
© Chinnapong/Shutterstock

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.

Delegation to Unlicensed 
Assistive Personnel

Supervision—the provision of guidance or direction, evaluation, and follow-up by a licensed nurse
for completion of a nursing task delegated to UAP

Delegation—transferring to a competent individual the authority to perform a selected nursing task
in a selected situation

Accountability—being responsible and answerable for the actions or inactions of self or others
in the context of the delegation process

Unlicensed Assistive Personnel           (UAP)—any unlicensed personnel, regardless of title, to whom
nursing tasks are delegated (e.g., patient care aides, attendants, or associates; nurse technicians;
orderlies; assistants; multitrained or cross-trained personnel; nurse extenders; nurse aides)

Task can be safely delegated to
UAP (each component must be
present for delegation to occur) 

Task cannot be safely delegated
to UAP (task cannot be delegated
if any factor is present)

State statute or NPA
State board rulings
Institutional policies
Job description of UAP

Delegation prohibited by NPA,
  board ruling, or other regulatory
  agency
Task not in job description of UAP
No documented competency for
  UAP of task

Knowledge

Patient's individual needs
Competency of UAP for task

Patient’s condition requires
  licensed person to complete task
UAP not competent to perform
  task

Assessment

Clear as to time frame
Clear as to immediacy of
  information needed 
Clear as to prioritization for
  multiple tasks

Unclear, incomplete information
Time sensitivity of information is
  not clear 

Communication

Provided for UAP, including
  instruction
Evaluation of patient outcomes
  by the nurse

Nurse not able to provide
  supervision of UAP or to assess
  patient outcomes of task

Supervision

To Delegate Not to Delegate

A.

B.

Figure 10-1  Key points in delegation to UAP.
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Effectively working with assistive personnel to 
implement the nursing process is a necessary 
and continuing part of nursing practice. Op-
timum use of all levels of personnel is needed 
to meet financial and other constraints in 
healthcare settings. As the licensed caregiver, 
the nurse is responsible and accountable for 
the quality of care that patients receive. The 
nurse may delegate or assign tasks to an unli-
censed caregiver, but accountability in terms 
of outcomes for the patient is retained by the 
nurse. Unlicensed assistive personnel (UAP) 
act for the nurse in implementing selected pa-
tient care activities but do not act in place of 
the nurse. The critical thinking, professional 
judgment, and decision making by the nurse 
can never be delegated. See the definitions in 
Figure 10-1A.

Legal Framework for 
Delegation
The first frame of reference to ensure proper 
delegation (see Figure 10-1B) is the statute or 
nurse practice act (NPA) that defines the scope 
of practice for nurses in a particular state. 
These statutes generally follow the model set 
forth by the American Nurses Association 
(ANA), which defines the practice of nursing 
by a professional nurse as the process of diag-
nosing human responses to actual or potential 
health problems, including supportive and re-
storative care, health counseling and teaching, 
case finding and referral, and collaborating 
in the implementation of the total healthcare 
regimen. The definition set forth in the statute 
limits what the nurse can delegate by defining 
what is nursing practice.

Other authoritative references include any 
state board rulings on the use of UAP and posi-
tion papers from the National Council of State 
Boards of Nursing (NCSBN) or the ANA. The 
NCSBN and ANA (2019) issued a “Joint State-
ment on Delegation” that reviews terminology, 
policy considerations, principles, and resources 
for delegation. The core philosophy of this 

document is that delegation is an essential skill 
for nurses, the delegation decision remains with 
the nurse, and patient safety is the paramount 
consideration. According to the joint statement, 
there is both individual accountability and 
organizational accountability for delegation.  
A person to whom the delegation is given 
(known as the delegatee) can be an RN, LPN/VN  
(licensed practical nurse of vocational nurse), 
or AP (assistive personnel—previously referred 
to as a UAP or unlicensed assistive personnel). 
The NCSBN and ANA joint statement (2019) 
summarizes and states the following:

•	 A delegatee is allowed to perform a specific 
nursing activity, skill or procedure that is 
outside the traditional role and basic re-
sponsibilities of the delegatee’s current 
job.

•	 The delegatee has obtained the additional 
education and training, and validated 
competence to perform the care/delegated 
responsibility. The context and processes 
associated with competency validation 
will be different for each activity, skill or 
procedure being delegated. Competency 
validation should be specific to the knowl-
edge and skill needed to safely perform 
the delegated responsibility as well as to 
the level of practitioner (i.e., RN, LPN/VN,  
AP) to whom the activity, skill or proce-
dure has been delegated. The licensed 
nurse who delegates the “responsibility” 
maintains overall accountability for the 
patient. However, the delegatee bears the 
responsibility for the delegated activity, 
skill or procedure.

