must be out of here in a few hours because I have
to coach my son’s baseball team.”

4. “If my arm is broken, my friends will get another
guy to complete our golf foursome.”

. Which nursing interventions meet a patient’s physio-
logical needs according to Maslow’s hierarchy of
needs? Select all that apply.

1. Closing the door to a patient’s room to
reduce noise

2. Wearing sterile gloves when changing
a patient’s dressing

3. Lowering the height of a patient’s bed
to the lowest position

4. Encouraging a parent to stay with a
hospitalized child overnight

5. Providing assistive utensils so that a

patient can eat independently
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6. Dorothea Orem identified a theory of nursing. Which

statement is associated with Orem’s theory?

1. Promotes nursing care that increases a patient’s
self-care abilities

2. Helps nurses provide culture-specific care that
assists patients to achieve and maintain health

3. Assists nurses to identify behaviors associated with
various stages of coping with death and dying

4. Facilitates identification of a child’s stage of devel-
opment so that appropriate nursing care is planned

7. Which statement is accurate in relation to the con-
cepts of health and wellness indicated in the presented
theoretical framework?

Very favorable
environment

Protected poor health High-level wellness
(in favorable environment, + (in favorable
e.g., through social and m environment)
cultural institutions) 2

o

>

3

[]

=

L

Death ~€—Health TAxis —> Peak wellness

>

%,
Poor health @ Emergent high-level
(in unfavorable wellness (in unfavor-
environment) able environment)

Very unfavorable
environment

1. Implies that people are unhealthy if they are unable
to fulfill their roles in society

2. Promotes meeting basic-level needs first and then
progressing to higher level needs

3. Supports teaching about how to alter internal and
external factors to facilitate adaptations

4. Facilitates prediction of whether patients will likely
improve in health or experience a decline based on
level of support
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8. A nurse is caring for a patient newly admitted to the
hospital because of altered mental state and to rule
out a urinary tract infection (UTI) and brain attack.

[l Patient’s Clinical Record

Vital Signs

Temperature: 102°F, rectally

Pulse: 120 beats/minute, irregular rhythm
Respirations: 26 breaths/minute

Blood pressure: 150788 mm Hg

Emergency Department Nurse’s Progress Note

Patient is a 75-year-old woman brought to the emergency
department by her daughter, who found the patient wandering
in the neighborhood without a winter coat or shoes. Patient
recognizes the daughter and can state her name but is not
oriented to time or place. This is a dramatic change in menta-
tion since the previous 24 hours, when the patient was alert
and oriented. Daughter shared that yesterday her mother said
she felt burning when she urinated. IVF 1,000 mL 0.45% NaCl

at 125 mL/hour.

Nurse’s Admission Progress Note

Patient in semi-Fowler position. Upper side rails raised. Daughter
sitting at bedside and quietly talking with her mother. Patient is
unable to verbalize the time or recognize that she is in a hospital.
Patient asks, “Why are these people in my house, and why can't

| get up and cook supper?” The patient’s mucous membranes are
dry, skin turgor is inadequate, skin is warm and flushed. Patient
experienced dyspnea when transferred to the commode to
urinate. Voided 200 mL of urine, cloudy with sediment. IV set

at 125 mL/hour. IV site dry, intact, free from clinical indicators of
infiltration or inflammation.

The nurse reviewed the patient’s clinical record and
assessed the patient. Based on the collected data,
which nursing action addresses a second-level need
according to Maslow’s hierarchy of needs?

1. Encourage the patient to increase oral fluid intake.
2. Seek an order for oxygen via a nasal cannula.

3. Activate the bed alarm on the patient’s bed.

4. Take vital signs every four hours.

9. A nurse is caring for an older adult. Which statement
by the patient indicates the conflict of ego integrity
versus despair according to Erik Erikson’s theory of
development?

1. “I really don’t trust any of my doctors and their
treatment plan.”

2. “I don’t care what the doctor says, I will do it my
way or no way.”

3. “T hope that in my next lifetime I get the chance to
become a doctor.”

4. “I feel that I will never get better because nothing
ever goes well for me.”

10. A nurse is caring for an older adult male newly
admitted to the hospital. The nurse understands
the importance of organizing data and then priori-
tizing needs based on Maslow’s hierarchy of needs.
Place the following data collected by the nurse
in order following Maslow’s hierarchy of needs,
progressing from first-level needs up to fifth-
level needs.

1. Reported that he has difficulty taking a deep
breath

2. Requested help with the telephone so that he can
call his son

3. Informed the nurse that he feels dizzy when he
moves to a standing position

4. Asked about his condition so that he can make
realistic health-care decisions

5. Stated that he feels foolish when he can’t find the
right words to express himself

Answer:

1. A nurse identifies that a patient is experiencing a
middle-adulthood developmental crisis. Which
information supports the nurse’s conclusion?

1. Failure to develop friendships with peers
2. Demotion to a lesser position at work

3. Powerless to postpone gratification

4. Inability to discuss eventual death

12. Which nursing action supports a patient’s basic need
for safety and security? Select all that apply.

1. Positioning a commode next to a patient’s
bed at night

2. Teaching a patient how to transfer from
the bed to a chair

3. Placing a patient’s dentures in a labeled
denture cup in the bedside table

4. Assessing a patient’s abdomen for clini-
cal indicators of urinary retention

5. Ensuring that a patient with neutropenic

precautions is provided a mask when
being transported for an x-ray

13. An older adult is living in a nursing home because
of multiple chronic health problems. Which nursing
action is most appropriate to assist the older adult to
achieve the task associated with Erikson’s stage of
integrity versus despair?

1. Engage the patient in social activities.

2. Encourage the patient to reminiscence.

3. Provide the patient with opportunities to make
choices.

4. Teach the patient the importance of balancing
exercise, rest, and sleep.



14. Which statement is most associated with Sigmund
Freud’s psychoanalytic theory of personality
development?

1.

Childhood experiences form unconscious motiva-
tion for behavior.

. People integrate various components to achieve

adaptation, survival, and growth.

. Interrelationships between emotional and physical

variables are more important than psychosexual
stages.

. A person’s energy field is characterized by a pat-

tern, open systems, and dimensionality interacting
with the environment.

Chapter 1 Theory-Based Nursing Care 15

15. Which nursing action is associated with Maslow’s
hierarchy of basic human needs model?

1

. The nurse identifies that although the patient has a

serious chronic illness, the patient states that he
feels healthy because he can meet the responsibili-
ties required of him as husband and father.

. The nurse collects data about a patient and organ-

izes it into eleven categories to determine the
patient’s health needs.

. The nurse plots a patient’s health status in the

quadrant of poor health with a very unfavorable
environment.

. The nurse determines that the patient’s need for

oxygen is the priority.
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REVIEW ANSWERS

1. ANSWER: 4.
Rationales:
1. Taking deep breaths after exercising is an example of a
first-level need: meeting a physiological need.
2. Hanging a self-made painting in a senior center is an
example of a fourth-level need: need for self-esteem.
3. Receiving weekly phone calls from adult children is an
example of a third-level need: need for love and belonging.
4. Removing scatter rugs after experiencing a fall in the
home is an example of a second-level need: need for safety
and security.
Content Area: Theory-Based Nursing Care
Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Safety
and Infection Control
Cognitive Level: Analysis

2. ANSWER: 1.
Rationales:
1. Menopause is a developmental stress associated with a
woman who no longer menstruates. Menopause generally
occurs at approximately age 50.
2. Medications are chemical, not developmental, stresses.
3. A vitamin deficiency is a physiological, not a develop-
mental, stress.
4. Impaired family dynamics is a psychosociocultural, not
a developmental, stress.
Content Area: Nursing Care Across the Life Span
Integrated Processes: Nursing Process: Analysis
Client Need: Health Promotion and Maintenance
Cognitive Level: Application

3. ANSWER: 2.
Rationales:

1. Supporting a patient’s need for self-esteem is a fourth-level

need according to Maslow.

2. Providing information to a patient about who is pro-
viding care and who and how to call for help when neces-
sary supports the need to feel secure and safe. This is a
second-level need according to Maslow.

3. Explaining when a spouse can visit helps meet love
and belonging needs, a third-level need according to
Maslow.

4. Meeting a physiologic need, such as activity, nutrition,
elimination, or oxygenation, is a first-level need according
to Maslow.

Content Area: Theory-Based Nursing Care

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Safety
and Infection Control

Cognitive Level: Application

4. ANSWER: 3.
Rationales:
1. This statement is unrelated to the task of generativity
versus self-absorption associated with middle adulthood.
2. This statement is unrelated to the task of generativity
versus self-absorption associated with middle adulthood.

3. This statement is related to the task of generativity
versus self-absorption associated with middle adulthood.
This task is associated with giving back to the community.
4. This statement is unrelated to the task of generativity
versus self-absorption associated with middle adulthood.
Content Area: Theory-Based Nursing Care

Integrated Processes: Communication/Documentation;
Nursing Process: Analysis

Client Need: Health Promotion and Maintenance
Cognitive Level: Analysis

. ANSWER: 1, 5.

Rationales:

1. Closing the door to a patient’s room to reduce noise
supports the physiological needs of rest and sleep.

2. Wearing sterile gloves when changing a patient’s dress-
ing protects against exposure to infectious microorganisms,
which meets a patient’s safety and security needs.

3. Lowering a patient’s bed to the lowest position helps to pre-
vent a fall, which provides for the safety needs of the patient.

4. Encouraging a parent to stay with a hospitalized child
overnight supports the child’s need to feel safe and secure as
well as loved; it does not meet a patient’s physiological needs.
5. Providing assistive utensils helps a patient meet nutri-
tional needs. In addition, it should support self-esteem
needs because a patient may feel more independent.
Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Analysis

Client Need: Physiological Integrity; Basic Care and Comfort
Cognitive Level: Analysis

. ANSWER: 1.

Rationales:

1. This statement is related to Dorothea Orem’s care
deficit theory of nursing. Orem stated that self-care is a
purposeful learned behavior in response to a need.

2. This statement is related to Madeleine Leininger’s culture
care diversity and universality theory. She believed that
transcultural care is a central and uniting feature of nursing.
3. This statement is related to Elizabeth Kiibler-Ross’s
theory on death and dying. She believed that patients

have commonalities of responses when coping with the
diagnosis of a terminal illness.

4. This statement is related to Jean Piaget’s cognitive devel-
opment theory. She believed that thinking and reasoning
developed through exposure to new experiences.

Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Analysis

Client Need: Health Promotion and Maintenance

Cognitive Level: Knowledge

. ANSWER: 4.

Rationales:

1. This statement is associated with the role performance
model of health and wellness.

2. This statement is associated with Abraham Maslow’s hier-
archy of basic human needs model of health and wellness.

3. This statement is associated with Sister Callista Roy’s
adaptation model of health and wellness.

4. This statement describes the purpose of H. L. Dunn’s
high-level wellness grid theory of health and wellness.



Content Area: Theory-Based Nursing Care
Integrated Processes: Nursing Process: Analysis
Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Analysis

. ANSWER: 3.

Rationales:

1. Oral fluid intake is associated with a physiological need,
which is a first-level need, according to Maslow’s hierarchy
of needs.

2. Seeking an oxygen order is associated with a physio-
logical need, which is a first-level need, according to
Maslow’s hierarchy of needs. In addition, seeking an
order for oxygen is premature. The nurse should collect
additional data, such as a decreased oxygen saturation
level, before arriving at the conclusion that the patient has
an oxygen problem.

3. Meeting a patient’s safety and security needs is a sec-
ond-level need according to Maslow’s hierarchy of needs.
The patient is not oriented to time or place and may not
understand the instruction to call for assistance when get-
ting out of bed. A bed alarm will alert the nurse that the
patient is attempting to get out of bed, and a caregiver can
assist the patient immediately.

4. Taking the patient’s vital signs every four hours is
associated with assessing a person’s physiological status,
which is a first-level need, according to Maslow’s hierarchy
of needs.

TEST-TAKING TIP: |dentify the equally plausible options.
Options 1, 2, and 4 are related to physiological needs and
are equally plausible. Option 3 is related to a need other
than meeting a physiological need.

Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 3.

Rationales:

1. This response indicates mistrust of others, which may
be associated with unsuccessful achievement of the task of
trust versus mistrust related to Erik Erikson’s theory of
development.

2. This response indicates willfulness, which may be associ-
ated with unsuccessful achievement of the task of autonomy
versus shame and doubt.

3. Integrity versus despair is the task of the older adult.
The person reviews life experiences and is either encour-
aged and views life as meaningful or has a sense of loss
and regret. Nonachievement of a goal, such as becoming a
doctor, may leave a person with a sense of loss or regret.
4. This response indicates pessimism, which may be associ-
ated with unsuccessful resolution of the task of initiative
versus guilt.

Content Area: Theory-Based Nursing Care

Integrated Processes: Communication/Documentation;
Nursing Process: Analysis

Client Need: Health Promotion and Maintenance

Cognitive Level: Analysis
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10. ANSWER: 1, 3, 2, 5, 4.

.

12.

Rationales:

1. The need for oxygen is a physiological need. Physio-
logical needs are first-level needs according to Maslow’s
hierarchy of needs.

3. A patient who reports feeling dizzy when moving to a
standing position is experiencing hypotension, which
increases the risk of a fall. A risk of falls is a safety issue
and is a second-level need according to Maslow’s hierar-
chy of needs.

2. Wanting to talk to his son is related to love and belong-
ing needs. The need to belong and feel loved is a third-level
need according to Maslow’s hierarchy of needs.

5. When a person verbalizes feeling foolish, it indicates a
loss of self-esteem. The need for self-esteem is a fourth-
level need according to Maslow’s hierarchy of needs.

4. Making an informed and realistic health-care decision
is characteristic of a self-actualized person. Self-
actualization is a fifth-level need according to Maslow’s
hierarchy of needs.

Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Planning

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. Development of peer relationships is associated with
the developmental tasks of 6- to 12-year-old children, not
middle-aged adults.

2. Successfully fulfilling lifelong goals involving family,
parenthood, employment, and role in society is associ-
ated with the developmental task of middle adulthood.

3. Inability to postpone gratification is associated with the
developmental task of an 18-month-old to 3-year-old
child, not a middle-aged adult.

4. Confronting eventual death is associated with the devel-
opmental task of an adult 65 years of age or older, not a
person in middle adulthood.

Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Analysis

Client Need: Health Promotion and Maintenance
Cognitive Level: Analysis

ANSWER: 1, 2, 3, 5.

Rationales:

1. Positioning a commode next to a patient’s bed pro-
vides for safety and security. The patient can easily trans-
fer from the bed to the commode and avoid walking to the
bathroom at night, which may precipitate a fall.

2. Teaching a patient how to transfer from the bed to a
chair includes actions that provide for safety. For exam-
ple, teaching a patient to sit on the side of the bed until
the blood pressure adjusts to the change in position will
minimize dizziness and the potential for a fall that may
occur if the person stands up too quickly.

3. This action supports a patient’s safety and security
needs. Placing a patient’s dentures in a labeled denture
cup in the bedside table secures the dentures in a safe
place with the patient’s name.
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1.

14.

4. Assessing and implementing nursing actions to address
urinary retention is associated with the basic physiological
need of urinary elimination, not a safety and security need.
5. This action meets the safety and security needs of a
patient who has a low white blood cell count and is at risk for
an infection. A mask will protect the patient from exposure
to microorganisms while being transported for an x-ray.
Content Area: Safety

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Safety
and Infection Control

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. Although engaging the patient in social activities is
important, it is not the intervention that will help the
patient achieve the major task associated with the older
adult.

2. Acceptance of one’s worth and viewing one’s life as
meaningful is the task of the older adult. Engaging the
older adult in reminiscing enables the patient to discuss
one’s past life and develop a sense of satisfaction with the
life that was lived. Additional tasks of this age group in-
clude adjusting to physical decline and losses, establish-
ing new roles, and preparing for death.

3. Although providing the patient with opportunities to
make choices is important because it supports self-esteem,
it is not the intervention that will help the patient achieve
the major task associated with the older adult.

4. Although teaching the patient about balancing exercise,
rest, and sleep is important, it is not the intervention that
will help the patient achieve the major task associated with
the older adult.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority.

Content Area: Nursing Care Across the Life Span
Integrated Processes: Caring; Communication/
Documentation; Nursing Process: Implementation

Client Need: Health Promotion and Maintenance
Cognitive Level: Application

ANSWER: 1.

Rationales:

1. This statement is associated with Sigmund Freud’s
psychoanalytic theory of personality development. Freud
believed that all behavior has meaning and is uncon-
sciously motivated by childhood experiences.

15.

2. This statement is associated with Sister Callista Roy’s
adaptation model. Roy’s model focuses on people as adap-
tive systems responding in the physiological, self-concept,
role function, and interdependence modes.

3. This statement is related to Erik Erikson’s theory of psy-
chosocial development. Erikson’s theory focuses on achieve-
ment of tasks viewed as crises throughout the life span.

4. This statement is associated with Martha Roger’s science
of unitary human beings. Roger’s theory focuses on a per-
son as a cohesive whole, with a dynamic energy field that
constantly interacts with environmental energy fields.
TEST-TAKING TIP: Identify the word in the stem that sets

a priority. The word most in the stem sets a priority.
Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Analysis

Client Need: Psychosocial Integrity

Cognitive Level: Knowledge

ANSWER: 4.

Rationales:

1. This action is associated with the role performance
model of wellness. Nurses should promote independence
when caring for patients who define their level of health by
their ability to meet role responsibilities.

2. This action is related to Marjory Gordon’s functional
health patterns. It is a framework for organizing data. The
framework promotes identification of interrelated infor-
mation that assists nurses to determine patients’ health
needs and appropriate nursing care.

3. This action is associated with Dunn’s high-level wellness
grid. It is based on the intersection of 2 axes forming 4 quad-
rants of health and wellness. The 4 quadrants include pro-
tected poor health (very favorable environment), poor health
(very unfavorable environment), high-level wellness (very
favorable environment), and emergent high-level wellness
(very unfavorable environment).

4. This action is associated with Maslow’s hierarchy of
basic human needs model, in which human needs are
arranged in order of importance. The model promotes
meeting basic level needs first, starting with physiologic
and on to safety and security, love and belonging, self-
esteem and, last, self-actualization.

Content Area: Theory-Based Nursing Care

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Application



Legal and Ethical Issues

KEY TERMS

Administrative law (regulatory)—Rules and regulations
developed by governmental administrative agencies
to enforce laws passed by legislative bodies.

Assisted suicide—A competent person legally ends
one’s own life with medication prescribed by a
primary health-care provider.

Attitude—Point of view that lasts over time and guides
or influences behavior.

Autonomy—Right of people to have individual liberty
and self-determination.

Belief—Opinion about something that people accept
as true.

Beneficence—Refers to an action that benefits others or
supports a positive outcome.

Common law—Laws based on judges’ interpretation
and application of constitutional and statutory laws
to a set of facts presented in a court case.

Constitutional law—A group of laws that establish the
powers and limits of the three branches of govern-
ment (executive, legislative, and judicial).

Contract law—Laws based on a legally enforceable
agreement (a contract) between individuals.

Criminal law—Laws that seek to punish a person for an
offense against society.

Ethical dilemma—A situation in which a decision must
be made between two or more actions and the best
action is unclear.

Ethics—A structure of moral principles or standards
that govern behavior.

Euthanasia—Premeditated termination of the life of a
person suffering from an incurable or terminal illness.

Fidelity—Refers to making only promises or commit-
ments that can be kept.

Justice—Refers to fairness and equality.

Morals—Personal or societal standards of what is right
or wrong and good or bad.

Nonmaleficence—Refers to preventing or removing a
patient from harm.

Nursing ethics—The study of ethical issues that occur in
nursing and an attempt to provide standards or prin-
ciples as a way to guide professional behavior.

Personal values—Beliefs that are internalized into one’s
own life to help guide personal behavior.

Professional values—Beliefs that help to guide profes-
sional behavior.

Proxy—A person identified to make health-care
decisions for another individual (as in health-care
proxy) when the individual is no longer able to
make decisions.

