Legal and Political Issues in Nursing

 and the Philippine Nursing Act of 2002

Introduction

During the course of an average workday, the typical floor nurse carries out numerous treatments, passes out a large number of medications, performs frequent physical assessments, and makes multiple decisions that affect the health and well-being of patients. Nurses rarely have the time to fully investigate and consider all the ethical and legal implications of their actions. They often make critical decisions about patient care while in the midst of high-pressure situations that force them to act quickly. Sometimes nurses make mistakes. Fortunately, only a small percentage of the mistakes made by nurses actually produce injury to patients. Of this small number of injured patients, an even smaller percentage goes on to seek compensation for damages through legal action. Nevertheless, the number of lawsuits filed against nurses continues to increase. Many of these suits are well publicized in the news media and give the impression that every action a nurse takes can leave that nurse open to a lawsuit. ( Aiken,2003)

The elements of professional negligence therefore are (1) existence of a duty on the part of the person charged to use due care under circumstances, (2) failure to meet the standard of due care, (3) the foreseeability of harm resulting from failure to meet the standard, and (4) the fact that the breach of this standard resulted in an injury to the plaintiff.

Concept of Law

Law is a rule of conduct, just, obligatory, laid by legitimate power for common observance and benefit. It is a sciences of moral laws founded on the rational nature of man which regulates free activity for the realization of his individual and social ends under the aspect of mutual demandable independence.
Classification of Law 
1. Crimininal Law-It defines crimes, treats of their nature, provides for their punishment
2.International law- It regulates the intercourse of nations.
3.Political law -  It treats of the science of organization and administration of government.
      a) Constitutional Law- It treats of constitution, their establishment, construction , and construction, and interpretation, and of the validity of legal enactments as tested by the criterion of conformity to the fundamental law.
      b) Administrative Law – It fixes the organization and determines the competence of the authorities which execute the law, and indicate to the individual the remedies for the violations of his rights.
4. Private Law – It indicates a statute which relates to private matters that do not concern the public at large.

        a) Civil Law –It determines or regulates assistance, authority and obedience between members of a family, and those that exist between members of a society for the protection of private interest.

        b) Commercial Law- It relates to the rights of property and the relations of persons engaged in commerce.

       c) Remedial Law -  It deals with the rules concerning pleadings, practice and procedure in all courts of the Philippines. 

Legal definition of nursing
The Nurses Association of New Brunswick (1996)  defined Nurses Act to be the practice of nursing “and includes the nursing assessment and treatment of human responses to actual or potential health problems and the nursing supervision thereof.” The practice of nursing progresses and develops over time. The association expounds the concept of holism is germane to nursing. This is evident in the nursing view of the  individual, the concept of health and the practice of nursing:
Individuals are viewed as integrated physical, emotional, spiritual and social beings rather than just as biological systems.
Health is seen as the composite of the individual's physical, emotional, spiritual and social well-being.
Nursing Practice is not just a list of tasks -- it is a process that changes and advances. Any definition of the scope of practice must be flexible and broad enough to permit changes in practice consistent with trends in nursing and related health professions.

The practice of nursing can be conceptualized as having three components which are not mutually exclusive: a) a focus; b) a goal or purpose; and c) activities (i.e. functions and tasks).
Focus.The focus of nursing practice is the client's responses to actual or potential health problems. Nurses practise in many different settings with different types of clients. The term "client" refers to individuals, families, groups or communities.
Goal.The goal or purpose of nursing activity is the promotion and maintenance of health, prevention of injury and disease and the care and restoration of the sick and disabled so that the client may move toward optimal well-being or peaceful death.

Nurses are responsible and accountable for all activities embodied in the practice of nursing. Nursing practice is based on the nursing process which involves:(1) assessment of client need in terms of the client's responses to actual or potential health problems;(2) planning of care that is related to the identified needs and is goal directed;(3) implementation or supervision of care; and(4) evaluation of the effects of care in relation to expected outcomes.
The association explained that the application of the nursing process requires the judicious integration and synthesis of a specialized body of knowledge, learned skills and the element of caring. It is an interactive, dynamic process that occurs within the context of the helping relationship, such that the client's participation throughout all the phases is recognized and fostered. Nurses are responsible for ensuring that a nursing assessment is conducted, a plan of care is developed and an evaluation of the effectiveness of the nursing interventions is carried out with every client. However, nurses may delegate certain nursing tasks to the client, members of the client's family or auxiliary personnel. Nurses base their practice on theory that is partially generated by nursing and partially drawn from other disciplines.The critical issue in assessing the scope of nursing practice is the determination of the nature and range of judgement required in the particular situation. For example, assessing whether or not a medication should be withheld, observing the effect the medication has had on existing symptomology and observing for side effects or adverse drug reactions are but a few of the integral and necessary aspects of medication administration.

MALPRACTICE


Malpractice in the usual sense implies the idea of improper of unskillful care of a patient by a nurse. Malpractice also denotes stepping beyond one’s authority with serious consequences.


Malpractice is the term for negligence or carelessness of professional personnel. To determine what is and what is not careless, the law has developed a standard of care which can be determined by deciding what a reasonably prudent person would to under similar circumstances. Lesnik (1962) also states that the term malpractice is used properly only when it refers to a negligent act committed in the course of professional performance. 


An example of malpractice is the giving of anesthesia by a nurse or prescribing medicines. Under the Philippine Medical Act, this will be classified as within the purview of the medical practice. It is the best to remember that if you become involved in a malpractice suit, either as a defendant or as witness, a lawyer should be consulted in order that you will know what to do. Do not accept any invitation by an adverse party to informally discuss the case. Remember that the malpractice case may continue for an extended period of time. 

Malpractice versus Negligence: 

What is Negligence? (Reid,2003)
Negligence is the failure to use such care as a reasonably prudent and careful person would use under similar circumstances.The law of negligence is part of what is known as .tort. law. The term .tort. originates from the French word meaning .wrong.. The law of negligence therefore deals with injuries or a wrong caused by one person towards another. Most negligence lawsuits are civil, not criminal, cases.

A person can be found negligent even though they did not actually intend to harm the injured party, because negligent conduct is behavior that results in unintended harm. A Florida lawsuit illustrates this point. In this case a mother made a routine prenatal visit to the hospital. While in the waiting room the mother complained to the nurse of severe abdominal pain. Over the next hour and a half the mother complained of pain five times, and each time was told she would have to wait to be examined. When the mother was finally examined the fetal heart rate was only 60 to 70 beats per minute. An emergency cesarean was performed but the baby was born severely depressed and hypoxic and developed seizures within the first hour. In this case the nurse did not intend to cause harm to the baby or the mother, however the nurses failure to have the patient examined when she complained of severe abdominal pain and failure to recognize the onset of fetal distress was negligent. A reasonably prudent and careful nurse would have had the patient examined by a physician and recognized sings of fetal distress when the patient complained of acute abdominal pain. The hospital settled this case for $2 million for severe brain injury to the newborn infant. 
What is  Medical Malpractice? ( Reid 2003)

Medical malpractice can occur when a health care professional fails to exercise the degree of care that a reasonable health care professional would exercise under the same or similar circumstances. In other words, medical malpractice is negligence committed by a health care professional.

Medical malpractice is a specialized area of law that deals with negligence claims against health care professionals. Medical malpractice is frequently perceived as conduct that is  somehow more egregious than mere negligence. However, this perception is erroneous because medical malpractice is simply ordinary negligence by a healthcare provider that causes some injury to the patient.

Several years ago nurses were only liable for negligence. However, as nurses exercise more autonomy, their legal liability has changed. Nowadays, courts in a number of states recognize and identify nursing negligence as a form of medical malpractice.

What is the Purpose of Negligence Law? ( Reid,2003)
An understanding of the purpose of negligence law requires an appreciation of the goals of compensation and deterrence. Both compensation and deterrence are public policy

factors that the court considers in every medical malpractice case.
1. Compensation

A primary purpose of negligence law is to compensate those who have suffered harm and losses caused by others. The rationale behind the public policy factor of compensation is that it would be unfair and unjust to allow an innocent victim of negligence to suffer his or her harm without compensation. The harm suffered as a result of negligence can include such factors as inability to work, payment for home care or cost of equipment that the injured party now needs.

Compensation is usually in the form of a money award that the defendant is ordered to pay the plaintiff if the plaintiff prevails in the malpractice lawsuit. The amount of money awarded is designed to ensure that the injured party is neither under-compensated nor over-compensated.
2. Deterrence

Imposing liability is intended to deter the defendant from engaging in wrongful conduct in the future, and to send a message to society that there are consequences for negligent conduct that results in harm to others. The rationale behind the public policy factor of deterrence is that by requiring the defendant to pay compensatory damages the defendant will cease or reduce their unreasonably risky conduct in the future. In turn, society as a whole will benefit because the wrongdoer has been deterred from engaging in unsafe conduct. The challenge with deterrence, as with compensation, is to achieve the right balance. In other words to achieve enough deterrence to discourage further unreasonable conduct, but not so much deterrence that the cost of avoiding accidents causes society to

become economically unproductive and socially inert.

Decisions about the amount of money damages to award in negligence lawsuits are generally left up to the jury. Historically, there has been great reliance upon  juries to reflect the mores, common sense and values of the community, and to award the right amount of money damages to deter unreasonable conduct by the defendant in the future. From the patient’s perspective, deterrence is very important. An ill patient is extremely vulnerable and must be able to rely upon the physician and nurse for safe care. The patient’s need for safe and sound care is supported by the health care providers desire to render reliable care, and by the providers wish to avoid a medical malpractice lawsuit!
Elements of Malpractice and Negligence

These terms are often used interchangeable. 

Negligence is a more general term referring to a deviation from the standard of care that a reasonable and prudent person would use in a particular set of circumstances. 

Reasonable and prudent generally mean the average judgment, foresight, intelligence, and skill that would be expected of a person with similar training and experience. 

Malpractice is a more specific type of negligence; deviations from a professional standard of care; nurses, doctors, lawyers etc. may be liable for malpractice. 

In order to prove that malpractice or negligence has occurred four elements must be established --duty, breach of duty, causation, and damages. ( Medi-Smart 2003) 

1.  Duty 

· This is the first element that must be proven in a malpractice case.

· In nursing, duty is the easiest to prove, especially in a hospital setting.  Since the nurse is an employee of the hospital, and the patient is a "captive audience", duty arises.

· Duty in nursing usually involves standard of care for a nurse.

· Nursing standards are established in a variety of ways:

· External standards such as the Nurse Practice Act of a particular state, guidelines by JCAH, and guidelines in textbooks.

· Internal standards such as job descriptions and policy and procedures of an institution, and continuing education.

· Specific cases: Student nurse - the student nurse is held to the same standard as a graduate nurse for those activities that have been studied. Supervising nurse - any nurse who oversees another nurse may be responsible for that person's negligent act. This does not remove responsibility from the individual nurse but rather extends the liability to those in supervisory positions. Nurses in unsupervised roles i.e.. industrial nurse, school nurse, home health nurse - held to same standard as any other professional nurse but the most important duty may be to use valid judgments in determining the limitations of practice. Nurse practitioners and clinicians - The duty of the nurse acting in an expanded role will, of necessity, differ from that of the nurse working directly under supervision.  Legal accountability increases to reflect the increase in duty.

2.  Breach of duty - once the standard of care has been established and a legal duty is shown, the injured party must prove that a breach of this duty has occurred.

· breach of duty often involves the matter of foreseeability. Forseeability is the legal requirement that the case must be judged on the unique facts as they were at the time of the occurrence, since it is always easier to state what should have been done in retrospect.

· certain events may foreseeable cause a specific result.  For example water spilled in a hospital corridor may result in a fall.  Therefor the water should be removed as soon as it is seen by whoever sees it first.

· Falls have resulted in the most malpractice suits against hospitals and nurses.

· Sometimes an injury occurs through a nurse's failure to assess properly a patient's situation and take appropriate precautions.

3.  Causation - proving causation, the third criterion of negligence can be difficult.  Causation means that the injury must have been actually caused by the breach of duty.  Legally, this concept is frequently divided into two subconcepts - cause in fact and proximate cause.

· Cause in fact - the cause of the damage was the breach of duty.  If it were not for the breach of duty, the injury would not have occurred.

· Proximate cause -refers to legal cause - what the courts will consider as a basis for liability. This is much more difficult to understand and to prove.  It encompasses the concept of foreseeability.  The basic question is how far does the liability of the defendant extend for the consequences following the negligent activity? Ex. Proximate cause is sometimes a consideration in accident cases where the injury suffered in the accident is compounded by medical malpractice.

· Because causation is the most difficult element of negligence to prove, courts have sometimes resorted to the theory of res ipsa loquitor to determine negligence if the injured party is unable to.  Three conditions for the application of res ipsa loquitur are 1.  the injury would ordinarily not occur unless someone were negligent, 2.  the instrumentality causing the injury was within the exclusive control of the defendant and 3.  the incident was not due to any voluntary action on the part of the plaintiff.  Res ipsa loquitor means "the thing speaks for itself".  An example of this would be if injury occurred to an unconscious patient.  Therefore the individual could not actually prove that causation existed.

4.  Damages - in order to recover damages in a malpractice action, actual damages must have occurred to the injured party. in most cases it is impossible to restore the patients to their original physical condition.  Therefore financial damages are awarded.  Patients may be unhappy and express dissatisfaction with their hospital care, but if they have not been damaged, there will be no recovery of damages.  Compensatory damage include all expenses incurred as result of the injury such as medical bills and lost wages, pain and suffering and an award for any disfigurement or disability.

Legal Nursing Terms 

Failure to foresee harm to the person injured, following from ignorance of the admonition born of the provisions, constitutes in fact a negligence. Article 19 of the Civil Code states that one shall act with justice, give every man his due, observe honesty and good faith.


