
4	Legal	and	Ethical	Aspects	of
Nursing

LEARNING	OBJECTIVES
1.	Define	and	describe	the	legal	and	ethical	standards	of	healthcare	and	how
they	relate	to	nursing.

2.	Explain	the	implications	for	nurses	for	the	concepts	of	false	imprisonment,
abandonment	of	care,	invasion	of	privacy,	and	confidentiality.

3.	Define	and	discuss	the	purpose	of	a	Nurse	Practice	Act.	Name	the
components	of	a	Nurse	Practice	Act.

4.	State	at	least	three	functions	of	a	State	Board	of	Nursing.
5.	Name	some	common-sense	precautions	that	nurses	can	take	against
lawsuits.

6.	State	the	benefits	and	limitations	of	the	Good	Samaritan	Act.
7.	Discuss	the	concept	of	professional	boundaries.
8.	Define	and	discuss	the	three	major	types	of	advance	directives.
9.	Define	the	types	of	people	who	are	vulnerable	to	deficient	or	harmful	care.
10.	Differentiate	between	biological	death	and	brain	death.
11.	State	the	rights	and	responsibilities	of	healthcare	clients.
12.	List	the	major	provisions	of	the	HIPAA	legislation	and	state	the	overall

goal	of	this	legislation.	Describe	how	this	impacts	nursing	care.

IMPORTANT	TERMINOLOGY
advance	directive
alias
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assisted	suicide
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clinical	death
crime
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ethics
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felony
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law
legal	death
liability
libel
malpractice
misdemeanor
negligence
Nurse	Practice	Act
slander
tort
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hapter	2	 discussed	 standards	 of	 practice,	 the	Nightingale	 Pledge,
and	 the	 Practical	 Nurse’s	 Pledge.	 Legal	 and	 ethical	 issues	 of
nursing	 practice	 were	 introduced.	 This	 chapter	 further	 explores

legal	and	ethical	issues	and	relates	them	to	the	concepts	of	nursing	and
healthcare.
Laws	 are	 formal,	written	 rules	 of	 behavior	 that	 govern	 conduct	 and
are	 enforced	 by	 an	 authority.	Ethics	 refers	 to	 philosophic	 studies	 that
examine	 the	actions,	 values,	 and	moral	principles	of	human	behaviors,
and	which	provide	the	fundamental	ideas	of	societal	and	cultural	values
of	right	versus	wrong.	Ethics	and	ethical	standards	evolve	as	changes	in
society	occur.	The	issue	of	right	and	wrong	affects	actions,	language,	and
spiritual	 beliefs.	 The	 healthcare	 system	 combines	 the	 practice	 of
medicine	 and	 nursing	 within	 this	 complex	 system	 of	 laws,	 societal
beliefs,	and	cultural	values.	Laws	and	ethics	commonly	overlap	and	the
relationship	between	them	is	complex.
The	ethical	standards	of	the	healthcare	profession	and	the	laws	of	the
United	States	and	Canada	are	carefully	designed	to	protect	both	you	and
those	 you	 serve.	 You	 are	 responsible	 for	 becoming	 familiar	with	 these
legal	and	ethical	standards	before	caring	for	clients.

LEGAL	ISSUES	OF	NURSING	PRACTICE
In	the	course	of	your	activities	as	a	student	and	later	as	a	licensed	nurse,
you	 are	 held	 responsible	 for	 maintaining	 established	 standards	 of



nursing	 care.	 You	 will	 encounter	 many	 situations	 involving	 legal
responsibilities.	In	addition	to	avoiding	those	acts	that	all	citizens	know
are	illegal,	you	must	not	violate	other	important	laws	that	are	specific	to
healthcare.	 Table	 4-1	 summarizes	 common	 sources	 of	 law	 and	 gives
examples	related	to	nursing	and	healthcare.
Legal	issues	encompass	a	variety	of	concerns.	Listed	below	are	some	of

the	 major	 concerns	 related	 to	 the	 legal	 and	 ethical	 aspects	 of	 the
healthcare	professions.

•	Nurse	practice	acts,	nursing	standards,	and	nursing	licensure
•	Nursing	practice	and	medical	practice	laws:	similarities	and	differences
•	 Patient/client’s	 rights	 and	 nursing	 obligations	 regarding	 informed
consent,	 protecting	 the	 individual’s	 rights,	 and	 upholding	 privacy
standards
•	Malpractice,	negligence,	and	nursing	liability
•	Nursing	 responsibilities	 in	your	professional	versus	your	personal	 (off
duty)	life
•	Documentation:	written	or	computer,	errors	and	avoidance	of	errors
•	Ethical	issues,	the	law,	societal	needs,	and	healthcare	practices

Legal	Terminology
A	crime	 is	 a	wrong	 committed	 against	 a	 person	 or	 property	 or	 public
good.	A	crime	occurs	when	a	law	is	violated.	In	a	crime,	intention	to	do
wrong	is	also	present.	Crimes	may	be	misdemeanors	or	felonies.

TABLE	4-1	Common	Sources	of	Law



A	felony	 is	 a	 serious	 crime.	Healthcare	workers	 can	be	 convicted	of
felonies	 for	 such	 offenses	 as	 falsification	 of	medical	 records,	 insurance
fraud,	theft	of	narcotics,	or	practicing	without	a	license.
A	misdemeanor	 is	 a	 crime	 that	 is	 considered	 not	 as	 serious	 as	 a
felony.	 A	misdemeanor	 is	 still	 a	 serious	 charge	 and	may	 be	 cause	 for
revocation	of	a	nursing	license.	Possession	of	controlled	substances	may
be	 either	 a	misdemeanor	 or	 a	 felony	 as	 defined	 by	 the	 local,	 state,	 or
federal	laws.	Federal	law	requires	that	healthcare	facilities	keep	records
about	the	dispensing	of	narcotics.	This	law	specifies	that	narcotics	are	to
be	given	under	the	direction	and	supervision	of	a	physician,	osteopath,
dentist,	 or	 veterinarian.	 In	 a	 hospital,	 all	 narcotics	 are	 kept	 double
locked,	and	every	dose	or	tablet	must	be	accounted	for.	Violation	of	the
Controlled	Substances	Act	is	a	serious	crime.
Liability	 is	 the	 legal	 responsibility	 for	one’s	 actions	or	 failure	 to	act
appropriately.	A	crime	may	be	the	deliberate	commission	of	a	forbidden
act	or	omission	of	an	act	required	by	law.
A	nurse	may	be	liable	if	a	client	receives	the	wrong	medication	and	is
harmed	 (an	 “act	 of	 commission”).	 Examples	 of	 other	 nursing	 crimes	 of
commission	would	be	participation	in	an	illegal	abortion,	participation	in
euthanasia	 (“mercy	killing”),	 and	practicing	nursing	without	 a	 license
or	beyond	the	legal	limits	of	your	nursing	practice.
A	 nurse	 also	 may	 be	 liable	 if	 a	 client	 did	 not	 receive	 a	 prescribed
medication	 and	was	 harmed	 (an	 “act	 of	 omission”).	Crimes	 of	 omission
include	failure	to	perform	a	prescribed	treatment,	failure	to	report	child
or	elder	abuse,	and	failure	to	report	a	specified	communicable	disease	or
an	animal	bite.
A	 tort	 is	 an	 injury	 that	 occurred	 because	 of	 another	 person’s
intentional	or	unintentional	actions	or	 failure	 to	act.	The	 injury	can	be
physical,	 emotional,	 or	 financial.	A	 tort	 involves	 a	breach	of	 duty	 that
one	person	owes	another,	such	as	the	duty	of	a	nurse	to	care	for	a	client.
Examples	 of	 intentional	 torts	 include	 assault,	 battery,	 false
imprisonment,	 invasion	of	privacy,	and	defamation.	The	example	of	an
unintentional	 tort	 is	negligence.	Malpractice	 is	defined	as	professional
negligence.
Negligence	 is	 defined	 as	 harm	 done	 to	 a	 client	 as	 a	 result	 of
neglecting	duties,	procedures,	or	ordinary	precautions.	Negligence	is	one
of	the	most	common	causes	of	lawsuits	by	healthcare	clients.	Negligence



describes	the	failure	to	act	as	a	reasonable	person	would	have	acted	in	a
similar	 situation.	 Negligence	 takes	 into	 account	 your	 educational	 level
and	experience.	Thus,	negligence	is	balanced	against	what	another	nurse
with	 similar	 education	 and	 experience	 would	 have	 done	 in	 a	 similar
situation.	A	nurse	can	be	 found	negligent	and	be	sued	 for	damages	 for
any	of	the	following	reasons:

•	Performing	nursing	procedures	that	have	not	been	taught
•	Failing	to	 follow	standard	protocols	as	defined	by	the	 facility’s	policy
and	procedure	manuals
•	Failing	to	report	defective	or	malfunctioning	equipment
•	Failing	to	meet	established	standards	of	safe	care	for	clients
•	Failing	to	prevent	injury	to	clients,	other	employees,	and	visitors
•	Failing	to	question	a	physician’s	order	that	seems	incorrect

Malpractice	is	the	improper,	 injurious,	or	faulty	treatment	of	a	client
that	 results	 in	 illness	 or	 injury.	 Harm	 that	 results	 from	 a	 licensed
person’s	 actions	 or	 lack	 of	 actions	 can	 be	 called	malpractice.	 A	 nurse
commits	malpractice	when	his	or	her	conduct	deviates	from	the	normal
or	expected	standard	of	behavior	that	would	be	performed	by	someone
of	similar	education	and	experience	in	similar	circumstances.
Healthcare	professionals	 are	held	 to	higher	 standards	 than	untrained

individuals.	Standards	of	practice	are	defined	by	a	state’s	Nurse	Practice
Act,	 written	 agency	 policies	 and	 procedures,	 documented	 standards	 of
care,	such	as	a	nursing	care	plan,	and	the	testimony	of	expert	witnesses.
The	nurse’s	personal	 life	and	actions	may	also	be	scrutinized	according
to	 the	 higher	 standards	 of	 nonnursing	 individuals.	 Additional
information	regarding	Nurse	Practice	Acts	is	found	in	the	next	section	of
this	chapter.
Assault	is	a	threat	or	an	attempt	to	do	bodily	harm.	Assault	includes

physical	or	verbal	intimidation.	A	gesture	that	the	client	may	perceive	as
a	 threat	 is	 an	 assault	 if	 the	 client	 believes	 that	 force	 or	 injury	 may
follow.	For	example,	telling	the	client	that	you	are	going	to	restrain	him
in	bed	if	he	tries	to	get	out	of	bed	without	assistance	is	an	assault.
Battery	is	physical	contact	with	another	person	without	that	person’s

consent.	 Physical	 striking	 or	 beating	 is	 battery.	 Also	 considered	 to	 be
battery	may	be	the	touching	of	a	person’s	body,	clothing,	chair,	or	bed.
A	 charge	 of	 battery	 can	 be	 made	 even	 if	 the	 contact	 did	 not	 cause



physical	 harm.	 Giving	 an	 injection	 that	 the	 client	 refuses	 is	 battery.
Forcing	the	client	to	get	out	of	bed	can	be	considered	both	assault	and
battery.	 To	 protect	 nurses	 and	 other	 healthcare	 individuals	 from	 the
charge	 of	 battery,	 clients	 sign	 a	 general	 permission	 for	 care	 and
treatment.	 Before	 any	 special	 test,	 procedure,	 or	 surgery,	 clients	 sign
another	consent	form.	Informed	consent	is	discussed	below.
Consent	for	care	is	provided	by	the	individual,	parent,	or	guardian	if

the	client	is	a	minor,	mentally	retarded,	or	mentally	incompetent.	In	an
emergency,	the	law	assumes	inferred	consent.	Inferred	consent	means	that
in	 life-threatening	 circumstances,	 the	 client	would	 provide	 consent	 for
care.