Statutory law (legislative)—Laws enacted by federal
and state legislative bodies, which are made up of
elected individuals who represent the interests of
voters.

Surrogate—Individual who legally is permitted to make
health-care decisions for an incapacitated individual
who does not have a health-care proxy.

Tort—A civil wrong inflicted or imposed on another
person or their belongings.

Value—Belief about the worth of something; a belief,
ideal, or action respected by an individual, group, or
society.

Values clarification—Process by which individuals rec-
ognize, explore, and shape personal values.

Veracity—Truthfulness.

Vicarious liability—When accountability for a wrong is
assigned to a person or entity that did not directly
cause an injury, but has a contractual relationship
with the person who did cause the wrong.

Whistle-blowing—Act of reporting workplace
incompetence or unethical or illegal situations
to someone who has the power to discontinue
the wrongdoing.

19
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E Sources of Law

Nursing practice is influenced by many legal concepts.
Therefore, nurses must understand the sources of law
established and enforced by the government.

A. Constitutional Law

1. Based on the U.S. Constitution, a group of laws
that establish the powers and limits of each of the
three branches of government (executive, legisla-
tive, and judicial).

2. Grants broad individual rights and responsibilities.

. Is the foundation of the U.S. justice system.

4. States can pass their own constitutions, but the
laws and regulations contained within them must
act in accordance with the principle precepts of
the U.S. Constitution.

B. Statutory Law (Legislative)

1. Based on the laws enacted by federal and state leg-
islative bodies, which are made up of elected indi-
viduals who represent the interests of voters.

2. Federal laws supersede state laws, and state laws
supersede local laws.

3. Examples of federal and state laws are presented in
the section “Specific Laws and Regulations that
Guide Nursing Practice,” page 24.

C. Administrative Law (Regulatory)

1. Based on rules and regulations designed to enforce
the laws passed by legislative bodies.

2. Developed by governmental administrative
agencies.

3. Example: Statutory law establishes nurse practice
acts and authority for administrative functions of
the state boards of nursing. The state board of
nursing in each state is entrusted with the task of
creating the rules and regulations detailing how
the profession of nursing is practiced in the state.

DID YOU KNOW?

Although none of the standards published by profes-
sional organizations are statuary laws, their guide-
lines factor into what is considered reasonable and
prudent nursing care.

w

D. Common Law

1. Evolves from court decisions, not through legislation.

2. Based on judges’ interpretation and application of
constitutional and statutory laws to a set of facts
presented in a court case.

3. Generally follow precedent, meaning that judges
apply the same rules and principles relevant in
previous similar cases (doctrine of stare decisis—
“let the decision stand”).

E. Criminal Law

1. Seeks to punish a person for an offense against
society; usually involves actions that jeopardize the
safety and welfare of the public.

2. Must have a verdict based on guilt beyond a rea-
sonable doubt.

3. Punishment for a minor crime (misdemeanor) gener-
ally is a fine or imprisonment for less than 1 year.

4. Punishment for a major crime (felony) is imprison-
ment for more than 1 year or possibly even execu-
tion, depending on the severity of the crime.

m Civil Law

Civil law seeks to resolve a disagreement between a private
individual and another individual or group. Verdicts are
based on a preponderance of the evidence and punish-
ment may include payment of money by the person being
sued (defendant) to the person bringing the suit (plaintiff).
Two types of civil law that influence standards for nursing
practice are contract law and tort law.

A. Contract Law

1. Based on legally enforceable agreements (contracts)
between individuals.

2. Requires.

a. An agreement between legally competent indi-
viduals that indicates the responsibilities of
each party.

b. Understanding of provisions and responsibili-
ties by each party.

c. Payment for contracted actions performed.

3. Includes employment contracts, for example, in
which:

a. A nurse is expected to follow an employer’s
policies and standards consistent with federal
and state law, satisfy the terms of agreed upon
tasks and responsibilities, and respect the
tasks and responsibilities of other health team
members.

b. In return, the nurse can expect sufficient and
competent support in the delivery of care, rea-
sonable treatment by providers of care and
patients, payment for services, a safe working
environment, and adequate resources to com-
plete the contracted service.

4. Liability for a wrong may be assigned to a person
or entity that did not directly cause an injury but
has a contractual relationship with the person who
did cause the wrong (vicarious liability). Exam-
ples include:

a. Respondeat superior (“let the master answer”):
When a hospital hires a nurse, the nurse func-
tions as a representative of the institution and
must perform within its policies and proce-
dures; the hospital is responsible for the actions
of the nurse.

b. Captain of the ship: A health-care provider
may be held liable for a nurse who is working
under the direction of the health-care provider;




Chapter 2 Legal and Ethical Issues 21

however, the nurse is also still liable for his or b. Quasi-intentional tort: Making false state-
her own actions. ments, verbally (slander) or in writing (libel),

c. Borrowed servant: When an employer directs a about another person that harms the person’s
nurse to work for a second employer, the second reputation, holds the person up to ridicule or
employer is held accountable for the nurse’s contempt, or causes the person to be avoided.
actions (e.g., agency nurse); however, the nurse c. Unintentional tort: Commission or omission
is also still liable for his or her own actions. of an act that results in harm to another. How-

B. Tort Law ever, there is no intent to do harm by the per-
1. A tort is a civil wrong inflicted or imposed on son committing or omitting the act. Negligence
another person or their belongings. and malpractice are considered unintentional
2. Types of torts (Table 2.1). torts (see next section).

a. Intentional tort: Commission of a deliberate
improper act (actual or threatened) that is m Negligence and Malpractice
beyond the legal limits of what is considered
acceptable. It must be executed on purpose and The most common unintentional torts that affect nurses
with intent; however, no harm has to occur for are negligence and malpractice. Both relate to failure to
liability to exist. implement reasonable care according to standards that

Types of Torts

Types and Definitions Examples
Intentional Torts

Assault » Stating, “Stop yelling or I will move you to the end of the hall”
Intentionally threatening to harm or touch a patient « Stating, “If you don't behave, you can’t have your pain medication.”
in an insulting, unjustifiable, or offensive manner.

Battery Performing a procedure without informed consent.
Intentionally touching a patient’s body or clothing or Forcefully undressing a patient.

anything held by or attached to a patient in an angry, Resuscitating a patient who has a do-not-attempt-resuscitation
willful, negligent, or violent manner without consent. order.

Administering a medication refused by a patient.

Fraud « Stating, “You should not feel any pain with this procedure,” when
Engaging in purposeful misrepresentation or reckless it is commonly know that the procedure is painful.
disregard of the truth to produce unlawful gain. Engaging in dishonesty when obtaining a nursing license.

« Altering a medical record for the purpose of concealing the truth.

False imprisonment Refusing to discharge a patient from the hospital until he or she

Intentionally and unjustifiably preventing movement pays the bill.
or retaining a patient without consent or authority » Applying a restraint when doing so does not comply with the
to do so. policies and procedures for restraint application.

Invasion of privacy

Discussing confidential information on an elevator used by visitors.
Disclosing confidential information about a patient to an Releasing information about a patient without consent.
inappropriate person, sharing unnecessary information Unnecessarily physically exposing a patient.

or gossip about a patient, or not honoring a patient’s * Asking unnecessary probing questions.

right to be left alone.

Quasi-Intentional Torts

Defamation 1. Slander

Communicating false derogatory information that harms  Maliciously stating that another nurse is incompetent without

a person’s reputation, holds the person up to ridicule or supportive data.

contempt, or causes the person to be avoided. » Commenting to another nurse that a patient is a child molester
1. Slander after hearing gossip from another caregiver.

Occurs when false derogatory information is stated orally. 2. Libel

2. Libel » Documenting false information about the patient’s sexual
Occurs when false derogatory information is orientation in the patient’s clinical record.

stated in writing. » Documenting false derogatory information about a patient in an

incident report.
Unintentional Tort

See section Ill, “Negligence and Malpractice.”
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results in injury to another. The differentiating factor is
that malpractice is considered “professional negligence.”
A. Negligence and Malpractice

1. Negligence.

a. Occurs when a nurse fails to implement reason-
able care as dictated by standards of care by
omission or commission of an act and/or fails
to act how a reasonable and prudent layperson
would in similar circumstances.

b. Must result in physical, emotional, or finan-
cial harm.

2. Malpractice.

a. Professional form of negligence.

b. Occurs when a nurse fails to provide an expected
level of care consistent with professional stan-
dards of practice and/or fails to act how another
nurse would in similar circumstances.

c. Must result in physical, emotional, or finan-
cial harm.

d. Litigation occurs when a patient (the plaintiff)
initiates a civil suit in court against a provider of
health care (the defendant). To prove malprac-
tice, the plaintiff must establish by a preponder-
ance of the evidence four elements of liability.
(1) Duty: The nurse-patient relationship

establishes that the nurse has a legal obli-

gation to the patient when the patient
seeks nursing care.

(2) Breach of duty: The nurse’s actions by
omission or commission of an act failed to
meet standards of care established by a job
description, agency policy or procedures,
the state nurse practice act, standards estab-
lished by professional organizations, and/or
a text deemed to be authoritative.

(3) Causation: Involves two elements that must
be proven by the plaintiff.

(a) A nurse’s action or inaction was the
immediate cause of the plaintiff’s injury
(proximate cause).

(b) A nurse should have known that the
breach of the nursing standard could
result in harm or injury (foreseeability).

(4) Damages: A plaintiff must prove that physi-
cal, emotional, or financial harm or injury
was the result of the breach of duty, such as
pain, suffering, disfigurement, disability,
medical expenses, or lost wages.

B. Common Malpractice Claims Related to Nursing
Practice
1. Failure to assess the patient and make appropriate
nursing diagnoses.

a. Includes:

(1) Failure to complete an admission assess-
ment or assignment.

(2) Failure to make ongoing assessments.

(3) Failure to recognize a cluster of data that
indicates a problem.

(4) Failure to identify safety needs, such as a
risk of falls or pressure ulcers.

(5) Failure to listen to patient concerns or
requests.

b. To minimize the risk of litigation, the nurse must:

(1) Make a complete assessment.

(2) Have a strong knowledge base of the science
of nursing, anatomy and physiology, sociol-
ogy, psychology, chemistry, and so forth; col-
lect, analyze, and recognize the significance
of data; and have the ability to identify a
patient’s needs.

(3) Make ongoing assessments until a patient is
stable.

(4) Listen to a patient’s concerns or requests
and respond appropriately.

2. Failure to plan appropriate nursing care.
a. Includes:

(1) Failure to design a plan of care according to
facility policy and procedures.

(2) Failure to include appropriate nursing
interventions in the plan of care, such as
failure to plan for assistance when a debili-
tated patient moves from a bed to a chair
and subsequently falls or failure to plan to
assist a patient with meals who is at risk for
aspiration and who subsequently aspirates.

b. To minimize the risk of litigation, the nurse must:

(1) Formulate a plan of care for every patient,
including problems/needs, goals/outcomes,
and planned interventions.

(2) Document the plan of care according to
agency policy and procedures.

(3) Include all appropriate nursing interven-
tions in the plan of care to achieve the
patient’s goals/outcomes based on profes-
sional standards of care.

3. Failure to implement a plan of care appropriately.
a. Includes:

(1) Failure to follow standards of practice and
agency policy and procedures, such as unsafe
use of equipment, improper application of
restraints, medication error, or disregard for
do-not-attempt-resuscitation (DNAR) orders.

(2) Failure to follow state laws or regulations
concerning the prescription of medications
and performance of medical/surgical
interventions.

(3) Failure to function as an advocate, such as
failure to protect a patient’s physical safety,
report an impaired nurse, or report suspected
abuse or neglect.



(4) Failure to respond to a patient’s needs or
requests in a timely manner, such as not prov-
ing pain medication or answering a call light.

(5) Failure to document critical information
about a patient or a patient response to care,
such as drug allergies, falls, untoward reac-
tion to treatment or nursing care, patient
status and progress, medication administra-
tion, response to interventions, and infor-
mation provided by family members.

(6) Failure to communicate with other mem-
bers of the health-care team, such as failure
to notify the primary health-care provider
of a change in a patient’s condition or pro-
viding incomplete information at the
change of shift report.

b. To minimize the risk of litigation, the nurse must:

(1) Know and understand acceptable legal
limits of one’s words or actions.

(2) Know who has a prescriptive license in the
state and accept and implement prescriptions
and orders only from these professionals.

@ (3) Accept assignments only for which one is quali-
fied to provide safe and appropriate nursing care.

DID YOU KNOW?

A nurse has the right to refuse to be temporarily
reassigned (floated) to an area in which he or she is
unqualified to work. Staff members on the unit
accepting a reassigned nurse have a responsibility
for orienting the nurse to the unit and supporting
the nurse in the performance of nursing care.

(4) Participate in continuing education to
ensure competence in light of new technol-
ogy and progress in nursing practice (e.g.,
know how to operate equipment before
using it with a patient).

(5) Follow standards of care identified in the
nurse practice act in the state in which the
nurse works.

(6) Follow professional standards of care and
agency policy and procedures (e.g., keep a
bed in the lowest position, provide educa-
tion and counseling, follow controlled drug
policies and procedures, maintain confiden-
tiality and privacy, ensure that informed
consent is obtained for procedures).

(7) Employ the nursing process when identifying
patient needs and providing patient care.

(a) Assessment.

(b) Analysis.

(c) Planning.

(d) Implementation.
(e) Evaluation.
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(8) Properly assign, delegate, and supervise
subordinates, including only assigning
tasks and responsibilities that are within
the legal parameters of a person’s role
(e.g., only nurses are responsible for ongo-
ing assessment, patient education, and
completion of tasks that require sterile
technique; nurse aides can take vital signs
and assist patients with uncomplicated
activities of daily living).

(9) Treat a patient with respect and dignity
(e.g., address a patient by name, pull a cur-
tain, provide draping, support patients’
rights, explain what you are going to do
and why).

(10) Involve a patient in the planning and
implementation of care.

(11) Always function as a patient advocate
(e.g., help a patient communicate wishes
to other health-care providers and family
members, question inappropriate medica-
tion and treatment orders, follow an agency
policy to report impaired coworkers, inter-
vene on the behalf of patients when patients
are unable to protect themselves).

(12) Always respond to patient requests (e.g.,
assess the need for pain medication,
answer call lights in a timely manner,
order an alternate meal if requested).

(13) Always follow the rights of medication
administration and question incomplete
or inappropriate orders.

(14) Document all important information
about a patient, nursing care planned for
and provided, patient responses, and all
events in the patient’s medical record (e.g.,
progress notes, medication administration
record, flow sheets, admission assessment
form, discharge form).

(15) Report a change in a patient’s condition
that requires immediate action to the pri-
mary health-care provider.

(16) Employ the rapid response team when a
patient’s condition deteriorates.

(17) Provide a thorough report at the end of a
shift to the nurse responsible for the con-
tinued care of the patient.

4. Failure to evaluate patient responses to interventions.
a. Includes:

(1) Failure to observe for nontherapeutic and
therapeutic responses.

(2) Failure to recognize significance of
responses.

(3) Failure to respond appropriately to non-
therapeutic responses.
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(4) Failure to notify the primary health-care
provider of a patient’s nontherapeutic
responses.

(5) Failure to document the patient’s therapeu-
tic or nontherapeutic responses.

b. To minimize the risk of litigation, the nurse must:
(1) Always assess for therapeutic and nonthera-
peutic responses to an intervention (e.g.,
chills, fever, low back pain, dyspnea, and
facial flushing indicating a hemolytic reac-

tion to a blood transfusion).

(2) Respond appropriately to a nontherapeutic
response (e.g., immediately stopping a blood
transfusion and replacing it with normal
saline solution if a hemolytic reaction occurs).

(3) Notify the primary health-care provider of
nontherapeutic responses to interventions
(e.g., immediately notifying the primary
health-care provider if a patient has a
hemolytic reaction to a blood transfusion
and then waiting for treatment orders).

(4) Document all therapeutic and nontherapeu-
tic patient responses to interventions (e.g.,
documenting medications given before a
blood transfusion is initiated, patient evalu-
ation afterward, therapeutic and nonthera-
peutic responses, immediate notification of
the primary health-care provider in the
event of a negative reaction, and follow-up
care provided along with ongoing assess-
ments and patient responses).

(5) Complete an incident report and follow
facility policies and procedures when nega-
tive events occur (e.g., medication error, fall
or injury involving a patient, visitor, or staff
member).

Informed Consent

When a patient agrees to be admitted to a hospital, the
patient gives approval for routine care. However, each
specialized procedure requires written informed consent
specific for the stated procedure signed by the patient or
the patient’s surrogate.
A. Elements That Must Be Met for a Patient to Give
Informed Consent
1. Disclosure: The patient must be provided with a
thorough explanation of the risks, benefits, costs,
and alternatives. It is the responsibility of the pri-
mary health-care provider to provide this infor-
mation as well as answer all questions asked by
the patient.
2. Comprehension: The patient must be able to repeat
in his or her own words details about the procedure,
including risks, benefits, costs, and alternatives.

3. Voluntariness: The patient must give his or her
consent willingly.

4. Competence: The patient must be capable of
understanding the information to make an in-
formed decision.

a. Understanding is dependent upon the patient
being alert, having intact cognition, and being a
minimum of 18 years of age.

b. Minors younger than 18 years of age can sign a
consent form if legally emancipated, a parent,
or married.

B. Nursing Care Related to Obtaining Informed Consent

@1. The nurse must ensure that all the criteria that relate to
informed consent are met.

a. Disclosure: Ensure that the primary health-
care provider has discussed details about the
procedure, including risks, benefits, costs, and
alternatives.

b. Comprehension: Instruct the patient, “State in
your own words what you have been told about
the procedure by your primary health-care
provider.” Determine if the information is con-
sistent with details concerning the procedure.

c. Voluntariness: Ask the patient, “Are you sign-
ing this consent voluntarily without pressure
from others?”

d. Competence: Ensure that the patient is at least
18 years of age or is an emancipated minor, a
parent, or married and is alert with intact cog-
nition. When a patient is incapable of partici-
pating in the decision-making process, an
alternate decision-maker must be identified.
Most states specify the order of priority, such as
durable power of attorney, court-appointed
guardian, parents, spouse, and adult children.

2. If a criterion is not met, it is the responsibility of
the nurse to inform the primary health-care
provider. The nurse should withhold signing the
consent form until the deficiency is corrected.

3. A nurse’s signature on the consent form indi-
cates that the nurse was a witness to the patient’s
signature.

DID YOU KNOW?

Patients have the right to sign a form that states that
they do not want to be informed of the details of a
procedure.

A"A Specific Laws and Regulations That Guide
Nursing Practice

Federal and state laws have been established to protect
individual rights and public interests. Nurses must have
knowledge and understanding of these laws because of



their impact on the profession of nursing and nursing

practice.

A. Examples of Federal Laws
1. Bill of Rights.

a.

b.

First 10 amendments to the U.S. Constitution.
Examples of rights especially relevant to nurs-
ing practice are the rights of privacy, freedom
of speech, and due process.

2. Americans With Disabilities Act.

a.

b.

Established a mandate for eliminating discrimi-
nation against people with disabilities.

Requires reasonable accommodation for indi-
viduals to perform their job and for patients
(e.g., buildings must be wheelchair accessible,
providers of care cannot discriminate against
patients who have acquired immunodeficiency
syndrome [AIDS]).

3. Comprehensive Drug Abuse Prevention and
Control Act.

a.

Controls distribution and use of drugs that
have a high potential for abuse or addiction,
such as opioids, depressants, stimulants, and
hallucinogens.

. Controlled drugs must be stored, handled, dis-

posed of, and administered according to regula-
tions established by the U.S. Drug Enforcement
Administration (DEA).

4. Emergency Medical Treatment and Active Labor Act.

a.

b.

Ensures access to emergency services despite an

inability to pay for services.

Forbids the transfer of indigent or uninsured

individuals from a private to a public facility

without adequate assessment and stabilization,

except when:

(1) The patient requests a transfer.