THE DOCTRINE OF RES IPSA LOQUITUR 


Three conditions are required to establish a defendant’s negligence without proving specific conduct. These are: 

1. that the injury was of such nature that it would not normally occur unless there was a negligent act on the part of someone;

2. that the injury was caused by an agency within control of the defendant; and 

3. that the plaintiff himself did not engage in any manner that would tend to bring about the injury.

Proof of the plaintiff that each of these factors exists in a given situation permits the court to conclude that the defendant is negligent. No further proof is required.

Following are examples of such cases: 

1. A patient came in walking to the out-patient clinic for injection. Upon administering the injection to his buttocks, the patient experienced extreme pain. His leg felt weak and he was subsequently paralyzed.

2. the presence of sponges in the patient’s abdomen after an operation.

3. fracture on a newly-delivered baby born by breech presentation.

DOCTRINE OF FORCE MAJEURE 


The term “force majeure” means an irresistible force, one that is unforeseen or inevitable. Under the Civil Code of the Philippines, no person shall be responsible for those events which cannot be foreseen, or which, though foreseen. Are inevitable, except in cases expressly specified by law.


Circumstances such as floods, fire, earthquake and accidents fall under this doctrine and nurses who fail to render service during these circumstances are not hold negligent. However, habitual tardiness due to heavy traffic is not considered an excuse for force maheure.

DOCTRINE OF RESPONDANT SUPERIOR


The term means “let the master answer for the acts of the subordinate.” Under this doctrine, the liability is expanded to include the master as well as the employee and not a shift of liability from the subordinate to the master. Therefore, when a person. Through his negligence, injures another, he remains fully responsible. This doctrine applies only to those actions performed by the employee within the scope of his employment. 

Following are some examples: 

1. the hospital will be held liable, if, in an effort to cut down on expenses it decides to hire underboard nurses or midwives in place of professional nurses, and these persons prove to be incompetent.

2. the surgeon will be held responsible in case a laparatomy pack is left in a patient’s abdomen.

Respondent superior: 

A Latin term meaning that the master is responsible for the acts of his servants.  Until recent times this was consistently applied to hold either the hospital or physician, whichever was the employer of the nurse or under whose control the nurse was working, liable for nursing acts. A great conflict in case law centered around the issue of exactly who was responsible for the acts of the nurse, the physician or the hospital. 

Captain-of-the-ship doctrine: ( MEDI-SMART, 2003) 

This theory primarily applied in the operating room and imposed liability on the surgeon for the acts of any people working in the operating room.  This theory removed the hospital from any responsibility for the acts of their own employees as long as they were acting under the control of the surgeon.  This doctrine expanded from the operating room to post-op care as well. 

Hospitals are now held liable for the acts of their employees when negligence is established. The concept of an individual being held liable for the acts of another is known as vicarious liability.  If the nurse is successfully defended the hospital is also automatically defended.  This legal principle makes it clear that it will always be to the hospital's benefit to vigorously defend the actions of its employees.  In doing so, the hospital is also defending itself. 

The individual should have primary legal accountability.  All health care providers have a basic level of accountability for their actions.  As nursing liability expanded so to did the employer's.  This is called corporate liability.  It means that the corporation has a duty, separate and distinct from its duty as an employer, to assure that patients receive safe, quality care.  Corporate liability includes security of hospital premises, environmental hazards, the failure to establish and enforce appropriate policies, the need for adequate staffing and reasonable types and amounts of equipment. 

As the nursing profession expanded and courts became more aware of what the professional practice of nursing involved in terms of knowledge and judgment, nurses have become more and more accountable legally for their actions 

Good Samaritan Statutes: 

These have been enacted in all states with the first being passed in California in 1959. The purpose of these statutes was to encourage people with knowledge and skill to render care at the scene of an accident without fear of being sued.  The wording of these statutes vary from state to state so it is important for you to look up your individual state's Good Samaritan Law. 
Generally the scene of an accident is defined as being outside the place and course of employment and you may not charge for services.  Generally the nurse or physician is not required to stop at the scene of an accident and there are no legal consequences. The nurse is held to a higher standard than a lay person obviously.  The nurse must act as any reasonable nurse with the same education and experience.  So this law does not protect you from being sued for negligence or malpractice.  Once a Samaritan undertakes the care of a patient in an emergency situation they must continue that care until the patient can be turned over to someone with abilities equal to or above that of the samaritan i.e.. physician or paramedic. Samaritans cannot abandon patients. The first responsibility is to the patient and you have to be careful about accepting lay help if in your professional judgment it would injure or endanger the patient.
INCOMPETENCE


Incompetence is the lack of ability, legal qualifications or fitness to discharge the required duty. Although a nurse is registered, if in the performance of her duty she manifests incompetency, there is ground for revocation of suspension of her certificate of registration.

TORTS 


A tort is a legal wrong, committed against a person or property independent of a contract which renders the person who commits it liable for damages in a civil action. The person who has been wronged seeks compensation for the injury or wrong he has suffered from the wrong doer. 

Examples of torts are: 

1. Assault and Battery: Assault is the imminent threat of harmful or offensive bodily contract. It is unjustifiable to touch another person. Or to threaten to do so in such circumstances as to cause the other to reasonably believe that it will be carried out. 

Battery is an intentional. Unconsented touching of another person. It is, therefore, important that before a patient can be touched, examined, treated or subjected to medical surgical procedures. He must have given a consent has not been secured. The person performing the procedure may be liable for battery. 

When a person comes to the hospital, it is implied that he consents to be treated. However, he may refuse certain contacts if he refuses an injection and the nurse gives it anyway. The latter can be charged for battery.

A patient who gets injured while beings restrained may cause the attendant or the nurse to be liable for assault and battery.

2. False Imprisonment or Illegal Detention: False imprisonment means the unjustifiable detention of a person without a legal warrant within boundaries fixed by the defendant by an act or violation of duty intended to result in such confident.


If the patient has a communicable disease, however, the hospital cannot be charged for false imprisonment if it compels the patient to stay in the hospital if there is danger that they may take their own lives or jeopardize the lives and property of others.


Patients insisting on leaving the hospital cannot be determined, instead, the probable consequences of their actions must be explained by a competent doctor or medical staff. Notation in their chart should be made and a release from should be signed by the patient and or his guardian.

3. Invasion of Right to Privacy and Breach of Confidentiality: the right to privacy is the right to be left alone. The right to be free from unwarranted publicity and exposure to public view as well as the right to live one’s life without having anyone’s name, picture or private affairs made public against one’s will. Nurses may become liable for invasion of right to privacy if they divulge information from a patient’s chart to improper sources or unauthorized persons.

Publication of any picture of a patient or a malformed baby without the consent of the parents or revelation of the contents of the records of the patient without his consent constitute tort. Another example is when a nurse permits a non-professional person (usually a male helper) to view a woman in labor inside the delivery room.

4. Defamation: In general, character assassination, be it written or spoken, constitute defamation. Slander is oral defamation of a person by speaking unprivileged or false words by which his reputation is damaged. Libel is defamation by written words. Cartoons or such representation that cause a person to be avoided, ridiculed or held in contempt or tend to injure him in his work.

The exchange of remarks between two persons does not constitute defamation. There must be a third person who hears or reads the comment before it can be considered defamation. Nurses should be careful in their co-workers. If the statement are, however, for a justifiable and not a malicious purpose, truth is an available defense. An example is when a head nurse tells the chief nurse her opinion regarding the inefficiency of one of the staff nurses who has not been doing well in her job.

1. Torts - legal wrongs committed against a person or property, independent of a contract, that render the person who commits them liable for damages in a civil action.  Professional negligence is considered to be an unintentional tort. 
Intentional torts are a direct invasion of someone's legal rights. 
Intentional torts: 

1.  Assault and battery 

· Assault is the unjustifiable attempt to touch another person or the threat of doing so.

· Battery is the actual carrying out of threatened physical contact.

· Any unlawful or unconsented touching of a person provides a basis for a claim.

· An element that must be proven is the absence of consent.

· Examples of assault and battery: (1 )  performance of an operation without the patient's consent ( 2) a nurse who has an adult, competent patient held down to administer an injection or forces oral administration. (3)  a physician or hospital may be liable for assault if the hospitalized patient assaults someone else and there was knowledge that the patient was dangerous (4 ) the hospital may be liable if an employee assaults a patient and (5)  sexual assault as a basis for claim has increased in recent years.
 2.  Defamation of character 

· This occurs when one person discusses another in terms that diminish his or her reputation.  Libel - written defamation, slander - oral defamation.

· Specific financial injury does not have to be proven if the slanderous statement charges a contagious or STD, a crime involving moral turpitude, or a comment that prejudices a person in the profession, trade, or business in which he or she is engaged.

· Nurses are named in defamation suits because they work in an environment where they are likely to be aware of sensitive information regarding patients.

· Nurses must be extremely cautious about comments made about physicians.

· Any hasty action or comment may subject the nurse to a defamation action.

· Nurses may bring forth a defamation action if he/she feels their reputation has been injured.

· Nurses have sued physicians for defamation.

· Supplying references for employees may subject an employer to a charge of defamation.

3.  Disclosure of confidential information
· This occurs when a patient's problem is inappropriately discussed with any third party. Patients volunteer information based on trust that a nurse or physician will not violate confidence.

· Duty to disclose - in some circumstances there is a duty to disclose.  Instances where there is a duty to disclose 1. if the information relates to the contemplation of execution of a crime in the future 2. relates to the neglect or abuse of a child or vulnerable adult, 3. if the patient is mentally ill and dangerous to others.

· HIPPA - Health Insurance Portability & Accountability Act of 1996 - HIPPA required Congress to enact privacy legislation that would address the following:

1.  The ways that patient information can be used and released by members of      the health care system.

            2.  The rights that patients have concerning their information an it's disclosure.

            3.  The responsibilities of providers and payers who use and release patient information HIPPA stated that if Congress did not enact laws by August 1999, the Department of Health and Human Services  would be required to write regulations that addressed the three areas above.  Congress did not enact the privacy legislation and HHS promulgated the "Privacy Rule" in December 2000.  The rule became effective April 14, 2001 and had to be implemented by April 14, 2003.

CRIMES, MISDEMEANORS, AND FELONIES

Crime is defined as an act committed or omitted in violation of the law. Criminal offenses are composed of two elements: (1) criminal act and (2) evil/criminal intent. In criminal action, the state seeks the punishment of the wrongdoers.

Conspiracy to commit a crime: A conspiracy to commit a crime exists when two or more persons agree to commit a felony and decide to do it. Person who commit felonies are either principals, accomplices or accessories. 

Principals are those who take a direct part in the execution of the act: who directly force or induce others to commit it: or who cooperate in the commission of the offense by another act without which it would not have been accomplished. 

Accomplished are those persons who, not being principals, cooperate in the execution of the offense by previous or simultaneous act. To hold the person liable as an accomplice, it must be shown that he knowledge of the criminal intention of the principal. This may be demonstrated by previous or simultaneous that contribute to the commission of the offense as aid thereto, whether physical or moral.

Accessories are those who, having knowledge of the commission of the crime, either as principals or accomplices, take part subsequent to its commission by profiting themselves or assisting the offender to profit from the effects of the crime by concealing or destroying the body of the crime, or the effects or instrument thereof, in order to prevent its discovery of by harboring, concealing, or assisting in the escape of the principal of the crime, provided the accessories act with abuse of their public functions or are known to be habitually guilty of some other crimes.


Criminal Actions: Criminal actions deal with acts or offenses against public welfare. These vary from minor offenses and misdemeanors to felonies. A misdemeanor is a general name for a criminal offense which does not in law amount to felony, punishment is usually a fine or imprisonment for a term of less than one year. A felony is a public offense for which a convicted person is liable to be sentenced to death or to be imprisoned in a penitentiary or prison. It is far more atrocious in nature than misdemeanor.

A felony is committed with deceit and fault. A deceit exists when the act is performed with deliberate intent and there is fault when the wrongful acts result from imprudence, negligence, or lack of skill or foresight.

Criminal negligence may be classified into reckless imrudence and simple imprudence. It is reckless imprudence when a person does an act or fails to do it voluntary but without malice, from which material damage results immediately. Simple imprudence means that the person or nurse did not use precaution and the damage was not immediate or the impending danger was not evident or manifest.


Criminal intent is the state mind of a person at the time the criminal act is committed, that is, he/she knows that an act is not lawful and still decided to do it anyway. To be criminal, an act must be defined as a crime. Deliberate intent includes two other elements without which there can be no crime. These are freedom and negligence. However, when a person accused of the crime offers evidence showing insanity, necessity, compulsion, accident, or infancy the court will decide if he did not commit a criminal offense and will declare the person not guilty.


Classes of Felonies: Felonies are classified according to the degree of the acts of execution which produces the felony into consummated, frustrated, and attempted felonies. A felony is consummated when all the elements necessary for its execution and accomplishment are present. It is frustrated when the offender performs all the acts or execution which will produce it by reason of causes independent of the will of the perpetrator. There is an attempt to commit a felony when the offender commences the commission of the same directly by overt (open or manifest) acts, and does not perform all the acts or execution which shall produce the felony, by reason of some cause or accident other than this own spontaneous desistance. Consummated felonies, as well as those which are frustrated and attempted, are punishable. 

Felonies are also classified according to the degree of punishment attached to the felony whether grave, less grave, or light felony. Grave felonies are those to which the law attaches the capital punishment (death) or penalties which in any of their periods are afflictive (imprisonment ranging from six (6) years and one (1) day to life imprisonment or a fine not exceeding P6.000.00). less grave felonies are those which the law punishes with penalties which in their maximum period are correctional (imprisonment ranging from one month and one day to six (6) years, or a fine not exceeding P6.000.00 but not less than P200.00). light felonies are those infractions of law for the commission of which the penalty of arresto menor (imprisonment for one (1) day to thirty (30) days or a fine not exceeding P200.00 or both of which are imposed). Light felonies are punishable only when they have been consummated, with the exception of those committed against a person or property.