Nursing	Alert	 The	 nursing	 student	 never	 serves	 as	 a	 witness	 to	 any	 legal	 papers	 or
documents.

Informed	consent	means	that	tests,	treatments,	and	medications	have
been	 explained	 to	 the	 person,	 as	 well	 as	 outcomes,	 possible
complications,	 and	 alternative	 procedures.	 Before	 any	 client	 receives
routine	 treatment,	 a	 specialized	 diagnostic	 procedure,	 an	 invasive
procedure,	 special	 medical	 or	 surgical	 treatment,	 or	 experimental
therapy,	 he	 or	 she	must	 give	 informed	 consent.	Usually,	 the	 physician
explains	 the	 situation	 and	 obtains	 consent.	 The	 physician	 and	 all
healthcare	 workers	 must	 be	 reasonably	 satisfied	 that	 the	 client
understands	what	will	be	done	and	what	the	expected	or	adverse	results
are	likely	to	be.	All	teaching	must	be	documented.

Key	Concept
All	teaching	must	be	documented.

The	client	or	a	 legal	guardian	must	understand	and	sign	 the	consent
form	 before	 the	 performance	 of	 any	 procedure.	 In	 certain	 extreme
emergencies,	 no	 one	may	 be	 available	 to	 give	 consent.	 In	 such	 cases,
procedures	may	be	performed	without	specific	written	or	verbal	consent;
however,	 each	 facility	will	have	 specific	protocols	 that	will	need	 to	be
followed.	 For	 example,	 if	 an	 unconscious	 client	 is	 admitted	 to	 an



emergency	 room	 and	 needs	 immediate	 surgical	 intervention	 before
family	can	be	located,	some	facilities	allow	for	two	physicians	to	sign	an
emergency	consent.	In	some	cases,	a	court	order	to	administer	treatment
is	obtained.
The	person	who	will	perform	any	procedure	is	ultimately	responsible
for	 obtaining	 consent.	 As	 a	 nurse,	 you	 must	 confirm	 that	 the	 signed
consent	is	in	a	client’s	health	record	before	performing	any	procedure.	In
cases	 of	 serious	 surgery	 or	 life-threatening	 procedures,	 physicians
usually	obtain	 consent.	Students	 do	 not	 obtain	 consent	 or	witness	 consent
forms.
Nonconsensual	 physical	 contact	 may	 be	 required	 if	 the	 client	 is
mentally	 ill,	 intoxicated,	 or	 endangering	 the	 safety	 of	 self	 or	 others.
(Chapter	94	discusses	care	in	the	mental	health	unit.)	Legal	protection	in
this	type	of	circumstance	relies	heavily	on	thorough	documentation.	It	is
critical	for	the	healthcare	provider	to	describe	the	behavior	of	the	client
that	resulted	in	the	use	of	force.	The	documentation	should	specify	that
the	situation	required	the	type	of	restraint	that	was	used.	Excessive	force
is	never	appropriate.
False	 imprisonment	 or	 restraint	 of	 movement	 may	 be	 charged	 in
certain	 situations,	 such	 as	 the	 use	 of	 unnecessary	 restraints	 or	 solitary
confinement.	 By	 law,	 a	 person	 cannot	 be	 restrained	 against	 his	 or	 her
will	 unless	 the	 person	 has	 been	 convicted	 of	 a	 crime	 or	 a	 court	 order
exists	permitting	restraint.	False	imprisonment	may	be	a	result	of	either
physical	or	chemical	limitations.
Libel	and	slander	relate	to	personal	integrity.	Libel	refers	to	a	written
statement	or	photograph	 that	 is	 false	or	damaging.	Special	precautions
must	 be	 taken	 to	 avoid	 libel	 when	 using	 email	 communications.	 The
Internet	 and	 electronic	 communications	 have	 the	 potential	 of	 carrying
personal	conversations	into	the	public	domain.
Slander	is	the	term	given	to	malicious	verbal	statements	that	are	false
or	injurious.	Clearly,	nurses	must	avoid	untrue	and	unwise	statements	at
all	times.	Slander	can	take	the	form	of	gossip	and	exaggerations,	such	as,
“That	nurse	is	lazy,”	“The	supervisor	doesn’t	know	what	she	is	doing,”	or
“Doctor	X’s	clients	always	have	complications.”	Defamation	is	an	act	that
harms	a	person’s	reputation	and	good	name.
Abandonment	 of	 care	 is	 a	 legal	 term	 that	 implies	 that	 a	 healthcare
professional	has	prematurely	stopped	caring	for	a	client.	For	example,	if



a	client	cannot	safely	be	left	alone,	you	may	be	found	liable	if	the	client
under	your	care	is	injured	while	unsupervised.	If	a	home	care	client	has
an	infection	or	stops	taking	medications,	you	may	be	found	liable	if	you
fail	to	report	this	information	in	a	timely	manner.	To	avoid	the	charge	of
abandonment,	 you	 NEVER	 leave	 your	 employment	 or	 clinical
assignment,	 even	 in	 an	 emergency,	 without	 proper	 notification	 being
given	to	your	supervisors.
Invasion	of	privacy	and	confidentiality	are	of	critical	legal	and	medical
concern.	The	right	to	privacy	means	that	a	client	has	the	right	to	expect
that	his	or	her	property	will	be	left	alone.	Healthcare	individuals	may	be
charged	with	trespassing,	illegal	search	and	seizure,	or	releasing	private
information	 (even	 if	 the	 information	 is	 true).	 Remember,	 you	 are
violating	the	law	if	you	give	out	any	information	about	a	client	without
his	or	her	written	consent.	Also,	prevent	clients	and	visitors	from	seeing
other	 clients’	 health	 records	 and	 private	 information.	 For	 example,	 be
careful	 not	 to	 pull	 client	 information	 onto	 the	 computer	 screen	where
other	clients	can	see	it	(Fig.	4-1).
Student	 nurses	 are	 often	 assigned	 research	 projects	 that	 contain	 a
client’s	 medical	 history	 and	 personal	 information.	 Rather	 than	 using
client	names	or	initials,	it	is	more	prudent	to	use	code	numbers.	If	lost	or
misplaced,	 even	 your	 scratch	 notes	 can	 be	 the	 basis	 for	 a	 breach	 of
confidentiality	lawsuit.	ALWAYS	protect	the	client’s	confidentiality.

NCLEX	Alert	PrepU
Clinical	situations	on	the	NCLEX	can	include	references	to	legal	and	ethical	situations.	To
choose	the	correct	option,	you	must	understand	the	terms	presented	in	this	chapter,	for
example,	negligence,	liability,	legal	death,	HIPAA,	advance	directive,	etc.	Your	professional
responsibility	in	these	situations	can	be	a	component	of	the	correct	answer.



FIGURE	 4-1	 Computers	 are	 excellent	 tools	 for	 nurses,	 but	 they	 can	 be	 a	 source	 of	 loss	 of
confidentiality	for	clients.

HIPAA	and	Client	Privacy
In	 1996,	 the	 Health	 Insurance	 Portability	 and	 Accountability	 Act
(HIPAA),	 Title	 II,	was	 passed	 and	 serves	 as	 federal	 privacy	 regulation.
HIPAA	 protects	 clients’	 information	 and	 makes	 sure	 this	 information
remains	private.	This	 legislation,	although	 it	protects	 clients,	 limits	 the
ability	to	do	medical	research	in	some	cases.	It	also	adds	to	the	facility’s
cost	of	providing	care.
The	 “Security	 Rule”	 of	 this	 legislation	 deals	 specifically	 with

(Electronic)	Protected	Health	Information	(PHI/EPHI).	This	information
is	 defined	 as	 “any	 information	 concerning	 a	 client’s	 health	 status”	 or
“any	part	of	an	individual’s	medical	record	or	payment	history.”	The	rule
states	 that	 each	 facility	 must	 have	 written	 privacy	 procedures;
supervision	of	these	procedures	must	be	documented.	Each	facility	must
name	a	privacy	officer.	Only	employees	who	“need	to	know”	can	legally
access	 any	 client’s	 record.	 All	 employees	 must	 undergo	 documented
ongoing	 confidentiality	 training	 and	 sign	 a	 confidentiality	 agreement
annually.	The	facility	must	also	have	a	contingency	plan	for	emergency
data	 backup,	 should	 a	 disaster	 occur.	 Internal	 audits	must	 occur	 on	 a
regular	basis	and	disciplinary	action	taken	against	any	staff	member	who



violates	privacy	 rules.	 In	 addition,	 severe	 financial	penalties	 are	 levied
against	the	facility	if	it	does	not	follow	these	rules.

Nursing	Alert	A	healthcare	facility	can	legally	release	PHI	under	certain	circumstances,
such	as	suspected	child	abuse	or	abuse	of	a	client	by	a	healthcare	worker.

The	HIPAA,	Title	II	act:

•	Regulates	who	can	have	access	to	client	information
•	Sets	standards	for	storage	and	transmission	of	client	information
•	Requires	that	healthcare	facilities	write	policies	allowing	clients	access
to	 their	own	personal	health	 information.	 (The	client	has	 the	right	 to
request	correction	of	any	errors.)

All	clients	or	their	caregivers	are	asked	to	sign	a	HIPAA	statement	on
admission	to	a	healthcare	facility,	whether	an	inpatient	or	an	outpatient.
This	 statement	 acknowledges	 that	 the	 client	 has	 seen	 the	 HIPAA
regulations.	The	facility	promises	to	abide	by	these	regulations.

Key	Concept

As	 a	 nursing	 student	 or	 staff	 nurse,	 you	 will	 most	 likely	 be	 asked	 to	 sign	 a	 HIPAA
confidentiality	statement	each	year.	This	certifies	that	you	are	familiar	with	HIPAA	regulations
and	will	follow	their	guidelines.	Be	aware	that	violation	of	HIPAA	privacy	practices	is	cause	for
termination	of	employment	or	of	student	status	in	most	facilities.