(2) The facility does not have the capacity to
stabilize the patient.

. Requires that, when transferred, a patient must

be attended to by competent personnel and
with appropriate equipment.

5. Occupational Safety and Health Act (OSHA).

a.

Established the Occupational Safety and Health
Administration (an agency of the U.S. Depart-
ment of Labor), which identifies and enforces
regulations that protect individuals from work-
related injury.

. Protects nurses, who have the potential for

injury because of exposure to such hazards as
radiation, chemotherapeutic agents, blood-
borne pathogens, electrical equipment, sharps,
and moving and lifting patients.

. Sets specific standards and requires the avail-

ability of certain equipment (e.g., mechanical
lifts, personal protective equipment) to main-
tain a safe and healthful workplace for nurses.
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DID YOU KNOW?

Occupational nurses have an essential role in helping
maintain the health and safety of workers within the
work setting.

6. Health Care Quality Improvement Act.

a. Provides public identification of primary
health-care providers who are disciplined or
penalized for failure to meet legal standards
of care.

b. Established the National Practitioner Data
Bank, which tabulates data about medical mal-
practice payments, unfavorable actions taken
against clinical privileges, and measures taken
by professional organizations that negatively
affect membership.

7. National Labor Relations Act.

a. Gives individuals the legal right to bargain
with an employer as a group to improve
working conditions and salaries (collective
bargaining).

b. The American Nurses Association (ANA) in
1944 stated that each state’s nurses associa-
tion can perform collective bargaining for
nurses.

8. Newborns’ and Mothers’ Health Protection Act.

a. Increased the length of stay in a hospital or
birthing center for a mother and infant to no
less than 48 hours after a vaginal birth and no
less than 96 hours after a cesarean birth.

b. Attempts to limit maternal and neonatal mor-
bidity and mortality.

9. Health Insurance Portability and Accountability

Act (HIPAA).

a. Provides regulations that protect the confiden-
tiality of health information and medical
records.

b. Sets standards for organizational identifiers,
electronic transfer of patient information
among organizations, uniform protection of all
health information, and appropriate disclosure
of protected health information.

c. Requires nurses to:

(1) Share patient information (e.g., verbally,
electronically, or in writing) with only
those members of the health-care team re-
sponsible for the patient. For example,
nurses should:

(a) Avoid posting signs that contain health-
related information around patients’ bed
or on messages boards in a nursing station.

(b) Avoid talking about patients in areas
that can be overheard by others.

(c) Avoid leaving patient documents (i.e.,
electronic or paper) unsupervised.
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DID YOU KNOW?

Information about a patient’s health-care status can be
shared with people other than members of the health-
care team when the patient gives written permission.
In addition, student nurses are held to the same rules
and regulations as licensed health-care providers.

(2) Inform patients verbally and in writing of
their rights to privacy and confidentiality
regarding their health information. For
example, a nurse should not disclose that
a person is a patient without expressed
patient permission.

(3) Ensure that patients have the right to view
and amend their own health records and
obtain a copy of their clinical record upon
written request. For example, a patient
may want a copy of their medical records
sent to another health-care provider for a
second opinion.

10. Patient Self-Determination Act.

a. Requires health-care agencies to provide pa-
tients written information about their rights
when making decisions regarding health care.

b. Requires all health-care providers who receive
Medicare funds to explain advance directives
to staff and patients (e.g., patient’s wishes rela-
tive to health-care should incapacitation or an
inability to make decisions occurs).

c. Requires health-care providers to offer
patients the opportunity to complete an
advance directive.

B. Examples of State Laws
1. Mandatory reporting laws.

a. Require reporting of communicable diseases and
suspected abuse (e.g., physical, sexual, emotional,
or verbal abuse; financial exploitation; neglect) of
children, elders, and mentally disabled people by
health-care providers or family members to
authorities (e.g., Child Protective Services).

b. Exist in most states.

c. Vary by state, requiring nurses to know their
own agency policy and state laws because, in
some states, the employer is responsible for
reporting suspected abuse or neglect.

d. Provide for legal immunity from privacy laws if
a nurse has made a report in good faith.

e. Can charge nurses with a criminal or civil
offence under the law if they do not report
suspected abuse or neglect.

2. Good Samaritan laws.

a. Offer immunity from liability in malpractice
litigation to health-care professionals who pro-
vide assistance at the scene of an accident or in
an emergency.

. Require nurses to follow standards of practice and

act in a prudent manner as would another nurse in
similar circumstances.

(1) Nurses should:

(a) Only provide first aid, if possible.

(b) Only employ actions that they are edu-
cated to do.

(c) Instruct someone to get additional help.

(d) Stay until the injured person leaves or
is transferred by ambulance or until
another qualified person assumes
responsibility for the injured person.

(e) Not accept compensation.

. Gross divergence from normal standards of

care or recklessly or intentionally injuring a
person can lead to litigation.

. Do not require nurses to render care

to people outside of their contractual
responsibilities to an entity.

3. Nurse practice acts.

a.

Safeguard the public by legally defining the na-
ture and scope of nursing practice, describing
how the nursing profession is governed, and
defining criteria for nursing education.

. Are specific to each state; therefore, nurses

should know and understand the nurse practice
act of the state or states in which they work; this
is critical for travel nurses and other nurses
who work in more than one state.

. Generally give state boards of nursing the

authority to regulate nursing practice and
education within the state, including
licensing, credentialing, and disciplinary
procedures.

(1) Licensing.

(a) State boards of nursing have the
authority to permit graduates of
approved schools of nursing to take
the National Council Licensure
Examination (NCLEX-RN or
NCLEX-PN).

(b) After criteria for licensure are met (vary
from state to state), the state board of
nursing awards a nursing license that
authorizes an individual the right to
engage in the practice of nursing as a
registered professional nurse or licensed
practical nurse.

(c) Certain states allow nurses to be licensed
in one state and to practice in all states
taking part in a multistate agreement
(multistate compact).

(2) Credentialing: Voluntary self-regulation
that attempts to ensure proficiency of its



health-care providers and includes accredi-

tation and certification.

(a) Accreditation.

« State boards of nursing examine and
monitor a nursing program’s ability to
meet minimal expected standards for
basic nursing education as well as eval-
uate ongoing efforts at continuous
improvement of the program.

o They generally require nursing pro-
grams to meet educational standards
established by the National League for
Nursing Accrediting Commission or
the American Association of Colleges
of Nursing.

» Hospitals generally voluntarily seek ac-
creditation by The Joint Commission,
which ensures a minimum standard of
quality of care is provided to patients.

(b) Certification.

« Professional organizations, such as the
ANA, offer voluntary certification in
specialty areas (e.g., oncology, geri-
atrics, pediatrics) when specific criteria
are met, such as educational prepara-
tion, experience, evidence of continu-
ing education, and a passing grade on
an examination.

« Some states permit a nurse to seek an
advance practice license only if first
certified by an approved specialty
organization.

(3) Disciplinary procedures.

(a) State boards of nursing generally are
responsible for enforcing requirements
by establishing disciplinary procedures.

(b) Unprofessional conduct is reported to
the state board of nursing, which follows
a set procedure to determine whether
the nurse has violated the state’s nurse
practice act. Punitive action (e.g., sus-
pension, revocation of a license, atten-
dance at a drug rehabilitation program)
may result if proven guilty.

Professional Guidelines for Nursing

Practice

The role of the nurse has expanded dramatically because
of the advent of new technology and changes in the
delivery of health care within society. Patient and nurse
rights, standards of nursing care, and specific policies and
procedures within an entity are designed to protect both
patients and nurses.
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A. ANA Nurse’s Bill of Rights

1. Developed to “protect the dignity and autonomy
of nurses in the workplace.”

2. Identifies seven conditions nurses should expect
from the workplace that address issues related to
the provision of safe, competent, and ethical nurs-
ing care as well as personal nurse-related issues.

a. Right to practice nursing in a way that fulfills
their obligations to society.

b. Right to practice nursing within the legal scope
of nursing practice and professional standards.

c. Right to practice nursing in accordance with
the Code of Ethics for Nurses.

d. Right to advocate for patients and themselves
without fear of retribution.

e. Right to have fair compensation for their work.

f. Right to work in a safe environment.

g. Right to individually or collectively negotiate
the conditions of their employment.

B. The Patient Care Partnership

1. Asserts that patients have rights regarding their
treatment when admitted to a health-care
facility.

2. Originally published as the Patient’s Bill of Rights
by the American Hospital Association; has evolved
and now addresses patient expectations.

3. Briefly identifies that patients should expect:

a. High-quality care.

b. A clean, safe environment.

c. Freedom from abuse and neglect.

d. To be involved in decisions.

e. To receive information about the right to
refuse care and resources available to help
make decisions.

f. Protection of privacy and confidentiality.

g. Help with billing and insurance claims.

h. Preparation and information on discharge from
the facility.

C. Standards of Practice

1. Are specific stipulations that guide the practice of
nursing by outlining the scope, function, and role
of nurses and nursing practice.

2. May be general and relate to values within the
profession or specific and relate to expectations
of nursing care for an identified group of
patients.

3. Published by various states (e.g., nurse practice
acts), professional organizations (e.g., ANA, Emer-
gency Nurses Association), and federal organiza-
tions (e.g., The Joint Commission, Center for
Medicare & Medicaid Services) to guide nursing
practice.

D. Institutional Policies and Procedures

1. Are not law.

2. Are more specific than standards.
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3. Include information specific to nursing practice 4. Incident report.
that an employer expects a nurse to know and a. Clearly documents all the facts related to an
safely implement. incident, such as date, time, location, and a brief
description of the incident in factual terms.

Protection Against Litigation b. In the event of litigation, helps to remind indi-
viduals involved what the facts were and avoids
By virtue of such factors as the complexity of nursing care, blurring of the facts over time.
reengineering of health-care delivery, expanding role of c. Should include quoted statements by the
the nurse, and expectations of patients and family mem- patient or individuals involved when possible;
bers, as well as the litigiousness of society, nurses are at an should not contain opinions, conclusions, or
increased risk for being accused of negligence or malprac- speculation and should not place blame.
tice. Various safeguards exist that protect nurses from @ q
legal actions.
A. Legal Safeguards for Nurses

. A nurse should document in the patient’s medical
record only how the injury occurred, the patient’s
response, and any actions taken; the nurse should not

1. Good Samaritan laws.

a. Offer immunity from liability in malpractice
litigation to health-care professionals who
provide assistance at the scene of an accident
or emergency.

b. Require health-care professionals to act in a
prudent manner consistent with standards of
practice.

c. Example: A nurse applies pressure with a shirt
to a hemorrhaging wound that a patient sus-
tained in an automobile collision. Later, the
patient experiences a wound infection. The
nurse is not libel for the patient’s infection
because the nurse acted in a prudent manner
consistent to what another nurse would have
done in a similar situation.

2. Safe harbor.

a. Provided for under state nurse practice acts.

b. Protects a nurse from suspension, termination,
disciplinary action, and discrimination if the
nurse refuses to do or not do something because
he or she believes that it is inappropriate and
could be harmful.

c. Example: A nurse working on a medical surgi-
cal unit who has no obstetrical nursing experi-
ence has a right to refuse to be floated to a
birthing unit.

3. Professional liability insurance.

a. Contracts the nurse with an insurance com-
pany, who pays for legal fees and for judgment
or settlement costs to the extent of the policy in
the event of litigation.

b. Provides some legal protection from malprac-
tice litigation.

c. Generally does not defend against claims of
sexual abuse of a patient, damages caused while
a nurse is under the effect of drugs or alcohol,
unlawful actions, transmission of acquired
immunodeficiency syndrome to a patient, or
punitive damages.

reference that an incident report was completed.

5. Informed consent.

a. Protects a nurse from charges of battery if a
patient claims that permission was not given
for an invasive procedure.

b. In the event a patient refuses to sign a consent
form for a recommended intervention, the
patient should be informed of the consequences
of inaction and then be asked to sign a form
that releases the health-care team and agency
from responsibility.

6. Nurse practice acts.

a. Protect a nurse by clearly defining the nature
and scope of nursing practice and conditions
under which a person can practice the profes-
sion of nursing.

b. Requires nurses to work within the legal defini-
tion of their role to be protected.

7. Controlled substance laws.

a. Protects a nurse from involvement in a situa-
tion of missing or misused controlled drugs.

b. Requires nurses to follow all the rules and
regulations established by the U.S. Drug
Enforcement Administration related to
storage, handling, administration, and dis-
posal of controlled drugs to be protected by
these laws.

8. Laws to protect “whistle-blowing.”

a. A whistle-blower is a person who unsuccess-
fully attempts to correct a quality-of-care issue
within the normal channels of an organization
and then resorts to going to an outside organi-
zation with the concern.

b. Whistle-blowing should be a last resort when
no action is taken in response to reported con-
cerns, such as understaffing, reassignment, and
excessive mandatory overtime.

c. Some states have laws that protect whistle-
blowers from reprisal.



B. Nursing Actions to Protect Oneself From Litigation

1. Know the legal parameters of the state nurse practice
act in the state in which one works.

. Follow laws that influence nursing practice.

. Follow institutional policies and procedures.

. Follow the ANA Standards of Nursing Practice.

. Follow ethical parameters provided by the ANA
Code of Ethics for Nurses.

6. Purchase professional liability insurance separate
from what an employer provides to ensure that
one’s personal interests are protected.

7. Work only in a setting in which one is prepared
to meet the challenges of delivering safe
nursing care.

8. Keep current by attending educational and in-ser-
vice programs.

9. Maintain competent nursing practice.

a. Implement safe nursing care in the technical
realm (e.g., perform skills safely and develop
new skills in response to technological
advances).

b. Maintain cognitive competence (e.g., acquire
new knowledge and apply it appropriately,
especially in response to the results of evi-
dence-based practice research).

c. Ensure interpersonal competency (e.g., con-
tinue to develop communication skills to col-
laborate with patients and other members of
the health-care team).

10. Be respectful of patients’ rights and deliver nurs-
ing care in a compassionate manner.

1. Use the nursing process to plan and implement
comprehensive nursing care.

12. Document all nursing activities and patient
responses to interventions (see Chapter 7,
“Communication and Documentation”).

A2 108 Ethical Nursing Practice

A wWwN

Nurses must perform self-examination to identify
personal beliefs and values because these foundations
drive the formation of one’s character, morals, and
ethics, ultimately influencing one’s behavior in society.
Then nurses must develop a professional ethical plat-
form that does not impose their personal beliefs and
values about what is acceptable and unacceptable onto
patients and their family members. Incorporating the
concepts of autonomy, beneficence, nonmaleficence,
justice, and fidelity in conjunction with adhering to the
laws and standards associated with the profession of
nursing promotes the delivery of ethically competent
nursing care. Nursing care becomes a challenge when
decision-making conflicts occur among patients and
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their family members and even among health-care
providers.
A. Societal Factors That Contribute to Ethical Issues

1. Advances in technology, such as:

a. In vitro fertilization.

b. Genetic engineering.

c¢. Organ transplantation.

d. Life support interventions.

e. Procedures that reveal fetal impairment.

2. Multicultural population issues, such as:

a. Multifaith society.

b. Increased ethnic diversity.

c. Groups with vastly different values and
beliefs.

3. Increased consumer awareness, such as:

a. Increased patient awareness of their rights.

b. Internet availability of health information.

c. Increased patient self-advocacy.

d. Internet chat lines that facilitate discussion
among people with the same disorder.

4. Cost-containment measures, such as:

a. Nurses caring for increased numbers of more
acutely ill patients, contributing to potentially
unsafe situations.

b. Decreased length of stay in health-care facili-
ties, sending patients home while they still need
skilled health-care services, which are not
always readily available.

B. Principles Related to Ethical Practice
1. Autonomy.

a. Refers to the right of people to have individual
liberty and self-determination (i.e., patients
have the right to make personal choices about
treatment and care).

b. Means that nurses should provide information
so that patients can make personal choices
regarding their care.

c. Examples: Signing a consent form, continuing
the intake of salt when a low-sodium diet is rec-
ommended, refusing blood products because of
religious beliefs, signing one’s self out of the
hospital against medical advice.

2. Beneficence.

a. Refers to the performance of an action that
benefits others or supports a positive outcome.

b. Examples: Irrigating a wound, administering a
medication, turning and positioning an immo-
bile patient.

3. Nonmaleficence.

a. Refers to preventing harm, avoiding actions
that can cause harm, and removing a patient
from harm.

b. The positive outcome of an action must be
measured against the risk of potential harm.



c. Example: Medicating a postoperative patient
for pain and then ambulating the patient using
a two-person assist addresses the need to
improve circulation and to prevent harm while
minimizing the risk of pain or a fall.

4. Fidelity.

a. Refers to making only promises or commit-
ments that can be kept.

b. Means that a patient can expect that a nurse
will honor agreements made verbally.

c. Example: A nurse who promises to return
immediately with pain medication is expected
to honor that commitment.

5. Justice.

a. Refers to fairness and equality (i.e., all patients
should be treated fairly and equally regardless
of individual factors, such as age, gender, skin
color, ethnic origin, religious beliefs, sexual
orientation, and medical diagnosis).

b. Example: All people should have access to
health care whether they have medical insur-
ance or are indigent; just and fair policies and
procedures should guide the allocation of
organs for transplantation.

6. Veracity.

a. Refers to being truthful, which is essential to a
trusting nurse-patient relationship.

b. Demonstrates respect for the patient.

c. Necessary for a patient’s right to make informed
decisions.

d. Examples: Providing truthful answers to patients
who are asking questions about their prognosis;
informing a patient when a procedure may be
painful.

C. Guides to Ethical Decision Making in Nursing

1. Nursing codes of ethics.

a. Officially state ideals and values of the profession,
provide a framework for making ethical decisions
and are a standard for professional actions.

b. Examples: The ANA Code of Ethics for Nurses
(Box 2.1), International Council of Nurses’
(ICN) Code of Ethics for Nurses.

2. Institutional ethics committees.

a. Generally consist of interdisciplinary health-
care professionals, such as primary health-care
providers, nurses, clergy, ethicists, and lay
representatives.

b. Establish guidelines, formulate policies and
procedures, provide counseling and education,
and conduct case reviews.

c. Mediate in ethical dilemmas to facilitate
resolution.

3. Nursing ethics forums.

a. May be unit-based or agency wide and are

designed to provide opportunities for nurses
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Provisions of the American Nurses
Association Code of Ethics for Nurses

1. The nurse, in all professional relationships, practices with
compassion and respect for the inherent dignity, worth and
uniqueness of every individual, unrestricted by considera-
tions of social or economic status, personal attributes, or
the nature of health problems.

2. The nurse’s primary commitment is to the patient, whether
an individual, family, group, or community.

3. The nurse promotes, advocates for, and strives to protect
the health, safety, and rights of the patient.

4. The nurse is responsible and accountable for individual
nursing practice and determines the appropriate delegation
of tasks consistent with the nurse’s obligation to provide
optimum patient care.

5. The nurse owes the same duties to self as to others, includ-
ing the responsibility to preserve integrity and safety, to
maintain competence, and to continue personal and profes-
sional growth.

6. The nurse participates in establishing, maintaining, and
improving health-care environments and conditions of
employment conducive to the provision of quality health
care and consistent with the values of the profession
through individual and collective action.

7. The nurse participates in the advancement of the profession
through contributions to practice, education, administration,
and knowledge development.

8. The nurse collaborates with other health professionals and
the public in promoting community, national, and interna-
tional efforts to meet health needs.

9. The profession of nursing, as represented by associations
and their members, is responsible for articulating nursing
values, for maintaining the integrity of the profession and its
practice, and for shaping social policy.