•	 The licensed nurse cannot delegate nurs-
ing judgment or any activity that will 
involve nursing judgment or critical de-
cision making.

•	 Nursing responsibilities are delegated by 
someone who has the authority to delegate.

•	 The delegated responsibility is within the 
delegator’s scope of practice.

•	 When delegating to a licensed nurse, the 
delegated responsibility must be within 
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the parameters of the delegatee’s autho-
rized scope of practice under the NPA. 
Regardless of how the state/jurisdiction 
defines delegation, as compared to assign-
ment, appropriate delegation allows for 
transition of a responsibility in a safe and 
consistent manner. Clinical reasoning, 
nursing judgment and critical decision 
making cannot be delegated. (NCSBN, 
2019, p. 2–3)

Also according to the NCSBN (2019), the 
licensed nurse must be responsible for deter-
mining patient needs and when to delegate, 
ensure, and to evaluate outcomes of and main-
tain accountability for delegated responsibility. 
Finally, the delegatee must accept activities 
based on their competency level, maintain 
competence for delegated responsibility, and 
maintain accountability for delegated activity.

Organizational accountability for delega-
tion relates to providing sufficient resources 
and promoting a work environment for proper 
delegation, as well as having clear policies and 
procedures regarding delegation and the pro-
cesses to evaluate them.

Similarly, the ANA (2015) Code of Ethics 
for Nurses provides guidance for nurses when 
delegating tasks to other healthcare work-
ers. Central to the code is the idea that the 
nurse retains accountability for the delegated 
task. Also specified is that nurses who are in 
management and administrative roles are re-
sponsible to maintain an environment that 
helps nurses develop skills related to delega-
tion and supports proper delegation, includ-
ing policies, job descriptions, and competency 
validation for UAP.

Guidelines/Situations 
for Delegation
The following factors should be considered by 
the nurse in any decision to delegate:

•	 Delegable task: The nurse first should de-
termine if the task is properly delegable. 

For example, giving medications or inter-
preting clinical data cannot be delegated 
because these are licensed functions. 
However, it is generally agreed that rou-
tine tasks (e.g., taking vital signs) or per-
sonal care activities (e.g., bathing) for 
stable patients with predictable outcomes 
can be assigned to UAP.

•	 Patients’ needs: The nurse is responsible 
for individual patient assessment and de-
termination of nursing care needs. There-
fore, even though an intervention, such as 
giving a bath, may be routine, the nurse 
may need to complete this task for certain 
patients if further assessment or health 
teaching is needed. The nurse should not 
delegate any task that would jeopardize 
patient safety.

•	 Competency of UAP: Job descriptions for 
UAP should clearly specify their responsi-
bilities. UAP should have a record of doc-
umented competencies to perform tasks 
and should have participated in a formal-
ized educational program that provided 
instruction. However, it is the duty of the 
nurse to ensure that UAP are competent 
in particular situations (e.g., they may not 
be able to measure blood pressure prop-
erly even though there is documentation 
that they can). If this deficit in skill of the 
UAP is known to the RN, it is the nurse’s 
responsibility to determine ability and 
provide proper instruction for UAP. If this 
is not possible, the nurse should complete 
the task. The nurse must provide super-
vision for UAP and serve as a resource. 
Nurses are responsible for monitoring the 
activities and evaluating the quality and 
outcomes of the care provided by those 
to whom they have delegated these activ-
ities. The sole criterion for determining 
who should complete a task in a partic-
ular situation is patient safety, as deter-
mined by the nurse.

•	 Communication: Clear directions must 
be given to UAP so that the task can 
be completed properly and in a timely 
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predictability of outcomes from the interven-
tion, and the abilities of the staff to whom the 
task will be delegated. There are many positive 
benefits of delegation, including opportunities 
for leadership, instruction, team building, and 
mentoring staff members. In addition, the 
nurse is given time to perform more skilled 
nursing functions consistent with role expec-
tations. The NCSBN also considers that the or-
ganization must provide the environment and 
support for nurses for effective delegation in 
terms of sufficient resources, policy develop-
ment, competency validation of UAP, and the 
skill mix of staff members. Proper and effec-
tive delegation involves (1) the right task, (2) 
the right circumstances, (3) the right person, 
(4) the right direction/communication, and 
(5) the right supervision. In all situations, 
the nurse’s professional judgment and criti-
cal thinking determine what can be delegated 
safely to UAP or others.