Failure	 to	 comply	 with	 these	 standards	 may	 result	 in	 civil	 or	 criminal
penalties.	 Detailed	 official	 information	 regarding	 this	 important
legislation	 can	 be	 found	 on	 the	 Health	 and	 Human	 Services	 Website.
Because	confidentiality	is	so	important,	as	is	legislated	by	HIPAA,	state,
and	individual	healthcare	agencies,	all	providers	of	healthcare	must	take
precautions	 in	 their	 verbal	 and	 written	 communications,	 such	 as
avoiding	 gossip,	 restricting	 conversations	 regarding	 clients	 to	 private,
professional	 settings,	 and	 preserving	 the	 privacy	 of	 your	 clients	 at	 all
times.
Violation	 of	 confidentiality	 or	 misuse	 of	 the	 health	 record	 is	 a

violation	of	privacy	laws	(Fig.	4-2).	 If	a	client	 requests	anonymity,	 just



acknowledging	the	person’s	hospitalization	can	be	a	violation	of	the	law.
Effective	 January	2009,	 the	Patient	 Safety	 and	Quality	 Improvement

Act	of	2005,	also	known	as	the	Patient	Safety	Act,	establishes	a	voluntary
reporting	 system	 which	 improves	 and	 enhances	 increased	 safety	 of
clients.	 The	 goal	 of	 this	 act	 is	 to	 encourage	 the	 reporting	 and	 the
subsequent	analysis	of	medical	errors	and	safety	issues	in	a	confidential
manner	without	the	fear	of	increased	liability	risk.	As	data	are	reported
and	analyzed,	the	information	will	yield	a	better	understanding	of	what
changes	need	to	be	made	to	promote	client	safety.

FIGURE	4-2	When	 interviewing	 clients,	make	 sure	 to	maintain	 privacy	 by	 waiting	 until	 visitors
leave	and	closing	doors.

Release	of	Client	Information
No	one	can	legally	give	out	personal	information	about	a	client	without
a	signed	Release	of	Information	(ROI)	by	the	client.	If	a	nurse	is	unsure
about	what	information	is	acceptable	to	release,	he	or	she	should	consult
the	team	leader	or	charge	nurse.	For	example,	if	someone	calls	to	ask	the
client’s	 condition,	 facility	 protocol	 may	 allow	 the	 nurse	 to	 state	 the
condition	listed	in	the	record.	If	the	caller	wants	more	information,	the
client’s	written	permission	 is	 required.	The	nurse	must	 avoid	 revealing



any	 information	 that	destroys	 the	confidentiality	of	 the	nurse–client	or
agency–client	relationship.

Nursing	Alert
•	Before	discussing	a	client	with	anyone	other	than	the	healthcare	team,	be	sure	to	have	a
signed	“Release	of	Information”	form	from	the	client.
•	Make	sure	the	person	who	is	receiving	information	is	authorized	to	receive	it.
•	In	some	cases,	the	client	does	not	want	anyone	to	know	he	or	she	is	in	the	facility.
•	Make	sure	you	are	within	legal	limits	before	giving	out	any	information.
•	When	giving	any	information	regarding	a	client,	whether	in	person	or	by	telephone,	be	sure
you	cannot	be	overheard	by	other	clients	or	visitors.
•	Protect	the	computer	screen	so	no	one	can	see	the	information.
•	Always	log	off	when	leaving	the	computer.
•	Protect	the	client’s	confidentiality	at	all	times.

“No	 Information”	 Status.	 Any	 client	 can	 request	 “no	 information”
status	if	he	or	she	does	not	want	anyone	to	know	that	he	or	she	is	in	the
healthcare	facility.	In	this	case,	you	cannot	acknowledge	that	the	client
is	there,	and	he	or	she	does	not	receive	mail,	flowers,	or	visitors.	The	“no
information”	 status	 is	 common	 in	 locations	 such	 as	 mental	 health	 or
chemical	dependency	units	or	abortion	clinics.
The	Alias.	Some	clients	are	admitted	into	the	healthcare	facility	under

an	alias.	This	means	that	they	are	assigned	a	name	other	than	their	own,
and	all	their	records,	laboratory	tests,	room	tags,	diet	slips,	and	so	forth
use	 this	 name.	 Examples	 of	 clients	 admitted	 under	 an	 alias	 include
politicians,	 movie	 or	 rock	 stars,	 persons	 who	 have	 committed	 violent
crimes,	and	other	well-known	people.

Key	Concept

If	a	person	is	registered	under	an	alias,	it	is	important	to	use	the	alias	when	addressing	him	or
her,	even	if	you	know	his	or	her	given	name.

The	AKA.	The	alias	is	different	from	the	case	of	a	woman	who	marries
and	takes	her	husband’s	 last	name.	In	this	case,	the	client’s	records	are
changed	 to	 reflect	 her	 new	 name.	 This	 client’s	 previous	 name	 is	 often
listed	 as	 an	 AKA	 (also	 known	 as)	 in	 the	 record,	 to	 avoid	 confusion.
(Remember,	 not	 all	 women	 change	 their	 last	 name	 when	 they	marry.



Some	men	take	their	wife’s	name	as	well.)	In	some	facilities,	all	married
female	 clients	with	 different	married	 names	 have	 their	 birth	 (maiden)
names	 listed	 on	 the	 chart	 as	 an	 AKA,	 even	 if	 they	 have	 never	 been
previously	hospitalized.
In	addition,	some	clients	use	different	names	on	different	admissions.

In	this	case,	the	records	indicate	the	name	currently	being	used	and	list
other	names	the	client	has	used	in	the	past	(if	any	are	known).	The	other
names	are	 listed	as	AKA	in	 the	chart,	 to	avoid	confusion.	For	example,
some	clients	have	married	and	changed	their	name;	others	are	mentally
ill	or	wanted	by	the	police.	Some	clients	give	a	false	name	on	admission
to	 the	 hospital.	 If	 their	 true	 name	 is	 later	 learned,	 it	 is	 added	 to	 the
client’s	record	as	an	AKA.	Sometimes,	the	client’s	 family	is	 located	and
asked	to	make	a	positive	identification.
In	 some	 cases,	 clients	 from	 other	 countries	 give	 their	 name	 on

admission	 in	 a	 format	 that	 is	 different	 from	 Western	 names.	 For
example,	sometimes	it	is	difficult	to	determine	which	is	the	client’s	first
name	and	which	 is	 the	 client’s	 last	 name,	or	both	 first	 and	 last	names
may	be	the	same.	It	can	be	difficult	to	determine	the	English	spelling	of
a	 foreign	 name.	 Therefore,	 a	 client’s	 name	 may	 be	 spelled	 several
different	ways	before	it	is	decided	which	way	is	most	accurate.

Key	Concept

Sometimes,	 it	 is	 possible	 to	 help	 identify	 a	 person	 on	 the	 basis	 of	 his	 or	 her	 birth	 date.
However,	 in	 some	 cultures,	 all	 people	 are	 considered	 to	 have	 been	 born	 on	 January	 1.
Therefore,	it	 is	impossible	to	differentiate	certain	clients	by	using	birth	date.	In	this	case,	it	 is
also	not	known	exactly	how	old	the	person	is,	because	his	or	her	age	could	vary	by	nearly	a
year.	Some	people	simply	do	not	know	their	birth	date	and	do	not	know	how	old	they	are.

John	Doe	Admissions.	Sometimes	an	unidentified	person	 is	admitted
to	 the	 healthcare	 facility,	most	 often	 as	 an	 emergency	 admission.	One
practice	in	this	case	is	to	admit	the	person	as	“John	Doe”	or	“Jane	Doe.”
Some	facilities	admit	as	“unidentified,”	including	race	and	gender	(e.g.,
“unidentified	 Asian	 female”).	 When	 the	 identity	 of	 this	 person	 is
established,	 the	 records	 are	 changed	 to	 indicate	 the	 person’s	 name.	 In
some	 cases,	 a	 family	member	 or	 friend	 is	 located	 who	 can	 accurately
establish	the	identity	of	the	person.



Special	Healthcare	Concerns
The	 laws	 relating	 to	 healthcare	 are	 many	 and	 varied.	 A	 basic
understanding	of	laws	that	apply	to	nursing	is	essential	so	that	you	can
make	informed	decisions	about	your	practice.	The	following	are	common
healthcare	 issues	 that	 have	 particular	 legal	 and	 sometimes	 ethical
implications:

•	 Duty	 to	 provide	 treatment.	 The	 person’s	 ability	 to	 pay	 should	 not
determine	whether	he	or	she	receives	care.	Laws	regulate	the	rights	of
the	person	and	of	the	healthcare	facility.
•	Abortion	and	sterilization.	State	laws	differ	as	to	what	types	of	consents
are	 required,	who	must	 be	 notified,	 and	who	must	 sign	 the	 consent.
The	length	of	gestation	for	a	legal	abortion	also	differs	among	states.
•	 Experimentation.	 Stringent	 regulations	 govern	 research	 studies	 using
human	 beings.	 All	 participants	 in	 such	 studies	 must	 give	 informed
consent.
•	Release	from	liability.	A	person	may	leave	the	healthcare	facility	against
medical	advice	(AMA)	or	may	refuse	treatment.	Laws	specify	the	extent
of	the	responsibility	of	the	facility	and	of	physicians	and	nurses.
•	Death	in	the	hospice	facility	or	during	the	hospice	program	at	home.	When
a	 person	 is	 expected	 to	 die	 (as	 in	 hospice),	 the	 laws	 relating	 to
pronouncement	of	death	are	different	from	those	in	other	situations.

Key	Concept

Keep	up	 to	date	on	current	 legislation	by	 reading	nursing	 journals	and	attending	continuing
education	classes.	Ignorance	of	the	law	does	not	protect	you	from	prosecution.

REGULATIONS	OF	NURSING	PRACTICE

Legislation	for	the	Practice	of	Nursing:	The
Nurse	Practice	Act
Nursing	is	a	specific	profession	that	has	 legal	definitions	as	to	scope	or
boundaries	of	practice.	The	laws	for	the	practice	of	nursing	are	written



by	 the	 legislature	 of	 each	 state	 or	 province.	 The	 law	 that	 defines	 and
regulates	the	practice	of	nursing	in	the	United	States	is	called	the	Nurse
Practice	Act.	In	Canada	it	is	called	the	Nurses	(Registered)	Act.	These
laws	define	 the	 title	of	 “nursing”	and	regulate	 the	many	aspects	of	 the
field	of	nursing.
In	 some	 areas	 a	 single	Nurse	 Practice	Act	 is	written	 to	 include	 both
registered	and	practical	nurses.	In	other	areas,	licensed	practical	nursing
and	registered	nursing	have	completely	separate	Nurse	Practice	Acts.
Only	individuals	who	are	regulated	by	Nurse	Practice	Acts	can	legally
be	 called	 nurses.	 Certified	 Nurses	 Aides	 are	 not	 licensed	 personnel
because	they	do	not	function	under	nurse	practice	legislation.	However,
many	 states	 require	 that	 they	 complete	 basic,	 minimal	 training	 by
qualified	instructors.	When	the	training	is	complete,	the	individual	may
apply	 to	 the	 state	 for	 “certification.”	 Currently,	 unlicensed	 assistive
personnel	(UAP)	and	medical	assistants	are	not	 licensed	personnel,	and
may	or	may	not	have	any	formal	healthcare	training.

NCLEX	Alert	PrepU
When	preparing	for	the	NCLEX,	utilize	available	NCLEX	Review	resources.	These	resources
provide	you	with	valuable	practice	clinical	situations	and	options.	The	questions	at	the	end	of
the	chapter	will	help	prepare	you	to	think	and	to	analyze	the	NCLEX’s	view	of	nursing	concerns.