Source: American Nurses Association, Code of Ethics for Nurses with Interpretive
Statements, © 2001 By American Nurses Association. Reprinted with permission.
All rights reserved.

to identify and discuss ethical issues associated
with the provision of nursing care.
b. Assist nurses in improving skills in ethical
problem-solving and decision making.
D. Development of a Personal Ethical Foundation
1. Nurses should identify and clarify their own values
and beliefs.
2. Nurses should form a personal ethical foundation.
3. Nurses should integrate a personal ethical founda-
tion with the ethics of the nursing profession (e.g.,
ANA Code of Ethics).
4. Nurses should be aware of sensitive ethical issues.
5. Nurses should continuously work at improving
ethical decision-making abilities.
E. Nursing Actions That Support Patients’ Ethical
Rights
1. Nurses should follow ethical codes provided by
professional organizations.

2. Nurses should support patient autonomy, especially
when a patient’s decision is not supported by family



members. The nurse must remember that the patient is
the center of the health team and must be an advocate
for the patient above all others.

Nurses should support patients and family mem-
bers as they make decisions.

Nurses should accept patients’ and family mem-
bers’ decisions, even if those decisions differ from
the decisions a nurse would make for oneself; if
unable to do so, nurses should remove themselves
from responsibility for the care of the patient and
family members.

Nurses should use an ethical decision model for
guidance to identify the best response to a dilemma.

. Nurses should use and participate in an institu-

tional ethics committee.

Legal Rights and Ethical Issues Related
to End-of-Life Care

End-of-life issues have escalated dramatically due to
advances in technology that prolong life, the increased
number of older adults, and the desire of dying individuals
to control their destinies with dignity. As a result, patients,
family members, and health-care providers are faced with
multiple ethical dilemmas, such as assisted suicide, euthana-
sia, withholding or termination of life-sustaining treatment,
organ donation, and certification of death. Multiple legal
instruments are available to address some of these issues, such
as advanced health-care directives, health-care proxies, living
wills, and do not attempt resuscitation (DNAR) orders.

A. Advance Health-Care Directives

1.

Advance health-care directives are a set of instruc-
tions or directions stating a person’s health-care
requests if the person becomes incapacitated or
unable to make decisions.

Health-care providers are required to offer patients
the opportunity to complete an advance health-care
directive.

Patients can cancel or make changes in advanced
health-care directives at any time.

People should complete an advanced health-care
directive before they become ill so that personal
wishes are carried out when they become ill.
Health-care providers are protected from liability
when they follow the instructions in an advance
directive.

. Advance health-care directives include health-care

proxy (durable power of attorney for health care),
living will, and DNAR orders.

B. Health-Care Proxy (Durable Power of Attorney for
Health Care)

1.

A health-care proxy is a document that identifies a
person to make health-care decisions for a patient
when the patient is no longer able to make decisions.

4

2.
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. 'The contract may indicate certain conditions

under which the proxy takes effect, such as irre-
versible coma or terminal illness.

. It may include specific instructions about issues,

such as withholding hydration, medication, par-
enteral nutrition, and mechanical ventilation.
It is a legal instrument signed by two witnesses.

. Living Will
1.

A living will is a document prepared by a compe-
tent person giving instructions associated with
medical care to be delivered or not delivered if the
person becomes unable to make decisions in the
future.

A living will differs from a health-care proxy in
that it does not identify a person as a proxy.

. DNAR Orders
1.

DNAR orders direct health-care providers not to
attempt resuscitation in the event that a patient
suffers cardiac or respiratory failure in a health-
care facility or the home.

. Health-care providers are not legally permitted to

initiate DNAR orders without the consent of the
patient, surrogate, or proxy.

Nurses and patients must know that a DNAR
order does not mean do not treat.

DNAR orders may be suspended before surgery
and reinstituted after surgery if the primary
health-care provider has discussed this with and
received consent from the patient or proxy.
Health-care professionals who initiate cardiopul-
monary resuscitation in the presence of a DNAR
order may be held accountable (i.e., sued by the
family for pain and anguish; reported to the state
board of nursing).

. Assisted Suicide
1.

Assisted suicide is the taking of one’s own life after
seeking and receiving a prescription from a pri-
mary health-care provider for a medication that
will cause death.

. Various criteria must be met determined by state

law such as:

a. State the intent to and be capable of self-
administering medication that will end one’s life.

b. Be at least 18 years of age.

c. Be terminally ill with fewer than six months to
live as determined by two physicians.

d. Meet certain psychiatric criteria and be coun-
seled regarding other options including pallia-
tive and hospice care.

e. Request a prescription from a physician for a
medication that will cause death. Generally,
there is a designated waiting period (e.g.,

15 days) between the request for the prescrip-
tion and the writing of the prescription by the
physician.
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3. The states of Oregon, Washington, and Vermont

have passed laws that permit physicians to order
medications that may be used by patients to cause
their own death.

. Physicians, nurses, and pharmacists are not
required to participate in assisted suicide.

. “The ANA (1994) believes that the nurse should not
participate in active euthanasia [and assisted suicide]
because such an act is in direct violation of the Code
for Nurses with Interpretive Statements (Code for
Nurses), the ethical traditions and goals of the pro-
fession, and its covenant with society. Nurses have
an obligation to provide timely, humane, compre-
hensive and compassionate end-of-life care.”

F. Euthanasia

1. Euthanasia is premeditated termination of the life
of a person suffering from an incurable or termi-
nal illness.

2. A person directly implements the cause of death.

3. The ANA believes that nurses should not partici-
pate in active euthanasia (see section IX, E,
“Assisted Suicide”).

4. No state in the United States currently allows
euthanasia.

G. Withholding or Terminating Life-Sustaining Treat-

ment, Food, and/or Fluid

1. People have the right to refuse recommended
treatment as well as interventions that are life
sustaining.

2. When patients are incapable of speaking for
themselves, surrogates can make the decision to
refuse or withdraw treatments for patients; states
have specific protocols to determine the order of
surrogacy.

H. Certification of Death, Organ Donation, and Post-

mortem Examination (See Chapter 8,
“Psychosocial and Cultural Nursing,” for informa-
tion on these topics.)
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A % CASE STUDY: Putting It All Together

A 17-year-old, accompanied by her mother, brings her
one-week-old infant to the emergency department. The
17-year-old appears dazed, does not make eye contact,
and rarely answers the nurse’s questions. The grand-
mother tells the triage nurse that her daughter is a
senior in high school, is unmarried, and lives at home.
The nurse obtains the infant’s vital signs, weighs the

The grandmother, who is holding the infant, states, “The
baby sleeps all the time and has difficulty sucking when
given a bottle and stops a lot during a feeding” The

infant, and identifies that the infant is pale and lethargic.

Case Study Questions
A. From whom should the informed consent be obtained to provide care to the infant? Why?

triage nurse transports the infant and family members
from the triage area to a room with a crib in the emer-
gency department. When passing the main desk, the
triage nurse says loud enough for other health team
members to hear, “The baby’s mother is on drugs. She
had no business getting pregnant in the first place.” Later,
while the infant is waiting to be further assessed, the
mother of the infant attempts to run out of the emer-
gency department. A nurse grabs the mother’s arm and
pulls her back to the unit, saying firmly, “Where do you
think you are going? Stay here. Your baby needs you!”

and why?
1. “Why didn’t you get married?”
2. “Did you drink alcohol while you were pregnant?”

3. “Where is the father of the baby now?”

B. During the intake interview, the triage nurse asks the following questions. Which questions are appropriate or inappropriate

4. “Were you taking prescription or illegal drugs while you were pregnant?”
5. “Did you experience any health problems during your pregnancy?”

6. “Do you plan on going back to school or staying at home with your baby?”

C. Which nursing intervention is an example of an intentional tort, and why?

D. Which nursing intervention is an example of a quasi-intentional tort, and why?
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REVIEW QUESTIONS

4. Which statements are associated with state nurse
practice acts? Select all that apply.

1. A home care nurse is visiting an older adult who 1

experienced a brain attack 2 years ago and now has a

sacral pressure ulcer. The nurse identifies that the

patient and spouse both appear unkempt and the

spouse appears tired and irritated. The patient is very

quiet and avoids eye contact. Which nursing action is

most appropriate?

1. Explore with the patient and spouse their concerns.

2. Assess the patient for signs of physical abuse and
neglect.

3. Discuss with the patient and spouse additional
resources to help with the patient’s care.

4. Assess the patient’s pressure ulcer and report find-
ings to the primary health-care provider.

. A patient is admitted to a home health-care program

for palliative care. When completing the admission

interview and nursing assessment the patient empath-

ically states, “I want no intervention to extend my life

other than keeping me comfortable.” When talking

with family members they want the patient to con-

tinue chemotherapy. What should the nurse do?

1. Protect the patient’s right to self-determination.

2. Initiate a referral to a psychiatric nurse practitioner.

3. Ask the patient to reconsider chemotherapy for the
sake of the family.

4. Refer family members to the primary health-care
provider to resolve this issue.

. A nurse is planning patient care based on moral and

ethical principles. Which nursing statement demon-

strates an effort to implement the principle of fidelity?

1. “Let’s talk about foods that are healthy and that you
should include in your daily diet.”

2. “I know that you are out of work, so I have arranged
for you to get follow-up care at our out-patient clinic.”

3. “You said that your son wants you to have this sur-
gery. What is important is what you believe is best
for you.”

4. “It’s been half an hour and I am back as I promised
to ensure that the pain medication I gave you is
providing relief.”

Nurse practice acts identify what a

nurse can and cannot do.
2. Apurpose of state nurse practice acts

is to regulate the practice of nursing.
3. Thefederal government is the regulat-

ing agency responsible for state nurse
practice acts.

4. Student nurses are not obligated to
meet the same standards of care as are
licensed nurses.

5. Ifastudent nurse is involved in a dis-
ciplinary action by the state board of
nursing, the student may be prohib-
ited from taking the National Council
Licensure Examination.

. A nurse is caring for an adult patient who is scheduled

for surgery. Which action is not associated with the

nurse ensuring a valid, legal consent?

1. Observe the patient signing the consent form.

2. Ensure that the patient is signing the consent form
voluntarily.

3. Assess if the patient has the capacity to make an
informed consent.

4. Review with the patient the risks and benefits of the
surgery before the consent is signed.

. Which situation should the nursing staff refer to the

hospital ethics committee?

1. The adult patient with renal insufficiency who
refuses dialysis

2. The wife who wants her unconscious husband to
have a drug that is available in a phase-three trial

3. The parents of a developmentally disabled adult
who disagree with the health-care decisions of the
court appointed guardian

4. The adult patient recently diagnosed with metasta-
tic cancer who wants hospice care but whose family
wants chemotherapy to be given immediately



7. A nurse is implementing care based on moral and
ethical principles. What should the nurse do first to
accomplish a personal professional code of ethics con-
sistent with the American Nurses Association Code of
Ethics for Nurses?

1. Deliver care that preserves and protects patient
autonomy and self-determination.

2. Explore personal values and beliefs because they
affect nursing decisions.

3. Implement culturally competent and sensitive
nursing care to patients.

4. Respect the inherent worth and uniqueness of each
individual patient.

8. Which actions meet obligations regarding the Health
Insurance Portability and Accountability Act
(HIPAA) of 19962 Select all that apply.

1. Allowing patients the right to review
and copy their clinical record

2. Providing access to a patient’s clinical
record to all members of the nursing
team

3. Holding patient rounds in a hallway

out of the hearing range of the patient
being discussed

4. Explaining to a person inquiring
about the condition of a patient
that information about the patient
is confidential

5. Giving medical information about an
unconscious patient to a patient’s
daughter who is the person indicated
in the patient’s proxy directive
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9. An older adult is diagnosed with atrial flutter with a
4-to-1 block. The atrial rate is 280 beats/minute and
the ventricular rate is 70 beats/minute. The patient is
admitted to the hospital and transferred to a medical
unit. The patient is being treated with diltiazem
(Cardizem), an antidysrhythmic, as well as continuous
electrocardiogram monitoring. The primary health-
care provider is contemplating performing cardiover-
sion if the patient does not respond favorably to the
antidysrhythmic. Later that evening, the patient reports
feeling strange, so the nurse obtains the patient’s vital
signs and performs a physical assessment. The nurse
concludes that the patient is stable and continues to fol-
low the primary health-care provider’s orders. During
the night, the patient dies. Eventually, the patient’s
cause of death is determined to be a brain attack (cere-
bral vascular accident, stroke). The risk manager of the
hospital reviews the patient’s clinical record, specifically
the vital signs, nurse progress notes, and electrocardio-
gram results.

. Patient’s Clinical Record

Vital Signs

Temperature: 99.2°F

Pulse: 90 beats/minute, irregular rhythm

Respirations: 26 breaths/minute

Blood pressure: 98/60 mm Hg

Electrocardiogram

Atrial fibrillation

Nurse Progress Notes

Patient reports feeling weak, tired, dizzy, and short of breath.
States, “I feel very anxious and like my heart is pounding.”
Respirations are 26 breaths/minute but do not appear to be
labored. Denies chest pain, nausea, and headache. Strength in

both hands and feet are equal. Spoke with patient to provide
reassurance.

The risk manager concludes that the nurse can be held
accountable for which tort?

1. Assault

2. Battery

3. Negligence

4. Malpractice
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10. A patient who has a history of schizophrenia and is

1.

12.

hallucinating is brought to the emergency department

of a community hospital. The primary health-care

provider in charge refuses to admit the patient. The

nurse attempts to educate the primary health-care

provider regarding the law involving patients who are

grossly disabled. The primary health-care provider still

refuses to admit the patient. What is the nurse’s next

action?

1. Admit the patient against the primary health-care
provider’s wishes.

2. Refuse to discharge the patient as per the primary
health-care provider’s orders.

3. Describe the primary health-care provider’s behav-
ior to the nursing supervisor and ask for guidance.

4. Call the primary health-care provider’s supervisor
and explain that the health-care provider is acting
inappropriately.

Which statements associated with a patient’s clinical
record are considered accurate? Select all that apply.

1. 'Theclinical record belongs to the
patient.
2. 'TheJoint Commission examines

patients’ clinical records to substan-
tiate compliance with standards
of care.

3. Clinical records are used by a quality
management committee to monitor
quality of care provided by the facility.

4. Clinical records serve as a legal docu-
ment that can be used in a court of
law to prove that a standard of care
was met or not met.

5. Partsofa clinical record can be
copied and used only by student
nurses if the patient’s name and
medical record number is removed.

A patient with paralyzed lower extremities (para-

plegia) as a result of a spinal cord injury states that

the employer said, “You cannot come back to work

because the office is not set up for employees using

wheelchairs.” What nursing action is most sup-

portive of this patient?

1. Instruct a social worker to intercede on behalf of
the patient.

2. Report the patient’s situation to the hospital’s legal
department to negotiate a compromise.

3. Suggest that the patient seek employment where
a wheelchair is able to maneuver about the work
environment.

4. Explain to the patient that employers must make
reasonable accommodations to facilitate employ-
ment of disabled employees.

1.

14.

15.

16.

A nurse is caring for a patient receiving hospice care

for terminal cancer. The patient has a transdermal

opioid patch and a prescription for an oral opioid for

breakthrough pain. The patient reports that the pain

is excruciating. The nurse assesses the patient and

identifies that the patient’s pulse is 85 beats/minute,

respirations are 10 breaths/minute and shallow, and

the blood pressure is 98/68 mm Hg. What should the

nurse do?

1. Administer the prn opioid medication.

2. Inform the primary health-care provider of the
patient’s respiratory rate.

3. Call the nursing supervisor to ask for guidance in
dealing with this situation.

4. Hold the pain medication until the respirations
increase to an acceptable rate.

Which statements accurately pertain to nursing
licensure? Select all that apply.

1. Astate board of nursing can never
revoke a nursing license.

2. Anursinglicense can be refused as a
result of unlawful actions.

3. Anursinglicense is not necessary
when practicing nursing in the home
setting.

4. Anursing license allows a nurse to

practice in the state in which the
license was issued.

5. A state board of nursing is responsi-
ble for ensuring that graduates of rec-
ognized schools of nursing take the
NCLEX licensure examination.

A nurse is making every effort to implement nursing

care based on moral concepts and principles of

ethics. Which nursing statement demonstrates an

effort to implement the principle of veracity?

1. “Let’s review the in-bed leg exercises that you need
to perform after surgery.”

2. “Here is the pain medication that I promised
I would get for you immediately.”

3. “After receiving this drug, you may feel bone pain,
but it should subside in about a week.”

4. “I am going to move you to a room away from the
nurses’ station so that you sleep better at night.”

Which term best describes the situation when a
nurse says to a pediatric patient, “If you don’t be
quiet, I will not let your parents visit you today”?
1. Battery

2. Assault

3. Negligence

4. Abandonment



17.

18.

19.

20.

Which actions are a violation of the Health Insur-
ance Portability and Accountability Act of 1996
(HIPAA)? Select all that apply.

1. Talking about a patient to another
health professional in an elevator
2. Telling a neighbor about a famous
person who currently is your patient
3. Documenting untrue information on
purpose in a patient’s clinical record
4. Leaving patient data on a computer

screen in a hallway while administer-
ing medication

5. Completing an incident report about
a patient situation and asking the
nurse manager to review it

Which must be reported to legal authorities in some
states in North America?

1. Release against medical advice

2. Communicable diseases

3. Suspected child neglect

4. Abuse of older adults

A primary nurse is caring for a 70-year-old adult
who suffered a brain attack 10 days ago and is unre-
sponsive. The patient did not sign a legal instrument
identifying which adult child should make health-
care decisions in the event of incapacitation. Two of
the adult children are adamant about not wanting a
feeding tube inserted for nutritional support and two
of the adult children are just as firm about wanting a
feeding tube inserted. What should the nurse do to
best help resolve this situation?
1. Explain to the siblings all the advantages of insert-
ing a feeding tube.
2. Urge family members to discuss the matter of
inserting a feeding tube with their spiritual advisor.
3. Suggest that this issue about the feeding tube be
presented to an ethics committee for consultation.
4. Encourage the insertion of the feeding tube tem-

porarily until the patient’s status can be determined.

Which of the following is designed to protect the
nurse?

1. Americans with Disabilities Act

2. Nurse practice acts

3. Reporting of abuse

4. Incident reports

21.

22.

23.
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A nurse accidentally administers a medication to the
wrong patient and the patient experiences a serious
untoward reaction. For which tort can the nurse be
legally charged?

1. Malpractice

2. Assault

3. Battery

4. Fraud

Which are examples of violations of the Health

Insurance Portability and Accountability Act

(HIPAA)? Select all that apply.

1. Failure to fill out an incident report
after a patient falls

2. Discussing a plan of care with other
student nurses in a debriefing
conference

3. Discussing test results with a patient
in a populated sitting area in the unit
lounge

4. Leavinga patient’s vital signs sheet
visible on a computer screen in the
hallway while taking the patient’s
vital signs

5. Temporarily misplacing a form with
the names of patients with their
scheduled surgeries that is returned
by a visitor

Which statement is accurate regarding a nurse

practice act?

1. Educational criteria that must be met by schools of
nursing are legislated exclusively by a state’s nurse
practice act.

2. Rules and regulations regarding the practice of nurs-
ing are identified in each state’s nurse practice act.

3. Nursing titles for a licensed nurse are regulated
by the National League for Nursing.

4. A nurse practice act provides federal oversight of
what a nurse can and cannot do.
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24. A patient who is staggering, slurring words, and is 25. A nurse is a defendant in a lawsuit. The plaintiff

clearly incoherent is brought to the hospital via

ambulance. A diagnostic evaluation reveals that the

patient is grossly intoxicated but is in no medical dis-

tress. When called, the spouse says, “I've had it. I am

done being an enabler. You handle it.” The health-

care provider refuses to admit the patient because

the patient has no medical problem. What is the

nurse’s most appropriate action at this time?

1. Request that the nursing supervisor talk with the
primary health-care provider.

2. Discharge the intoxicated patient as per the pri-
mary health-care provider’s order.

3. Have the primary health-care provider encourage
the spouse to come to the emergency department.

4. Inform the primary health-care provider that the
patient is gravely disabled and should not be released.

must provide evidence in the four elements of

liability. Place the statements presented in the

options related to meeting the elements of liability
in the order of duty, breach of duty, causation, and
damages.