This is a false impression. The best defenses a nurse can have against being sued by patients are to remain competent in skills and knowledge, practice nursing at the highest standards of care, and document thoroughly. Remaining competent and knowledgeable about nursing skills, techniques, treatments, assessments, and medications is not only a legal imperative but also one of the key requirements for ethical nursing practice. Nurses have the minimal ethical obligation or duty of nonmaleficence, which means doing no harm to patients. If nothing else, remaining competent in one’s skills and knowledge helps prevent injury to patients.Another important factor in preventing lawsuits is to establish a friendly, trusting relationship with the patient and his or her family. As nursing has sought more independence and status as a profession, there has been an unfortunate movement toward less personalized care. Most patients and their families have an inherently positive attitude toward nurses, whom they see as the only ( Aiken, 2003)
Circumstances Affecting Criminal Liability
A.Justifying Circumstances

A person may not incur criminal liability  under the following circumstances:

1) When he/ she acts in defense of his person or rights provided that: (a) there is unlawful aggression on the part of the offended or injured party; (b) there is reasonable necessity for the means employed by the person defending himself/herself to prevent such aggression; and (c) there is lack of sufficient provocation on the part of the person defending himself.

2) When he/she acts in defense of the person of the rights of his/her spouse, ascendant, descendants, or legitimate or natural or adopted brothers or sisters, or relatives bu affinity in the same degree, provided that the first and second requisites presented in the next preceding circumstances are present, and further requisite, in the case of provocation was given by the person attacked, that one making defense had not part therein.

3.When he or she acts in defense of the person or rights of stranger provided that the first and second requisites mentioned in the first circumstance and that the person defending is not induced by revenge ,resentment or other evil motives.

4. When any person who in order to avoid an evil or injury, does an act which causes damage to another provided that the evil sought to be avoided actually exists, the injury feared is greater than that done to avoid it and there is no other practical and less harmful means to prevent it.

5. When he/she acts in the fulfillment of a duty or lawful exercise of a right or office.

B.Exempting Circumstances

These are certain circumstances under which the law exempt a person from criminal liability for the commission of a crime. The following persons under the circumstances stated are expressly exempted by law from criminal liability for the crime they may have committed:

1. An imbecile or an insane person unless the latter has acted a lucid interval.

2. A person under nine years of age.

3. A person over nine years of age and under fifteen unless he acted with discernment.

4. Any person who, while performing a lawful act with due care, causes an injury which is merely an accident without fault or intention of causing it.

5. Any person who acts under compulsion of an irresistible force.

6. Any person who acts under the impulse of an uncontrollable fear of an equal or greater injury.

7. Any person who fails to perform an act required by law, when prevented by some lawful or insuperable cause.

C. Mitigating Circumstance

Are those which do not constitute justification or excuse of the offense in question but which, in fairness and mercy, may be considered as extenuating or reducing the degree of moral culpability. Following are some of the circumstances considered by law to be mitigating and, as such, lessen the criminal liability of the offenders. 

a. Circumstances which are otherwise justifying or exempting were it not for the fact that all requisites necessary to justify the act or to attempt the offender from criminal liability in the respective cases are not attendant.

b. When the offender has no intention to commit so grave a wrong as the one committed.

c. When the offender is under eighteen years of age over seventy years old.

d. When sufficient provocation or threat on the part of the offended party immediately precedes the act.

e. When the act is committed in the immediate vindication of a grave offense to the one committing the felony, his or her spouse, ascendants, descendants, legitimate, natural or adopted brothers or sisters, or relative by affinity within the same degree.

f. When a person acts upon an impulse so powerful as naturally to have produced an obfuscation.

g. When the offender voluntarily surrender himself to a person in authority or his agents, or that he/she voluntary confesses his/her guilt before the court prior to the presentation of the evidence for the prosecution.

h. When the defender is deaf and dumb, blind or otherwise suffering from some physical defect which thus restrict his/her means of action, defense or communication with his/her fellow beings.

i. When the offender is suffering from such illness as would diminish the exercise of his/her willpower without, however, depriving him/her of consciousness of his/her acts.

2. Aggravating Circumstances are those attending the commission of a crime and which increase the criminality liability of the offender or make his guilt more severe. Some of the circumstances considered by law as aggravating the guilt of the offender are the following:

a. when an offender takes advantage of his public position.

b. When the crime is committed in contempt of or with insult to public authorities:

c. When the act is committed with insult or in disregard of the respect of the offended party on a account of his/her rank, age, or sex or that it is committed in the dwelling of the offended party, if the latter has not given provocation: 

d. When the act is committed with abuse or confidence or obvious ungratefulness: 

e. When the crime is committed in a place of worship: 

f. When the crime is committed on the occasion of a conflagration, shipwreck, earthquake, epidemic or other calamity or misfortune:

g. When the crime is committed in consideration of a price, reward, or promise:

h. When the crime is committed by means of inundation, fire, poison, explosion, standings of a vessel or intentional damage thereto, derailment of a locomotive, or the use of any other artifice involving great waste and ruin:

i. When the act is committed with evident premeditation or after an unlawful entry:

j. When craft, fraud, or disguise is employed: and

k. When the wrong done in the commission of the crime is deliberately augmented by causing other wrongs not necessary for its commission.

5. Alternative Circumstances are those which must be taken into consideration as aggravating or mitigating according to the nature and effects of the crime and other conditions attending its commission. These are the relationship, intoxication and degree of instruction, and education of the offender.

Nursing negligence cases are found in legal reports, legal journals, or insurance company publications. Northrop reviewed 33 cases reported in 1 year by plaintiffs’ attorneys alleging nursing malpractice. For the most part, nursing actions fell into the following categories :

1. Treatment

2. Communication

3. Medication

4. Monitoring, observing, and supervising

Another study ranked the top 10 most common allegations in nursing malpractice claims in one insurance program over 6 years.4 The top 10 allegations found were as follows:

1. Patient falls

2. Failure to monitor

3. Failure to ensure patient safety

4. Improper performance of treatment

5. Failure to respond to patient

6. Medication error

7. Wrong dosage administered

8. Failure to follow facility procedure

9. Improper technique

10. Failure to supervise treatment

Nursing Negligence Cases

Treatment

1. Enema to a preoperative patient with appendicitis, which resulted in

ruptured bowel and appendicitis

2. Improperly used equipment, resulting in air embolisms

3. Failure to administer the correct oxygen level

4. Failure to attach a fetal monitor as ordered

5. Burns to an infant from formula heated in a microwave

6. Failure to attend a patient having an asthma attack, resulting in injuries

such as brain damage

Communication

1. Failure to notify the physician of changes in signs and symptoms

2. Failure to chart vital signs for hours in a labor room

3. Failure to advise the physician of jaundice

4. Failure to notify the physician of circulatory compromise in a casted leg

Medication

1. Wrong medication given on discharge (topical eye anesthetic instead of

artificial tears)

2. Failure to give diazepam (Valium) as ordered

3. Improper administration of potassium chloride

Monitoring/Observing/Supervising

1. Failure to recognize dehydration and electrolyte imbalance

2. Failure to monitor intravenous therapy

3. Failure to monitor fetal heart rate

4. Negligent supervision of a psychiatric patient who attempted suicide

5. Negligent assignment and supervision of a student nurse who did not take

blood pressure for 6 hours
STRATEGIES TO PREVENT MALPRACTICE LITIGATION 

RISK MANAGEMENT 

Difference between risk management and quality management – QM emphasizes the prevention of client care problems whereas risk management attempts to analyze problems and minimize losses after a client error occurs. 

If quality management was 100% effective there would be no need for risk management. 

The risk management department has several functions, which include the following 
 1. define situations that place the system at some financial risk such as medication errors or client falls 

 2.  determine the frequency of those situations that occurred 

 3.  intervene and investigate identified events 

 4.  identify potential risks or opportunities to improve care 

            Each individual nurse is a risk manager. The nurse has the responsibility to identify and report unusual occurrences and potential risks to the proper authority. One method o communicating risks is through incident reporting. Incident reports should be a nonpunitive means of communicating an incident that did or could have caused harm to clients, family members, visitors, or employees.  These reports should be used to improve quality care and decrease risks. 
            According to Croke (2003)  there are six major categories of negligence issues that prompted malpractice lawsuits. Documentation describing the negligent behavior often used terms such as failure to, lack of, incomplete, ineffective, and improper. The categories of negligence are: failure to follow standards of care, failure to use equipment in a responsible manner, failure to communicate, failure to document, failure to assess and monitor, and failure to act as a patient advocate (see S ix Major Categories of Negligence That Result in Malpractice Lawsuits, page 57). (These categories are not mutually exclusive; in one of the cases discussed below, two kinds of negligence are involved.)

Malpractices Cases in Which Nurses are Defendants

The following are summaries of five randomly selected malpractice cases in which nurses were named as defendants. They illustrate the range of actions that result in breaches of  standards of care.

1. Failure to follow standards of care.

Standards such as hospital policies have evolved to protect consumers from substandard care. In defining acceptable levels of care—the ordinary and reasonable care required to ensure that no unnecessary harm comes to patients  —standards of care provide criteria for determining whether a nurse has breached duty in the care owed to the patient. Standards of care are derived from sources such as state boards of nursing, professional nursing associations (for example, the ANA and the National League for Nursing), hospital policies and procedures, and the guidelines of federal organizations (for example, JCAHO and the Centers for Medicare and Medicaid Services).

In Hall v. Arthur (1998), the United States Court of Appeals for the Eighth Circuit upheld a trial court's decision, which held a hospital liable because of a nurse's breach of a standard of care in an anterior cervical diskectomy and fusion (ACF).  In the trial, the plaintiff's argument focused on the use of Orthoblock, a ceramic substance used to replace bone in maxillofacial surgery, which was implanted in the patient's spine. (The usual procedure in such surgery would be to obtain bone from a bone bank or harvest it from the patient's hip.) After four months of back difficulties, the patient, Mr. Hall, required a second ACF to remove the Orthoblock and have his own bone implanted.

Hospital policy required that any “unusual requests” for use of a product undergo review by department managers to assess the product's appropriateness. The nurse failed to seek such a review and ordered the Orthoblock for use in the patient's ACF. The package insert for the product, presented as evidence at trial, indicated that Orthoblock was specifically contraindicated for use in spinal procedures. The plaintiff's attorney argued that the nurse's failure to follow hospital policy contributed to Mr. Hall's injury.

On appeal, the hospital did not dispute the jury's finding of negligence, but asserted that the plaintiff produced insufficient evidence from which a juror (or “reasonable fact finder”) or judge could conclude that the nurse's negligence contributed to Mr. Hall's injury. The appellate court disagreed, stating: “[W]hile we cannot say with certainty that Mr. Hall would not have been injured if the nurse had not been negligent, we believe that the jury could reasonably conclude that her negligence played a significant part in allowing Mr. Hall to be injured by the use of Orthoblock for his ACF surgery. All that one has to assume here is that the hospital would not have allowed the surgery to take place, and we do not regard this assumption as requiring a leap of faith.” 
2.Failure to use equipment in a responsible manner.

Nurses must know the safety features, capabilities, and limitations of any equipment they use, as well as its hazards. Nurses must follow the manufacturers’ usage recommendations and refrain from modifying the equipment. The Safe Medical Devices Act of 1990 requires that all medical device–related adverse incidents that result in death or serious illness or injury be reported to the manufacturer and the Food and Drug Administration within 10 working days.  

In Chin v. St. Barnabas Medical Center (1988), the Superior Court of New Jersey, Appellate Division, reversed a trial court's judgment against a physician alone and said that other hospital personnel should also be held liable.  The case involved the death of a 45-year-old woman, Ms. Chin, from a massive air embolism during a diagnostic hysteroscopy. The woman's estate had brought a medical malpractice suit against all the providers who had possibly played a role in the events leading to her death: the physician who performed the procedure, three operating room nurses (one scrub nurse and two circulating nurses), the hospital, and the manufacturer of the hysteroscope, an optical device with a pump used in examining the uterus. During the procedure, fluid is pumped continuously into the uterus to enhance the view of its interior. The device requires the connection of four tubes: an irrigation tube through which fluid flows into the uterus, a suction tube that draws fluid out of the uterus, a tube that connects a source of compressed nitrogen to the pump, and an exhaust tube. Because one of the tubes was connected to the hysteroscope incorrectly, nitrogen was pumped into the patient's uterus, causing a fatal air embolism in the coronary arteries.

At trial, all parties accepted the theory that the exhaust hose was the source of the gas that killed Ms. Chin; who was at fault for attaching the hysteroscope incorrectly was disputed. Evidence presented at trial revealed that the two nurses assigned to the surgical procedure had neither hospital training nor experience in the hysteroscope's use. Evidence also showed that the supervising nurse who made the assignments was unaware of the nurses’ lack of experience. No expert opinion on the standard of care was presented at trial.

At the end of the trial, the judge instructed jury members to use their “common knowledge” to decide if the nurses deviated from their duty in caring for Ms. Chin. (The common-knowledge standard applies when the facts of a case are such that a layperson's common knowledge and experience would enable a juror to conclude, without hearing expert testimony, that a duty of care has been breached.) The judge also informed the jury that because Ms. Chin was unconscious at the time of the procedure, she was blameless in her own death and at least one of the defendants clearly was at fault—shifting the entire burden of proof from the plaintiff to the defendants (that is, each defendant had to prove that he or she was not at fault).

The jury awarded the plaintiff $2,000,000 in damages and found the defendants liable in the following proportions: the physician, 20%; the experienced circulating nurse, 25%; the inexperienced circulating nurse, 20%; and the hospital, 35%. The scrub nurse and the manufacturer were cleared of all liability.