State	Boards	of	Nursing
The	legislative	power	to	initiate,	regulate,	and	enforce	the	provisions	of
the	 Nurse	 Practice	 Act	 is	 delegated	 to	 a	 specific	 state	 agency	 often
known	as	 the	 State	Board	of	Nursing.	The	 state	 governor	may	 appoint
Board	 members,	 but	 the	 criteria	 and	 credentials	 for	 Board	 members
generally	 are	 written	 within	 the	 Nurse	 Practice	 Act.	 For	 example,	 in
states	 with	 a	 single	 Board,	 the	 law	 usually	 requires	 that	 a	 specified
number	 of	 licensed	 practical/vocational	 nurses	 (LPN/LVNs)	 be	 Board
members	 so	 that	 LPN/LVNs	 have	 a	 representative	 voice	 in	 affairs
concerning	 them.	 The	 state	 nursing	 associations	 also	 make
recommendations	for	Board	appointments.
Boards	 are	 subject	 to	 legal	 parameters,	 but	 usually	 they	 have	 some



leeway	 in	 interpreting	 aspects	 of	 the	Nurse	 Practice	Act.	 For	 example,
the	 Board	 may	 define	 LPN/LVN	 limitations	 regarding	 working	 with
intravenous	 lines	 and	 administering	 intravenous	 medications.	 The
Boards	 work	 cooperatively	 with	 other	 regulating	 Boards,	 such	 as	 the
Board	of	Medical	Examiners	and	the	Pharmacy	Board.	All	state	“Boards”
may	be	part	of	one	or	more	larger	state	agencies,	such	as	the	Department
of	Consumer	Affairs	or	the	Department	of	Health	Services.
Sometimes,	 State	 Nursing	 Boards	 are	 known	 by	 other	 titles,	 such	 as
the	 Board	 of	 Nurse	 Examiners.	 In	 the	 recent	 past,	 the	 State	 Boards	 of
Nursing	were	 responsible	 for	 the	 creation	 of	 the	 licensing	 examination
(thus	 the	 name	 “Nurse	 Examiners”).	 However,	 the	 licensing
examinations	today	are	written	by	the	National	Council	of	State	Boards
of	Nursing	(NCSBN),	which	is	discussed	in	this	chapter.
Licensing	laws	vary	from	state	to	state	in	many	respects.	The	goal	of
nurse	 planners	 is	 to	 establish	 uniform	 requirements	 so	 that	 a	 license
issued	 in	 one	 state	will	 be	 recognized	 in	 all	 states.	 A	 national	 nursing
license	has	also	been	proposed.
The	 law	 or	 Nurse	 Practice	 Act	 in	 each	 state,	 province,	 or	 territory
defines	 regulations	 for	 practical	 and	 registered	 nursing.	 Licensing	 and
renewal	fees	generally	provide	revenue	for	the	Boards.
The	major	concepts	of	the	legislation	of	Nurse	Practice	Acts	include:

•	Definition	of	practical	and	registered	nursing
•	Nursing	functions	protected	by	the	law
•	 Requirements	 for	 an	 approved	 school	 of	 nursing	 (e.g.,	 length	 of
program,	curricula,	admission	requirements)
•	Establishment	of	requirements	for	licensure	(e.g.,	age,	graduation	from
an	approved	course,	criminal	background	screening	checks)
•	Process	and	procedures	 for	becoming	 licensed	 in	each	state,	 territory,
or	province
•	 Procedures	 for	 maintaining	 licensure,	 including	 required	 continuing
education
•	Issuing	and	renewing	nursing	licenses
•	 Conditions	 under	which	 a	 license	may	 be	 suspended	 or	 revoked	 and
conditions	for	reinstatement
•	 Procedures	 for	 transferring	 licenses	 from	 one	 state	 to	 another
(interstate	endorsement)



The	 facility	 in	 which	 you	 are	 employed	 has	 the	 right	 to	 limit	 the
functions	of	a	nurse.	For	example,	a	facility	may	state	that	only	specially
trained	 nurses	 may	 perform	 certain	 procedures—even	 if	 the	 Nurse
Practice	 Act	 states	 that	 the	 nurse	 may	 legally	 do	 that	 procedure.
However,	a	facility	cannot	allow	a	nurse	to	practice	without	a	license	or
beyond	the	legal	definitions	of	practice	of	that	state.
Your	employer	may	also	require	that	you	have	additional	education	in
specialized	fields	in	order	to	work	in	that	facility.	Generally,	training	in
cardiopulmonary	resuscitation	(CPR)	is	required	by	all	clinical	facilities.
To	work	in	specialty	care	units,	such	as	geriatrics,	wound	care,	intensive
care,	 or	 pediatric	 care,	 your	 employer	may	 require	 that	 you	 complete
additional	 nursing	 courses.	 These	 advanced	 courses	 are	 generally	 not
part	 of	 your	 nursing	 program	 and	 are	 not	 listed	 as	 educational
requirements	by	 the	Nurse	Practice	Act.	 Education	 in	nursing	 is	 a	 life-
long,	continual	process;	a	nurse	never	stops	learning.

Key	Concept
•	Always	practice	within	the	limits	of	practical	or	registered	nursing	as
you	were	taught.

•	Use	good	common	sense	and	judgment.
•	Ask	questions	if	you	are	unsure.
•	Report	any	errors	immediately.
•	Report	any	defective	equipment	immediately.

Cause	for	Revoking	or	Suspending	a	License
The	Nurse	Practice	Act	defines	conditions	under	which	a	license	can	be
revoked.	Such	conditions	include	drug	or	alcohol	abuse,	fraud,	deceptive
practices,	 criminal	 acts,	 previous	 disciplinary	 action,	 and	 gross	 or
ordinary	 negligence.	 For	 example,	 telling	 an	 employer	 that	 you	 are	 a
registered	 nurse	 (RN)	 if	 you	 are	 actually	 an	 LPN/LVN	 is	 a	 deceptive
practice	and	is	cause	for	revoking	the	LPN/LVN	license.

The	Licensing	Examination:	The	NCLEX
After	 successful	 completion	of	your	nursing	program,	and	before	being



able	to	practice	as	an	LPN/LVN	or	RN,	your	first	responsibility	is	to	pass
either	 the	National	Council	 Licensing	Examination	 for	 Practical	Nurses
(NCLEX-PN)	 or	 the	 National	 Council	 Licensing	 Examination	 for
Registered	Nurses	(NCLEX-RN).
The	 NCSBN	 is	 responsible	 for	 the	 NCLEX	 examinations.	 It	 is	 the

National	Council’s	responsibility	to	provide	the	State	Boards	of	Nursing
with	 a	 valid	 and	 reliable	 examination	 that	 can	 demonstrate	 that	 a
licensure	 candidate	 has	 passed	 the	 examination	 with	 minimal
competence	 to	perform	 safe	 and	effective	 entry-level	nursing	 care.	The
purpose	 of	 the	 NCLEX-PN	 is	 to	 separate	 candidates	 into	 two	 groups:
those	who	can	pass	with	minimal	entry-level	knowledge	and	those	who
cannot.
The	NCLEX-PN	and	NCLEX-RN	are	used	by	all	50	states,	the	District	of

Columbia,	and	the	U.S.	territories	of	Guam,	the	Virgin	Islands,	American
Samoa,	Puerto	Rico,	and	the	Northern	Marianna	Islands.	The	NCLEX	was
first	 implemented	 in	1994	 in	a	computerized	 form	called	computerized
adaptive	testing	(CAT).	Test	questions	are	written	by	practicing	clinical
nurses	and	educators.	Revisions	to	the	CAT	are	made	on	a	regular	basis.
Extensive	 surveys	 are	 conducted	 every	 3	 years	 to	 ensure	 that	 the	 test
questions	accurately	reflect	job	tasks	normally	performed	by	the	novice
nurse.	 The	NCLEX-PN	has	 its	most	 significant	 content	 areas	 in	 nursing
process	and	client	needs.	Each	of	 these	 two	areas	 is	 further	subdivided
into	specific	subject	areas.	A	further	discussion	of	the	NCLEX-PN	plan	is
beyond	the	scope	of	this	chapter.
Because	 of	 the	 nationwide	 utilization	 of	 the	 NCLEX,	 when	 a	 nurse

moves	from	one	state	to	another	state,	the	nurse	is	not	required	to	take
another	 licensing	 examination.	 The	 nurse	 applies	 for	 licensure	 in	 the
new	 state	 and	may	 receive	 a	 license	 by	 the	 process	 of	 endorsement.
Licensing	 fees	 and	 other	 fees	may	 be	 required	 by	 the	 individual	 state,
and	the	nurse	may	need	to	file	specific	documentation	in	the	new	state.
The	situation	is	similar	in	Canada,	except	in	Ontario.
After	you	become	licensed,	you	will	be	required	to	renew	that	license

at	 specified	 intervals.	Many	 states	 require	 both	 LPN/LVNs	 and	 RNs	 to
take	 courses	 that	 document	 that	 you	 are	 maintaining	 currency	 in
nursing.	Continuing	education	classes	must	meet	 specified	criteria.	The
classes	 are	 allotted	 continuing	 education	 units	 (CEUs)	 or	 continuing
education	 hours	 (CEHs).	 The	 numbers	 of	 required	 units	 or	 hours	 are



dictated	by	your	State	Board	of	Nursing	and	are	commonly	mandated	for
license	 renewal.	 Some	 states	 specify	 what	 courses	 must	 be	 taken.	 For
example,	Minnesota	requires	a	course	in	infection	control;	in	New	York,
course	 content	 in	 child	 abuse	 is	 required	 for	 RN	 relicensure.	 On
satisfactory	 completion	 of	 these	 courses,	 you	will	 receive	 a	 certificate.
You	 will	 be	 required	 to	 maintain	 your	 own	 records	 of	 continuing
education	courses.	Your	records	may	be	audited	by	your	State	Board	of
Nursing.

Legal	Responsibilities	in	Nursing

Safeguards	for	the	Nurse	and	Student
Although	as	a	practical	or	vocational	nurse	you	are	likely	to	work	under
the	direction	of	other	nurses	and	physicians,	you	are	personally	liable	for
any	 harm	 a	 client	 suffers	 as	 a	 result	 of	 your	 own	 acts.	 Healthcare
facilities	 may	 also	 be	 legally	 liable	 for	 their	 employees’	 acts	 of
negligence.	Legal	actions	involving	negligent	acts	by	a	person	engaged	in
a	profession	may	become	malpractice	lawsuits.

Common-Sense	Precautions
Follow	Accepted	Procedures.	Protect	yourself	from	possible	lawsuits	by
always	performing	procedures	as	taught	and	as	outlined	in	the	procedure
manual	 of	 your	 healthcare	 facility.	 If	 these	 policies	 are	 incorrect	 or
inadequate,	work	to	improve	them	through	the	proper	channels.
Be	Competent	in	Your	Practice.	You	are	always	responsible	 for	your

own	 behavior.	 Refuse	 to	 perform	 procedures	 for	 which	 you	 have	 not
been	 prepared.	 Ignorance	 is	 not	 a	 legal	 defense.	 Neither	 will	 lack	 of
sleep	nor	overwork	be	accepted	as	a	legal	reason	for	carelessness	about
safety	measures	or	mistakes.
Ask	 for	Assistance.	Always	 ask	 for	help	when	you	are	unsure	about

how	 to	 perform	 a	 procedure.	 Do	 not	 assume	 responsibilities	 beyond
those	of	your	 level.	Admitting	that	you	do	not	know	how	to	perform	a
procedure	 is	 always	 better	 than	 attempting	 to	 do	 it	 and	 injuring
someone.	 Also	 question	 any	 physician’s	 order	 that	 you	 do	 not
understand,	cannot	read,	or	in	which	you	believe	an	error	exists.
Document	 Well.	 The	 importance	 of	 keeping	 exact	 records	 of	 all



treatments	 and	medications,	 as	well	 as	 a	 record	 of	 a	 client’s	 reactions
and	 behavior,	 cannot	 be	 overemphasized.	 The	 health	 record	 is	 the
written	 and	 legal	 evidence	 of	 treatment.	 The	 record	 is	 to	 reflect	 facts
only,	 not	 personal	 judgments.	 Careful	 and	 accurate	 documentation	 is
vital	 for	 each	 client’s	 welfare	 and	 your	 own	 (Fig.	 4-3).	 Chapter	 37
discusses	documentation	in	detail.