1. The patient experienced hypotension, fell, and
fractured the head of the left femur as a result of
receiving a diuretic that was not prescribed.

2. The patient required surgery to repair the frac-
tured femur and experienced a delay of
chemotherapy for lung cancer.

3. The nurse administered a diuretic to the wrong
patient.

4. 'The nurse is caring for a patient in the hospital.

Answer:




REVIEW ANSWERS

1. ANSWER: 2.
Rationales:
1. If the patient is being neglected or abused by the spouse,
the patient may not feel that this information can safely be
conveyed to the nurse.
2. Protecting the patient from neglect or abuse is the pri-
ority. The patient should be assessed further for signs of
neglect or abuse. The patient’s behavior may indicate
fear. The spouse’s appearance and behavior may indicate
caregiver role strain. Inadequate turning and positioning,
nutritional intake, and bathing and skin care can precipi-
tate a pressure ulcer. Reporting suspected elder abuse or
neglect to appropriate authorities is legally required by
health-care professionals.

3. This intervention is premature. Additional information is

necessary for a comprehensive assessment. Respite care
often is helpful in providing full-time caregivers an oppor-
tunity to experience a rest from providing 24/7 care to a
family member.

4. Although assessing the pressure ulcer and reporting find-
ings to the primary health-care provider should be done, it
is not the priority.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority. Identify

the option that is most patient centered. Although all of the

options are patient centered, option 2 is the only option
that focuses on advocacy, which is an important role of the
nurse.

Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Nursing Process: Assessment
Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

2. ANSWER: 1.
Rationales:
1. The patient has a right to refuse treatment and to be in
charge of decisions regarding treatment and care. The
nurse should support the decisions that are made by the
patient.
2. The patient’s behavior does not indicate a need for a
referral for psychological counseling.
3. This denies the patient’s feelings. Asking the patient to
reconsider chemotherapy for the sake of the family is not
patient centered.
4. This action defers interventions that are within the legal
role of nursing practice to another health-care professional.
TEST-TAKING TIP: Identify the option that is patient cen-
tered. Option 1is the only option that focuses on the
patient; it is a patient-centered intervention. Identify
options that are opposites. Options 1and 3 are opposites.
Identify the option that denies the patient’s feelings.
Option 3 denies the patient’s feelings.
Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Communication/Documentation;

Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Management
of Care

Cognitive Level: Application
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3. ANSWER: 4.

Rationales:

1. This is an example of the ethics principle of beneficence,
not fidelity. Beneficence refers to the performance of an
action that benefits others or supports a positive outcome.
2. This is an example of the ethics principle of justice, not
fidelity. Ensuring that patients are treated equally, regardless
of such factors as economics, age, gender, skin color, ethnic
origin, religious beliefs, and sexual orientation, is associated
with the principle of justice.

3. This is an example of the ethics principle of autonomy,
not fidelity. Autonomy refers to the right to have individual
liberty and self-determination. Patients have a right to make
personal choices about treatment and care.

4. This is an example of the ethics principle of fidelity.
Fidelity is the duty to keep commitments. Patients need to
know that nurses will honor verbal agreements.

Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 1, 2, 5.

Rationales:

1. Each state has its own nurse practice act, which identi-
fies the scope of nursing practice within the state; they
identify what a nurse can legally do or not do.

2. Although state nurse practice acts regulate the practice
of nursing, the main purpose is to safeguard the health,
safety, and well-being of people in the community from
maltreatment or injury related to nursing care.

3. Each state, not the federal government, defines the nurse
practice act in its own state.

4. Student nurses are held to the same standards of care as a
licensed nurse.

5. Since student nurses are held accountable for ensuring
that standards of care are met, they are subject to discipli-
nary actions by the state board of nursing. A student nurse
may be prohibited from taking the National Council
Licensure Examination if it is determined that the student
nurse failed to meet standards of care identified in the
state nurse practice act.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Comprehension

. ANSWER: 4.

Rationales:

1. Ttis the responsibility of the nurse to observe a patient
signing an informed consent form.

2. It is the nurse’s responsibility to ensure that the patient is
agreeing freely and not being forced into having the surgery.
Patients have the right to self-determination, which means
they have the right to refuse treatment.

3. The patient has to be cognitively intact (have capacity) to
understand the risks, benefits, and ramifications associated
with the surgery for a consent to be legally valid.
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4. Explaining the risks and benefits of surgery is the
responsibility of the surgeon, not the nurse.

TEST-TAKING TIP: Identify the words in the stem that indi-
cate negative polarity. The words not associated in the stem
indicate negative polarity.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

. ANSWER: 3.

Rationales:

1. An adult patient who is cognitively intact has the right to
self-determination; this means that the patient has a right to
pursue or refuse medical treatment.

2. Requesting the use of an experimental drug by a person
who has legal authority is not an ethical issue. However, to
be accepted into a drug trial program, the patient must meet
the criteria established by the individuals responsible for the
program.

3. Although the legal guardian has the right to make med-
ical decisions for this developmentally disabled adult, the
involvement of the hospital’s ethics committee may help to
resolve the dispute between the parents and the guardian.
4. An adult patient who is cognitively intact has the right to
self-determination; this means that the patient has a right to
pursue or refuse medical treatment regardless of what family
members want.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

. ANSWER: 2.

Rationales:

1. Another step needs to be done before integrating ethical
principles into one’s nursing practice.

2. This is the first step in developing professional values.
Professional values will develop and form as a student
nurse expands knowledge and experience. First the
nurse must identify personal values and beliefs before a
conflict can be identified between personal values versus
professional values. There may be times that personal
values conflict with professional values, such as when a
nurse who does not believe in abortion is asked to care
for a patient scheduled for an abortion. Issues arise,
such as can the nurse care for the patient in a nonjudg-
mental way?

3. Another step needs to be done before implementing cul-
turally competent and sensitive nursing care to patients.

4. Another step needs to be done before integrating ethical
principles, such as respecting the inherent worth and
uniqueness of each individual patient.

TEST-TAKING TIP: |dentify the word in the stem that sets a
priority. The word first in the stem sets a priority. Identify
the option that is unique. Option 2 is unique. It is the only
option that is associated just with the nurse; options

1,3, and 4 include the patient. Option 2 is the only option
that presents a reason why the action is necessary, because
they affect nursing decisions. For all these reasons, examine
option 2 carefully.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Comprehension

. ANSWER: 1, 4, 5.

Rationales:

1. Patients have the right to examine, amend, and request
a copy of their entire clinical record.

2. Only nursing team members directly responsible for car-
ing for the patient have a right to access the patient’s clinical
record.

3. Rounds should be held in an area that is private so that
only health team members can hear the conversation. If
rounds are conducted in a hallway, visitors and other
patients and nursing team members not responsible for the
patient’s care may overhear confidential information about
the patient. Discussing patients in hallways, elevators, or
dining areas violates HIPAA rules.

4. No information can be released to an inquiring indi-
vidual without the permission of the patient. Health-care
workers are not permitted to share the fact that

the person is currently admitted or not admitted to

the hospital.

5. If a patient is unable to participate in making personal
health-care decisions, the patient’s designated health-care
proxy is responsible for making these decisions. An indi-
vidual who is a health-care proxy must know all the risks
and benefits of health-care interventions before making
informed decisions for the patient.

TEST-TAKING TIP: |dentify the option with a specific deter-
miner. Option 2 contains the word all, which is a specific
determiner. More often than not, an option with a specific
determiner is a distractor.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

. ANSWER: 4.

Rationales:

1. This scenario does not reflect an assault. An assault
occurs when a person unjustifiably threatens to touch or
harm another.

2. This scenario does not reflect battery. Battery is the
intentional touching of a patient’s body or clothing or any-
thing held by or attached to a patient in an angry, willful,
negligent, or violent manner without consent.

3. This scenario does not reflect negligence. Negligence
occurs when a nurse fails to implement reasonable care as
dictated by standards of care by omission or commission
of an act and/or fails to act how a reasonable and prudent
layperson would in similar circumstances.



10.

n

4. The nurse had a professional relationship with and
responsibility for the nursing care of the patient. The nurse
failed to provide an expected level of care consistent with
professional standards of practice and failed to act how
another nurse would in similar circumstances. The
patient’s vital signs and physical assessment revealed that
the patient was unstable, and the patient’s electrocardio-
gram results converted from atrial flutter to atrial fibrilla-
tion. Atrial fibrillation can be a precursor to a brain attack
(stroke). The rapid response team and the primary health-
care provider should have been notified so that
appropriate medical intervention could be performed.
Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 3.

Rationales:

1. The nurse cannot admit a patient.

2. Although this is something that the nurse should do,
there is another option that should be implemented first.
A nurse should refuse to be involved in a discharge or
any other action if it is known to be against policy or is
unethical.

3. If a nurse believes an action by another professional is
inappropriate, the nurse should seek guidance from the
nurse’s immediate supervisor.

4. It is inappropriate for a nurse to contact the primary
health-care provider’s supervisor. This does not follow the
nurse’s chain of command within a facility.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word next in the stem sets a priority. Identify
the options that are opposites. Option 1and 2 are oppo-
sites. Examine options 1and 2 carefully.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 2, 3, 4.

Rationales:

1. The clinical record belongs to a facility or to a primary
health-care provider if it is in a primary health-care
provider’s office; it does not belong to the patient.
However, the information in the clinical record belongs
to the patient.

2. The Joint Commission, in the process of accrediting a
health-care facility, will audit patients’ clinical records to
ensure compliance with standards by which quality of
health care is measured.

3. Quality management committees examine patients’
clinical records to determine if there are any undesirable
trends that indicate where improvement can be made in
the delivery of care, such as success rates of procedures,
frequency of agency acquired infections, occurrences of
harmful events, and so on.

12.

13.
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4. Comprehensive, detailed, and unambiguous documen-
tation of the patient’s status, nursing care provided, and
the patient’s response protect the nurse from false claims
of negligence or malpractice.

5. A patient’s clinical record cannot be copied and
removed from the unit, even after the patient’s name and
medical record number are removed. This violates HIPAA
regulations.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Analysis

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Knowledge

ANSWER: 4.

Rationales:

1. It is not the responsibility of a social worker to advocate
for a patient in this situation.

2. It is not the responsibility of the legal department of a
hospital to advocate for a patient in this situation.

3. It is not necessary for the patient to seek new
employment.

4. The Americans with Disabilities Act, passed in 1990,
requires employers to make reasonable accommodations
(e.g., ramps, bathrooms, parking, elevators) to facilitate
employment of people with disabilities. The patient
should be made aware of one’s rights indicated in the
Americans with Disabilities Act and then be encouraged
to seek compliance by the employer.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority. Identify
the options that are equally plausible. Options 1and 2 are
equally plausible. Identify opposite options. Options 3 and
4 are opposites.

Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Communication/
Documentation; Nursing Process: Implementation

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Application

ANSWER: 1.

Rationales:

1. The American Nurses Association’s Code of Ethics
indicates that patients have the right to die in comfort.
To be accepted into a hospice program, patients must
complete a do-not-attempt-to-resuscitate form and
understand that care is directed toward supporting com-
fort and dignity and not curative. Medicating a patient to
achieve a comfortable and peaceful death is appropriate,
even if by doing so it hastens death.

2. The health-care provider has already prescribed an
intravenous opioid medication for the purpose of provid-
ing for a comfortable and peaceful death.

3. In a situation where a patient is receiving hospice care,
pain medication may be administered, even it may hasten
death. The intention of providing opioid medication is
relief of pain and support for a comfortable and peaceful
death.
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14.

15.

4. Holding prescribed pain medication from a dying
patient who has agreed to hospice care is cruel, unethical,
and unacceptable.

TEST-TAKING TIP: Identify opposite options. Options 1and
4 are opposites. Identify equally plausible options. Options
2 and 3 are equally plausible. They both seek direction in
what to do next. Identify the most patient-centered
option. Option 1is the most patient-centered option.
Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Nursing Process:
Implementation

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Application

ANSWER: 2, 4, 5.

Rationales:

1. A nursing license can be revoked or suspended for pro-
fessional misconduct.

2. This is an accurate statement. Candidates for licensure
must self-report criminal convictions, chemical
dependencies, and functional ability deficits.

3. A nursing license is required to practice the profession
of nursing in all settings.

4. This is an accurate statement. Each state sets the crite-
ria for the passing rate on the NCLEX examination. If
you meet the criteria to practice nursing in one state,
another state may grant a license to practice nursing in
their state upon a person’s application for this privilege
(reciprocity).

5. Each state’s board of nursing is responsible for ensur-
ing that only graduates of recognized schools of nursing
take the NCLEX examination. Administrators of schools
of nursing inform state boards of nursing of the names of
individuals who have successfully completed a nursing
program. The graduate then completes an application to
take the NCLEX examination, which is submitted to the
state board of nursing.

TEST-TAKING TIP: Identify options with a specific deter-
miner. The word never in option 1is a specific determiner.
Generally, an option with a specific determiner can be
eliminated from consideration.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Knowledge

ANSWER: 3.

Rationales:

1. This is an example of the ethical principle of benefi-
cence, not veracity. Performing an action that supports a
positive outcome is an example of beneficence.

2. This is an example of the ethical principle of fidelity, not
veracity. Fidelity refers to making only promises or com-
mitments that can be kept. Promising to return immedi-
ately with pain medication and then immediately returning
with the pain medication is an example of fidelity.

3. This is an example of the ethical principle of veracity.
Veracity refers to being truthful, which is essential to a

16.

17.

trusting nurse-patient relationship. Informing a patient
when a procedure may be painful is an example of
veracity.

4. This is an example of the ethical principle of nonmalefi-
cence, not veracity. Removing a patient from harm, pre-
venting harm, and avoiding actions that may cause harm
are associated with the principle of nonmaleficence. The
positive outcome of an action must be measured against
the risk of potential harm.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment;
Management of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. Battery occurs when a person unlawfully touches
another person without consent.

2. Assault occurs when a person threatens harm to an
individual. The patient does not have to be touched for
the nurse to be charged with assault.

3. Negligence occurs when a patient suffers an injury when
a nurse fails to meet a standard of care.

4. Abandonment occurs when a nurse leaves a patient
without an appropriate nursing replacement.
TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word best in the stem sets a priority.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 1, 2, 4.

Rationales:

1. This action violates HIPAA. Confidential information
should be discussed only in an area where privacy is
provided.

2. This action violates HIPAA. Information about a
patient should be discussed only with appropriate mem-
bers of the health-care team and individuals for whom
the patient gives written consent.

3. This action is fraud, not a violation of HIPAA.

4. This action violates HIPAA. Information left on a
computer screen that can be seen by people walking in a
hallway violates confidentiality.

5. Consulting with a nurse manager is an appropriate
action and does not violate HIPAA.

TEST-TAKING TIP: Identify the word in the stem that
indicates negative polarity. The word violation in the stem
indicates negative polarity.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application
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20.

ANSWER: 4.

Rationales:

1. This event is not reportable to authorities in any state. A
release against medical advice is a form that must be signed
by a patient who wants to leave a hospital when the patient is
advised not to do so by the primary health-care provider. It
protects the health-care team members and the agency from
legal liability in the event of negative consequences.

2. Notifying an agency, such as the health department,
about the presence of a communicable disease is mandated
in all states.

3. All states have laws that mandate that suspected child
abuse or neglect be reported to appropriate authorities; for
example, child protective services.

4. Not all states have mandatory reporting laws that pro-
tect adults over 60 years of age when abuse or neglect is
suspected.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Knowledge

ANSWER: 3.

Rationales:

1. The issue is beyond solving at the primary nurse level.
The adult children on both sides of the issue have a deter-
mined position.

2. Although this may be suggested to facilitate a different
perspective of the issue that may help promote agreement,
the spiritual advisor may have a limited focus that will not
include the short- and long-term health-care issues.

3. This ensures that the two sides of this issue are explored
in a nonconfrontational environment. The ethics commit-
tee will act as the patient’s advocate and protect the rights
of the patient, which is the focus of its activities.

4. The nurse should not give advice.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word best in the stem sets a priority. Identify
the option with a specific determiner. The word all in
option 1is a specific determiner. Rarely is an option with

a specific determiner the correct answer.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 1.

Rationales:

1. The Americans with Disabilities Act protects a person
with a disability from discrimination by an employer. An
employer is required by law to provide reasonable
accommodation within the work setting to facilitate the
job performance of a disabled person.

2. Nurse practice acts protect patients and society. They
establish the minimum standards of care to be delivered by
practicing nurses.

21.

22,
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3. Mandatory reporting laws, such as the reporting of neg-
lect or abuse of children, older adults, and people with
mental illness or developmental impairments, are designed
to protect those who are unable to protect themselves.

4. Incident reports are designed to identify problems and
areas for quality improvement.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Comprehension

ANSWER: 1.

Rationales:

1. The nurse can be charged with malpractice. Malprac-
tice occurs when the nurse does not adhere to standards
of nursing practice and it results in injury to the patient.
Nurses are expected to act in a way a reasonably prudent
person with the same education and experience would act
in a similar circumstance.

2. Administering a medication to the wrong patient is not
an example of assault. Assault occurs when a nurse inten-
tionally threatens to harm or touch a patient in an insult-
ing, unjustifiable, or offensive manner. An example is
saying, “If you don’t behave, you can’t have your pain
medication.”

3. Administering a medication to the wrong patient is not
an example of battery. Battery occurs when a nurse inten-
tionally touches a patient’s body or clothing or anything
held by or attached to a patient in an angry, willful, negli-
gent, or violent manner without consent. Examples include
forcefully undressing a patient, resuscitating a patient who
has a do-not-attempt-to-resuscitate order, and administer-
ing a medication refused by a patient.

4. Administering a medication to the wrong patient is not
an example of fraud. Fraud occurs when there is purpose-
ful misrepresentation intended to produce unlawful gain.
Fraud is a reckless disregard of the truth. An example is
stating, “You should not feel any pain with this proce-
dure,” when it is commonly known that the procedure is
painful.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 3, 4, 5.

Rationales:

1. Failure to complete an incident report after a patient
falls is not associated with HIPAA. This is related to failure
to follow a policy or procedure of the agency.

2. Sharing clinical events and learning with other student
nurses during a clinical post conference does not violate
HIPAA as long as all members of the class maintain confi-
dentiality of the patient’s protected health information.

3. Any professional health caregiver who discusses pro-
tected personal health information within the hearing of
unauthorized individuals is in violation of maintaining
protected personal health information.
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23.

24.

4. A computer screen with protected personal health
information that is unattended or within the line of sight
of an unauthorized person violates principles in HIPAA.
5. This is a violation of maintaining the confidentiality of
protected health information. The information on the
form was exposed to a visitor who is not a member of the
health team.

TEST-TAKING TIP: Identify the word in the stem that reflects
negative polarity. The word violations in the stem indicates
negative polarity.

Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 2.

Rationales:

1. Educational criteria are established by the National
League for Nursing Accrediting Commission (NLNAC)
and the Commission on Collegiate Nursing Education
(CCNE), which accredit schools of nursing.

2. This is an accurate statement. Each state has a nurse
practice act that safeguards the public by legally defining
the nature and scope of nursing practice, describing how
the nursing profession is governed, and defining criteria
for nursing education.

3. Each state’s board of nursing determines the criteria for
awarding licensure in their respective states based on satis-
factory completion of a recognized school of nursing and
achieving the passing rate determined by the state on the
NCLEX-RN or NCLEX-PN examination.

4. Nurse practice acts are legislated and enforced by each
individual state, not the federal government.

TEST-TAKING TIP: Identify the option with a specific deter-
miner. The word exclusively in option 1is a specific deter-
miner. Generally, options with specific determiners are
distractors.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Knowledge

ANSWER: 4.

Rationales:

1. This is premature. The nurse needs to implement
another option first.

2. This intervention may result in the patient causing self-
harm or harm to others. The nurse should refuse to be
involved in this patient’s discharge.

3. The patient’s spouse clearly has indicated no desire to
help the patient at this time.

4. Patients who are visibly impaired are considered to be
gravely disabled because they may cause self-harm or
harm others; therefore, the person should not be released
until sobriety is demonstrated. The nurse should explain
this to the primary health-care provider.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority.