Immediately after the verdict, the trial judge ruled in favor of the hospital's motion that questioned the validity of applying the common-knowledge standard in this case; the judge reapportioned liability solely to the physician. In granting the hospital's motion, the judge said the application of the common-knowledge standard had been an error. But in the physician's appeal, the appellate court reversed the trial court's decision and essentially restored the original jury verdict, saying that each defendant had not entirely established the lack of fault in Ms. Chin's death and that the trial court had not erred in applying the common-knowledge standard.

3.Failure to assess and monitor and failure to communicate.

Changes in the health status of a patient can be gradual or sudden and nurses are usually the first to see the changes and take action. A nurse's accuracy in assessing and monitoring and her timely reporting of changes in health status to a physician can often mean the difference between life and death. Vital aspects of communication besides timeliness in reporting the change include persistence in notifying the physician of the change, and accuracy in communicating the nature and degree of the change.

In Busta v. Columbus Hospital Corporation (1996), the Montana Supreme Court affirmed the judgment and orders of the District Court of the Eighth Judicial District. 

While he was a postoperative patient at Columbus Hospital in Great Falls, Mr. Busta died from injuries sustained in a fall from his third-floor window; apparently he had tried to climb down on an improvised rope. At trial, the nurse assigned to care for Mr. Busta testified that during her last evening visit with him, he had experienced an episode of tachycardia and hypertension. He had also behaved atypically, desiring isolation and refusing all nursing care and his prescribed medication, known to have adverse effects, including confusion, anxiety, and psychosis. The nurse did not report the symptoms and the change in behavior to the physician. She also testified that when she observed the patient at midnight, he appeared to be sleeping; she did not reassess his vital signs.

Mr. Busta's surgeon testified that, because of the mind-altering adverse effects of the patient's medication, he would have reassessed his patient if he had been notified of the changing signs and symptoms. Expert testimony opined that the nurse was negligent in failing to adequately monitor Mr. Busta on the evening and night before he died, and in failing to report the constellation of signs and symptoms to the surgeon; and that the hospital was negligent in failing to maintain a safe environment (evidence presented at trial showed that the hospital had not acted on a JCAHO directive to restrict the opening of windows in patients’ rooms).

The jury found that the negligence of Columbus Hospital combined with the patient's contributory negligence caused the patient's injuries and death; the jury apportioned 70% of the liability to the hospital and 30% to Mr. Busta. The jury found that Mr. Busta and his estate were damaged in the amount of $5,000 and his heirs, $800,000. Based on the jury's apportioned liability, the district court entered a judgment in favor of Mr. Busta's estate in the amount of $3,500 and in favor of his heirs, of $560,000.

4. Failure to document.

Documentation—the purpose of which is primarily to communicate patient information among providers—must accurately reflect the nursing process, showing evidence of nursing assessment and diagnosis, planning for nursing intervention, implementation and evaluation of planned interventions, and patient response. 

The Court of Appeals of Louisiana, Fourth Circuit, affirmed the trial court's verdict in Pellerin v. Humedicenters, a case concerning a failure to document nursing procedures. The plaintiff had alleged that an ED nurse administered an injection of meperidine (Demerol) and hydroxyzine pamoate (Vistaril) in a substandard manner, causing a lump at the injection site and continuous pain, which was later diagnosed by a neurologist as cutaneous gluteal neuropathy. How the injury actually occurred could not be proven at trial. Medical experts gave conflicting testimony regarding the cause of the patient's nerve injury (either the hydroxyzine pamoate or the needle could have caused it). Nurse experts opined that the failure to document the site and mode of injection fell short of the standard of care. At trial, the defendant testified that her customary practice was giving an intramuscular injection and that this practice met the standard of care. The jury found in favor of the plaintiff and awarded more than $90,000 in damages.

On appeal, the defendants (the hospital and the nurse) argued that evidence presented at trial demonstrated that the nurse's breach of the standard of care could not have caused the patient's injury. The appellate court disagreed, stating that the nurse experts’ testimony—insufficient by itself to support the jury's decision—did support that decision when combined with the other evidence presented at trial.

5.Failure to act as a patient advocate.

Legal and ethical issues often become entwined in health care settings, and nurses must be knowledgeable in both. 2 The ANA's Code of Ethics for Nurses with Interpretive Statements provides nurses with a framework for ethical decision making and defines the role of the nurse as patient advocate.

According to O'Keefe in Nursing Malpractice and the Law, “Patient rights are the hallmark for advocacy of nursing care. Nurses are compelled to strive for excellent care of patients and the inclusion of their rights in today's health care system.” 17 It's important to note that, as patient advocates, nurses may be required to care for patients whose health care decisions conflict with the nurse's ethical beliefs.

In Koeniquer v. Eckrich (1988), the Supreme Court of South Dakota reversed and remanded for trial an order of summary judgment in favor of Dakota Midland Hospital by the Circuit Court of the Fifth Judicial Circuit. 18 The case involved the death of a patient, Winnifred Scoblic, as a result of sepsis, which was alleged to have developed when she was discharged with a fever some 11 days after urinary tract surgery. The plaintiff, Ms. Koeniquer, representing her mother's estate, initiated a medical malpractice suit against two physicians and Dakota Midland Hospital, alleging deviation from the appropriate standards of care for a patient in postoperative urology.

Ms. Scoblic's surgery was performed on January 5, 1983. Her temperature fluctuated during her postoperative hospital stay and was recorded as 100.2°F on January 16 at 8:15 am, after the treating physician had completed rounds. The patient was discharged at 10:45 am on the same day. She was readmitted to the hospital on January 19 with a diagnosis of sepsis. On January 21, she was transferred to the University of Minnesota Hospital and on March 6 died of multiple organ failure. The plaintiff's expert witness opined that the nurses failed to adequately monitor Ms. Scoblic's changing condition and provide acceptable postoperative care: although they claimed they had reported the patient's elevated temperature and the condition of the incision and drainage from it to the physician on the day of discharge but had failed to document such a report; the expert also opined that allowing Ms. Scoblic to be discharged with an elevated temperature and failing to provide Ms. Scoblic with discharge instructions about monitoring her temperature were examples of failing to act as patient advocate.

Although the hospital argued that the decision to discharge was a medical one, the hospital's director of nursing stated in her deposition that sometimes it is the nurse's responsibility to question the physician's order, especially when there has been a significant change in the patient's condition. The director also confirmed the expert's assertions that the nurse has a responsibility to independently evaluate the patient's condition, to bring her concerns to the physician, and to appeal to other authorities if the nurse believes the physician's decision is wrong.

The court accepted the hospital's argument that it's a physician's decision to discharge a patient and, therefore, that the hospital was an inappropriate respondent to the suit. The state supreme court, however, ruled there was expert testimony in the record showing that hospital nurses had a duty to attempt to delay Ms. Scoblic's discharge, because of her changing symptoms that day, yet there was no evidence in the record that any nurse questioned or disagreed with the physician's decision to discharge her. The court held that nurses have a duty to question a physician's order if they think it is in the patient's best interest to do so and to delay discharge if they believe discharge deviates from acceptable standards of care. In this case, the nurse neglected her role as advocate.

  Medical Malpractice Cases Involving Nurses ( Reid, 2003)

A review of some important malpractice cases involving nurses will illustrate how malpractice law is applied in the nursing arena. Knowledge of real life situations involving nursing malpractice will bolster your knowledge of negligence law and will help you to recognize high risk situations which expose the nurse to legal liability and lawsuits.

As you read through these medical malpractice cases ask yourself the following

questions:
a) Has a situation such as the one described ever happened to you? 
b) If so, how did you respond at the time? 
c) Could a similar situation happen to you?
d)  If you found yourself in a comparable situation and were directly responsible for the patient’s care,how would you act? 
e) If you were the nurse manager on duty, how would you respond? 

Case 1: Nurse’s negligence was grossly apparent.
In this case the plaintiff had just undergone some back surgery. The nurse taking care of the plaintiff had mistakenly reduced the amount of pain medication administered by the plaintiff’s pain pump. Consequently the plaintiff experienced a very restless and disturbed night. The next day, despite the plaintiff’s adamant request to stay in bed because she needed to rest, and despite the physician’s orders that the patient get up out of bed only if she could tolerate it, the nurse insisted the plaintiff get up. The plaintiff pleaded with the nurse to let her stay in bed. However, the nurse told the plaintiff that she had to get up because the bed needed to be made. The nurse then pulled the plaintiff by her arm into an upright position. The plaintiff continued to protest and started to cry that she was experiencing tremendous pain and feeling faint. Thereupon the nurse shoved the plaintiff into a straight backed chair.
The court found that the nurse’s actions in taking the plaintiff out of bed against her will despite the plaintiff’s protestations of pain and fatigue, and contrary to the physicians written orders prohibiting such behavior, were so grossly negligent that such conduct was a matter within the judgment and comprehension of laypersons. This meant the court decided that the jurors would not need the assistance of an expert witness to reach the conclusion that the nurse had breached the standard of care because the nurse’s conduct  was so egregious. 

Case 2: Negligence can be premised upon a failure to act.

This was a malpractice case from South Dakota based on the negligence of the hospital’s nursing staff. In this case the patient, who was suffering from incontinence, entered the hospital for corrective surgery. The patient remained in the hospital for approximately six weeks following the operation. During her hospitalization the patient experienced a fluctuating temperature. On the morning of the day of her discharge her temperature was 100.2 degrees Fahrenheit. However, despite her high temperature, the patient was discharged.

The patient was readmitted to the hospital four days later complaining of severe abdominal pain and fever. She was diagnosed at that time with sepsis, and transferred to a University hospital. Two weeks after her transfer the patient died. The personal representative of the deceased patient’s estate initiated a malpractice suit against the hospital.
In court the expert witness testified that in her opinion the hospital’s nursing staff failed to meet acceptable standards of nursing care for post-operative urological patients by:
1) Failing to document that the patient’s elevated temperature on her day of

discharge was reported to the physician;

2) Allowing the patient to be discharged with an elevated temperature;

3) Failing to instruct the patient about monitoring her temperature; and

4) Failing to document that the condition of and drainage from the patient’s

incision was reported to the physician.
In her deposition the Director of Nursing confirmed the expert’s assertion that the nurse has a duty to question the physician’s order when there has been a significant change in the patients condition. The court agreed that nurses should independently evaluate a patient’s condition prior to release from hospital and also attempt to delay a patient’s release if their condition warrants continued hospitalization. Furthermore, nurses should discuss their concerns with the physician.
This case points out that nurses can not rest assured that following the physician’s orders will protect them from liability. Today, nurses are expected to use their judgment based on their education, skill and experience and to communicate their concerns regarding patient welfare to the physician. The case also illustrates the importance of documenting communications with the physician! 

Case 3: Failure to observe and communicate may be negligence.
In this pivotal case, the plaintiff was a young male who broke his leg while playing in a college football game. He was transported to the hospital emergency room where traction was applied and his leg was placed in a plaster cast.
The nurses had a duty to check the plaintiff’s toes for changes in color, temperature, movement, sensitivity and circulation every ten to twenty minutes. However the nurses did not check for circulation nearly as frequently as needed and in fact only performed these checks a few times a day. Shortly after the cast was applied the plaintiff complained of severe pain. His toes became visibly swollen and dark in color. 
Eventually his toes turned cold and became insensitive to the touch. If the plaintiff’s toes had been checked for circulation as frequently as required the conditions that indicated a dangerous impairment of circulation would have been recognized. Furthermore, the nurse should have known that time was of the essence because the condition would become irreversible within a matter of hours. The nurses had a duty not only to recognize the dangerous condition but also to promptly inform the physician so that medical attention could be obtained.
The plaintiff’s cast was split open three days after it had been applied. One witness in the room testified there was a stench in the room that was worse than any unpleasant smell he had experienced since World War II. It was medically impossible to save the plaintiffs leg, and ultimately his leg had to be amputated eight inches above the knee. The nurses failed in their duty to recognize and promptly communicate dangerous conditions to the physician so that medical care could have been obtained. The hospital was found liable for failing to have an adequate number of nurses specially trained to recognize the patient’s dangerous condition and to communicate with the medical staff. 

Case 4: Duty to notify physician of important changes in patient’s condition.

In this case the plaintiff had a .cut-down. procedure into her right leg to permit intravenous infusion. From 3:00 p.m. on the day of surgery the patient’s leg began to swell considerably, and the intravenous infusion was sluggish. At 10:00 p.m. the night nurse observed redness at the “cut-down” site. However, the nurse did not report the dangerous swelling and redness to the physician until 6:55 a.m. the following morning, and the intravenous infusion was not stopped until 11:00 a.m. By this time massive infiltration had occurred and the plaintiff’s leg was swollen to approximately twice it’s normal size.
A nurse expert testified that a nurse who observes swelling or other danger signs in the area of a .cut-down. has a duty to notify the doctor in charge. As a result of this massive infiltration the plaintiff suffered necrosis of certain tissues in her leg. This necrosis would not have occurred if the plaintiff’s leg had been carefully observed after .cut-down. The hospital nurses failed in their duty to observe the condition of the plaintiff’s leg and promptly report all adverse symptoms to the attending physician. 
Case 5: Incorrect administration of injection injures patient.