FIGURE	4-3	 Careful	 documentation	 and	 reporting	 are	 nursing	 responsibilities	 and	 also	 help	 to
maintain	legal	records	(Weber,	2014).

Key	Concept

Careful	 documentation	 is	 perhaps	 the	 most	 important	 thing	 you	 can	 do	 to	 protect	 yourself
against	an	unjustified	 lawsuit.	 If	you	do	not	document	a	 treatment	or	medication,	 legally	 the
measure	is	considered	not	to	have	been	done.	You	can	be	held	accountable.	Of	course,	you
will	 be	 held	 accountable	 for	 performing	 an	 illegal	 or	 negligent	 act,	 whether	 or	 not	 you
document	it.

Do	Not	Give	Legal	Advice	to	Clients.	The	laws	governing	personal	and
property	rights	of	an	individual	are	many	and	complex.	Never	attempt	to
advise	a	client	on	legal	rights	or	financial	matters.	Encourage	clients	to
confer	with	their	families	and	to	consult	an	attorney.
Do	Not	Accept	Gifts.	Accepting	gifts	from	clients	is	unwise	for	several

reasons.	Some	clients	are	considered	vulnerable	adults	(e.g.,	mentally	ill,
retarded,	or	confused	 individuals).	Exchange	of	gifts	could	compromise
your	 professional	 position,	 and	 you	 could	 be	 accused	 of	 coercing	 the



client.	 Some	 clients	may	 feel	 that	 by	 accepting	 a	 gift,	 you	 now	 “owe”
them	 special	 care	 or	 services.	 Because	 determining	 appropriate	 gift
acceptance	 is	 difficult,	 the	 safest	 measure	 is	 to	 accept	 no	 gifts.	 An
exception	to	this	rule	would	be	in	the	event	that	a	client	wishes	to	give
candy	or	flowers	to	all	staff	on	a	hospital	unit	to	share.
Do	Not	Help	a	Client	Prepare	a	Will.	Never	attempt	 to	help	a	client

prepare	 a	 will	 or	 any	 other	 legal	 document.	 The	 law	 has	 formal
requirements	a	will	must	meet	to	make	it	valid.	As	a	graduate,	you	may
be	asked	to	witness	the	signing	of	a	will.	After	the	death	of	a	client,	you
and	other	witnesses	may	be	asked	to	testify	as	to	the	mental	competence
of	the	testator	or	to	other	conditions	prevailing	at	the	time	of	execution
of	the	will.
Consider	 a	 Malpractice	 Insurance	 Policy.	 Malpractice	 insurance	 is

available	 through	 private	 insurance	 companies	 and	 sometimes	 through
the	 healthcare	 facility	 or	 a	 professional	 organization.	 The	 wise	 nurse
carries	malpractice	insurance.	Even	if	you	are	found	innocent	of	charges
in	 a	 case,	 preparing	 a	 defense	 still	 costs	money.	Malpractice	 insurance
will	cover	these	charges	if	you	have	practiced	within	the	limits	of	your
job	description	and	 level	of	 training.	Healthcare	 facilities	usually	 carry
umbrella	 liability	 insurance	 that	 covers	 the	 facility	 if	 an	 employee	 is
named	 in	 a	 legal	 action.	 This	 insurance	 does	 not	 always	 protect	 the
individual	 nurse;	 thus,	 having	 your	 own	 insurance	 is	 also	 important.
Many	 professional	 and	 technical	 personnel	 protect	 themselves	 from
paying	 court-imposed	 settlements	 by	 carrying	 private	 malpractice
insurance.

BOX	4-1	Examples	of	Situations	in	Which
Nurses	Can	Be	Held	Liable
•	Burns,	falls,	incorrect	medications
•	Lack	of	common	nursing	judgment	(e.g.,	using	an	oral	thermometer
for	a	confused	or	out-of-control	client)
•	Failure	to	follow	the	policies	of	the	healthcare	facility	to	protect	the
client	and	his	or	her	belongings
•	Allowing	an	unsafe	condition	to	continue



•	Damages	that	arise	from	violation	of	the	client’s	rights
•	Treatment	without	informed	consent	(can	be	considered	assault	and
battery)
•	Stories,	information,	or	photographs	given	without	consent
•	Revelation	of	confidential	information	(HIPAA)a
•	Assault	of	one	client	by	another	client

aHealth	Insurance	Portability	and	Accountability	Act	of	1996.

Obtain	 the	 services	 of	 a	 lawyer	 specializing	 in	 medical/nursing
malpractice	 at	 the	 first	 sign	 that	 you	 are	 involved	 in	 an	 illegal	 or
negligent	 act	 or	 that	 you	 may	 be	 named	 in	 a	 lawsuit.	 Notify	 your
malpractice	carrier	immediately	because	it	may	appoint	an	attorney	for
you.	 Insist	 on	 your	 legal	 rights.	 If	 you	 remember	 your	 limitations	 and
practice	 within	 the	 scope	 of	 your	 education,	 you	 should	 have	 no
difficulty	 with	 lawsuits	 and	 your	 clients	 will	 be	 safe.	 Box	 4-1	 gives
examples	of	situations	in	which	you	may	be	held	liable.

Key	Concept

Malpractice	 insurance	 covers	 nurses	 only	 when	 they	 act	 “as	 any	 prudent	 nurse	 would.”	 In
other	words,	if	you	deliberately	commit	an	illegal	act	or	are	negligent	beyond	accidental	errors,
your	malpractice	insurance	and	that	of	your	employer	will	probably	not	be	valid.

Legal	Concerns	of	Emergencies
In	some	states,	the	law	requires	any	person	who	witnesses	an	automobile
or	other	accident	to	give	aid	to	persons	injured	in	that	accident.	In	most
states,	 a	 person	 who	 has	 medical	 or	 nursing	 education	 is	 required	 to
assist,	if	needed.	In	areas	other	than	those	to	which	this	law	applies,	no
person	 is	 legally	 obligated	 to	 render	 aid	 during	 an	 emergency.	 Each
person	who	gives	assistance	 should	act	as	a	 reasonably	prudent	person
would,	within	the	limits	of	education	and	experience.	Thus,	as	a	nurse,
you	will	be	expected	to	render	a	higher	level	of	emergency	care	than	an
untrained	person.	A	 law	called	the	Good	Samaritan	Act	 is	 in	effect	 in
most	 states.	This	 law	protects	you	 from	 liability	 if	you	give	emergency
care	within	 the	 limits	 of	 first	 aid	 and	 if	 you	 act	 in	 a	 “reasonable	 and



prudent	manner.”
Stay	 informed	 regarding	 legal	 issues	 surrounding	 all	 types	 of

documentation.

Professional	Boundaries
All	 healthcare	 personnel	 must	 maintain	 appropriate	 professional
boundaries.	 Abstain	 from	 benefiting	 personally	 at	 the	 client’s	 expense.
Be	sure	to	refrain	from	inappropriate	involvement	in	the	client’s	personal
relationships.	 By	 doing	 so,	 you	 help	 to	 promote	 the	 client’s
independence.	Remember	the	following	important	considerations:

Power	versus	vulnerability:	You,	as	a	nurse,	have	power	 in	your	position
and	access	to	private	client	information.	Do	not	exploit	this	power.

Boundary	 crossings:	 Any	 questionable	 behavior	 should	 be	 brief,
unintentional,	 and	 not	 repeated.	 Evaluate	 any	 such	 incidents
immediately	if	they	occur.

Boundary	 violations:	 Excessive	 personal	 disclosures	 or	 asking	 clients	 to
keep	secrets	are	examples.	Such	actions	can	cause	clients	distress	and
are	inappropriate.

Professional	 sexual	 misconduct:	 Seductive,	 sexually	 demeaning,	 or
harassing	behavior	is	illegal	and	is	a	breach	of	the	trust	placed	in	you.
Such	misconduct	constitutes	just	cause	for	dismissal	from	a	job.

Remain	helpful	to	clients	without	taking	advantage	of	them.	Your	duty
is	 to	 practice	 in	 the	 area	 of	 therapeutic	 involvement.	 Overinvolvement
includes	 boundary	 crossings	 and	 violations,	 and	 sexual	 misconduct.
Underinvolvement	causes	disinterest	and	client	neglect.
Danger	 signals	 of	 overinvolvement	 include	 excessive	 self-disclosure,

defensiveness	about	the	relationship,	believing	that	only	you	can	meet	a
particular	 client’s	 needs,	 spending	 excessive	 time	 with	 one	 client,
flirting,	or	overt	sexual	acts.	Evaluating	each	interaction	you	have	with
clients	is	vital	to	ensure	that	the	relationship	is	helpful	and	that	you	are
not	 over-	 or	 underinvolved.	 If	 you	 have	 questions,	 your	 nursing
instructor	or	the	facility’s	nursing	supervisor	can	assist	you.



ADVANCE	DIRECTIVES
To	preserve	a	client’s	rights,	all	healthcare	workers	need	to	be	aware	of
the	 client’s	 wishes	 regarding	 continuing,	 withholding,	 or	 withdrawing
treatment	 in	 the	 event	 the	 person	 cannot	 make	 these	 decisions	 for
himself	or	herself.	An	advance	directive	is	a	legal	document	in	which	a
person	either	states	choices	for	medical	treatment	or	names	someone	to
make	treatment	choices	if	he	or	she	loses	decision-making	ability.

Nursing	 Alert	 Competent	 adults	 must	 speak	 for	 themselves.	 Another	 person	 cannot
decide	 to	withhold	 treatment,	 as	 long	 as	 the	 client	 is	 able	 to	make	 decisions.	 If	 the	 client
cannot	talk,	other	means	of	communication	may	be	used.	Such	information	must	be	carefully
documented,	witnessed,	and	signed.	If	the	person	is	legally	incompetent,	the	court	may	make
decisions	about	care.

The	 federal	 government	 passed	 the	 Patient	 Self-Determination	 Act
(PSDA)	in	1991.	This	law	requires	all	healthcare	institutions	to	comply
with	the	provisions	of	this	act	or	to	forfeit	reimbursement	from	Medicare
and	 other	 types	 of	 funding.	 This	 legislation	 mandates	 an	 individual’s
right	 to	some	sort	of	advance	directive.	The	 law	requires	 that	all	adults
admitted	 to	 any	 healthcare	 facility	 must	 be	 asked	 if	 they	 have	 an
advance	directive	and	given	assistance	if	 they	desire	more	information.
Box	 4-2	 describes	 the	 nurse’s	 role	 in	 carrying	 out	 mandates	 of	 this
legislation.