Content Area: Legal and Ethical Issues

Integrated Processes: Caring; Communication/Documenta-
tion; Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

. ANSWER: 4, 3, 1, 2.

Rationales:

4. This meets the requirement of duty associated with liti-
gation. A nurse working as a representative of an agency
has an implied contract with patients receiving care pro-
vided by a staff member of the agency.

3. A nurse’s actions by omission or commission that fails
to meet standards of care meets the legal requirement of
breach of duty associated with litigation.

1. This statement indicates that the two elements of cau-
sation were met. The nurse administered a diuretic that
was not prescribed by the primary health-care provider
and the diuretic caused dehydration and subsequent
hypotension that resulted in a fall.

2. This statement addresses the damages suffered by the
patient as a result of receiving the diuretic that was not
prescribed by the primary health-care provider. Requir-
ing surgery and the delay of the patient’s chemotherapy
treatment resulted in pain, suffering, and additional
medical expenses. The patient experienced physical con-
sequences of a longer hospitalization and recovery and
the psychological consequences associated with the delay
of cancer treatment.

Content Area: Legal and Ethical Issues

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis



Leadership
and Management

KEY TERMS

Accountability—Assumption of liability for the con-
sequences of one’s own actions and the actions of
subordinates.

Authority—Power to direct the work of others.

Change—Process of transforming, modifying, or
making something different.

Conflict—The disagreement of two or more people on
an issue.

Delegation—Transfer of responsibility for the implemen-
tation of a task to another while retaining accountabil-
ity for its outcome.

Leadership

Leadership is an interpersonal process of motivating
others in the accomplishment of a goal or to change. It
involves assisting others to develop a sense of control and
purpose, developing a commitment to accomplish a
desired outcome, and helping others meet the challenges
that arise in the fast-paced, technologically advanced, con-
stantly changing health-care environment.

A. Behavioral Leadership Styles

1. Behavioral leadership styles are associated with
what a leader does.

2. A nurse should know various leadership styles
because each style lends itself to different settings
and different situations. For example, an emer-
gency might require a nurse to decide and act
quickly, whereas a complex problem might require
reflective thinking about and thorough discussion
of the alternatives with others before making a
decision.

3. The most common behavioral leadership styles
include the autocratic, democratic, and laissez-
faire styles (Table 3.1).

Leadership—Interpersonal process of motivating others
in the accomplishment of a goal.
Management—Process of ensuring that tasks are accom-
plished to meet organizational goals.
Power—Authority to influence others or implement
actions to achieve a goal.
Responsibility—Obligation to perform an assigned role.

MAKING THE CONNECTION

Autocratic Leadership Style

and Clinical Practice
A nurse team leader identifies a small fire in a patient
lounge. The nurse removes a patient who is in immediate
danger and shuts the door to the dayroom. The nurse
then instructs one employee to activate the fire alarm,
two employees to close doors to all rooms on the unit
as well as the fire cutoff doors, and two other employees
to get ABC fire extinguishers. The nurse needed to use
the autocratic behavioral leadership style in this situation
because it required an immediate, efficient response.
Therefore, the nurse team leader made decisions for the
safety of patients and employees on the unit, gave direct
orders to staff members, and assumed responsibility for
the outcomes.

B. Transformational Leadership Theory
1. Leaders motivate followers by communicating the
importance of their vision (goal), inspiring com-
mitment, and exciting others to participate in the

45
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Comparison of Behavioral Leadership Styles

Leadership Style Control Decision Making Influence of the Leader  Responsibility Efficiency
Autocratic Retained by leader By leader High Retained by leader High
Democratic Shared By leader or shared ~ High Shared Moderate
Laissez-faire Little or no control ~ Shared or by no one  Low Relinquished by leader  Low

by anyone

achievement of the vision. The vision is noble and
for the good of humanity.

2. Transformational leaders often are characterized as
being charismatic, energetic, optimistic, and coura-
geous; having integrity; and being risk takers.

DID YOU KNOW?

Magnet certification is recognition given by the
American Nurses Credentialing Center (ANCC), an
affiliate of the American Nurses Association, to
hospitals that meet criteria that indicate quality
nursing care and support of professional nursing
practice. Transformational leadership is essential to
achieving Magnet certification because the criteria
address the establishment of a collaborative culture
that empowers nurses, promotes job satisfaction,
advances nursing standards and practice, and pro-
vides quality patient care.

C. Situational Leadership Theories

1. Situational leadership theories propose that each
circumstance may require a different leadership
style because situations can be multifaceted and
the individuals involved have different strengths
and weaknesses.

2. The ability to acclimate to a situation is the central
premise of situational theories.

D. Quantum Leadership Theory

1. Quantum is a “unit of radiant energy.”

2. Quantum leadership theory is based on the concept
that the fast growth of new information requires
people to experience change, even as it is identified;
this limits the thoughtful design and cautious
implementation that other theories advocate.

3. Itis based on the tenets of quantum physics.

a. Leadership involves an interactive energy field
between the leader and followers.

b. Leadership cannot be estimated or structured.

c. Leadership is not continuous.

d. The impact depends on interaction (content
and level) between the leader and followers.

m Management

Management is the process of ensuring that tasks are
accomplished to meet organizational goals. Managers are
formally and authoritatively appointed to a position that

inherently holds power and entitlement to implement and
enforce decisions.
A. Management Activities

1. Identifying problems and implementing new
initiatives.

a. Determining the significance of collected data
and identifying trends that indicate a problem.

b. Implementing projects based on results of evi-
dence-based practice research, new technology,
and new ideas.

2. Planning: Developing goals and determining
strategies that are most likely to achieve organiza-
tional goals.

3. Organizing: Obtaining and managing human and
economic resources to meet desired clinical and
financial goals.

4. Directing: Motivating, guiding, and leading staft
members in meeting organizational goals.

5. Controlling: Using outcome criteria to measure
effectiveness in goal achievement, ensuring
ongoing evaluation, and implementing corrective
actions when necessary.

B. Management Theories

1. Scientific management.

a. Focuses on the task component of the manage-
ment of subordinates.

b. Based on the concept that when jobs are
evaluated, tasks are planned so that they are
more efficient and workers are provided with
adequate incentives so that productivity
increases.

2. Human relations—oriented management.

a. Focuses on the interrelationship component of
management.

b. Includes two types of management styles.

(1) Theory X: Managers believe that firm rules,
continuous supervision, and fear of negative
consequences produce effective, productive
workers.

(2) Theory Y: Managers believe that assistance,
support, guidance, and rewards produce
satisfied, inspired workers; managers work
at addressing conflict and supporting
mutual respect and understanding to ensure
a setting in which individuals can be most
effectual and productive (Table 3.2).



Leadership Versus Management Traits

Leadership Traits

Strive to influence
and guide others

(assisting, developing,

helping)

May or may not be a
manager

Depend ona
leadership style to
generate power
Communicate
effectively verbally
and in writing
Collaborate
effectively

Think critically

Are competent
Are credible

Are respectful of
others

Management Traits

Strive to achieve organizational
goals through influencing others
(identifying, planning, organizing,
directing, controlling)

Must possess strong leadership
skills to be effective

Use power for influence

Have power and authority
associated with their titles

Are committed to achievement
of organizational goals

Are committed to excellence in
nursing practice and ongoing
quality improvement
Understand power and organiza-
tional politics

Understand economics, finances,
and budgets

* Have decision-making skills
Are inspiring,  Have delegation skills
motivating, and  Are organized
flexible « Are open to suggestions of

Use scientific
problem-solving
Think outside the box
Are self-aware and
can assess their own

effectiveness truthfully

and openly

subordinates

Are fair and equitable in dealing
with subordinates

Are sensitive to the needs of
subordinates

Are responsible and accountable
Are experts in clinical practice

m Nursing Management

Nurse managers are formally and authoritatively appointed

to the position. Inherent in the position is the power and
entitlement to implement and enforce organizational deci-
sions. Actual responsibilities and activities depend on the
specific position within the hierarchy of the organization in
which a nurse manager works. To function in this role effec-
tively, a nurse manager should have strong leadership traits.
A. Principles of Management Applicable to Nursing
1. Authority.

a. Managers have the authority to direct the work
of others based on power associated with a title.

b. Authority is expressed through leadership and
management activities and is related to account-
ability and responsibility.

2. Accountability.

a. Managers assume liability for the consequences
of their own actions and the actions of their
subordinates.

b. Accountability is reflected in one’s personal
ethical integrity, support of the philosophy and
objectives of the organization, standards of
nursing practice, and elements of the state
nurse practice act.
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3. Responsibility.

a. Managers assume the obligation to accomplish

a task.

b. Responsibility is assumed for the management

and supervision of subordinates, utilization of
financial resources, communication of infor-
mation to and from subordinates, implementa-
tion of organizational policies and procedures,
and achievement of organizational goals and
objectives.

B. Examples of Activities of Nurse Managers

1.

Recruiting, hiring, and firing staff.

2. Scheduling staff.

©

10.
1.
12.
13.
4.

15.
. Levels of Management in Nursing

3. Formulating and managing a budget.
4. Establishing annual goals.

5.
6
7.

Monitoring achievement of standards of practice.

. Supervising and counseling staff.
. Participating in and engaging staff in ongoing

quality improvement activities.

Providing for staff education.

Providing a communication link among patients,
upper management, and subordinates.

Alerting administration to changing patient and
subordinate needs.

Problem-solving issues proactively or reactively.
Conducting regular staft meetings.

Making rounds with primary health-care providers
and nursing team members.

Encouraging staff to participate in interdiscipli-
nary facility-wide committees.

Encouraging staff to participate in nursing research.

1. First-level managers.

a. Are commonly responsible for managing daily
activities associated with a specific group of
people on a unit level, including delegating,
supervising, and motivating staft to achieve
organizational goals.

b. Communicate staff and unit issues to unit-level

managers, and communicate information from
higher level managers back to staff on the unit.

c. May have such titles as:

(1) Primary nurse.
(2) Team leader.
(3) Charge nurse.
(4) Case manager.

. Unit-level managers.
a. Are commonly responsible for 24-hour operation

of a nursing unit, including staffing schedules,
budget management, supervision of staft, and
ongoing quality improvement.

b. Communicate information to middle-level

managers and to first-level managers.

c. May have such titles as:

(1) Nurse manager.
(2) Assistant nurse manager.
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3. Middle-level managers.

a. Are commonly responsible for supervising a
number of unit-level managers and the overall
functioning of areas, units, or departments for
which they are responsible.

b. Spend less time on day-to-day management
issues and more time on departmental planning
and interdisciplinary problem-solving.

c. Function as liaisons between upper-level and
unit-level managers.

d. May have such titles as:

(1) Nurse coordinator.

(2) Supervisor.

(3) Assistant director of nursing.

(4) Associate director of nursing.
4. Upper-level (top-level) managers.

a. Are commonly nurse executives who are respon-
sible for determining organizational goals and
developing strategic plans to achieve these goals.

b. Are responsible for the overall management
and practice of nursing within the organization.

c. May have such titles as:

(1) Director of nursing.

(2) Vice-president for nursing.

(3) Chief nurse.

(4) Associate administrator.

(5) Assistant administrator.

(6) Vice-president for clinical care services (if
also responsible for such areas as pharmacy
and dietary).

Power and Empowerment

Power relates to actions. It involves having the authority
and ability to influence others to achieve a goal even in
the presence of resistance. Empowerment relates to feel-
ings. It involves personal feelings of competence and
self-determination. Nurse managers must understand
these concepts and integrate them into their practice.
A. Sources of Power

1. Power of authority: A person in a position of
authority can mandate compliance as a result
of the power of the position.

2. Power of reward: A manager can use incentives,
such as pay increases or promotions, to influence
others.

3. Power of coercion: A manager can use the threat
of an undesirable performance evaluation or job
termination to influence others; patients can
return a less-than-satisfactory patient satisfaction
survey or complain about a staff member to a
charge nurse.

4. Power of expertise: A nurse can gain power by
obtaining an advanced degree in nursing, such as
nurse practitioner, or extensive experience in a

MAKING THE CONNECTION

Power Versus Empowerment
Empowerment should not be confused with power. A
person who has power might not feel empowered; to
feel empowered, a person needs to feel confidence in
his or her ability to do a good job, feel that individuals
will listen, feel that the work is meaningful, and feel free
to decide how work will get done. On the other hand, a
person can feel empowered without having power. For
example, nurses may feel empowered when they are
treated with respect, receive recognition for a job well
done, are given a reasonable work assignment, are
included in organizational decisions, and have their
contributions heard and valued.

specialty area, such as in pediatric, oncology, or
emergency nursing.
B. Empowerment

1. Empowerment is a feeling of competence, a feeling
of capability to influence another person, or a feel-
ing of privilege or entitlement.

2. Nurse managers must support and nourish posi-
tive feelings of growth, accomplishment, and inde-
pendence in subordinates that facilitate feelings of
empowerment.

Delegation

The American Nurses Association (2009) defines delega-
tion as the process of “transferring responsibility for the
performance of an activity or task while retaining account-
ability for the outcome.” Many changes in health-care
delivery (e.g., reengineering of hospital organizations and
downsizing the professional nursing workforce as a meas-
ure of cost containment) have resulted in the need for
nurses to delegate tasks to unlicensed personnel, requiring
nurses to spend more time in supervisory roles. The pro-
fession of nursing is working to ensure that unlicensed
personnel are used only in supportive roles and not as sub-
stitutes for licensed nurses.

A. Five Rights of Delegation (must be met when a nurse

delegates aspects of nursing care)

1. Right task: The task is appropriate for delegation.

2. Right circumstances: The nurse considers the
appropriateness of the patient setting, available
resources, and other relevant factors.

3. Right person: The task is delegated to a person
who is competent to perform the task within his
or her legal scope of practice.

4. Right direction/communication: The nurse
provides a clear, concise description of the task,
including what should be accomplished and how
it should be accomplished.




5. Right supervision: The delegator is responsible for

monitoring and evaluating the performance of the
task and providing feedback to the person per-
forming the task.

B. Policy Considerations Associated With Delegation

1. A registered nurse (RN) is responsible for delegat-

ing and supervising care provided by unlicensed
individuals in health-care environments.

. Each state has its own definitions, regulations, and

directives regarding delegation.

. The following general policy matters are common
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well its application to the setting in which the
nurse works.

. Nurses are responsible for providing safe and

effective nursing care over a range of care pro-
vided in various settings (e.g., hospital, nursing
home, school, public health clinic, home-health
agency).

. In each setting, nurses are generally the coordina-

tors of the health teams, which comprise a variety
of licensed and unlicensed caregivers.

C. Nursing-Related Principles of Delegation

to all states regarding delegation.

a. State nurse practice acts delineate the legal
boundaries of nursing practice.

b. There is a need for capable and properly super-
vised nursing assistive personnel in the delivery
of cost effective, quality health care.

¢. An RN should assign or delegate tasks based on
patients’ needs and statuses, the risk of harm,
constancy of a patient’s condition, intricacy of the
task, likelihood of the outcomes, capabilities of
the staff member to whom the task is delegated,
and the circumstances of other patient needs.

d. All delegation decisions should be based on
maintaining the safety and welfare of the public.

1. A nurse may delegate elements of care but retains
responsibility to answer for personal actions asso-
ciated with the nursing process.

2. Pervasive functions of assessment, planning, evaluation,
and nursing judgment cannot be delegated.

3. A nurse must take into account the education and
skills of the person to whom the nurse delegates
components of care.

4. The decision to delegate should be based on the
nurse’s judgment regarding the condition of
the patient, the abilities of nursing team members,
and the amount of supervision that is necessary
for the task delegated.

4. A nurse must understand the nurse practice act 5. A nurse should delegate only those tasks permitted by

and the regulations and directives regarding
delegation in the state in which the nurse works as

the state nurse practice act and facility policies and
procedures (Table 3.3).

Care That May Be Performed by Unlicensed Assistive Personnel

Health-Related Functions
(Ilustrative and Not All Inclusive)

Making occupied and unoccupied beds
Obtaining routine vital signs, including
temperature, pulse, respirations, and
blood pressure

Bathing patients

Providing routine skin care

Promoting mobility, including ambulation
and range of motion

Assisting with meeting routine urine and
fecal elimination needs

Obtaining and reporting information at
the direction of the registered nurse

Non-Nursing Functions
(Iustrative and Not All Inclusive)

Housekeeping

« Cleaning unit surfaces, such as overbed and bedside tables

« Disposing of trash

» Changing linens on beds and stretchers

« Stocking supplies

Clerical

 Recording routine data, such as temperature, pulse, respirations, blood pressure,
and lab results

 Checking clothing and valuables

« Collating forms for new charts

e Answering telephones

Transportation

« Transporting non-acute patients to tests off the unit, bodies to the morgue, and
discharged patients to exits

« Delivering medications, supplies, linens, specimens, and blood products

Dietary

* Delivering routine and isolation meal trays and nourishments

« Recording food and oral fluid intake

Miscellaneous

e Assisting with visitors

* Ordering stock medications and supplies

Adapted from New York State Nurses Association. (2004). Position Statement: Registered Professional Nursing’s Utilization of Unlicensed Assistive Personnel. Retrieved
October 25, 2012, from www.nysna.org/practice/positions/positionl_04.htm, with permission.
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6. A nurse must follow the Five Rights of Delegation
and use professional judgment when delegating a
task to another nursing team member.

7. A nurse must communicate effectively and ensure
that communication is a two-way process between
the delegator and the subordinate.

8. Nursing administrators are responsible for ensur-
ing that assessment of policies and procedures and
the evaluation of competence requirements associ-
ated with delegation are regularly conducted.

Managing Change and Conflict

Change is the process of transforming, modifying, or mak-
ing something different; it can also be defined as learning,
growth, or progress. With the explosion of advances in
technology and vast increases in knowledge, nurses must
be able to incorporate new information into nursing prac-
tice to meet patients’ needs. However, points of view and
opinions about how something should be accomplished
can cause conflict. Nurses must be willing to negotiate and
compromise with other members of the health team to
effect change.
A. Change Theory (Lewin)

1. Proposes a process to plan and implement change

in organizations.

2. Purports that effective change entails three steps.

a. Unfreezing: The need for change is identified,
various supportive and resistive solutions are
explored, and group members are motivated to
change.

b. Moving: Group members agree that the current
status is unacceptable. Change is implemented
after careful planning and with input from
group members.

C. Refreezing: Change is integrated, stabilized, and
incorporated into practice.

B. Planned Change
1. A purposeful, intended, systematic effort by a person,
group, or organization to alter its present state.
2. A nurse must identify factors relative to the change.

a. What is the complexity of the change?

b. What is the magnitude of the change (how
many people/departments are involved)?

c. Is there readiness for the change?

d. What is the pace of the change (is it urgent or
can it be implemented slowly)?

e. What is the current stress level of participants?

f. Are there forces of resistance within the
organization?

3. A nurse should follow a process, such as the nurs-
ing process.

a. Recognize the need for change.

b. Identify the problem.

c. Analyze possible solutions.

d. Choose a solution.

e. Plan for making the change (e.g., objectives,
implementation steps, timetables, selection of
individuals to implement the change, prepara-
tion to address resistance, and ways to stabilize
the change).

f. Put the plan into effect.

g. Evaluate the outcomes of the change.

h. Stabilize the change (may be permanent).

C. Resistance to Change

1.

2.

Effective change requires the cooperation of all

participants.

Individuals might resist change for four major

reasons.

a. Technical concerns, such as child-care needs.

b. Psychosocial concerns, such as fear, anxiety,
low tolerance to change, and impact on income.

c. Threats to power, such as position or influence.

d. Lack of knowledge or misunderstanding.

. Nurse managers should identify and address issues that

can contribute to resistance as early as possible.