The plaintiff was admitted to the hospital for delivery of her second child. During labor

and delivery the plaintiff was given several injections into her right buttock by the nurses. Three days after discharge the plaintiff started to complain of severe pain in her right hip. The pain was so severe that she was unable to walk. The plaintiff was readmitted to the hospital that day. On admission her temperature was 101 degrees Fahrenheit. Her right buttock had a marked in duration and was tender to the touch. The plaintiff’s fever responded to antibiotics and she was discharged once again. Her discharge diagnosis was .acute peripheral neuritis, probably secondary to injections that she received in the right buttock during labor and postpartum..
The plaintiff continued to receive treatment after her discharge from the hospital. A treating radiologist, orthopedist and neurosurgeon agreed the plaintiff was suffering from spinal osteomyelitis due to an infection originating in the tissue of the right buttock and spreading to the bone and probable involvement of the sciatic nerve. The treating physicians further agreed that the injections given to the plaintiff by the nurses in the hospital most likely caused the infection and resultant osteomyelitis. The plaintiff filed a lawsuit and the physicians. findings were confirmed by expert opinion.

Case 6: Nurses have a duty to protect their patient from danger.

In this case the plaintiff sued to recover for personal injuries he sustained when his hospital bed caught on fire. The plaintiff who was paralyzed was admitted to the hospital two days before the fire occurred. The plaintiff was a pipe smoker and his pipe and matches were in his room on a table near his bed. The nurse on duty was aware that the plaintiff was paralyzed and that he could not remove the pipe from his mouth. Despite this knowledge and awareness, the nurse left the plaintiff unattended in the room with a 15 lit pipe in his mouth. The pipe fell from the plaintiff’s mouth and started a fire in his bed.
As a result the plaintiff was burned. Nurses have a duty to protect and safeguard their patients from any known or reasonably apprehended danger. The nurse in this case was found negligent for failing to protect  her paralyzed patient from the reasonably foreseeable fire hazard of a lit pipe.
Case 7: Misuse of equipment results in nurse being found negligent.

The plaintiff in this case was a seventy eight year old woman who was hospitalized for pneumonia and vertigo. Because of her weakened condition the plaintiff was restricted to bed except for use of the bathroom. A steam vaporizer was left by the nurse in a location the plaintiff needed to pass in order to reach the bathroom. As the plaintiff was returning to her bed after visiting the bathroom she placed her hand on the side of the bed to stabilize herself. The side of her bed was hot and burned her and this caused her to fall onto the vaporizer. The vaporizer toppled over and the plaintiff sustained further burns. 

The nurse was found negligent for failing to safeguard and protect her patient from the foreseeable danger of the vaporizer. As a result of negligence the elderly plaintiff was badly burned. 
Case 8: Duty to inform physician of change for the worse in patient’s condition

This case involved a patient who fell from his hospital bed following surgery. On the day of the incident a nurse heard a thump coming from the plaintiff’s room and found the plaintiff on the floor next to his bed. The plaintiff stated he had tried to get out of bed and that he fell as he tried to get out through the foot of the bed. The side rails of the bed were raised at the time of the fall. The plaintiff sustained a fractured hip and required extensive hospitalization and convalescent care. As a result of the injury the plaintiff’s ability to walk is limited.
The evening nurse had entered in the nursing record that the plaintiff had become increasingly confused and had related her concerns to the night nurse. However, the attending physician was not informed of the deterioration in the patient’s condition. The nurse was found negligent for failing to advise the attending physician of a change for the worse in the patient’s condition, and that if such notification had been given further supervision would have prevented the plaintiff from falling out of bed. 
Case 9: The nurse’s failure to act was negligence.

The plaintiff was admitted to the hospital to give birth to her third child. At approximately 7 p.m. the plaintiff was taken to the delivery room where her child was born. Prior to the birth of her child the physician performed an episiotomy. The physician did not suture the episiotomy but pelvic packs were inserted to control the bleeding. Prior to 9:30 p.m. the nurse informed the physician that in her opinion the mother was bleeding too much and was told that the amount of blood loss was normal under the circumstances.
Between 9:45 p.m. and 10:30 p.m. the plaintiff bled profusely. During this time the nurse did not take the plaintiff’s temperature, pulse, respiration or blood pressure although she recognized the plaintiff’s condition was serious. She did not notify the physician of her concerns because she said she believed he would not have come anyway.
By 11:10 p.m. the evening nurse was unable to find the plaintiff’s pulse. By this time the plaintiff was cold and clammy and appeared to be going into shock. The physician was called and attempted to start a blood transfusion, but was unable to locate a vein. The plaintiff died of a hemorrhage from a laceration of the cervix.
An expert witness testified that the episiotomy should have been sutured and that the physician should have cut down when he was unable to find a vein. The expert also testified that the nurse’s care was below the standard of care expected of nurses. The nurse was aware that the plaintiff was bleeding yet failed to observe the plaintiff’s vital signs. Furthermore, the nurse did not notify the physician at 10:30 p.m. when she was aware that the post partum flow was more than normal. Time was of the essence in this case and had the nurse observed the plaintiff’s vital signs and promptly notified the physician the plaintiff’s life could have been saved. 
Case 10: Nurse was negligent in administering injection.
The plaintiff in this case was a university student pursuing a course of study in dancing. Because she was suffering from common cold and sinus problems the plaintiff voluntarily took herself to the University Health Center where she was diagnosed with acute allergic rhinitis related to allergies. 
Over the next two and a half years the plaintiff’s discomforts persisted and she returned to the Health Center on several occasions. Approximately three years after her first visit to the clinic the plaintiff was given an injection of Kenalog into her right buttock. This injection failed to alleviate her allergies so she was given a second injection of Kenalog approximately six weeks later. Shortly after the second shot of Kenalog the plaintiff noticed a marked indentation on her right buttock. The indentation became more pronounced over the next few months and so the plaintiff consulted with a plastic surgeon who performed reconstructive surgery on her right buttock in an effort to correct the problem.
The plaintiff filed a lawsuit. During trial there was a conflict in testimony regarding which side of the buttocks the second shot of Kenalog was administered. The nurse stated she believed she had alternated sides for the two injections. However, the plaintiff testified that both injections were given in the same general area of the upper quadrant of the right buttock. An expert witness testified that in her opinion the nurse must have deviated from the standard of care when she administered the injections because the indentation on the plaintiff.s right buttock indicates that a sizeable amount of Kenalog found its way into the fatty tissue, subsequently causing atrophy. The expert further stated that an air-lock technique should have been used to administer the Kenalog and the nurse testified that she did not utilize such a technique. The Physicians Desk Reference was entered into evidence and this reference material recommended the use of alternate sites for subsequent injections of Kenalog.The nurse was found to have negligently administered the injection of Kenalog and judgment was entered for the plaintiff. 
Case 11: Failure to observe the patient and keep the physician informed.

In this case the plaintiff was pregnant with her third child. The plaintiff had a history of preeclampsia, of which her physician was aware. At thirty-eight weeks pregnant the plaintiff attended a routine office visit and informed the physician that she was experiencing fever and diarrhea, and that she had suffered severe abdominal pains several days before. The physician advised her to call him if her pains reoccurred. The next day the plaintiff telephoned the physician to inform him that her pain had returned, and the physician called a prescription into the pharmacy. However, the plaintiff.s pain persisted and in the early hours of the morning she drove herself to the hospital. On admission, a hospital charge nurse called the physician to inform him that the plaintiff had presented with severe abdominal pain. The physician instructed the charge nurse to admit the plaintiff to the obstetrical unit.
At approximately 3:20 a.m. the obstetrical nurse on duty checked the plaintiff’s blood pressure and found it to be elevated. The plaintiff continued to complain of severe abdominal pain and discomfort, and was experiencing nausea, headache and inability to void. The nurse took a blood pressure reading again at 3:40 a.m. and once more found it to be elevated.
The physician was not informed of this elevation in blood pressure until 4:00 a.m. At that time the physician told the nurse to keep the patient quiet and to observe her blood pressure closely. About five minutes after this conversation the nurse took another blood pressure reading and found the plaintiff’s blood pressure to be 192/112. The nurse did not inform the physician of this danger sign and took no further readings. At 5:15 a.m. the nurse heard noises emanating from the plaintiff’s room and on entering found the plaintiff immersed in a grand mal seizure. The doctor was notified and treated the eclamptic seizure by administering magnesium sulfate.
An expert witness testified that obstetrical nurses are required to be aware of the signs and symptoms of preeclampsia. The expert also testified that a nurse presented with the plaintiff’s pregnant condition and symptoms should be concerned about the possibility of seizure and should watch the patient very closely and monitor the blood pressure continuously.
The hospital nurses negligently failed to recognize the plaintiff’s signs and symptoms of preeclampsia, failed to keep her under close observation and failed to report her condition to the physician.
The plaintiff delivered a healthy baby boy. However, as a result of her eclamptic seizure the plaintiff suffered a paralysis of her right side, and although some of her neurological and muscular faculties have returned, the plaintiff has not made a full recovery. 

Case 12: Viable cause of action against nurse and case remanded for trial.

The patient, who was three years old when injured, brought an action against a registered nurse and an emergency room supervisor, both employees of the Bolivar County Hospital. The patient entered the hospital emergency room on December 24, 1987, after sustaining injuries in an automobile collision.

The patient claimed that the nurses violated hospital operating room bylaws and rules

governing emergency room personnel in the following ways:

1) Failing to obtain a pertinent medical history from the emergency medical

technicians at the time the patient was admitted;

2) Failing to note, record and document the patient.s status in the emergency room

admission sheet;

3) Failing to perform neurological examination;

4) Failing to render appropriate care; and

5) Failing to inform the emergency room physician of the patient.s status when she was admitted to the emergency room and to follow accepted and mandated nursing practices in regard to non-removal of immobilization devices prior to the patient.s examination by the physician.
Nursing & Healthcare Directories on: The Nursefriendly
Nursing Malpractice Case Studies By Date ( 1995-2001)

1. Physician Dismisses Nursing Assessments, Patient Almost Loses Limb.Rowe v. Sisters of Pallottine Missionary Society, 2001 WL 1585453 S.E.2e – WV
Summary: The patient was involved in a motorcycle accident in which his bike fell onto and injured his left leg. When the nurses assessing the patient could not detect a pulse in that leg, an ominous sign of circulatory failure. The physician when notified chose to dismiss this fact and discharge the patient. The patient would return soon after with worsening symptoms that would require emergency surgery. Should the nurses have initially pressed for further action, treatment? http://www.nursefriendly.com/041013
The patient was involved in a single vehicle accident involving his motorcycle and brought to the Emergency Department for left leg injuries, specifically a knee injury. While riding he had lost control and when he fell was pinned under his bike.

             “Single vehicle motorcycle crashes account for about 45 percent of all motorcyclist fatalities. More than 38,000 motorcyclists have died in single vehicle motorcycle crashes between 1975 and 1999. The report claims to provide data for insight into possible causes for these fatalities. According to the report, from 1990 through 1999, there were a total of 11,038 fatal single vehicle motorcycle crashes. During that same time period, there were an estimated 294,000 non-fatal single vehicle motorcycle crashes.”

   
In the course of a detailed assessment and evaluation by the Nursing staff, it was noted that the patient had no detectable pulse in the left leg or foot. The patient was also complaining of severe pain and numbness in that leg. 
In some patients a pulse may be difficult to palpate, or not detectable at all by touch under normal circumstances. In those patients a “Doppler Ultrasound” can be performed which is more sensitive for detecting pulses not detectable otherwise. Though performed several times in different areas, even with the Doppler, no pulse was detected by the nurses.
“There are many ways to test blood flow to the lower legs. In Doppler testing, an inflatable blood pressure cuff is placed around the leg or ankle while an ultrasound probe tracks the blood flow. This test may be performed after treadmill exercise. Diminished or absent pulses in certain vessels are a tip-off of blockages. The doctor is also likely to compare the blood pressure in your leg to the blood pressure in your arm, a measurement called the ankle-brachial index (ABI).”

A primary concern at that point to a nurse or physician should have been impaired circulation to the leg. Compromised circulation in any part of the body is a medical emergency which can lead to severe damage and the loss of a limb. The nurses appropriately brought this to the attention of the physician who would also examine the patient.
In the physician’s examination, he noted the pain, swelling and tenderness in the knee also noted by the nurses. However, he would document that he did find a pulse in the leg, though with difficulty.
When questioned by the Nursing staff on why, even with the aid of the Doppler Ultrasound, they were unable to detect a pulse, no explanation was offered by the physician. 

 
As far as he was concerned, a pulse was present, the pain was due to a “severe sprain” and the patient could be discharged. His instructions to the patient were to go home, rest, elevate the leg, apply ice to keep the swelling down and to follow-up with an Orthopedic Physician in a few days.
It should be noted that the physician also reviewed an x-ray of the knee which showed bone “fragments” in the knee area representing acute injury. Despite this finding, the patient was still discharged.
The Nursing staff made the patient aware that they had been unable to detect a pulse in the leg and explained that it “possibly” could be due to the swelling from the injury. They instructed the patient to call or return to the hospital if the pain got worse or did not begin to subside. 
That evening, the pain intensified and the swelling got worse throughout the night. The patient then contacted another physician who agreed to take a look at his leg. The patient would present in the morning to a different Emergency Department.

 
On examination at this hospital, a working diagnosis of a dislocated knee and lacerated popliteal artery was made. The severity of the damage to the patient’s leg was enough to prompt the physician to consider amputation. The patient was fortunate in that there were experienced surgeons on hand to perform emergent surgery and save his leg.
The patient would spend a total of thirty-five days in the hospital following the surgery and never fully regain function of his leg. He would sue the hospital where he was initially treated and the physician who originally sent him home following his injury.

 
On review of the case, the physician’s side would settle out of court for a sum of $275,000. The lawsuit against the hospital’s Nursing staff proceeded to court. 

 
It was claimed that the nurses, even though they picked up signs/symptoms of a medical emergency in their assessments, did not do enough to see that those concerns were addressed by the physician on duty. They would argue that had the matter been pursued further, the patient’s true injuries could have been diagnosed and treated earlier. Earlier treatment could have prevented the permanent damage and injuries the patient would sustain due to a delay in treatment.

 
The jury trial would award the plaintiff $880,000 due to the negligence of the hospital’s Nursing staff. The hospital would appeal.