BOX	4-2	Advanced	Directives	and	the	Nurse’s
Responsibility
NURSING	RESPONSIBILITIES	INCLUDE:
•	Determining	a	client’s	understanding	of	the	concepts	of	advance
directives	and	the	Patient	Self-Determination	Act	upon	admission.
•	Providing	pertinent	literature/brochures	that	explain	the	functions
and	types	of	advance	directives.
•	Providing	appropriate	(nonnursing)	assistance	if	client	wishes	to
initiate	or	change	an	advance	directive.



•	Knowing	that	specific	advance	directives	may	apply	to	certain	areas
(e.g.,	in	mental	health	units).
•	Informing	clients	that	they	have	the	right	to	refuse	treatment	or	can
refuse	life-prolonging	measures	but	can	still	receive	palliative	care
and	pain	control.
•	Notifying	healthcare	providers	of	the	existence	of	an	advance
directive.
•	Placing	the	information	in	the	designated	records	for	the	healthcare
facility	or	agency.
•	Maintaining	copies	according	to	protocols	of	the	healthcare	facility
or	agency.
•	Documenting	actions	appropriately	in	the	nursing	records.

Three	major	types	of	advance	directives	exist:

•	Living	will
•	Directives	to	physicians
•	Durable	power	of	attorney	for	healthcare

Living	Will
A	 living	 will	 is	 a	 written	 and	 legally	 witnessed	 document	 (but	 can	 be
executed	without	an	attorney)	 that	 requests	no	extraordinary	measures
to	be	 taken	 to	 save	a	person’s	 life	 in	 the	event	of	 terminal	 illness.	The
living	will	goes	into	effect	only	if	the	person	becomes	unable	to	make	his
or	her	 own	decisions	 regarding	 care.	The	 living	will	may	 indicate	 life-
sustaining	 treatments	 that	 the	person	does	or	does	not	want	used,	 and
may	 specify	 comfort	 measures	 to	 be	 used	 or	 not	 used.	 Some	 form	 of
living	will	 legislation	 is	 in	place	 throughout	 the	United	States.	A	great
deal	 of	 controversy	 surrounds	 this	 issue.	 For	 example,	 in	 some	 states,
living	will	 legislation	states	 that	artificial	nutrition	and	hydration	must
be	 maintained,	 even	 if	 the	 person	 has	 previously	 requested	 that	 no
artificial	means	be	used	 to	 sustain	 life.	 In	addition,	various	 states	have
slightly	different	formats	for	living	wills	and	do	not	necessarily	recognize
documents	written	in	another	state.	A	living	will	does	not	automatically
expire	 in	 a	 certain	 length	 of	 time.	 It	 is	 in	 effect	 until	 the	 individual



changes	or	revokes	it.	If	a	person	has	a	living	will,	a	copy	is	kept	on	file
in	 the	 healthcare	 facility.	 Physicians	 and	 nurses	 are	 bound	 by	 the
person’s	wishes.

Key	Concept
If	 no	 documented	 evidence	 exists	 to	 the	 contrary,	 the	 healthcare	 team	 uses	 all	 means
available	to	keep	a	person	alive.	Without	a	living	will	or	other	advance	directive,	a	full	“code”	is
called	on	all	those	who	suffer	a	cardiac	arrest,	and	full	resuscitation	efforts	are	made.

Directive	to	Physicians
A	directive	to	physicians	is	another	type	of	written	document	that	can	be
useful	 for	 terminally	 ill	 adults	 who	 have	 no	 other	 person	 to	 name	 as
their	 agent	 for	 making	 healthcare	 decisions.	 In	 this	 case,	 the	 person
directs	the	physician	to	be	his	or	her	decision-maker.	The	physician	must
also	agree,	in	writing,	to	accept	this	responsibility.

Durable	Power	of	Attorney	for	Healthcare
In	 this	 written	 document,	 a	 client	 names	 another	 person	 to	 make
healthcare	decisions	for	him	or	her	should	the	client	become	unable	to
do	so.	This	designated	person	does	not	need	to	be	a	relative.	Individuals
should	discuss	durable	power	of	attorney	in	advance	with	those	they	wish
to	designate	as	their	decision-makers.

Mental	Health	Advance	Declaration
In	addition	 to	 the	general	advance	declaration	available	 to	all	persons,
the	mental	 health	 advance	 declaration	 establishes	 specific	 guidelines	 for
psychiatric	care.	In	this	case,	the	mental	health	declaration	specifies	an
individual’s	 wishes	 concerning	 intrusive	mental	 health	 treatment	 (e.g.,
electroconvulsive	 therapy	 and	 special	 types	 of	 medications	 called
neuroleptics).	 Even	 if	 the	 person	 who	 refuses	 these	 treatments	 is
committed	 as	 mentally	 ill	 or	 mentally	 ill	 and	 dangerous,	 these
treatments	may	not	be	given	without	a	specific	court	order.



VULNERABLE	PERSONS
Children	 and	 some	 adults	 are	 considered	 vulnerable	 to	 deficient	 or
harmful	care.	Reporting	suspected	child	abuse	or	vulnerable	adult	abuse
is	mandatory	 in	 the	United	States	and	Canada.	 In	addition,	most	 states
have	 laws	 protecting	 persons	 considered	 to	 be	 vulnerable,	 which
includes	 almost	 any	 hospitalized	 individual.	 Laws	 protecting	 the
vulnerable	are	particularly	important	for	those	who	work	with	mentally
ill,	 mentally	 retarded,	 or	 confused	 persons.	 Older	 people	 are	 often
considered	vulnerable	adults.	The	law	protects	vulnerable	persons	from
injury,	 abuse,	 or	 neglect	 while	 receiving	 care	 in	 a	 healthcare	 facility,
nursing	home,	school,	or	their	own	home.	Often,	a	person’s	isolation	in
his	 or	 her	 own	 home	 can	 increase	 the	 person’s	 vulnerability.	 Families
can	 also	 be	 charged	 with	 abuse	 under	 the	 vulnerable	 adult	 laws.
(Chapter	98	discusses	home	care	issues.)

DEFINITIONS	OF	DEATH
Prior	 to	 the	 mid-20th	 century,	 the	 legal	 definition	 of	 death	 was
universally	accepted	to	be	the	loss	of	vital	functions,	that	is,	no	pulse,	no
blood	 pressure,	 and	 no	 respirations.	 When	 technology	 was	 developed
that	 could	 sustain	an	 individual’s	heartbeat	 and	 respirations,	 confusion
occurred.	 It	now	became	possible	 for	a	machine	 to	pump	blood	and	to
provide	 oxygenation	 (breathe)	 for	 the	 client.	 However,	 without	 this
artificial	 intervention,	 it	 was	 possible	 that	 this	 same	 client	 would	 not
have	a	blood	pressure	or	oxygenation.	Therefore,	medical	practice,	 the
legal	 profession,	 and	 society	 needed	 alternate	 ways	 of	 defining	 death
that	 would	 take	 into	 account	 the	 rapid	 advances	 in	 technological
healthcare.
The	 traditional	 definition	 of	 legal	 death	 is	 the	 same	 as	 that	 for
clinical	death	or	biological	death—that	is,	death	due	to	the	absence	of
respirations	and	the	absence	of	a	heartbeat.
With	 today’s	 advanced	 life	 support	 systems,	 however,	 new	 criteria
were	needed	other	than	the	absence	of	breathing	and	heartbeat,	because
in	 some	 cases	 the	 physical	 body	 may	 be	 kept	 functioning	 for	 long
periods	of	time	by	artificial	means.



The	 Uniform	 Determination	 of	 Death	 Act	 of	 1980	 is	 the	 accepted
standard	 of	 brain	 death.	 In	 a	 unique	 collaboration,	 the	 American
Medical	Association,	 the	American	Bar	Association,	and	 the	President’s
Commission	 for	 the	 Study	 of	 Ethical	 Problems	 in	 Medicine	 and
Behavioral	Research	worked	to	differentiate	death	caused	by	the	loss	of
vital	 functions	or	by	 the	 loss	 of	neurological	 functions.	The	 two	major
definitions	of	death	are:

1.	Legal	death—The	legal	definition	of	death	states	that	an	individual
who	is	dead	is	one	who	has	sustained	loss	of	circulation	and
respiratory	functions.

2.	Brain	death—Brain	death	considers	the	irreversible	cessation	of	all
neurological	functions	of	the	entire	brain,	including	the	brain	stem,	to
signify	death.

In	brain	death,	 the	 brain	 has	 a	 lack	 of	 response	 to	 stimuli,	 lack	 of
cephalic	reflexes	(see	below),	and	absent	stimulation	to	breathe.	Criteria
for	the	diagnosis	of	brain	death	include	the	following:

•	Cessation	of	breathing	after	artificial	ventilation	is	discontinued	(usually
requires	cessation	for	at	least	3	minutes)
•	Cessation	of	heartbeat	without	external	stimuli
•	Unresponsiveness	to	external	stimuli
•	 Complete	 absence	 of	 cephalic	 reflexes	 (the	 lowest	 form	 of	 brain	 stem
reflexes).	Some	states	accept	the	absence	of	some	cephalic	reflexes.
•	Pupils	fixed	and	dilated.	Some	states	accept	pupils	unresponsive	to	light,
but	not	necessarily	dilated.
•	 Irreversible	 cessation	 of	 all	 functions	 of	 the	 brain.	 In	 some	 states,	 this
includes	all	 functions	of	 the	brain	 stem	as	well.	This	brain	and	brain
stem	function	can	be	assessed	by	evaluation	of	reflexes.	In	some	cases,
one	 or	 more	 electroencephalograms	 (EEG)	 are	 done	 to	 confirm	 the
diagnosis	of	clinical	death.

Brain	death	is	also	termed	an	irreversible	coma.	Many	individuals	have
a	 condition	 called	 a	 vegetative	 state	 or	 a	 permanent	 vegetative	 state	 and
these	individuals	may	also	be	considered	to	be	brain	dead	even	though
some	types	of	brainwave	functions	are	seen	on	an	EEG.	When	a	client	is
in	a	vegetative	state,	he	or	she	can	seem	to	be	awake	because	their	eyes
might	be	open.	They	can	have	spontaneous	movement	owing	to	muscle



reflexes;	however,	these	movements	are	not	related	to	cognitive	function
or	 senescence.	 The	 person	 can	 be	 pronounced	 legally	 dead	 and	 be
designated	 the	 “right	 to	 die”	 if	 nutrition	 or	 artificial	 physical	methods
are	not	used	to	sustain	the	organ	systems.

Key	Concept

Owing	to	technological	interventions,	death	is	defined	more	as	a	process	of	irreversible	brain
functioning	 than	 a	 specific	 condition	 of	 clinical	 demise.	 When	 defined	 by	 a	 qualified
professional,	 a	 client,	 who	 has	 no	 brain	 activity,	 but	 who	 has	 functioning	 respiratory	 and
circulatory	systems,	can	be	declared	legally	dead.	Determination	of	clinical	death	is	complex
and	controversial.	Check	the	laws	in	your	state.