Delegation remains an underdeveloped 
and sometimes confusing skill among nurses, 
and one that is difficult to measure. Successful 
delegation relies on such factors as personal-
ity, communication style, and cooperation on 
the part of the nurse and the UAP. The success 
or failure of delegation depends on a positive 
two-way relationship of mutual respect and 
trust between the nurse and the UAP who as-
sumes responsibility for specific tasks. This 
dynamic exchange between the nurse and the 
UAP requires constant evaluation, feedback, 
and modification to achieve the results needed 
to meet patient care needs and safety.

In an effort to save costs, or as a result 
of understaffing, organizations may inappro-
priately pressure nurses to delegate to UAP in 
questionable circumstances. Nurses are cau-
tioned to continue to follow professional and 
practice guidelines to avoid unnecessary expo-
sure of a patient to harm, and to fulfill legal 
obligations related to responsible delegation. 
State boards of nursing can be queried about 
delegation questions or dilemmas, and some 
have clarified recurring delegation issues in 
state-board publications. For example, Lanier 

manner. For example, the nurse should 
not say, “I need a finger stick done on 
Mr. Jones.” A better instruction would 
indicate the immediate need for a blood 
glucose measurement and the need to  
report the value to the nurse immediately, 
who will determine if insulin is needed. It 
is suggested that the nurse obtain “mini- 
reports” throughout the shift to clarify 
data obtained and to provide any super-
vision necessary for UAP. Communication 
is an ongoing process and involves the 
opportunity for the UAP to ask questions 
and express any concerns about perform-
ing the delegated task.

•	 Supervision/surveillance/evaluation: As 
part of the nurse’s duty to supervise UAP, 
the nurse is responsible for evaluating 
their performance. This is an opportu-
nity to provide positive and constructive 
negative feedback, as well as supervised 
practice of a skill if needed. The ability 
to set priorities for completion of tasks is 
an essential skill needed by UAP and of-
ten requires guidance by the nurse. This 
duty also involves surveillance and mon-
itoring of the UAP activities to ensure 
positive and expected patient outcomes. 
Nurses are responsible for monitoring 
the activities and evaluating the quality 
and outcomes of the care provided by 
those to whom they have delegated these 
activities.

The Process of  
Effective Delegation
The nurse uses critical thinking and profes-
sional judgment in deciding when delegation 
is appropriate. Delegation occurs on a case-by-
case basis, with the nurse assessing the indi-
vidual patient’s needs and circumstances. It is 
not a to-do list for certain job classifications 
and is a process that needs ongoing assessment 
and evaluation of factors, such as complexity 
of the task, stability of the patient’s condition, 
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example is when UAP do not inform the nurse 
of an inability to perform a task or when UAP 
perform a task incorrectly, even after instruc-
tion and supervision. UAP who perform tasks 
that are beyond those delegated or are outside 
their competencies are liable for their own ac-
tions and for mistakes or adverse patient out-
comes as a result of their actions. The liability 
of UAP is generally shifted to the institution as 
the employer.

Staffing Issues
Inadequate staffing is not a rationale for dele-
gating tasks. In such an instance, nurses need 
to document their refusal to delegate a task as 
based on concern for patient safety and its ef-
fect on patient care. This should be forwarded 
to a supervisor who has the power to correct 
the staffing. By taking these steps, the nurse is 
typically shifting the liability to the institution 
for any untoward outcomes resulting from the 
situation.

Case Law Related  
to Delegation  
and Working with 
Unlicensed Staff
Many cases related to malpractice involve 
issues of nurses working with unlicensed 
personnel and whether the nurse provided 
proper instruction or supervision in the 
patient care situation. The cases do not of-
ten use the term delegation when referring 
to nurses working with UAP, but this is 
involved with most of the cases where the 
actions of both the nurse and the UAP are 
questioned. Cases are reported more fre-
quently in nursing homes, long-term care 
settings, and homecare settings and often 
involve nurses’ aides or home healthcare 
aides. The reality of utilizing increased num-
bers of UAP in the workplace in all settings 
is a trend that will likely continue.

and Morris (2017) published an independent 
study article to enhance skills of nurses in the 
delegation process as based on professional 
standards and Ohio statutes. Case studies and 
analysis regarding delegation situations are 
presented.