Questions to be answered.

1. Did the Nursing staff have a duty to accurately assess and detect the patient’s injuries within their scope of practice.

2. Did the Nursing staff do enough to see that the signs/symptoms of the patient’s potential injuries were properly evaluated.

3. When the physician dismissed their concerns, should they have gone over his head?

There is no question that Emergency Department nurses have a duty to fully assess and accurately evaluate the condition and potential injuries of patients in their care. In this case, the lack of a pulse both by palpation and by Doppler Ultrasound following a knee injury, should have been a major “red flag” for vascular impairment and cause for further evaluation.

The Nursing staff acted appropriately in that they extensively documented what they found and reported it to the physician treating the patient. On review of the medical chart, it is clear that the patient had a potentially emergent situation developing. What is also clear, is that the physician chose not to address the symptoms present, and that the nurses left the situation at that.

It was clearly stated in the hospital policies/procedures that if a nurse believed appropriate care was not being given to a patient, a hospital supervisor must be notified. If on notification the situation was not resolved, the next in the “chain of command” must be made aware until the situation was resolved.

In the same fashion, that a nurse has a duty to question an inappropriate medication order, a nurse also has a duty to a patient to question a potential missed or incorrect diagnosis. There is a duty also to inquire as to why treatments and further evaluations may or may not be performed.

The lack of a pulse in an injured extremity is clearly a potential sign/symptom of vascular impairment and cause for alarm. Yet after the physician stated he “got a pulse” the nurses left the decision to evaluate further in his hands, even though he could not explain why they were not able to detect a pulse in their assessments.

It can be argued that the ultimate course of action when treating any patient is up to the physician in charge to decide. If this had occurred in a clinic, doctor's office, or any other setting that argument might have been made successfully and a greater responsibility apportioned to the physician 

However, the hospital Emergency Department that the patient initially presented to had specific procedures that were to be initiated in cases like this. By not following those policies/procedures, the nurses opened themselves and the facility to liability in this case.

******************************************************

2. Extravasation Follows Chemotherapy Administration. Potential Complication or Nursing Negligence:Iacano v. St. Peter's Medical Center, 334 N. j. Super. 547 – NJ (2000)

Summary: Intravenous therapy has inherent risks and potential complications. When you introduce chemotherapeutic drugs and known vesicants, those risks increase dramatically. In this case, a known risk, extravasation, occurred following administration. The question arises, could the nurses have acted sooner to prevent the extravasation and resulting tissue damage.http://www.lopez1.com/lopez/clinical.cases/040130.htm
The patient was an Oncology patient being treated as an outpatient for non-Hodgkin’s lymphoma, a cancer of the lymphatic system. On a regular basis (every third Friday), she would come in for her treatments. Her Chemotherapeutic regimen consisted of four different drugs, three of them given intravenously. The IV drugs were Cytotoxan, Oncovin, and Adriamycin. 

Oncovin and Adriamycin are known vesicants (chemicals which can cause tissue damage and destruction if they leak into surrounding tissues) and typically administered via “IV Push” meaning they are injected directly into the bloodstream through an IV access device. It is critical that the patient be monitored for signs/symptoms of adverse reactions or complications during and after this type of administration.

“Extravasation of chemotherapeutic vesicant agents can result in significant tissue damage, alteration in limb function, and pain. Quality of life for long-term survivors can be severely impacted by negative sequelae from vesicant extravasation. Currently, there is no known preventive therapy. Early detection and intervention are paramount to halt tissue damage and reduce the chance of permanent disability or disfigurement.”2
On this day, the patient was accompanied by a friend who witnessed her treatment. She would attest to the patient’s account of administration of the medications and complaints of discomfort soon afterwards. She would state that the nurses on duty had been informed of this discomfort not once but twice but did nothing. Reports of a red, swollen and puffy hand appearance were allegedly made to the nurse with no action taken. 

The patient was initially given Cytotoxan (not a vesicant) through a peripheral IV line in her right hand. Shortly after the infusion began, the patient would begin her complaints of discomfort in that hand.

The patient would state that even after describing her hand discomfort, the nurse injected the vesicant medications into the right hand IV site. 

The nurse would later state that she got “good blood return” from the site and did not recall any complaints of pain by the patient. No nurse’s notes were available to collaborate her testimony.

Soon after administration of the vesicants, there were further complaints of pain, and new complaints of “burning.” An extravasation was then reported to the physician. Orders were obtained to discontinue the IV in that hand and treat the extravasation with cold compresses. Apparently, it was not until the patient reported a “burning” sensation that the nurse took notice and took action on the patient’s concerns.

“What is Extravasation? The leakage of intravenous drugs from the vein into the surrounding tissue.(1) Extravasation injury usually refers to the damage caused by leakage of solutions from the vein to the surrounding tissue spaces during intravenous administration. Once an extravasation has occurred, damage can continue for months and involve nerves, tendons and joints. If treatment is delayed, surgical debridement, skin grafting, and even amputation may be the unfortunate consequences.”3
It is important to note that despite the patient’s complaints of pain, and witness reports, despite the documented report of an extravasation and resulting physician orders to deal with it, despite the restarting of the IV to continue therapy, no mention of these events was available in the nursing portion of the chart when it was reviewed after the fact.

The patient would need an Orthopedic consult to deal with the extensive damage caused by the extravasation. Debridement and tissue repair would leave permanent scarring and irreversible damage.

The patient sued the Nursing staff on duty that day for negligence. The courts returned an award of 1.5 Million dollars. This would later be ruled excessive and reduced to 0.5 Million dollars.

The defense appealed for a new trial based on the excessive award initially granted.

Questions to be answered.

1. Who was responsible for monitoring the patient for potential complications, and was this monitoring carried out within acceptable standards of care?

2. Special precautions/monitoring must be in place when administering vesicant medications. Were the nurses negligent in their duty to monitor for complications of chemotherapy?

3. Was the patient in fact having pain and discomfort well before the administration of the vesicants? If so, was the nurse in error, to administer the medication despite the patients concerns and complaints?

4. Was there appropriate documentation to support either the nurses or the patient’s account of the situation.

5. Could the extravasation and resulting tissue damage have been prevented?

6. Did the jury in the initial trial award an excessive amount based on flawed information in the initial trial.

The two nurses on duty were clearly responsible for monitoring this patient (and all the other patients in the office as well). It is recognized that the greatest responsibility would fall on the nurse who was administering the vesicant-type medications. Before administering any medication into an IV site, it must be assessed for signs/symptoms of irritation, patency and proper placement.

It would seem incredible, that a patient’s complaints of first discomfort, pain, and then burning would not be investigated by the nurses on duty. These are obvious signs/symptoms of potential vesicant complications. Due to the lack of documentation, this is what we must assume happened.

Of the two nurses on duty, at least one of them would have been made aware and had the responsibility to notify both the other nurse and the physician when appropriate. In light of the fact that an extravasation did occur and resulted in tissue damage, a case for negligence in the monitoring of this patient is established.

It can be argued that the “prudent nurse” when made aware of a patient’s discomfort, would have either slowed or stopped the intravenous infusion and checked the site before proceeding. With the patient’s companion echoing complaints of both pain and a “puffy, red” appearance, that IV site should have been discontinued immediately.

It is unfortunate that no nurses notes were available to give the nurses’ side of the story. It can only be assumed that there was in fact a problem with the site (based on the later reported extravasation and tissue injury). 

"Each state has enacted a nurse practice act that authorizes an individual to practice as a registered nurse if the applicant meets specific criteria. Laws or administrative rules in each state further outline documentation issues, such as handling of records, falsification of records and confidentiality.6 Regardless of your work setting or nursing specialty, you must document care based upon the requirements of your state’s nurse practice act. For information on your state’s nurse practice act, contact the National Council of State Boards of Nursing at www.ncsbn.org.”4
There is an inherent duty which a nurse (like a physician) owes to a patient which is to do no harm, and protect them from foreseeable complications. In this case, when the nurse injected the vesicants into an IV site that had already been reported as “causing discomfort,” that duty was clearly not adhered to. Her testimony later that she had “good blood return” from the site was clearly an inadequate assessment.
The presence or absent of “blood return” is not a reliable indicator of an intravenous line’s proper placement or appropriate location.

Again, it would seem incredible that a nurse would inject vesicants, chemicals known to damage tissue and cause significant complications, into an already problematic intravenous site. Due to the lack of documentation in the medical record, we must assume this is what took place based on the end results.

If in fact the patient was complaining of discomfort from the site, then the vesicants should never have been injected. It is dictated by standards of care that, the existing site be discontinued and treatment initiated if warranted by nursing judgment or physician’s orders, another intravenous site be initiated and the medications placed in an alternate location. If no other location was available, or accessible a call would need to be placed to the physician for further orders.

Summary: In the end, the appeals court would find that even though the initial award was excessive, it was not based on an error or misinterpretation of fact. The request for a new trial was denied and the $500,000 award for the negligence on the part of the nurses was upheld.

******************************************************

3. Patient Falls While Ambulating Post-op, Negligence or Medical Malpractice: McBee v. HCA Health Services of Tennessee, Inc. 2000 WL 1533000 So.2d – TN
Summary: One of the most important interventions post-operatively is to get a patient up and walking. It minimizes chances of complications such as DVT, Pneumonia, Pulmonary Emboli and Decubitus Ulcers. In this case, a patient fell while ambulating. It would need to be decided if a case could be made for simple negligence on the part of the staff, or true medical malpractice. http://www.lopez1.com/lopez/clinical.cases/040109.htm
The patient came in for a hysterectomy had been on bedrest for two days post-operatively. The potential for complications with extended bedrest are well documented including, Deep Venous Thrombosis, Pneumonia, Pulmonary Emboli. Medical & Nursing Interventions to help minimize post-operative complications are mandatory.

“It has long been recognized that bedrest can produce deconditioning and can impair aerobic performance.  The results of the study by Girish et al remind us that inactivity due to obesity or other medical conditions that limit mobility can have a similar deconditioning effect and thereby can increase the risk of postoperative morbidity.”

Ambulation was now medically indicated and attempts were made to get the patient up and walking. 
On the first attempt, the patient complained of dizziness and nausea. This was documented, the doctor made aware, and attempts scheduled for later in the day. 

On the second attempt, the patient was questioned about the earlier dizziness and nausea. It was no longer present. The patient, assisted by staff, got up, fell and broke her ankle. 

It should be noted here that falls happen frequently in hospitals and nursing homes. They are major source of mortality and morbidity.

“Falls are among the most common incidents reported in institutions, although incident reports may underestimate their true occurrence. The incidence of falls among hospitalized patients varies according to the risk factors and case mix of the patient population as well as the presence of falls prevention measures. Rubinstein has reported fall rates of 0.6 to 2.9 falls annually per bed in hospitalized patients and 0.6 to 3.6 falls annually per bed in long-term care institutions, based on published data. About 50% of the 1.7 million nursing home residents in the United States fall at least once each year, resulting in serious injury in about 10% of residents. The total cost of falls injuries in 1994 for adults aged 65 years and older was estimated at $20.2 billion.”(3)
The plaintiff and her family would sue the hospital for “Simple Negligence.” This is as opposed to a suit filed for “Medical Malpractice.” The difference between the two is in the severity of alleged negligence, potential for damages and the burden of proof. This makes the distinction critical.

The nurse would testify in her depositions, and the medical records in the chart would show, that she had assessed the patient prior to getting her up. To the best of her knowledge, she saw no reason not to ambulate the patient. She had made the attempt to carry out the doctor's orders following the applicable standards of care. 

In preparing the case, the family would argue that because the case was filed for “simple negligence” and not “medical malpractice,” the testimony of an expert witness was not required to prove their case.

Because of how the suit was filed, the hospital filed for summary judgment to have the case dismissed. The hospital argued that their was, based on the facts and circumstances, no convincing argument of “simple negligence to be made. The court agreed and dismissed the action:

The plaintiff would appeal the decision.

Questions to be answered:

1. Was the nurse clearly negligent in her attempt to ambulate the patient, to the extent that a case for simple negligence could be established?

2. Was the alleged negligence of the nurse, so clear cut, that it would make the testimony of an expert witness unnecessary?

3. Was the appropriate classification of the lawsuit Medical Malpractice?

On review of the facts, it was clear that the indication to ambulate the patient was appropriate. The documentation and testimony presented by the nurse showed that the patient was assessed to be “safe to ambulate” within a nursing scope of practice. There were no clear contraindications to ambulation.

The documentation in the chart was clear, concise and elaborately detailed. Typically after an incident occurs, nurses and other staff members take extra care to document carefully. This made determining what happened (and what did not happen) relatively straightforward.

The nurse acted appropriately in ambulating the patient. The fact that the patient fell and was injured is unfortunate, however it cannot be attributed to negligence on the part of the nurse.

An analogy to this is the post-operative patient that can have complications. A patient having a hip replacement can form a clot after surgery and develop a stroke, pulmonary embolus, deep venous thrombosis or other complications. Even if the surgery and nursing care afterwards were appropriate, in the absence of negligence, there is no guarantee that complications will not occur. In fact, it is clearly stated in informed consent documents that outcomes are not guaranteed and that complications do occur. 

Under the best of care, following all applicable standards of nursing and medical care, complications can still happen.

There is no obvious negligent act documented, that can be demonstrated as a clear cause of the injury.

There was no obvious negligent act that could be presented and reasonably understood by the common layperson, without the benefit of expert witness testimony, as a basis of “simple negligence.” The case then would more appropriately be made as medical malpractice and require expert testimony.

It is important to note, that if the case had been filed as a “Medical Malpractice” suit, vs ”Simple Negligence,” it may in fact have proceeded to court. The plaintiff could have found an expert witness to testify that some applicable standards of care “not obvious to a layperson” may not have been followed. 