. Nurse managers need to identify and address

resistive behaviors because they can undermine

the effort to change.

a. Obvious resistive behaviors include refusing to
be involved in the process, writing negative
memos, and organizing resistance.

b. Passive-aggressive resistive behaviors include
missing meetings and agreeing with the change
but avoiding activities to implement the
change.

. Nurse managers should implement strategies for

lowering resistance to change.

a. Be prepared for resistance before change is
introduced.

b. Increase communication and information to
overcome lack of knowledge and to correct
misconceptions, which are often significant
threats to change.

c. Involve a resistive participant in developing
and implementing the change, incorporating as
many suggestions as feasible to ensure a vested
interest in the success of the project.

d. Reduce the anxiety and fears of participants by
recognizing their competence, providing staft
education programs that support new learning
and personal growth, allowing time for learning
and practice, providing a nonjudgmental cli-
mate where participants can verbalize feelings,
and expressing appreciation for each partici-
pant’s contributions.

e. Assure participants, when possible, that no
one will lose a job or position because of the
change.



f. Make the organization’s commitment to the
project clear.

g. Identify the positive consequences of the
change, including ways in which the change
will benefit participants.

D. Conflict
1. Differing points of view and opinions about how
something should be accomplished commonly
result in conflict in the workplace.
2. Strategies for managing conflict.

a. Recognize that health-care workers have differ-
ences (e.g., different ages, nationalities, cul-
tures, income levels, genders, educational
backgrounds, and lifestyles).

b. Recognize that each person has personal values,
beliefs, habits, and experiences.

c. Understand that the clinical setting can be
stressful, which can generate problems.

d. Identify occurrences of conflict, which can
occur between two individuals (e.g., two nurses,
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nurse and family member), workers of different
shifts (workers on the day shift versus the night
shift), or different departments (nursing and
physical therapy, nursing and dietary).

e. Address conflict in a constructive manner that
leads to professional growth rather than rejec-
tion and anger.

f. Handle conflict in a way that enables each party to
gain insight into the other person’s point of view;
it can stimulate individuals to work together in
more constructive ways, leading to increased pro-
ductivity and improved relationships.

g. Use a win-win approach to conflict resolution. For
example, when possible, integrate a combination of
suggestions from those offered from both sides of a
conflict so that both sides gain some benefit.

h. Engage in informal or formal negotiation
if conflict cannot be managed through
problem-solving.

N CASE STUDY: Putting It All Together

A director of nursing at a local community hospital
believes that nurses not only should be involved in
the traditional roles of nursing (e.g., caregiver, teacher,
advocate) but also should expand their roles into
other areas associated with professional nursing. Based
on this belief, the director of nursing invites all the
nurse managers to a meeting to discuss future nursing
initiatives. After a length of time with input from many
of the nurse managers, the director of nursing makes
the following statement: “We have discussed numer-
ous interesting projects. However, | would like for us
to begin with just one initiative. Since | firmly believe
that nurses should be performing evidence-based
practice, | really liked the suggestion that we conduct
a small research project on each unit. What do you
think?” Another discussion among the members of the
meeting occurs, and the majority of nurse managers
are in favor of instituting this initiative. The director
of nursing then says, “Il am sure that this is going to be
an exciting new venture. Each unit can make its own
determination on how to accomplish this goal. We
have money in the budget, and we can hire a nurse
researcher to assist you with your projects.” After the

1

Case Study Questions
A. What leadership style seems to be preferred by (1) the director of nursing and (2) the nurse manager of the medical unit, and why?

meeting, one nurse manager of a medical unit says to
another nurse manager, “I can't believe we are now
going to have to do research projects. Don't you think
we do enough already? Let’s talk with the other nurse
managers and see if we can reverse this decision.” This
nurse manager holds a unit meeting and tells the staff
nurses, “We are going to be conducting a research
project on our unit. | am not thrilled about having to
do this, but we have no choice. Because we had three
patients fall last month, | think we should attempt to
reduce falls. | decided we should conduct a fall assess-
ment for every patient, and for all patients at risk for
falls, we should put a star over the bed and make them
wear red socks. That way, the nursing staff will know
who is at risk and hopefully ensure the safety of those
patients. | expect you all to participate in this project,
and if you don’t, I will have to include that information
in your next evaluation.”

A month later, when the director of nursing calls
another nurse manager meeting, three of the eight
nurse managers did not attend, two said they were
too busy, and the third took the day off to avoid the
meeting.

7,

Continued
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N CASE STUDY: Putting It All Together cont’d

Case Study Questions
B. What management style seems to be preferred by (1) the director of nursing and (2) the nurse manager of the medical unit,
and why?

1.

2y

C. What behaviors in the scenario reflect resistance, and why?

1.

2y

3.

D. What types of power are exhibited in the scenario, and why?

1.

2y

3.




REVIEW QUESTIONS

1. Which action is most appropriate for the nurse to del-

egate to an unlicensed assistive personnel (UAP)?

1. Assisting a patient with a prosthetic leg to ambulate
to the bathroom

2. Teaching a patient with diabetes about the impor-
tance of eating an entire meal

3. Helping a patient to drink contrast media that
was poured into a cup by a nurse

4. Asking a patient who recently had surgery about
the intensity of pain being experienced

2. A nurse case manager is assessing an alert patient who
is a candidate for a nursing home. Which is the best
source of information about this patient?

1. Primary health-care provider
2. Family member

3. Charge nurse

4. Patient

3. A nurse is in charge of a team consisting of a regis-
tered nurse (RN), a licensed practical nurse (LPN),
and a nursing assistant (NA). Which tasks should the
nurse delegate to the LPN for the most effective use of
the expertise of staff members? Select all that apply.

1. Take vital signs on a postoperative
patient one day after surgery.

2. Perform abed bath for a patient on
contact precautions.

3. Obtainablood glucose level on a
patient with diabetes.

4. Provide patient education regarding
a dressing change.

5. Discontinue tubing that was used to

administer blood.

4. A nurse on the day shift is annoyed with the nurse on
the night shift and reports concerns to the nurse man-
ager. The day nurse states that the night nurse often
does not complete patient assignments or provide for
needed supplies, such as medication draws that are
missing the next dose of medication, supplies that are
not stocked for isolation rooms, and specimens that
are not collected. What is the nurse manager’s best
response?

1. “What do you think I should do to correct these
problems?”

2. “Which of these jobs can you assign to the nursing
assistant on your team?”

3. “Working nights is difficult, so do you think you
can help the night shift staff when you can?”

4. “When are you available so that I can arrange a meet-
ing for the three of us to discuss these concerns?”
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5. A nurse and a nursing assistant (unlicensed assistive
personnel) are working together caring for a group of
patients who recently had surgery. What action by the
nursing assistant requires immediate intervention by
the nurse?

1. Reinforcing a dressing that is soiled with serosan-
guineous drainage

2. Providing total assistance with a bed bath for a
patient who is disoriented

3. Giving a patient a cup of tea whose diet order was
changed from NPO to clear liquid

4. Assisting a patient to the bathroom on the second
day after the patient had minor abdominal surgery

6. A charge nurse is delegating assignments to staff

members working on a surgical unit. Which patient

should be assigned to a recently registered nurse

rather than an experienced registered nurse?

1. A woman with an elevated temperature after
surgery for an ectopic pregnancy

2. A middle-aged patient who had elective surgery for
repair of an abdominal hernia

3. A young adult who had a fractured femur as well
as multiple soft tissue injuries from an automobile
collision

4. An older adult male who had a transurethral resec-
tion of the prostate who has cherry red drainage
from the continuous bladder irrigation

7. A nurse manager of an emergency department of a
trauma center receives notification of a domestic
terrorist attack in the community and that multiple
casualties are en route to the hospital. What leader-
ship style is most appropriate when the nurse man-
ager responds to this event?

1. Autocratic

2. Democratic

3. Laissez-faire

4. Transformational

8. A nurse manager identifies that the nurse in charge on

evenings needs additional in-service education about

the legal roles of nursing staff members when the

charge nurse assigns the:

1. nursing assistant to monitor vital signs and deter-
mine those that are significant.

2. registered nurse to teach a patient with a colostomy
how to care for the stoma.

3. licensed practical nurse to change several sterile
dressings.

4. nursing assistant to give a bath to a patient with
dementia.
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9. A nurse is seeking a position in nursing management.

10.

1.

12

1.

The nurse reads a classified ad that indicates that the
hospital is seeking a person who will spend less time
on day-to-day management issues and more time on
departmental planning and interdisciplinary problem-
solving. Which level manager is this agency seeking?
1. Unit-level manager

2. First-level manager

3. Upper-level manager

4. Middle-level manager

Which activity is appropriate for an unlicensed nurs-

ing assistant to implement?

1. Collecting urine for a 24-hour creatinine clear-
ance test

2. Giving an obese patient a brochure on a
1,800-calorie diet

3. Placing a tube feeding pump on hold while
bathing a patient

4. Helping with the insertion of a nasogastric tube by
a primary health-care provider

Which is an example of an independent nursing

intervention?

1. Administering an enema

2. Changing a soiled dressing

3. Delegating the giving of a bath to a nursing assistant

4. Assisting a patient with a transfer from a bed to a
chair

A nurse manager of a patient care unit is determin-
ing if the nursing team members of the unit are
meeting organizational goals. What should the nurse
manager do first?

1. Identify trends that indicate a problem.

2. Plan approaches to meet patient needs.

3. Develop strategies to achieve objectives.

4. Share the purpose of the unit with colleagues.

A nurse manager believes in theory X human rela-
tions-oriented management. What behavior can a
newly hired nurse expect the nurse manager to
exhibit? Select all that apply.

1. Describing the continuous evaluation
of nursing performance
2. Explaining the agency’s policies
regarding the use of sick days
3. Informing the nurse of the conse-
quences for being late to work
4. Ensuringthe nurse that an orienta-
tion program will provide guidance
5. Directing the nurse to seek assistance

from another nurse when necessary

14.

15.

16.

17.

A nurse in charge of a patient care unit is consider-

ing staff member assignments. What criterion is

most significant for the nurse to consider when

delegating a task to another member of the nursing

team?

1. Who will ultimately be responsible for the
patient’s care?

2.Is the activity within the person’s job description?

3. How much experience does the person have?

4. What is the acuity level of the patient?

Which of the following is most related to the state-

ment, “Managers have authority in the workplace™?

1. Managers have the power to direct the work of
others.

2. Managers are expected to maintain personal ethi-
cal integrity.

3. Managers assume the obligation to accomplish
tasks associated with the job description.

4. Managers assume liability for the consequences of
ones’ actions as well as those of subordinates.

Which statement by a nurse coordinator at a staft

meeting exemplifies the major focus of leadership?

1. “Every staff member will be scheduled to attend an
in-service program on this new procedure.”

2. “A committee is being formed to develop a policy
and procedure for the nursing manual regarding
this new procedure.”

3. “I know from your past performance with other
procedures that you have the expertise to imple-
ment this new procedure.”

4. “I expect that each unit will meet the criteria
established by the state department of health
regarding this new procedure.”

A nurse manager of an emergency department iden-

tifies that a more efficient triage process is necessary.

What should the nurse manager do to limit resist-

ance to this change? Select all that apply.

1. Offer to transfer staff members to an-
other unit if they do not support the
new policies.

2. Allow adequate time for understand-
ing the change before implementing
the change.

3. Provide a nonjudgmental climate for
people to voice their concerns.

4. Explain that the organization is
committed to this change.

5. Assure participants that they will not

lose their jobs.
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A nurse manager is planning to implement a change

in how administered medications are documented.

What is most important for the nurse manager to do

to avoid resistance to change?

1. Incorporate incentives to promote a commitment.

2. Establish multiple short-term goals to promote
motivation.

3. Convey to the staff that administration is commit-
ted to the new policy and procedure.

4. Ensure that the new policy and procedure is con-
sistent with the beliefs and ethics of staff members.

A staff nurse is counseled by the nurse manager
regarding excessive time taken for lunch and breaks.
The nurse manager indicates that if this behavior
continues then the nurse will receive an undesirable
performance evaluation. What type of power did the
nurse manager exhibit?

1. Reward

2. Coercion

3. Expertise

4. Competence

An upper-level manager is assessing the qualities of
several nurses who demonstrate leadership abilities
for a promotion to a first-level management posi-
tion. Which ability is required of a nurse manager
that is not a necessity for a leader?

1. Thinks critically

2. Understands budgets

3. Collaborates effectively

4. Demonstrates competence

A nurse manager endorses the theory Y human

relations-oriented management style. What inter-

vention by the nurse manager reflects this style of
leadership?

1. Reviewing periodically the consequences for not
adhering to steps listed in an activity in the proce-
dure manual

2. Explaining that an interim performance evalua-
tion may be necessary if standards of care are not
maintained

3. Offering help when a nurse is overwhelmed with
work at the end of a shift

4. Ensuring that staff members adhere to policies
established by the agency

Which situation involving a nurse is reportable to

the state board of nursing?

1. Omission of documentation of a medication that
was administered intravenously

2. Discussion of confidential information at a grand
rounds meeting without the patient’s consent

3. Failure to monitor the blood glucose level of a pa-
tient with diabetes who became comatose and died

4. Not placing a mouth guard in the mouth of a patient
experiencing a tonic-clonic seizure who bites off the
tip of the tongue

23.
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A charge nurse in a nursing home identifies that the
weights of residents assigned to a particular nursing
assistant are exactly the same as the week before. The
nurse is concerned that the nursing assistant is not
weighing residents and is falsifying the weights.
What should the nurse do first?

1. Confront the nursing assistant responsible for tak-
ing the weights.

2. Report the problem regarding the nursing assis-
tant to the nursing supervisor.

3. Reweigh the residents assigned to the nursing
assistant who had duplicate weights for both
weeks.

4. Assign the nursing assistant to take the weight of
another resident and observe if the weight is actu-
ally taken.

A nurse manager identifies that the number of
patients with hospital-acquired Clostridium difficile
has increased on the unit during the past 3 months.
The nurse manager recognizes that this issue must be
addressed and involves the entire nursing team on
the unit. Place the following interventions in the
order in which they should be performed.

1. Stabilize the change.

2. Identify the expected outcomes of change.

3. Evaluate the actual outcomes of the change.

4. Explore and choose a solution to the problem.

5. Identify why the C. difficile rate has increased.

6. Put the plan into effect and deal with resistance.
Answer:

A nurse coordinator is orienting a new manager to
the responsibilities associated with scheduling
staffing and managing a budget. Which type of
power is most associated with a nurse coordinator
functioning as a mentor?

1. Reward

2. Coercive

3. Expertise

4. Authority

When considering leadership styles, “democratic”
leadership is to consultative as “autocratic” leader-
ship is to:

1. sharing.

2. dictatorial.

3. participative.

4. collaborative.

A nurse manager implements a corrective action
plan when a unit goal is not achieved. Which man-
agement function is being implemented by the nurse
manager?

1. Planning

2. Directing

3. Organizing

4. Controlling
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28. A nurse manager, in conjunction with the nursing

team members on the unit, is instituting a new policy
regarding criteria for assigning patients to specific
rooms on the unit. After 3 weeks, the nurse in charge
and a primary nurse engage in an intense discussion
about how patients have been assigned. The nurse
manager speaks with the two nurses and reviews the
assignment of patients during the past week. Each
nurse’s perspective on the room assignments is as
follows:

Charge Nurse’s Perspective:

I have been following the criteria we identified at the
beginning of this initiative. I reviewed every patient’s
physical and emotional status and compared it to the
criteria we identified. I then considered if a private
room was warranted and who the primary nurse was
for the district in which the room was located. I
think I have been consistent and fair to the nurses

in my patient room assignments.

Primary Nurse’s Perspective:

I do not think that the patient room assignments
have been appropriate. It seems that I have been
getting all of the patients who require the most work.
At times, I feel that the charge nurse is favoring one
of the other nurses and putting the less stressful
patients in that district. Every day this week I have
had a patient with a crisis on top of having to pro-
vide or supervise care for the rest of the patients in
my district. It is not fair.

Nurse Manager’s Perspective:

A review of the patients’ assigned rooms indicated
that the nurse in charge did follow the criteria identi-
fied at the beginning of the initiative. A review of the
primary nurse’s district and the assigned patients
revealed that the nurse had an equal number of
patients when compared to the other primary nurses.
However, several of the patients did have more com-
plex health problems. The primary nurse’s district
had three private rooms compared to the other dis-
tricts, which have only one each.

What is the best intervention by the nurse manager?

1. Meet with the nurse in charge and agree that the
criteria have been followed.

2. Remove one of the private rooms from the pri-
mary nurse’s district and add it to another district.

3. Meet with the primary nurse and explain that they
will continue with the initiative for another 6 weeks.

4. Arrange for a meeting of the nursing team and
reconsider the criteria that were established for
room assignments.

29. A nurse manager identifies that several medication

30.

errors occurred on the unit during the past month.

What should the nurse manager do next?

1. Implement a plan of action.

2. Analyze factors involving the errors.

3. Choose a solution to address the issues.

4. Explore all possible strategies to prevent future
errors.

A new float rotation schedule is to be implemented

in the hospital. A staff nurse, in an exasperated tone,

says to the nurse manager, “This new schedule is

ridiculous.” What is the nurse manager’s best

response?

1. “Do you really think that the schedule is
unreasonable?”

2. “Share with me your concerns about this
proposed new schedule.”

3. “You need to work with the new schedule a
little before being judgmental.”

4. “I know that you are upset with the new schedule,
but can you try to be more positive?”



REVIEW ANSWERS

1. ANSWER: 1.

Rationales:

1. Assisting patients with activities of daily living (e.g.,
bathing, dressing, ambulating) is within the legal role

of UAP.

2. Patient teaching is within the legal scope of nursing prac-
tice because it requires in-depth knowledge about the con-
tent being presented and the principles of teaching/learning.
3. Contrast material is considered a diagnostic medication.
Nursing care associated with medications is within the legal
role of a licensed nurse, not UAP.

4. Patient assessment is within the legal scope of nursing
practice because it requires in-depth knowledge and an
assessment skill set.

TEST-TAKING TIP: |dentify the word in the stem that sets a
priority. The word most in the stem sets a priority.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Planning

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

. ANSWER: 4.

Rationales:

1. The primary health-care provider is a secondary source.
2. The patient’s family member is a secondary source.

3. The charge nurse is a secondary source.

4. The patient is the center of the health team and is the
primary source for current objective and subjective data.
TEST-TAKING TIP: |dentify the word in the stem that sets a
priority. The word best in the stem sets a priority. Identify
the option that is unique. Option 4 is unique because the
other options identify people other than the patient.
Content Area: Physical Assessment

Integrated Processes: Communication/Documentation;
Nursing Process: Assessment

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Comprehension

. ANSWER: 1, 3.

Rationales:

1. Delegating obtaining vital signs of this patient to an
LPN, rather than an NA, is appropriate because the LPN
has the knowledge to identify postoperative complications
as they relate to the vital signs.

2. Delegating a bed bath for a patient on contact precau-
tions to an LPN is inappropriate in this situation because an
NA is capable of caring for patients on contact precautions.
3. Delegating blood glucose monitoring to an LPN, rather
than an RN, is appropriate; the LPN has the knowledge
and skill to perform this skill safely.

4. All patient education must be performed by an RN.

5. All interventions concerning the administration of blood
should be performed only by an RN.

TEST-TAKING TIP: |dentify the word in the stem that sets a
priority. The word most in the stem sets a priority. Identify
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the central person in the question. Although the question
includes an RN, an LPN, and an NA, the LPN is the central
person in the question.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Planning

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 4.

Rationales:

1. The nurse manager is responsible for taking the initia-
tive. The nurse manager should collect information,
identify the problem, and implement an appropriate
response. The night nurse’s response to this statement
may be an action that is inappropriate or impossible to
implement.