Liability Issues in 
Delegation
Improper Delegation and 
Nurse Liability
The nurse can be liable for improper delega-
tion in several circumstances. One example is 
when a task that should not be delegated (e.g., 
medication administration) is assigned to UAP. 
Another example is when the nurse delegates a 
task to UAP who are not competent to perform 
the task. While nurses can generally rely on 
documented competencies of UAP, there may 
be information that the nurse knows or should 
have known to indicate UAP are not compe-
tent in a particular situation. Another example 
of improper delegation occurs when the nurse 
does not provide the required supervision for 
UAP. The nurse should always be available for 
questions or further instruction. Delegation 
can also occur laterally to another caregiver, 
as in the Eyoma case where the nurse improp-
erly delegated the care of a patient in the post- 
anesthesia recovery room to another nurse 
(Eyoma v. Falco, 1991). Nurse Falco asked 
another nurse to watch her patient while she 
left the room but did not get a response from 
the other nurse. Thus, the other nurse did not 
acknowledge the delegation, and Nurse Falco 
was found liable for the patient injury result-
ing from improper delegation and patient 
abandonment.

Proper Delegation  
Without Nurse Liability
If the nurse has delegated properly, UAP can 
be individually liable for their actions. One 
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required further cranial surgery. At trial, it 
was determined that Nurse Broussard had 
followed the standard of care but that the 
sitter Buchanan had been negligent in not 
reporting significant changes in the patient’s 
condition. Earlier intervention would have 
resulted in a greater chance of recovery.

Even though the nurse was found not to 
be at fault for the patient’s injuries, this case 
points to the need to clearly communicate 
with sitters and nursing assistants and to clar-
ify reporting procedures.

Similarly, in Molden v. Mississippi (1998), 
two nurses’ aides appealed the decision of 
the trial court in affirming the state depart-
ment of health’s finding of negligence and 
revocation of their nurse aide certifications. 
This decision was upheld by the Supreme 
Court of Mississippi. The court found that 
nurse aides Molden and Avery were negli-
gent when a nursing home resident experi-
enced second-degree burns after a whirlpool 
bath. Molden tested the water with her  
double-gloved hand, gave the bath, and was 
assisted by Avery. After the resident’s bath, 
Avery stated she told Molden to report to 
the treatment nurse that the resident’s skin 
was peeling and that her toe was bleeding. 
Neither Avery nor Molden reported the res-
ident’s symptoms, but Molden told Nurse 
Harrison that the resident was ready for 
the dressings for her decubitus ulcer. Nurse 
Harrison, a licensed practical nurse (LPN), 
discovered that the resident’s legs were 
very red and had blisters on them, which 
she reported to the charge nurse. The resi-
dent was taken to a hospital and treated for  
second-degree burns. Thereafter, both  
Avery and Molden were reported to the 
health department, which, after a hearing, 
revoked their certifications and placed them 
permanently on the Nurse Aide Abuse Roster.

Again, although nurses were not found 
at fault in this case, and the conduct of the 
nurse aides cannot be excused, it may be that 
policies related to checking bath water tem-
perature should be clarified and reviewed with 

Failure to Communicate 
and Report
In the case of Milazzo v. Olsten Home Health 
Care, Inc. and Kathleen Broussard, RN (1998), 
the plaintiff, Milazzo, had permanent inju-
ries as a result of delay in treatment. Milazzo 
was a 2nd-day postop patient in the hospi-
tal recovering from placement of a shunt to 
relieve pressure in the ventricles surround-
ing her brain. Her family hired Buchanan as 
a “sitter” from the defendant agency to be 
with Milazzo over the night shift. Buchanan 
was also a certified nurses’ aide and personal 
care attendant. Part of Buchanan’s duties 
was to assist the patient Milazzo and report 
any significant changes in her condition. 
Nurse Broussard performed a neurological 
assessment at the beginning of the shift, ac-
cording to the standard of care, and visited 
the patient, who was sleeping, about every  
2 hours thereafter. At each of the patient vis-
its, the nurse asked the sitter how the pa-
tient was doing, and the sitter always said, 
“fine.” Nurse Broussard told Buchanan to let 
her know if anything was wrong. However, 
at one point during the night, the sitter had 
called for the assistance of two unit nurs-
ing assistants to help her take the patient 
to the bathroom and then put her back to 
bed. At that time, the patient Milazzo was 
unable to stand and was “leaning to the left” 
and required this extra assistance. Earlier,  
Milazzo had ambulated with just Buchanan’s 
help and walked to the bathroom. Buchanan 
claimed she thought the nursing assistants 
would tell the nurse about Milazzo’s change 
in condition, but no one reported this to 
Nurse Broussard or to the patient’s family. 
The sitter did write the change on the form at 
the end of her overnight shift and informed 
the patient’s daughter, who had come to stay 
with her during the day. When examined 
by the physician that morning, Milazzo was 
unable to move her left side and was con-
versing inappropriately. Tests determined ir-
reversible neurological damage and Milazzo 
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was to ensure that nursing home residents 
were placed in bed and received appropriate 
care during her evening shift. Security person-
nel found the resident in the dark, half in his 
bed and half still restrained in his overturned 
wheelchair. There was evidence of urine and 
hardened feces dried on his skin when he was 
found, and this was documented in the nurse’s 
record. The court upheld the health depart-
ment’s finding of patient neglect against Nurse 
Hicks. The case was grounded on her failure to 
properly supervise the nursing assistants and 
ensure that their duties had been completed. 
Although the court did not use the term dele-
gated, the principle is the same where account-
ability remains with the licensed professional 
who assigns and supervises tasks to UAP.