******************************************************

4. Clinical Nursing Malpractice Case Studies, January 29, 2002
Coleman v. East Jefferson General Hosp., 747 So.2d 1044- LA (1999)

January 29, 2002: Nurse Sued For "Too Many Sticks" How Many Attempts Is Too Many?:"Starting Intravenous Lines and Performing Venipunctures are basic nursing skills in the Acute Care or Hospital settings. In this case, a female patient would accuse a male nurse of negligence and causing a resulting injury when he needed three attempts to successfully start an intravenous catheter.
"http://www.lopez1.com/lopez/clinical.cases/020129.htm
The female patient came to the hospital with vague complaints of abdominal pain and was evaluated in the Emergency Department. The physician’s orders for treatment included intravenous medications for which a line would need to be started.
“Up to 90% of patients who require health care services need some form of I.V. therapy. Unfortunately, many hospitals have done away with I.V. teams, so you may be responsible for inserting and maintaining I.V. lines even if you're inexperienced or have limited opportunities to keep your skills sharp.”2
Sidebar:
Venipuncture and the insertion of intravenous catheters are basic nursing skills. If a nurse has not learned these skills in Nursing School, it will be often be learned “on the job” in the early months of orientation at an acute care facility.
As with most nursing skills, it is one that improves with practice. The prudent nurse will attempt once or twice and then ask another nurse to give it a try.
In rare cases, you will come across patient’s that are “a difficult stick.” In this case, if there simply are “no veins” the physician should be notified or an expert nurse should be called in.
A male nurse was assigned to the patient when the Intravenous Catheter was to be placed. The nurse was having difficulty finding veins in the woman’s arms. He then attempted twice to start a line in her hand and was successful on the third attempt.
It was the policy of the hospital at that time, that a nurse may attempt an intravenous catheter insertion no more than two times before calling for assistance.
For the remainder of the patient’s treatment at the hospital, it would be documented that the patient complained of discomfort at the IV site and tolerated it poorly.
Pain or discomfort at the site of an IV insertion should present a “red flag” to an experienced nurse.
When combined with redness, swelling, puss or exudates at an IV site, pain can signal one of many potential complications of Intravenous Therapy including extravasation of IV fluids/medication, infection of the site or a dislodging of the catheter. 
When pain or potential complications are reported, the site should be thoroughly evaluated for signs of a problem. If symptoms persist, the placement of another line at an alternate site should be offered for continued Intravenous Therapy. 
There was no indication in the hospital record, that other signs/symptoms of a complication existed other than the pain/discomfort. This may have been positional due to the location of the IV site in the patient’s hand. 
There was no indication that placement of another line was either offered to, or refused by the patient. 
“When an I.V. lawsuit is argued in court, top-notch I.V. skills don't mean much unless they're backed up by appropriate, accurate, and concise documentation. Unfortunately, documentation is where many nurses fall short.”
Following her discharge, the patient would file a suit alleging negligence on the part of the nurse and hospital. Specifically, she claimed a poorly performed catheter insertion caused her to develop Reflex Sympathetic Dystrophy in her right hand. 
“What is Reflex Sympathetic Dystrophy Syndrome? 
Reflex sympathetic dystrophy syndrome (RSDS) is a chronic condition characterized by severe burning pain, pathological changes in bone and skin, excessive sweating, tissue swelling, and extreme sensitivity to touch. The syndrome is a nerve disorder that occurs at the site of an injury (most often to the arms or legs). It occurs especially after injuries from high-velocity impacts such as those from bullets or shrapnel. However, it may occur without apparent injury.”3 
Summary judgment was entered for the hospital finding that no negligence was evident. 
The patient appealed.
Questions to be answered:
1. Was the nurse negligent in his catheter insertion technique? Were certifications and hospital policies/procedures adhered to?
2. Were standards of care, specific to Intravenous Catheter Insertions adhered to.
3. Was it plausible, that the patient’s “Reflex Sympathetic Dystrophy” may have resulted from the multiple catheter insertion attempts that day?
On review of the chart and following expert testimony, no deficiencies in technique could be found in the placement of the catheter. By his employment record and training, he was fully qualified to place intravenous catheters as a part of his scope of practice as a licensed nurse.
It was noted that the hospital’s standards, allowed for a maximum of two attempts before calling for assistance. The nurse in question, attempted three times.
On further review, the “community” standards, which was the measure used for this case, allowed four insertion attempts. By this standard of care, the nurse was within reasonable limits by trying three times.
Expert Testimony addressed the issue of “causation” of the patient’s “Reflex Sympathetic Dystrophy.” 
In statements made, no direct causative link could be established between the starting of an intravenous catheter, and a diagnosis of Reflex Sympathetic Dystrophy.
At best, the plaintiff’s expert stated that it was a slim possibility, that a link could be made. The physician offered no support to the claim that the plaintiff’s alleged injuries were caused by the catheter insertion.
The appeals court affirmed the judgment of the lower court.
It should be noted that Intravenous Therapy, while a basic part of nursing practice, is extremely prone to complications and resulting malpractice & negligence actions.
******************************************************

5.Pathologic Fracture, or Patient Injured in Fall
Woodham v. Elyria Memorial Hospital, 2001 WL 753268 N.E.2d OhioSeptember 4, 2001, Pathologic Fracture, or Patient Injured in Fall:
Summary: The patient in this case had an extensive Oncologic history including multiple metastases and a predisposition to pathological fractures. When the patient fell while transferring a wheelchair, the cause of the broken hip found after the fall was put into question.http://www.lopez1.com/lopez/clinical.cases/2001/090401.htm
The advanced lung cancer patient was admitted to Elyria Memorial Hospital for chemotherapy and subsequent treatment of dehydration. 

“More Americans die each year from lung cancer than from breast, prostate, and colorectal cancers combined.

Lung cancer kills more men annually than prostate cancer and more women than breast cancer.

Every three minutes another person is diagnosed with lung cancer. 18 people will die each hour from lung cancer.

The American Cancer Society estimates that 164,100 Americans will be diagnosed with lung cancer and 156,900 will die from the disease in the year 2000.”2

The patient had known lung carcinoma with multiple metastases to her bones and other portions of her body.

“Bone is the third most common site of metastatic disease. Cancers most likely to metastasize to bone include breast, lung, prostate, thyroid and kidney. Carcinomas are much more likely to metastasize to bone than sarcomas. The axial skeleton is seeded more than the appendicular skeleton, partly due to the persistence of red bone marrow in the former. The ribs, pelvis and spine are normally the first bones involved and distal bones are rarely affected.”
One of the known complications of metastatic cancer to bone is a condition called “Pathological Fractures.”

This is when bones are unable to handle the normal stress of everyday activities. They may break under simple or normal physical demands or with trauma.

“Treatment for bone metastasis is normally palliative. An assessment of the risk of pathological fracture must be made by an experienced orthopaedic surgeon. Lesions that do not represent a risk for fracture may be treated with radiation or by appropriate chemotherapy directed at the tumor. Lesions that are regarded as a risk for pathologic fracture should be surgically stabilized on an elective basis before a fracture occurs.”

This would become pertinent when a fractured hip in a patient was discovered after she tried to get up from bed to a chair and fell.

The nurse on duty that day was assisting the patient from her bed to a wheelchair for her discharge from the hospital. When the patient got up with assistance the nurse brought her to a standing position. While the nurse reached over to lock the wheelchair, the patient fell to the ground. 

On examination following the patient's fall, a fractured hip would be discovered. On review of the radiological evidence and the clinical presentation of the patient, it was unclear if the fall caused the fracture, or a pathological fracture caused the fall.

The patient would soon die from her disease. Her estate administrator chose to sue for damages related to the fall.

The court would rule that there was no clear evidence that the fractured hip was caused by the fall. A directed verdict was given in favor of the nurse and hospital.

The estate administrator would appeal.

Questions to be answered:

1. Could it be clearly determined that either the fall caused the fracture, or that the fractured caused the fall.

2. Was the Nurse or her actions/inactions the proximate cause of the patient's fall or the hip fracture.

3. Was the lower court in error in it's directed verdict.

Expert testimony would opine that it was impossible to tell whether the fracture was caused by the fall or if the hip had fractured spontaneously and precipitated the fall. The orthopedic surgeon giving the testimony clearly stated that patients at risk for pathologic fracture are notoriously difficult to identify.

"Lytic bone metastases must be greater than 1 cm and have destroyed 30-50% of the bone density in order to be seen by x-ray. It is also difficult to distinguish between metastases and benign lesions such as Paget's disease or osteoporosis on plain film. On bone scan, radiolabeled bisphosphonates are taken up by in areas of bone formation but not by the tumor cells. CT is more specific than bone scan and can distinguish between osteolytic and osteoblastic lesions. MRI is the most sensitive method of detection bone metastases because cells can spotted before local bone reaction has occurred."
The role of the nurse was closely examined to determine if a case could be made for a ruling under Respondeat Superior. Under this doctrine, an employer is responsible for the negligent acts of its employees. 
To make this case, the plaintiff would have had to prove via expert witness testimony that the nurse was explicitly the cause of the patient's injuries.

Since the true cause of the fracture was never clearly identified, the nurse's role in the situation was not a pivotal factor.

On appeal, the evidence offered was re-examined. It was clear to the appeals court that the burden of proof was clearly insufficient to make a case for the plaintiff.

For the plaintiff's case to be successful, it would have needed to be proven conclusively, that the nurse caused the patient's injuries. The best the plaintiff's expert testimony could offer was a “maybe” that the nurse was responsible. 

This was not enough to sway the appeals court. The verdict was affirmed.

******************************************************

6.Trauma Patient, In Shock And In Decline, ER Physician Does Not TransferOctober 22, 2000:

Summary: When a patient from a trauma scene arrives at the hospital, initial assessments and evaluations are critical. In this case, a patient involved in a Motor Vehicle Accident was brought in with symptoms indicative of Shock. On evaluation the decision was made to treat the patient on site. The patient then would die soon after admission. Should the ER physician have transferred her?
http://www.lopez1.com/lopez/clinical.cases/2000/102200.htm
The female patient was transported to the hospital via ambulance following a motor vehicle accident. 

"Motor vehicles accidents account for more deaths than all natural disasters combined. In fact in the United States your chances of being injured in an motor vehicle accident is better than one in a thousand, in any one year. If you are a male, than you are twice as likely to die in a motor vehicle accident than if you are a female. Yet, if you are a female you are slightly more likely to be injured. The ages of 16 and 24 are the most dangerous for both sexes."2

The facility she was brought to was a Rural Hospital and not well equipped to deal with trauma emergencies. The attending ER physician was a second year Pediatric resident, perhaps not the most desirable candidate to handle this type of patient.

Her initial physical symptoms of cold/clammy skin and falling blood pressure 95/55 on arrival were later opined to be highly indicative of shock.
"Shock is caused by any condition that dangerously reduces blood flow, including heart problems (such as acute MI or heart failure ), changes in blood vessels, changes in blood volume, and injuries. Related factors include bleeding , vomiting , diarrhea , inadequate fluid intake ( fluid imbalance ), and kidney disorders. Types of shock include anaphylactic shock (caused by allergic reaction ), bacteremia or septic shock (associated with infections), cardiogenic shock (associated with heart disorders), diabetic shock ( diabetic hyperglycemic hyperosmolar coma ), electric shock , hypovolemic shock (caused by inadequate blood volume), and neurogenic shock (caused by damage to the nervous system). 

Shock is a life-threatening condition that requires immediate medical treatment. Some degree of shock can accompany any medical emergency. Shock can get worse very rapidly. Be prepared to begin rescue breathing or CPR as needed."3

The attending physician ordered intravenous fluids at a rate of 200/cc per hour, X-rays were ordered and performed and attempts to stabilize the patient initiated.

Despite the efforts of the ER Physician and Nursing Staff, the patient would code three hours following her admission, attempts to resuscitate the patient were not successful.

An autopsy on the patient’s body identified "Treatable Shock" as the most likely cause of death. The family would bring suit against the driver of the other vehicle involved, the ER physician and the Hospital/Nursing Staff.

The court found for the plaintiff and ruled that the attending physician was not, in fact qualified to treat a patient in the condition the patient had been in.

A ruling was handed down and responsibility assigned at 10% to the physician and 90% to the Hospital/Nursing Staff. An award of $900,000 was reduced to $500,000 pursuant to a statutory cap.

The hospital would appeal.

Questions to be answered.

1. Was the initial assessment of the patient accurate and was the testing performed adequate to identify the patient’s condition? Based on the presentation of the patient were adequate measures initiated by the ER Physician.

2. Was the attending ER physician, a second year Pediatric Resident, medically qualified to assess and treat a patient in the condition of the young woman who presented that day.

3. Was the facility adequately staffed and equipped to handle a Trauma Emergency on site, or should arrangements have been made to transfer to a more suitable facility for that purpose.

4. Was there another facility within a reasonable distance to for the patient to be transferred to?

5. Was the patient stable enough to be transferred had another facility been within a reasonable distance.

6. Was the treatment the patient received delivered in a timely and responsible fashion? Were there delays or negligence on the part of the Hospital/Nursing Staff.

Expert witnesess testifying at the trial would examine the documentation including initial assessments by both the Medical/Nursing staff and the test results from the labs/x-ray performed.

They stated that the initial presentation of the woman was strongly indicative of shock and would require treatment that the Rural facility simply was not equipped to offer. Upon completion of the initial assessments, immediate arrangements for transfer to a Trauma Center would have been justified and prudent.

The evidence to justify the patient’s transfer was overwhelming when examined by an Emergency Medicine Physician/Expert Witness.

It was then revealed that the hospital had no policies or procedures in place for transfers to larger facilities. 

Trauma patients such as the young woman in question were not frequent, common or expected at this facility. 