A	client	with	the	diagnosis	of	brain	death	may	be	considered	a	donor
candidate	for	organ	transplantation.	The	diagnosis	of	death	is	a	legal	and
ethical	 concern	 to	 healthcare	 providers.	 Before	 removal	 of	 organs	 or
tissues	for	donation,	especially	when	a	person’s	vital	processes	are	being
maintained	artificially,	the	wishes	of	the	client	and	the	family	need	to	be
in	harmony	with	legal	regulations.

Exceptions
In	all	cases	 that	may	 involve	the	determination	of	death,	 the	 following
exceptions	are	identified:

•	 Marked	 hypothermia	 (core	 body	 temperature	 below	 90°F	 [32.2°C],
such	as	might	follow	a	near-drowning	episode)
•	 Severe	 depression	 of	 the	 central	 nervous	 system	 (CNS)	 after	 drug
overdose	with	a	CNS	depressant,	such	as	a	barbiturate

ETHICAL	STANDARDS	OF	HEALTHCARE
Ethics	 is	 defined	 as	 conduct	 appropriate	 for	 all	 members	 of	 a	 group.
Chapter	2	gives	standards	of	nursing	practice.	A	code	of	ethics	builds	on
these	standards.	Today,	healthcare	workers	confront	many	ethical	issues
that	 have	 arisen	 as	 a	 result	 of	 increased	 knowledge	 and	 technology,



changing	demographic	patterns,	and	consumer	demands.

Prejudice,	Personal	Values,	and	Nursing
Each	 individual	brings	personal	values	 to	 the	healthcare	 system.	These
values	 include	 beliefs	 about	 such	 concepts	 as	 life	 and	 death,	 a	 higher
power,	 who	 should	 receive	 healthcare	 and	 what	 kind	 of	 care,	 and
complex	 issues,	 such	 as	 abortion	 and	 euthanasia.	 Values	 are	 the
culmination	 of	 heritage,	 culture,	 and	 one’s	 family	 of	 origin,	 combined
with	life	experiences.	Values	evolve	as	life	situations	change.	A	person’s
values	may	change	when	faced	with	 illness,	 injury,	and	possible	death.
To	 be	 of	 optimal	 support	 to	 each	 client,	 you	must	 undergo	 your	 own
personal	values	clarification	process.
Consciously	 examining	 your	 own	 values,	 beliefs,	 and	 feelings	 about
life	and	healthcare	issues	is	helpful	because	it	provides	you	with	a	frame
of	reference.	Your	beliefs	may	be	different	from	those	of	your	peers	and
clients.	 Prejudice	 in	nursing	 is	 imposing	 your	beliefs	 and	value	 system
onto	others.	When	practicing	nursing,	your	personal	beliefs	and	those	of
your	 clients	may	 be	 radically	 different.	 Remember,	 however,	 that	 you
must	 also	 allow	 clients	 the	 freedom	 to	 formulate	 and	 to	 express	 their
own	values.	Do	not	impose	your	values	on	clients.

Key	Concept

Be	aware	of	your	feelings	and	behavior.	Always	act	in	the	client’s	best	interests.

Quality	of	Life
Quality	 of	 life	 is	 a	 complicated	 ethical	 issue.	 At	 what	 point	 does	 the
healthcare	 team	decide	 that	 a	person	 should	 receive	 treatment	or	not?
For	 example,	 not	 enough	 donated	 organs	 or	 specialized	 facilities	 are
available	 to	 serve	everyone	who	needs	 them.	How	then	 is	 the	decision
made	 as	 to	 who	 receives	 lifesaving	 treatment	 and	 who	 does	 not?
Healthcare	ethics	comes	into	play	in	such	decisions.
Part	of	the	discussion	as	to	who	receives	treatment	centers	around	the
quality	of	 life	expected	 following	 treatment.	Can	 treatment	measurably



improve	 the	quality	of	a	person’s	 life	or	 life	expectancy?	Would	others
benefit	more?	Who	decides	on	the	quality	of	another	person’s	life?	Who
makes	 the	 decision	 as	 to	 who	 lives	 and	 who	 dies?	 What	 determines
quality	of	life?	Some	suggested	criteria	include	ability	to	work,	ability	to
function	 physically,	 chronological	 age,	 contributions	 to	 society,
happiness	 or	 satisfaction	 with	 life,	 ability	 to	 care	 for	 oneself,	 and	 the
person	and	family’s	opinions.

Key	Concept

The	client’s	right	to	confidentiality	is	always	important	(Box	4-3).

Nurses’	Role	Regarding	Ethics
You	are	expected	to	practice	ethically.	Because	of	the	intimate	nature	of
nursing,	 you	 are	 often	 the	 first	 person	 to	 recognize	 that	 an	 ethical
problem	exists.	You	 are	 responsible	 for	 bringing	 forth	 these	 issues	 and
for	participating	in	decision	making.	Whether	nursing	practice	occurs	in
the	United	States,	Canada,	or	 the	 international	 community,	basic	 ideas
remain	the	same.

Ethical	Issues	in	Treatment
Examples	of	some	major	issues	in	healthcare	ethics	are	presented	below.
Some	issues	that	were	mentioned	in	the	legal	section	of	this	chapter	are
also	issues	for	ethical	debate.

BOX	4-3	Right	to	Confidentiality
As	delegated	by	The	Health	Insurance	Portability	and	Accountability
Act	(HIPAA)	of	1996,	the	client	has	the	right	to	expect	that	his	or	her
privacy	will	be	protected.	Privacy	means	that	information	is	available
to	the	client	but	not	to	the	public.	Information	collected	may	be	used
to	 provide	 effective	 care,	 develop	 treatment	 guidelines,	 determine
ability	 to	 pay	 for	 care,	 bill	 third-party	 payers,	 and	 anonymously



conduct	 research	 studies.	The	client	may	 refuse	 to	give	 information,
but	 in	 this	 case,	 the	 quality	 of	 care	 may	 be	 limited	 by	 lack	 of
information.

For	detailed	information	regarding	confidentiality	rules,
regulations,	and	issues,	go	to	the	Health	and	Human	Services	Website
(see	Web	Resources	on	 ).

Organ	 Transplantation.	 Many	 organs	 are	 successfully	 transplanted
from	person	to	person.	 In	some	cases,	as	 in	heart	 transplant,	 the	donor
must	be	pronounced	legally	dead	before	the	organ	can	be	removed.	To
keep	 the	 organ	 at	 its	 healthiest,	 however,	 it	must	 be	 recovered	 at	 the
moment	 the	 donor	 is	 pronounced	 clinically	 dead.	 In	 most	 cases,
circulation	and	ventilation	are	artificially	maintained	until	 the	organ	 is
removed.
These	 situations	 involve	 such	 issues	 as	 defining	 clinical	 death	 and
informed	consent.	Organ	donation	is	a	difficult	decision	for	a	family	to
make	at	such	a	traumatic	time.	A	person	can	simplify	matters	in	advance
by	designating	that	he	or	she	wishes	to	be	an	organ	donor	on	an	organ
donor	card	or	a	driver’s	license.
The	 United	 Network	 of	 Organ	 Sharing	 (UNOS)	 was	 established	 to
ensure	 fairness	 in	 the	 receipt	 of	 donated	 organs.	 This	 computerized
network	 links	 all	 procurement	 organizations	 and	 maintains	 a	 list	 of
potential	 organ	 recipients.	 UNOS	 has	 established	 specific	 criteria	 to
determine	which	recipient	will	be	eligible	to	receive	a	donated	organ.

Key	Concept

Even	if	a	person	designates	himself	or	herself	as	a	“donor”	on	a	driver’s	 license,	the	next	of
kin	usually	must	give	permission	after	death.	If	you	wish	to	be	an	organ	donor,	discuss	your
feelings	with	your	family	now.

Criteria	and	Questions.	Criteria	of	UNOS	attempt	to	answer	questions
such	as	who	should	receive	treatment	(i.e.,	donated	organs)?	Why	should	this
client	 receive	 an	 organ	 and	 not	 another	 client?	 Who	 will	 pay	 for	 the
treatment?	Many	questions	and	 factors	 influence	decisions	 to	give	or	 to
withhold	treatment;	legal	and	ethical	considerations	may	be	part	of	the



criteria.	Organ	donations	can	cost	hundreds	of	thousands	of	dollars	and
who	 should	 have	 the	 responsibility	 of	 paying	 for	 the	 surgery	 as	well	 as	 the
long-term	care	of	the	client?
Refusal	of	Treatment.	Additional	concerns	may	involve	the	refusal	of
treatment.	Can	a	client	 legally	refuse	 treatment?	Under	what	circumstances
does	the	client	lose	the	right	to	refuse	treatment?	Another	consideration	is,
should	treatment	be	given,	even	against	the	person’s	will?
If	 the	healthcare	 team	makes	 the	decision	 to	provide	 treatment,	 it	 is
called	beneficence.	If	the	client	makes	the	decision,	it	is	termed	autonomy.
Usually	a	person	gives	permission	for	treatment;	thus,	refusal	is	seen	as
reversal	of	that	permission.	States	debate	the	individual’s	right	to	refuse
lifesaving	 treatment.	 If	 any	argument	among	 family	members	or	doubt
on	the	part	of	the	healthcare	team	exists,	treatment	must	be	given	until	the
case	is	resolved	in	court.
Withholding	 Treatment.	 Withholding	 treatment	 means	 denial	 of
treatment	or	care	because	treatment	has	been	deemed	inappropriate,	not
enough	 of	 a	 particular	 treatment	 is	 available,	 which	 may	 occur	 with
donor	kidneys	or	dialysis,	or	the	client	or	family	has	refused	it.	In	some
circumstances,	a	court	order	must	be	obtained	before	treatment	may	be
withheld	 or	 removed.	 If	 a	 person	 refuses	 treatment	 and	 it	 is	 illegally
given,	the	healthcare	team	can	be	charged	with	battery.
The	only	time	a	person	does	not	have	the	right	to	make	the	decision	to
refuse	treatment	is	when	the	greater	public	interest	would	be	in	danger.
For	example,	if	a	person	has	a	communicable	disease	or	is	in	immediate
danger	of	harming	self	or	others	and	refuses	treatment,	legal	action	may
be	taken.
Termination	 of	 Treatment.	 Termination	 of	 treatment,	 or	withdrawal
of	 treatment,	 involves	 the	 conscious	decision	 to	 stop	 treatment	 once	 it
has	been	started.	The	treatment	may	be	withdrawn	at	the	client’s	request
or	 when	 the	 healthcare	 team	 determines	 brain	 death	 has	 occurred.
Stopping	treatment	once	it	has	begun	is	often	more	difficult	legally	than
is	withholding	treatment	altogether.
Euthanasia.	 In	 the	 past,	 euthanasia	 was	 called	 “mercy	 killing.”	 It
meant	the	deliberate	taking	of	a	person’s	life	to	put	the	individual	out	of
misery.	This	definition	has	been	amended	to	include	the	withdrawal	or
withholding	of	treatment.	A	great	deal	of	discussion	and	controversy	has
occurred	 in	 recent	years	about	assisted	suicide.	The	 laws	 surrounding



this	ethical	problem	differ	among	states.