Improper Delegation  
of Tasks
In Singleton v. AAA Home Health (2000), the 
physician orders specified that “skilled nurses” 
should pack the client’s four decubitus ulcers 
and change the dressing. The defendant home 
healthcare agency (AAA) provided the caregiv-
ers. Nurses had performed the wound packing 
and dressing changes for over a year, but the 
wound worsened and the client needed addi-
tional surgery 2 years later to assist in wound 
healing. At that time, it was discovered there 
was old gauze in the wound that had not been 
removed. The wound continued to fail to heal, 
and a lawsuit commenced alleging that the 
failure to remove the old gauze caused delay in 
wound healing and further damage. At issue in 
the case was whether unlicensed “sitters” per-
formed “wound care” and whether they were 
taught the packing procedure. There was doc-
umentation by the supervising nurse that she 
had instructed the sitters on how to pack the 
wound, but the sitters denied this, stating that 
they only changed the outer layer of the dress-
ings. None of AAA’s nurses had observed sit-
ters perform this wound care procedure. The 
plaintiff’s expert witness testified that the stan-
dard of care required documentation of the 

the staff. Unlicensed staff members can greatly 
benefit from periodic review and education 
regarding delegated tasks to improve patient 
outcomes.

Failure to Supervise/
Check Assignment of 
Unlicensed Staff
In Williams v. West Virginia Board of Examiners 
(2004), Nurse Williams appealed a decision of 
the nursing board to suspend her license for  
1 year. Williams was employed as a nurse 
manager who supervised homemaker-health 
workers. As part of her duties, she was re-
quired to make periodic visits to the home 
when home health aides were present, review 
patient records, and update documentation 
of individuals’ problems and progress that 
were recorded in patient in-home files. A state 
health department inspector found deficien-
cies in several of these areas. On one occasion 
there were progress notes documented for 
the nurse manager’s patient visit when home 
health aides were present at the person’s home 
at the same time, but the home health aides 
denied that Nurse Williams had visited. Nurse 
Williams could not produce handwritten 
notes for the required paperwork to document 
other scheduled visits. Several clients also de-
nied that visits from the nurse occurred as she 
had reported. The nursing board found that  
Williams was guilty of violating standards of 
the profession when she falsely documented 
visits. They placed her on probation and 
suspended her license for a year, which was 
upheld on appeal. Part of the defense for her 
actions was that she had an overly large case-
load, but the health inspector found the nurse–
patient ratio to be consistent with standards.

In another case of supervising unlicensed 
health assistants, Nurse Hicks, an LPN, was 
disciplined for patient neglect when a resident 
was found tipped over in his wheelchair and 
had not been returned to bed by nursing home 
assistants (Hicks v. New York State Department 
of Health, 1991). Part of Nurse Hicks’s duties 
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personnel. The overwhelming systemic nature 
of the problems in care of residents resulted 
in fines of more than $3,000 per day for 105 
days by an administrative law judge, which 
was upheld on appeal.

Proper Delegation, 
Protocols, and Supervision
In Hunter v. Bossier Medical Center (1998), a 
hospital successfully defended a patient’s med-
ical malpractice action by presenting evidence 
that nurse aides and the registered nurse fol-
lowed proper procedures and protocols. The 
patient Hunter was ambulated by two nurses’ 
aides and then was standing near the wall in 
his room while his bed was being made by 
one of the aides. Hunter became lightheaded 
and was “eased to the floor” by the other 
nurses’ aide. When Nurse Montano entered 
the room and checked the patient, she found 
Hunter leaning up against the nurses’ aide’s 
legs, which was consistent with a patient who 
had been slid to the floor. Hunter was found 
not to have immediate injuries from the inci-
dent. After discharge, he later had some pain 
and other problems that he attributed to his 
“fall” in the hospital. Hunter claimed that he 
had lost consciousness and woke up with his 
leg bent under him. However, the medical re-
view panel (MRP) found the testimony of the 
nurses’ aides (who had 20 years of experience 
between them) and Nurse Montano to be per-
suasive and placed importance on Nurse Mon-
tano’s medical chart notation that documented 
the events at the time. The nurses’ aides also 
referred to a training manual and identified 
the page for the procedure they learned for 
“easing” a patient who is falling to the ground. 
Thus, the appeals court affirmed the jury’s 
finding in favor of the defendant hospital.