2. This response suggests an intervention before collecting
enough information to make an informed decision.

3. This response denies the night nurse’s feelings and
concerns.

4. Conflict resolution is best approached by having the
individuals involved discuss the concerns. This approach
allows each person to explain a personal point of view as
well as gain insight into the other person’s point of view.
Suggestions from both perspectives will help achieve a
win-win resolution.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word best in the stem sets a priority. Identify
the option that denies the day nurse’s feelings and con-
cerns. Option 3 denies the nurse’s feelings and concerns.
Identify the clang association. The word night in the stem
and in option 3 is a clang association. Although options
with clang associations often are the correct answer, the
fact that this option denies the day nurse’s feelings and
concerns eliminates it from further consideration.
Content Area: Leadership and Management

Integmted Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 1.

Rationales:

1. This action requires the educational background and
judgment of a licensed nurse. Additionally, the nurse must
assess the patient further to ensure that the patient is not
hemorrhaging.

2. Providing a bed bath is an activity that is within the
scope of practice of a nursing assistant.

3. Assisting patients with prescribed diets is an activity that
is within the scope of practice of a nursing assistant.

4. This is within the scope of practice of a nursing assistant.
Generally, on the second day after minor abdominal sur-
gery, a patient may need minimal assistance to ambulate
safely. The nurse should assist a postoperative patient to
ambulate for the first time after surgery and then evaluate
the patient’s response.
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TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word immediate in the stem sets a priority.
Identify the central person in the question. Because the
behavior of the nursing assistant is being evaluated, the
nursing assistant is the central person in this question.
Content Area: Leadership and Management

Integrated Processes: Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 2.

Rationales:

1. An elevated temperature after an ectopic pregnancy may
indicate peritonitis, which can be life-threatening. This
patient should be cared for by a nurse more experienced
than a new graduate.

2. This patient is less likely to experience a life-threatening
complication than the possible complications associated
with the other patient situations. The other patients require
more critical assessments that a more experienced nurse
with a broader knowledge base and experiential background
can draw upon when diagnosing, planning, and
implementing nursing care.

3. A patient who sustained multiple traumatic injuries may
experience any number of serious life-threatening compli-
cations, which include hemorrhage, fat emboli, or neurovas-
cular deficits, as a result of the fractured femur. This patient
should be cared for by a nurse more experienced than a new
graduate.

4. A patient who may be hemorrhaging should be cared
for by a nurse more experienced than a new graduate.
Also, the patient’s continuous bladder irrigation flow rate
should be managed so that clotting and tube obstruction
are avoided.

TEST-TAKING TIP: Identify the central person in the question.
The central person in this question is the newly licensed
nurse.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Planning

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 1.

Rationales:

1. The autocratic leadership style is most appropriate in
an emergency. Control and responsibility are retained by
the leader and decisions are made by the leader. This style
is highly efficient and appropriate in an emergency situa-
tion, where quick decisions are required.

2. The democratic leadership style is not the most appropri-
ate style in an emergency. The leader and subordinates share
control and responsibility, and the democratic leadership
style is only moderately efficient in emergency situations.

3. The laissez-faire is the least appropriate leadership style
in an emergency situation because there is little or no con-
trol by anyone.

4. Transformational is a leadership theory, not a leader-
ship style. Transformational leaders motivate followers by

communicating the importance of their vision, inspiring
commitment, and exciting others to participate in achieve-
ment of the goal.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Application

. ANSWER: 1.

Rationales:

1. Determining the results of vital signs monitoring is not
within the legal role of a nursing assistant. Although a
nursing assistant may collect vital signs, determining the
significance of vital signs is dependent on the educational
preparation of a registered nurse.

2. All teaching interventions require the expertise of a reg-
istered nurse.

3. Alicensed practical nurse is educationally prepared to
change sterile dressings.

4. A nursing assistant is educationally prepared to bathe a
patient with dementia.

TEST-TAKING TIP: Identify the words in the stem that
indicate negative polarity. The words needs additional
indicate negative polarity. The question is asking, “Which
action should not be implemented by the person dele-
gated the task?”

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Manage-
ment of Care

Cognitive Level: Analysis

. ANSWER: 4.

Rationales:

1. Unit-level managers are often responsible for 24-hour
operation of a nursing unit, including scheduling staffing,
budget management, supervision of staff, and ongoing qual-
ity improvement. Titles may be assistant nurse manager or
nurse manager.

2. First-level managers are responsible for managing the
work of daily activities of a specific group of people on a
unit level. Titles may include primary nurse, team leader, or
charge nurse.

3. Upper-level (top-level) managers often are nurse execu-
tives who are responsible for determining organizational
goals and developing strategic plans to achieve the goals.
They are responsible for the management and practice of
nursing within the organization. Titles may include vice-
president for nursing, associate administrator, or assistant
administrator.

4. Middle-level managers are responsible for supervising
a number of unit-level managers and for the overall
functioning of their assigned areas, units, or depart-
ments. They spend less time on day-to-day management
issues and more time on departmental planning and
interdisciplinary problem-solving. Titles may include
nurse coordinator, supervisor, or assistant or associate
director of nursing.
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Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Comprehension

ANSWER: 1.

Rationales:

1. This is an activity that an unlicensed nursing assistant
is capable of performing safely. Collecting urine for a
24-hour creatinine clearance test does not require sterile
technique. The collection container is set up by the nurse,
and all staff members are instructed to add all

of the urine voided by the patient during the 24-hour
period to the collection container.

2. All activities related to patient teaching are the responsi-
bility of a registered nurse. The registered nurse has the
educational background regarding teaching principles and
knowledge about the topic being taught and is therefore
the qualified person to engage patients in teaching activi-
ties, not an unlicensed nursing assistant.

3. Only a registered nurse or licensed practical nurse is
permitted to place a feeding tube on hold.

4. Only a registered nurse or licensed practical nurse is
permitted to assist a primary health-care provider with an
invasive procedure. An unlicensed nursing assistant does
not have the educational foundation to assist other health-
care providers with an invasive procedure.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 3.

Rationales:

1. An enema requires an order from a primary health-care
provider and is a dependent function of a nurse.

2. Changing a soiled dressing requires an order from a pri-
mary health-care provider and is a dependent function of
a nurse.

3. Delegating responsibilities to nursing team members
does not require an order from the primary health-care
provider. Delegation activities are within the scope of
practice of a registered nurse.

4. An order from a primary health-care provider is nec-
essary before a nurse can transfer a patient out of bed to
a chair.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 1.

Rationales:

1. A nurse manager must engage in evaluation activities
when determining if organizational goals are being met.
Current outcomes must be compared to desired out-
comes. When a problem occurs, it should be explored to
determine if it is an isolated event or if it has occurred

3.

14.
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before. Problems that reoccur must be addressed to
prevent continuation of the problem.

2. Planning occurs earlier in the management process.
Effective planning should result in the attainment of
organizational goals.

3. The development of strategies to achieve objectives
occurs earlier in the management process. Effective strate-
gies should result in the attainment of organizational goals.
4. Although sharing this information with colleagues pro-
motes collaboration, it does not evaluate whether organi-
zational goals are being met.

TEST-TAKING TIP: Identify the word in the stem that sets
a priority. The word first in the stem sets a priority. Iden-
tify equally plausible options. Options 2 and 3 are equally
plausible.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 1, 2, 3.

Rationales:

1. Managers who support theory X management princi-
ples believe that continuous supervision and evaluation
produce productive workers.

2. Managers who support theory X management princi-
ples believe that firm rules and regulations ensure that
people will conform to the culture of the organization.

3. Managers who support theory X management principles
believe that the fear of negative consequences produces
effective workers.

4. Managers who support theory Y management principles
believe that guidance and support provide an atmosphere
that produces effective workers.

5. Managers who support theory Y management principles
believe that assistance and mutual respect produce produc-
tive workers.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. The nurse who is delegating the task is ultimately
responsible.

2. A nurse can delegate only those tasks permitted by the
state nurse practice act and the policies and procedures
within the agency. Legal parameters of practice are indi-
cated in state nurse practice acts.

3. Although experience does broaden one’s experiential
background, each person within a job description must be
minimally competent to perform required skills.

4. Although a patient’s acuity level is an important factor
to consider, legal parameters of practice must be consid-
ered first.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority.
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15.

16.

17.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Planning

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 1.

Rationales:

1. This statement is associated with the concept of
authority. Managers have the authority to direct the work
of others based on the power associated with

a title.

2. This statement is associated with the concept of
accountability.

3. This statement is associated with the concept of
responsibility.

4. This statement is associated with the concept of
accountability.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word most in the stem sets a priority. Identify
the clang association. The word work in the stem and in
option Tis a clang association. Examine option 1 carefully.
Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Comprehension

ANSWER: 3.

Rationales:

1. This statement reflects the use of the power of authority,
which is related to management, not leadership.

2. This statement is associated with producing a product,
which is a function of a manager, not a leader.

3. This statement is associated with the transformational
leadership style. Empowering and inspiring others by
recognizing and respecting their knowledge and abilities
supports cooperation when implementing change.

4. This statement reflects the use of the power of authority,
which is related to management, not leadership.
TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word major in the stem sets a priority. Identify
the option with a specific determiner. Option 1 contains
the word every, which is a specific determiner.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 2, 3, 4, 5.

Rationales:

1. This can be viewed by staff members as a threat.

2. Communication, information, and participation are
essential precursors to change. An increase in knowledge
and time to process the information may promote a
willingness to participate in the change with a positive
attitude.

3. Verbalization of concerns and feelings allows issues to
be discussed with mutual respect. New information can

18.

19.

be provided and misinformation corrected. In addition,
feelings can be validated.

4. Organizational goals should be shared and clarified
with the staff involved with the change. An organization
committed to a change should provide the physical, emo-
tional, and financial support necessary to successfully
achieve the change.

5. This fact provides a sense of security and may lower
resistance to change.

TEST-TAKING TIP: Identify opposites in options. Options
1and 5, for all practical purposes, are opposites. People
being transferred to another unit are in fact losing their
present jobs. Identify options with a clang association. The
word change in the stem and in options 2 and 4 are clang
associations. More often than not an option with a clang
association is a correct answer.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 4.

Rationales:

1. Although this may be planned, it is not the priority. Incen-
tives may motivate people with an external locus of control
but not staff members with an internal locus of control.

2. Although this may be planned because achievement of
small steps is motivating, it is not the priority.

3. This is the use of the power of authority and a veiled
threat via the use of the power of coercion.

4. Change that is harmonious with beliefs and ethics is
easier to implement than when not harmonious with
beliefs and ethics. Change is difficult to implement when
it is not consistent with the beliefs and ethics of staff
members.

TEST-TAKING TIP: [dentify the word in the stem that sets a
priority. The word most in the stem sets a priority. Identify
the equally plausible options. Options 1and 2 are equally
plausible. Both are interventions that a nurse manager may
employ to motivate the nurses and therefore option 1is no
better than option 2.

Content Area: Leadership and Management
Integrated Processes: Nursing Process: Planning
Client Need: Safe and Effective Care Environment; Man-
agement of Care
Cognitive Level: Application

ANSWER: 2.

Rationales:

1. Offering an incentive, such as an increase in pay or a
promotion, reflects the power of a reward.

2. The power of coercion is used when a negative conse-
quence is used as a threat or an incentive to influence
behavior.

3. The power of expertise results from knowledge and pro-
ficiency exhibited by a qualified, proficient individual.

4. The power of competence is related to ability, capability,
and proficiency; it does not involve identifying consequences
or making threats.
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TEST-TAKING TIP: Identify the options that are equally
plausible. Options 3 and 4 both have to do with ability,
proficiency, and capability. One is no better than the other.
Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. Both leaders and managers must be able to think criti-
cally to function effectively in their respective positions.
2. Nurse managers usually are required to participate in
the preparation of a budget or manage the finances of a
unit within an agency.

3. Both leaders and managers must communicate and col-
laborate with other members of the health team.

4. Both leaders and managers must demonstrate compe-
tence to earn the respect of others; this is known as the
power of expertise.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 3.

Rationales:

1. Focusing on negative consequences as a form of motiva-
tion to adhere to policies and procedures is a component of
the theory X human relations—oriented management style.
2. Constant supervision of staff members is a component
of the theory X human relations-oriented management
style.

3. This intervention is associated with the theory Y human
relations-oriented management style. This management
style is concerned with support, guidance, and assistance as
being integral to promoting effective, productive staff
members.

4. This intervention is associated with the theory X human
relations-oriented management style.

TEST-TAKING TIP: Identify the unique option. Option 3 is
unique; it is the only option that is not autocratic.

Content Area: Leadership and Management

Integrated Processes: Caring; Nursing Process: Evaluation
Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 3.

Rationales:

1. This is not a reportable incident to a state board of nurs-
ing. However, the nurse may be counseled and be required to
attend an in-service program on medication administration.
2. Confidential information may be shared among a group
of health-care professionals for educational purposes with-
out the consent of the patient. In most cases the initials, not
names, of patients are used to help maintain confidentiality.
Also, health-care professionals understand that maintain-
ing confidentiality of information shared at professional

23.
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meetings is a standard of care protected by the Patient Care
Partnership: Understanding Expectations, Rights, and
Responsibilities and codes of ethics of various disciplines.

3. Monitoring a patient and protecting a patient from
preventable complications are minimum standards of
care and when violated can be reported to the state
board of nursing. The nurse failed to meet these stan-
dards of care.

4. Placing a mouth guard in the mouth of a patient experi-
encing a tonic/clonic seizure is contraindicated because it
may cause broken teeth. It is unfortunate that the patient bit
off the tip of the tongue in this situation; however, the nurse’s
inaction was justified based on the nursing standard of care.
TEST-TAKING TIP: Identify the word in the stem that indi-
cates negative polarity. The word reportable in the stem
indicates negative polarity. The question is asking, “In what
situation did a nurse not meet a nursing standard of care?”
Content Area: Legal and Ethical Issues

Integrated Processes: Communication/Documentation;
Nursing Process: Evaluation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 3.

Rationales:

1. The charge nurse does not have evidence to confront the
nursing assistant.

2. The nurse should not follow through with this action
until some evidence is provided that supports the alleged
unethical behavior and the charge nurse counsels the nurs-
ing assistant.

3. If there is a substantial difference between the weights
taken by the nursing assistant and the charge nurse, then
there is some evidence to indicate that the nursing assis-
tant was not following proper procedures. The next step
is for the charge nurse to meet with and counsel the nurs-
ing assistant according to the policy and procedures of
the facility.

4. This action will not confirm or disprove the previous
behavior.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word first in the stem sets a priority.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Implementation
Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 5,4, 2,6, 3, 1.

Rationales:

5. The problem is that the incidence of C. difficile has
increased. The next issue that must be addressed is why.
What factors are causing the increase (e.g., health team
members are not washing their hands adequately, lack of
enough stations to perform hand hygiene, patients have
high risk factors). A potential solution cannot be identi-
fied until the cause of the problem is identified.

4. A variety of solutions should be analyzed in relation to
the problem. Pros and cons of each should be explored
and then one should be selected as the method to prevent
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the transmission of C. difficile on the unit. If too many
interventions are included, it will be difficult to attribute
a change to a specific intervention.

2. Expected outcomes provide specific, measurable criteria
against which the actual outcomes can be compared. If the
actual outcomes are the same as the expected outcomes,
then the intervention is successful. This is the basis of
evidence-based practice.

6. After everyone knows the direction of the planned
change, then the plan can be put into effect. Resistance
usually is more evident at this time because the health
team members are expected to be actively involved in the
change at this time.

3. When the timetable for the change is reached, then an
evaluation of the plan must be conducted. Did the actual
outcomes mirror the expected outcomes and why?

1. If the change is successful in reducing the incidence
of C. difficile on the unit, then the change must be stabi-
lized so that it is a permanent change. This involves
ensuring that the factors and issues that supported the
change continue into the future.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Planning

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 3.

Rationales:

1. The nurse coordinator is not using the power of reward.
Power of reward is based on incentives to influence others,
such as a pay increase.

2. The nurse coordinator is not using coercive power.
Coercive power is based on retribution or the fear of puni-
tive withholding of a reward.

3. The nurse coordinator is using the power of expertise,
which is based on the respect one receives because of
advanced education, ability, skills, knowledge, and expe-
rience. A nurse coordinator is a middle-level manager
who has ascended the ranks from a staff nurse to first-
level manager (e.g., team leader, charge nurse), to a unit-
level manager (e.g., nurse manager), to a middle-level
manager (e.g., supervisor, nurse coordinator).

4. Although the nurse coordinator has authority over the
new nurse manager, the power of authority is not being
used by the nurse coordinator when functioning as a
mentor.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. The word sharing is associated with the democratic, not
autocratic, leadership style. The democratic leadership
style fosters two-way communication and input from
others and creates a spirit of teamwork that results in
staff satisfaction.

27.
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2. The word dictatorial means domineering and is associ-
ated with the autocratic leadership style. Autocratic lead-
ers use directive and controlling behavior and make
decisions alone, without input from others.

3. The word participative is associated with the demo-
cratic, not autocratic, leadership style. The democratic
leadership style fosters two-way communication and input
from others and creates a spirit of teamwork that results in
staff satisfaction.

4. The word collaborative is associated with the demo-
cratic, not autocratic, leadership style. The democratic
leadership style fosters two-way communication and input
from others and creates a spirit of teamwork that results in
staff satisfaction.

TEST-TAKING TIP: Identify the unique option. Option 2 is
unique because it is the only option that reflects the auto-
cratic leader who makes decisions alone and independ-
ently. Options 1, 3, and 4 reflect involvement of others who
contribute to a joint effort which is associated with the
democratic leadership style.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Comprehension

ANSWER: 4.

Rationales:

1. This is not an example of a management activity related
to planning. Planning is associated with the development
of goals, objectives, and/or outcomes and determining
strategies that are most likely to achieve organizational
goals.

2. This is not an example of a management activity related
to directing. Directing is associated with motivating, guid-
ing, and leading staff members in meeting organizational
goals.

3. This is not an example of a management activity related
to organizing. Organizing is associated with obtaining and
managing human and economic resources to meet desired
clinical and financial goals.

4. This is an example of a management activity related
to controlling. Controlling is associated with using out-
come criteria to measure effectiveness in goal achieve-
ment, ensuring ongoing evaluation, and implementing
corrective actions when necessary.

Content Area: Leadership and Management

Integrated Processes: Nursing Process: Analysis

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Comprehension

ANSWER: 4.

Rationales:

1. Individual meetings may lead the other members of the
team to be suspicious about what was said. Lines of com-
munication should be kept open among all members of the
nursing team. Also, team members should be informed
that the nurse in charge was following the criteria identi-
fied at the beginning of the initiative.
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2. This is an authoritative approach and is premature. The
private rooms may or may not be the cause of the per-
ceived imbalance in patient room assignments.

3. This approach denies the primary nurse’s concerns.
This approach devalues the nurse at a time when the
nurse should feel empowered. Six more weeks is unreal-
istic to wait.

4. The entire nursing team should be involved with new
initiatives. When people are involved in the decision
making, usually there is a vested interest in being
successful.

TEST-TAKING TIP: |dentify the word in the stem that sets a
priority. The word best in the stem sets a priority.

Content Area: Leadership and Management

Integrated Processes: Communication/Documentation;
Nursing Process: Implementation

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Analysis

ANSWER: 2.

Rationales:

1. This action is premature.

2. The occurrence of medication errors indicates a need
for change. The next step involves identifying the prob-
lem: What factors are associated with the errors?

3. A variety of strategies should be explored before decid-
ing on a solution.

4. The problem must be identified before potential strate-
gies can be explored.

TEST-TAKING TIP: Identify the word in the stem that sets a
priority. The word next in the stem sets a priority. Identify
the option with a specific determiner. The word all in
option 4 is a specific determiner. More often than not, an
option with a specific determiner is a distractor. Identify
options with clang associations. The word errors in the
stem and in options 2 and 4 are clang associations. Examine

30.
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options 2 and 4 carefully because more often than not, an
option with a clang association is the correct answer.
Content Area: Leadership and Management

Integrated Processes: Nursing Process: Assessment

Client Need: Safe and Effective Care Environment; Man-
agement of Care

Cognitive Level: Application

ANSWER: 2.

Rationales:

1. Although repeating the nurse’s message is an invitation
to respond, the nurse could respond with a yes or no
an