The	Ethics	Committee
Healthcare	 facilities	 have	 ethics	 committees	 made	 up	 of	 healthcare
professionals,	chaplains,	social	workers,	and	others	(Fig.	4-4).	The	chief
functions	 of	 the	 ethics	 committee	 are	 education,	 policy-making,	 case
review,	and	consultation.	These	committees	are	important	because	they
bring	together	a	variety	of	healthcare	workers	from	various	disciplines.
They	 are	 able	 to	 share	 ideas	 and	 concerns	 related	 to	 their	 field.	Many
nurses	 bring	 a	 unique	 voice	 to	 the	 committee	 because	 they	 act	 as	 an
advocate	for	their	clients.

CLIENTS’	RIGHTS	AND	RESPONSIBILITIES
Clients	also	have	rights	and	responsibilities.	The	concept	of	clients’	rights
stems	from	the	rise	of	the	consumer	movement.	The	public	demands	the
right	to	quality	care.

FIGURE	 4-4	 The	 ethics	 committee	 may	 be	 composed	 of	 nurses,	 physicians,	 social	 workers,
religious	leaders,	and	community	members.



Clients’	Rights
The	 rights	 of	 the	 individual,	 client,	 or	 patient	 were	 first	 formally
addressed	 in	 1972	 by	 the	 American	 Hospital	 Association	 (AHA).	 The
AHA	 adopted	 A	 Patient’s	 Bill	 of	 Rights,	 which	 stated	 the	 rights	 of
hospitalized	 individuals.	 Since	 then	 other	 healthcare	 agencies	 and
services	have	provided	a	variety	of	bills	of	rights	specifically	designed	to
address	 the	 needs	 of	 their	 clients.	 For	 example,	 bills	 of	 rights	 are
available	for	Home	Care	or	Hospice	Care.	Older	bills	of	rights	may	still
apply	to	the	situations	or	environments	for	which	they	were	written.	The
AHA,	 medical	 and	 nursing	 organizations,	 and	 other	 consumer/client
agencies	provide	guidelines	that	serve	as	a	basis	for	decision	making	in
hospital	 care.	 The	 applicable	 bill	 of	 rights	 is	 generally	 posted	 per
accrediting	regulations	in	public	viewing	areas	of	the	healthcare	center.
The	Affordable	Care	Act	of	2010	initiated	and	updated	a	Patient’s	Bill
of	Rights	with	the	focus	on	protecting	clients	from	specific	actions	of	the
healthcare	insurance	industry.	The	guidelines	of	the	various	versions	of
the	 assorted	 bills	 of	 rights	 help	 to	 ensure	 the	 concept	 of	 basic	 human
rights	 and	 are	widely	 accepted	 among	 healthcare	 providers.	 Consumer
support	 and	 information	 may	 be	 found	 listed	 at	 www.cms.gov	 (the
Center	for	Consumer	Information	and	Insurance	Oversight).

Key	Concept

Clients	are	active	participants	in	their	own	healthcare	and	need	to	be	provided	with	information
regarding	their	own	health.

Clients’	Responsibilities
In	addition	to	the	rights	of	a	client,	the	responsibilities	of	the	client	have
become	a	significant	part	of	his	or	her	self-care	and	welfare.	Recognized
as	a	priority,	the	client	is	an	active	participant	in	formulating	his	or	her
care	 plan	 and	 making	 healthcare	 decisions.	 The	 client	 also	 has	 a
responsibility	 to	 participate	 in	 and	 cooperate	 with	 care	 given.	 Certain
cooperative	actions	can	be	expected	from	clients.	Your	duties	as	a	nurse
are	 to	 help	 your	 clients	 understand	 their	 responsibilities,	 teach	 them
how	 to	 enhance	 their	 recovery	process,	 and	 assist	 them	 to	 attain	 their

http://www.cms.gov


greatest	level	of	health	and	wellness.

Key	Concept

In	some	cases,	the	healthcare	provider	also	has	the	right	to	bring	charges	against	a	client	for
an	unlawful	act,	such	as	a	physical	attack.

To	summarize	various	organizations’	sets	of	identified	responsibilities
of	the	client,	see	the	following	bulleted	list.
The	client	has	the	responsibility:

•	 To	 recognize	 that	 healthcare	 is	 a	 partnership	 among	 the	 client,	 the
client’s	family/significant	others,	and	all	healthcare	providers.
•	To	provide	an	accurate	and	up-to-date	medical	history	 including	(but
not	 limited	 to):	 current	 health	 status,	 past	 medical	 illnesses	 and
surgeries,	 hospitalizations,	 medications	 and	 nonprescription	 drugs,
allergies/sensitivities,	 results	 of	 previous	 therapies,	 and	 family
histories.
•	To	request	additional	information	and	clarification	about	health	status
or	 treatment	 if	 the	 current	 information	 or	 instructions	 are	 not
completely	clear.
•	To	recognize	the	impact	of	personal	lifestyle	choices	on	health	and	to
make	positive	lifestyle	changes	to	improve	his	or	her	own	health.
•	 To	 ensure	 that	 the	 healthcare	 institution	 has	 a	 copy	 of	 his	 or	 her
written	advance	directive,	if	one	is	completed.
•	 To	 inform	 physicians	 and	 other	 caregivers	 if	 he	 or	 she	 anticipates
problems	in	following	prescribed	treatment.
•	 To	 respect	 the	 facility’s	 rules	 and	 regulations	 and	 responsibilities	 to
other	clients	and	the	community.
•	 To	 provide	 necessary	 information	 and	 to	 assist	 in	 the	 process	 of
payment	for	services.

STUDENT	SYNTHESIS
KEY	POINTS



•	You	are	legally	and	ethically	bound	to	practice	nursing	within	the	rules
and	regulations	of	your	Nurse	Practice	Act	and	within	the	laws	of	your
state,	territory,	or	province.
•	You	must	be	knowledgeable	about	the	concepts	and	terminology	of	the
legal	aspects	of	healthcare	as	well	as	the	basic	concepts	of	law.
•	Several	types	of	advance	directives	allow	individuals	to	plan	ahead	and
to	make	decisions	 in	advance	about	healthcare	 to	be	 received	 if	 they
become	incapacitated.
•	 Individuals	 have	 the	 right	 to	 accept	 or	 to	 refuse	 treatment	 in	 most
situations.
•	You	will	encounter	many	ethical	decisions	in	healthcare.	Some	of	these
require	the	assistance	of	an	ethics	committee.
•	The	client	has	responsibility	to	inform	healthcare	providers	of	pertinent
information	and	to	assist	in	his	or	her	own	care	by	accurately	following
treatment	plans.

CRITICAL	THINKING	EXERCISES
1.	Discuss	how	your	personal	values	relate	to	your	choice	of	nursing	as	a
profession.	Discuss	how	you	think	this	will	relate	to	your	nursing
practice	in	the	future.

2.	As	you	come	on	duty,	you	check	your	client’s	chart	and	notice	that	he
received	an	injection	of	Demerol	100	mg	at	2:00	PM	and	again	at	3:30
PM	today.	Two	different	nurses	administered	these	injections.
Administration	of	the	medication	is	ordered	for	every	4	hours.
a.	What	actions	would	you	take	and	why?
b.	What	legal	implications	apply	to	this	situation?
c.	Discuss	this	situation	in	relationship	to	the	importance	of
documentation.

d.	Has	a	crime	been	committed?	Why	or	why	not?
3.	You	see	a	licensed	nurse	at	the	facility	where	you	work	take	some
money	out	of	a	coworker’s	backpack.	What	actions	would	you	take
and	why?	How	does	this	scenario	affect	your	coworker’s	nursing
license?	How	could	it	affect	your	nursing	license	(if	you	were	licensed
at	this	time)?

4.	You	are	working	part-time	in	a	hospital	while	you	attend	school.	A



client	there	is	being	discharged	tomorrow	and	asks	you	on	a	date	next
Saturday.	(Assume	that	you	are	single	and	find	the	client	attractive.)
a.	What	is	your	response?	Why?
b.	What	are	the	legal	implications	of	dating	a	client?

NCLEX-STYLE	REVIEW	QUESTIONS
1.	A	student	nurse	approaches	the	instructor	and	states,	“the	staff	nurse
told	me	to	witness	this	surgical	consent	after	the	surgeon	signs	it.”
What	is	the	best	response	by	the	instructor?
a.	“Students	are	not	to	serve	as	a	witness	to	legal	papers.	Let’s	explain
this	to	the	staff	nurse	so	they	may	have	it	witnessed.”

b.	“You	will	need	another	student	to	go	with	you	to	co-sign	the
consent.”

c.	“That	is	fine.	Do	you	want	me	to	come	with	you?”
d.	“This	type	of	consent	doesn’t	need	to	be	witnessed”

2.	The	nurse	is	caring	for	a	client	that	has	been	confused	and	climbing
out	of	the	bed.	What	action	should	the	nurse	take	if	the	nurse	must
take	care	of	another	client	and	leave	the	room?
a.	Place	all	four	side	rails	up	and	come	back	and	check	on	the	client
when	finished	with	the	other	task.

b.	Place	the	client	in	soft	wrist	restraints	so	the	client	will	not	get	out
of	the	bed.

c.	Inform	the	client	not	to	get	out	of	the	bed.
d.	Don’t	leave	the	client	alone	and	request	that	another	nurse	sit	one-
on-one	with	the	client.

3.	A	nurse	discovers	that	a	neighbor	is	a	client	on	the	unit	in	which	the
nurse	works	although	the	nurse	is	not	assigned	to	care	for	that	client.
The	nurse	accesses	the	electronic	medical	record	(EMR)	to	find	out
what	the	client’s	diagnosis	is.	What	action	may	clients	take	if	they	are
aware	of	this	type	of	incident?
a.	Report	the	incident	as	a	HIPAA	violation
b.	Sue	the	nurse	for	libel
c.	Sue	the	nurse	for	negligence
d.	Report	the	nurse	for	defamation



4.	A	staff	nurse	comes	to	work	and	accepts	the	assignment	of	clients.
After	a	verbal	altercation	with	the	nurse	manager	about	the
assignment,	the	nurse	states,	“I	quit”	and	leaves	the	facility.	What
action	may	the	nurse	manager	take?
a.	Call	to	ask	the	nurse	to	come	back
b.	Report	the	nurse	for	abandonment	of	care
c.	Have	the	police	arrest	the	nurse
d.	Let	the	nurse	cool	off	and	come	back	when	ready

5.	A	client	is	to	be	transferred	from	the	acute	care	facility	to	a
rehabilitation	facility	after	suffering	a	stroke.	The	nurse	is	gathering
papers	to	send	to	the	accepting	facility	but	is	unsure	what	to	send.
What	is	the	best	action	by	the	nurse?
a.	Send	the	entire	chart
b.	Consult	the	charge	nurse
c.	Call	the	transferring	physician	and	ask	what	to	send
d.	Only	send	the	demographic	information

CHAPTER	RESOURCES
Explore	 these	 additional	 resources	 to	 enhance	 learning	 for	 this
chapter:
•	NCLEX-Style	Questions,	Web	Resources	for	agencies	mentioned	in	this
chapter,	and	other	Student	Resources	on	
http://thePoint.lww.com/Rosdahl11e
•	Chapter	4	in	Workbook	for	Textbook	of	Basic	Nursing,	11e
•	prepU

http://thePoint.lww.com/Rosdahl11e