This case underscores the importance 
of proper procedures, documented training, 
and supervision of nurses’ aides. Along with 
the factual and objective documentation of 
the nurse that supported the finding that the 
standard of care was met, the Hunter case 

number of gauzes used to pack in the wound 
and the number removed from the wound for 
each dressing change. In finding that the de-
fendant breached its duty to the plaintiff, the 
court granted the plaintiff’s motion for a judg-
ment notwithstanding the verdict (JNOV) in 
favor of the plaintiff. Part of the finding for li-
ability was based on the duty of skilled nurses 
who worked for the agency to properly imple-
ment the physician’s orders for skilled nurses 
to pack the wound.

This case presents many issues related to 
the inadequate wound care that the patient 
received, including that it was not a delega-
ble task (ordered to be performed by skilled 
nurses), whether the procedure was taught 
properly, and whether the task (even if prop-
erly delegated) was properly supervised. Based 
on facts presented in the Singleton case, it ap-
pears that none of these conditions or steps for 
safe and effective delegation took place.

In Fairfax Nursing Home v. Department of 
Health and Human Services (2002), a nursing 
home received substantial fines by the U.S. 
Department of Health and Human Services 
(HHS) for placing residents needing ventila-
tor assistance at great risk of harm. Inspectors 
found many violations of documentation, poor 
follow-up, and inadequate care of these resi-
dents, resulting in several deaths. The nursing 
home was found to have lacked substantial 
compliance with regulations required for 
proper care of residents requiring ventilator 
assistance and lacked policies and procedures 
to protect them. Many residents were found 
to have ventilator-associated pneumonia that 
was inadequately diagnosed and treated. This 
presented a “risk of immediate jeopardy” that 
justified the severe fines and requirements to 
comply with standards. Among the cited de-
ficiencies was a state surveyor’s observation of 
a Fairfax employee’s failure to use sterile tech-
nique while performing tracheostomy care 
and neglect in hyperoxygenating the resident 
before and after suctioning the tracheostomy. 
In some instances, the suctioning procedure 
was performed by nurses’ aides as unlicensed 
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often determine whether the institution can 
successfully defend itself against malpractice 
claims.

illustrates that with these protections, safe and 
effective care for patients can occur when un-
licensed personnel are utilized. Doing so will 
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Part I Review Questions

1.	 A healthcare institution markets itself as a 
comprehensive care center able to coordi-
nate and meet the community’s healthcare 
needs. A patient goes to the emergency 
department where the nurses are employ-
ees but the physicians are independent 
contractors. The patient exhibits signs of 
an impending cerebral vascular accident 
(CVA; slurred speech, drooping facial ex-
pression, and one-sided weakness) with 
a congested cough and wheezing. He is 
discharged with the diagnosis of pneumo-
nia, but later dies after having a stroke at 
home. Which of the following could his 
family bring a civil action for malpractice/
negligence against?
a.	 The nurses individually for failing 

to recognize and communicate the 
symptoms to the physician

b.	 The physicians, as independent con-
tractors, for failure to diagnose and 
treat the CVA

c.	 The hospital under corporate liability 
for the action of the nurses as employ-
ees and the physicians as independent 
contractors

d.	 All of the above

2.	 When incorporating concepts of law and 
ethics in practice, the nurse must consider 
that:
a.	 Ethical codes do not have the force of 

law and will not be looked at by courts 
for guidance

b.	 Legal duties are often minimal, and 
ethical codes may require conduct be-
yond legal accountability

c.	 Fulfilling legal duties will prevent any 
ethical conflicts

d.	 Patients’ wishes will always supersede 
ethical or legal codes

3.	 Which of the following would typically 
not be included in a state’s nurse practice 
act (NPA)?
a.	 Scope of practice guidelines
b.	 Definition of what constitutes practice 

outside the scope of nursing (e.g., the 
practice of medicine)

c.	 Definition of what constitutes unpro-
fessional conduct

d.	 Requirements for maintaining licensure

4.	 Mandatory licensure for registered nurses 
(RNs) means that:
a.	 Anyone who works as a nurse for 

compensation must be registered with 
the state as an RN

b.	 Anyone can work as a nurse for com-
pensation but cannot use the title RN 
unless registered with the state as an 
RN

c.	 Not only are nurses required to be reg-
istered but they must also be certified

d.	 A nursing license from a neighboring 
state would be recognized as valid 
in the state in which the nurse is 
practicing

5.	 A nurse administers potassium chloride 
to a patient by intravenous (IV) push, al-
though the physician’s order states it is to 
be given by IV piggyback. The patient’s 
cardiac monitor immediately shows a 
flatline and the patient dies. What type of 
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actions might the nurse become involved 
in as a result of this error?
a.	 Criminal action
b.	 Civil malpractice action
c.	 Administrative law action (disciplinary 

action)
d.	 All of the above

6.	 The state board of nursing cannot take 
which of the following actions against a 
nurse?
a.	 Suspension of the nurse’s license for a 

period of time
b.	 Censure of a nurse
c.	 Placing a nurse on probation
d.	 Imprisonment

7.	 The nurse administers pentobarbital to a 
patient when phenobarbital was ordered. 
There was no injury to the patient; how-
ever, the nursing supervisor reported the 
incident to the state board of nursing. The 
nurse is notified of the charges brought 
against her, and a disciplinary hearing is 
held. What is the role of the state board 
of nursing?
a.	 To protect the public
b.	 To uphold standards of nursing 

practice
c.	 To investigate all complaints to de-

termine if disciplinary action is 
appropriate

d.	 All of the above

8.	 Standards of care are:
a.	 The optimal degree of professional 

skill
b.	 Used to show gross negligence and 

incompetence
c.	 Used to determine what is negligent 

performance
d.	 None of the above

9.	 Professional negligence as a legal standard 
is best defined as when a nurse:
a.	 Provides nursing care that results in an 

adverse outcome
b.	 Fails to provide the optimal level of 

nursing care

c.	 Fails to act as a reasonable, prudent 
nurse would in the same or similar 
circumstances

d.	 Exercises an error in judgment

10.	 A homecare nurse working for a pro-
prietary agency instructed a client to 
change his dressing every day and to 
observe the wound for signs of infec-
tion. When the nurse returned 2 weeks 
later, the original dressing was still in 
place. The wound showed signs of in-
fection, and the client required antibi-
otic therapy. The wound became worse 
and resulted in tissue damage. In a  
malpractice action against the nurse 
1 year later, the client claimed negli-
gent supervision of the wound by the 
nurse. A defense that would most likely 
be available for the defendant nurse to 
raise would be:
a.	 Assumption of the risk
b.	 Comparative or contributory negligence
c.	 Charitable immunity
d.	 Statute of limitations

11.	 A homecare nurse visits a client who had 
surgery 3 weeks ago. As part of the client’s 
care plan, he was instructed to perform 
range-of-motion exercises. However, he 
has not done so by the time the nurse vis-
its 3 weeks later. The client states he is 
having difficulty walking and continues 
to have problems with his recovery for 
several months. If a lawsuit is later filed 
claiming malpractice against the nurse 
and physician:
a.	 The patient is entitled to a recovery be-

cause his informed consent amounted 
to a contract for services that was not 
successfully fulfilled

b.	 A defense that could be raised is con-
tributory negligence

c.	 The patient will not recover because 
he assumed the risks of failure when 
he signed the surgical consent form

d.	 The nurse cannot be sued because she 
works for an agency
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12.	 In most states, the Good Samaritan Act 
provides immunity from civil liability to:
a.	 Volunteers providing emergency med-

ical care when there is no legal duty 
to assist

b.	 Professionals providing emergency 
medical care in emergency department 
or acute care settings

c.	 Nonmedical volunteers for ordinary 
negligence and professional medical 
volunteers for gross (extraordinary) 
negligence

d.	 None of the above

13.	 When providing care to patients, the 
nurse increases the risk of liability when:
a.	 Refusing to implement an incomplete 

physician’s order
b.	 Administering pre-drawn and labeled 

injections prepared by another nurse
c.	 Notifying a physician’s supervisor 

when an order may be harmful to a 
patient

d.	 Doing none of the above

14.	 A nurse is making rounds on the surgical 
floor when Ms. Clark, who just had a hys-
terectomy, says to him, “You people are 
wretched humans; you get pleasure out 
of using me as a pincushion.” The nurse 
should:
a.	 Recognize that the patient’s hostility 

will make care difficult and resolve to 
only enter her room when a nursing 
procedure needs to be done

b.	 Defend himself by explaining the ne-
cessity of needle sticks for lab proce-
dures and pain medications

c.	 Offer her some special attention, offer 
to work with her for a solution, and 
visit her when no nursing procedure 
needs to be done

d.	 Ask another nurse to switch assign-
ments because he has a personality 
conflict with the patient and does not 
want to antagonize her further

15.	 A nurse is a fact witness in a personal in-
jury lawsuit. The attorney representing 
the plaintiff asks the nurse a question at 
a deposition about the plaintiff’s injuries, 
but the nurse isn’t sure if the attorney is 
asking about the state of the plaintiff’s in-
juries on admission or on discharge to her 
nursing unit. The nurse should:
a.	 Give as much information as possible 

to cover both possibilities
b.	 Decide to answer about the state of the 

injuries upon admission
c.	 Ask the attorney to be more specific 

and to clarify the question
d.	 Decide to answer about the state of the 

injuries upon discharge

16.	 A nurse is taking care of a patient with de-
mentia. The patient is always smiling and 
agreeable to all suggestions but doesn’t 
understand events as they happen. The pa-
tient’s family arrives to visit with an attorney 
and requests that the nurse witness the pa-
tient’s signing of a deed to her home so that 
the daughter will own the property for es-
tate planning purposes. The nurse should:
a.	 Check with her employer to deter-

mine if there is a policy about nurses 
witnessing documents

b.	 Inform the attorney that the patient, al-
though smiling and agreeable, doesn’t 
understand things as they happen

c.	 Refuse to witness the document
d.	 Prepare written documentation of the 

events in the healthcare record as soon 
as possible

e.	 All of the above

17.	 A malpractice claim is brought against a 
nurse in the year 2000. The case involves 
an incident that occurred at a previous 
job in 1996. The nurse will be covered for 
this incident:
a.	 Only if the nurse is still working for 

the previous employer (employer’s 
policy will cover)
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b.	 If the nurse was covered by an individ-
ual or employer occurrence policy at 
the time of the incident

c.	 If the nurse was covered by a claims 
made policy in 1996

d.	 By the nurse’s new employer’s policy as 
long as it is an occurrence policy

18.	 An employer’s malpractice insurance will 
generally cover a nurse’s actions if the 
negligent act is:
a.	 Of an extremely reckless nature, such 

as to endanger a patient through out-
rageous conduct

b.	 Outside the scope of the Nurse Prac-
tice Act

c.	 Within the employee’s job description
d.	 One that occurred when the nurse was 

off duty but constituted performing 
volunteer nursing duties

19.	 A nurse is asked to work a double shift on 
a unit he is unfamiliar with. Which of the 
following is not a recommended course of 
action?
a.	 Determine whether he can safely pro-

vide care for the population of patients
b.	 Ask to be oriented to the unit
c.	 Request that a nurse who is familiar 

with the unit work with him
d.	 Refuse the patient assignment and file 

a complaint with the union

20.	 A nurse caring for several patients be-
comes ill while on duty and decides she 
cannot continue to work that day. To 
avoid a later claim against her for patient 
abandonment, she should:
a.	 Tell her supervisor that she is leaving
b.	 Inform both her coworkers and the 

supervisor that she needs to leave the 
work area due to illness

c.	 Go to a physician to get a note to vali-
date her illness

d.	 Not worry about letting anyone know 
because her shift will be over in an 
hour anyhow

21.	 A nurse is assigned to a group of patients 
during the evening shift. An unlicensed 
assistive personnel (UAP) employee is 
working with the nurse. Which of the 
following interventions can be assigned 
to UAP?
a.	 Administer an antibiotic cream to a 

patient’s arm after the UAP gives the 
patient a bath

b.	 Complete a health history and  
admission assessment on a patient 
because the patient is not in acute 
distress

c.	 Take vital signs on a patient who has 
had surgery 4 hours earlier

d.	 Monitor and adjust the patient’s IV 
line after the nurse instructs the UAP 
how to perform this task properly

22.	 A patient assigned to a nurse fell while in 
the bathroom. The nurse had instructed 
the UAP to assist the patient with walking 
on an as-needed basis. Assuming that the 
patient should have been assisted and was 
not, who is legally liable for the patient’s 
fall?
a.	 The nurse because supervision of the 

UAP is a nursing responsibility
b.	 The UAP because direction was given 

by the nurse
c.	 Neither the nurse nor the UAP be-

cause each acted properly
d.	 Both the nurse and the UAP could be 

liable because each had an indepen-
dent duty to the patient

For a full suite of assignments and additional learning activities, use the access code located in the front 
of your book. If you do not have any access code, you can obtain one at www.jblearning.com.
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