The decision to transfer the patient would have been based on the patient’s presentation which was strongly indicative of a trauma case the physician/facility could not safely handle. 

The decision to transfer the patient was laid squarely in the lap of the attending physician who did not give the order.

Testimony and documentation from the chart would reveal that the nursing staff discussed transferring the patient with the physician at the time. The nursing staff in addition to the symptomatology indicating shock, told the physician the patient had active vaginal bleeding of unknown origin.

The expert testimony both Nursing/Physician indicated that the decision to transfer was for the physician to make. 

It should be noted here that a healthcare or medical professional owes a clearly defined duty to the patients they accept into their responsibility. Standards of Care dictate the level of services that will be provided.

This is clearly defined in Nurse Practice Acts and Medical Licensure guidelines.

If, as in this case, safe and competent care cannot be given, that duty mandates that care of the patient be transferred to a more qualified practitioner or facility that can give adequate care.

If this is not done, the applicable standards of care are then breached and possible claims of negligence may result.

If the physician in this situation would not arrange for the transfer of the patient, it was the responsibility of the Hospital/Nursing Staff to inform the on duty supervisors and administrators of the situation. 
Had this been done, and had the record shown that the Administrative/Nursing/Hospital staff were aware and recommended that the patient be transferred, the assignment of responsibility would have shifted from the hospital to the individual physician.

Based on the testimony of the Nursing staff documenting the need for transfer and it’s discussion of same with the physician, the appeals court shifted responsibility from 90% of hospital to 75% and increased the physician’s liability from 10% to 25% based on the evidence.

******************************************************

October 15, 2000: Physician Restraint Orders Unclear On Transfer, Do You Apply In The Interim?
Summary: The use of Mechanical or Physical Restraints on confused patients is highly controversial. Due to substantial Death & Injury attributed to their use they are considered a last resort measure in providing for the safety of a patient. In this case, orders specifying what restraints and when they were to be used were unclear. In a patient that was clearly at high risk for injury, should they have been applied till the physician could have been contacted?
Tousignant v. St. Louis County, 602 N.W.2d 882 - MN (1999)
http://www.lopez1.com/lopez/clinical.cases/2000/101500.htm
******************************************************

February 16, 2000 Nurse Advises "Reconsider Choice of Physicians" An Nurse's Ethical Dilemma.
In this case the nurse providing patient care noted a decline in the patient's condition, evidenced by weight loss, hallucinations, psychiatric symptoms, and acute distress. The findings were documented and attempts were made to contact the attending physician. The attending physician, however, failed to return any of telephone messages.
Deerman v. Beverly California Corp., 518 S.E.2d 804 - NC (1999)
http://www.lopez1.com/lopez/clinical.cases/2000/021600.htm
******************************************************

January 13, 1999: Cytomegalovirus Test Result, Misinterpreted By Nurse. Did Negligence Lead to Child With Birth Defects?
Summary: Nurses access and report confidential and sensitive test results to case managers, insurance companies, physicians and other nurses as a matter of course each day. It is commonly accepted that only a physician can interpret what a test result implies for a specific patient. Nurses by training have a general knowledge of basic lab values and what they may represent. In this case, a pregnant woman with an active Cytomegalovirus infection was misinformed by a nurse reporting a result. Had an accurate explanation been given, a therapeutic abortion might have been performed.
Duplan v. Harper, 188 F.3d 1195 OK - (1999).
http://www.lopez1.com/lopez/clinical.cases/011300.htm
******************************************************

October 17, 1999: Psychiatric Nurses "Miss" Festering Wound Infection? Is She Held To The Same Standard?
Summary: Registered Nurses in their training cover each of the accepted areas that a new graduate might be expected to work in. Once in the field, it is expected that additional and specific training to a Department or Specialty will be obtained. In this case, the Psychiatric nurses did not pick up on a festering infection in a patient that had tried to commit suicide. Was the fact that they were Psychiatric nurses a valid excuse?
Latshaw v. MT. Carmel Hospital, 53 F. Supp. KL - (1999)
http://www.lopez1.com/lopez/clinical.cases/101799.htm
******************************************************

October 10, 1999: Nursing Malpractice Alleged When Suspected Breast Cancer Patient Doesn't Follow Up
Summary: Breast Cancer is a well-defined and treatable if not always curable disease process. Once suspicious findings-lumps, nodules, nipple discharge or other telltale signs of a problem are noted-prompt evaluation and follow-up care is essential. In this case, a patient with a family history of breast cancer presented with a "mass" and was evaluated. She did not follow-up as directed and when she later died of breast cancer, her estate would sue for "failure to diagnose, treat."
Michigan Ave. Not. Bank v. County of Cook, 714 N.E.2d 1013 - IL (1999)
http://www.lopez1.com/lopez/clinical.cases/101099.htm
******************************************************

October 3, 1999: Grand Mal Seizure Follows Cervical Myelogram, Anticipated Risk or Nursing Negligence?
Cascio v. St. Joseph Hosp., 734 So.2d 1099 - FL (1999) 
Summary: With a proper Informed Consent obtained, it is accepted that a patient is aware of potential risks & complications prior to a procedure. In this case, following a cervical myelogram, a patient developed seizures and suffered an injury. The physician would blame the nursing staff for causing an "increased risk" by not following procedures.
http://www.lopez1.com/lopez/clinical.cases/100399.htm
******************************************************

September 26, 1999: Nursing Assistants Leave Client Alone, Patient Receives Second Degree Burns During Bath. 
Registered and Licensed Practical Nurses frequently delegate responsibilities and tasks to Certified Nursing Assistants and Unlicensed Assistive Personnel. It is clearly recognized that they are responsible for the actions/inactions of those they supervise. In this case, two nursing assistants recognized injuries to a patient while giving a bath. When they failed to notify the nurse of the injuries, they would be reported and lose their certifications.
http://www.lopez1.com/lopez/clinical.cases/092699.htm
******************************************************

September 19, 1999: Abusive Psychiatric Patient Restrained, Placed In Seclusion For Angering Nursing & Medical Staff?
Summary: In dealing with violent, abusive or angry psychiatric patients, the safety of the patient and staff are the priority concerns. When restraints or seclusion are deemed necessary, justification for the measures must be documented concisely. In this case, an unruly patient angered the nurse caring for him. When leather restraints were applied and maintained for a prolonged period of time, the patient would object and later sue for damages.
Alt v. John Umstead hospital 479 S.E. 2d 800
http://www.lopez1.com/lopez/clinical.cases/091999.htm
******************************************************

September 12, 1999: Sleep Apnea Monitor Turned off or Ignored By Nursing Staff, Patient's Coding Goes Unnoticed. 
Monitors and Monitored patients present special challenges to practicing nurses. Like a call bell, when alarms on a monitor are activated, they can signal benign or life-threatening events. In this case, a patient's monitors did not alarm as expected. The patient was in distress and would be found without respirations and pulseless by the nurse on duty.
Odom v. State Dept. of Health and Hosp., 322 So. 2d 91 -LA (1999)
http://www.lopez1.com/lopez/clinical.cases/091299.htm
******************************************************

September 5, 1999: Sealed "Rape Kit" Reopened By Nurse. Evidence Inadmissible?
Documentation of observations and findings are basic to nursing practice. Our practice is governed by standards of practice and "protocols" to be followed. In this case, a nurse admitting a rape victim collected and placed in a "rape kit" DNA samples, evidence to be submitted for laboratory analysis. The evidence submission protocol would inadvertently be broken by the nurse. The defense for the rapist would argue this breach made the evidence inadmissible.
State v. Southern, 980 P.2d 3 - MT (1999)
http://www.lopez1.com/lopez/clinical.cases/090599.htm
******************************************************

August 29, 1999: Surgeon "Loses Clamp" Behind Patient's Heart During Bypass. 
Nurse's Responsibility To Pick Up?
Summary: During any surgical operation, there is an inherent "duty" owed to 
the patient that the operation will be carried out competently. This 
includes carrying out specified procedures and taking measures to prevent 
"foreign" objects from being left in the body cavity. In this case, during a 
coronary artery bypass grafting, a clamp slipped from the surgeon's sight. 
It would be found on x-ray later sitting behind the patient's heart.
http://www.lopez1.com/lopez/clinical.cases/082999.htm
******************************************************

August 22, 1999: Psychiatric Nurse, Sued By hospital After Developing Relationship With Client?
Wright v. Mercy Hosp. Of Janesville - 557 N.W. 2d 846 - WI (1996)
Summary: Doctors and Nurses by nature of their positions deal with patients when they are vulnerable, off-balance and emotionally needy. When the population includes the psychiatric patient, the potential exists for a client to develop "feelings" for the caregiver. In this case, a sexually abused mother of three was admitted for multiple mental disturbances. During the course of the treatment, a relationship developed and led to sexual encounters following discharge. When it came to light, the patient successfully sued. The hospital would attempt to recover damages against the nurse following her testimony in defense of the facility. This is commonly called a Subrogation action.
http://www.lopez1.com/lopez/clinical.cases/082299.htm
******************************************************

August 15, 1999: Violent Psychiatric Patient Attacks Nurse, 
No Legal Recourse Against Facility or Psychiatrist?
Charleston v. Larson, 696 N.E. 2d 793 – IL 1998
Summary: It would seem absurd, that if a physician admits and facility assigns a nurse to care for a known violent patient, that it has no legal obligation to protect that nurse against violence. In this case, a psychiatric patient sought admission to facility. On admission, he threatened to attack a nurse. When the patient would follow through on his threat, the nurse was denied legal recourse against the psychiatrist who could have taken precautions against the attack.
http://www.lopez1.com/lopez/clinical.cases/081599.htm
******************************************************

August 8, 1999: Pregnant Prison Inmate Complains of Miscarriage, Corrections Nurse On Duty Ignores Symptoms?
Ferris v. County of Kennebec, 44 5. Supp.2d 62 –ME (1999)
Summary: Nursing assessment skills are one of our most valuable assets. They allow us to effectively evaluate our patients and communicate significant findings to physicians and other members of the healthcare team. In this case, a pregnant woman with a previous history of miscarriage complained of vaginal bleeding and abdominal discomfort. The assessment performed by the nurse fell negligently short of the required standard of care.
http://www.lopez1.com/lopez/clinical.cases/080899.htm
******************************************************

August 1, 1999: Nursing Duty To Patient, "Does Not Guarantee" Safety Or Quality Of Care.
Summary: When a nurse accepts report and responsibility for the care of a patient a duty to the patient is also accepted. This duty is to provide a reasonable standard of care as defined by the Nurse Practice Act of the individual state and the facility Policy & Procedures. In this case, a post-op abdominal aneurysm repair patient was injured after falling from his bed to the floor. When a lawsuit was filed the court initially mistook expert testimony to imply the role of the nurse includes a guarantee of safety.
Downey v. Mobile Infirmary Med. Ctr. - 662 So. 2d 1152 (1995). 
http://www.lopez1.com/lopez/clinical.cases/080199.htm
******************************************************

July 25, 1999: Premature Child of Cocaine Addicted Mother Survives Abortion. Physician Order: Leave To Die?
The premature birth of a child under normal circumstances requires highly skilled nursing and medical care if the child is to survive. The birth of a premature child to a known Cocaine addicted mother greatly increased the risks of mortality. In this case, a child intended to be aborted is born alive. When the physician orders that the child be to left to die, it miraculously survives on its own. Were the nurses liable for "following orders?"
Hartsell v. Fort Sanders Reg. Med. Ctr. 905 S.W. 2d 944 - TN (1995).
http://www.lopez1.com/lopez/clinical.cases/072599.htm
******************************************************

July 18, 1999: Good Samaritan Laws & Acts. Do They Cover Nurses Volunteering Nursing Care When A Citizen Goes Anaphylactic. 
"Off-duty" healthcare professionals renderingEmergency aid are in most cases "covered" by the Good Samaritan Acts.  These are laws enacted in each state that provide some degree of immunity from liability for good faith efforts in giving emergency care.  In this case, a nurse and physician were sued for providing assistance in a volunteer function at a "first-aid" station. Good Samaritan "immunity" was not recognized by the courts.
Boccasile v. Cajun Music Ltd. 694 A 2d 686 - RI (1997)
http://www.lopez1.com/lopez/clinical.cases/071899.htm
******************************************************

July 11, 1999: Nursing Home Rehabilitation Stay Proves Terminal. Was Quality of Care Given An Issue?
Nursing homes are frequently a patient's destination for rehabilitation following surgery.  Common conditions fitting this bill include large bone fractures, hip replacements and stroke. Following these acute episodes, the patients are too unstable to go home and not "sick" enough to have their hospital stays reimbursed by insurance companies.  The purpose of admission to a nursing home is to help the patient regain lost function, strength and health.  In this case, the patient would remain in the Nursing Home till her death of complications.
Lloyd v. County of Du Page, 707 NE.2d 1252 - IL (1999)
http://www.lopez1.com/lopez/clinical.cases/071199.htm
******************************************************

July 4, 1999: Diabetic Coronary Artery Bypass Patient, Septic & Noncompliant.  Nursing Duty and Responsibility Questioned.
Patient noncompliance can present serious challenges to nurses  and physicians providing care.  If aware of the proper measures to be taken, what happens when the patient does not agree or comply with the course of treatment?  In this case, a patient after having a coronary artery bypass grafting developed a sternal infection. When advised by a nurse to return for treatment, the patient refused. 
Kind v. State Ex Rel. Dept. of Health, 728 S.o. 2d 1027 -LA (1999).
http://www.lopez1.com/lopez/clinical.cases/070499.htm
******************************************************

June 27, 1999: Elderly Patient Repeatedly Injured In Nursing Home "Accidents." Negligence, Coincidence or Abuse?
As the elderly population continues to increase, more and more families are faced with the decision to place loved ones in nursing homes.  When a family member is placed in a facility, a certain standard of care is expected.  In this case, a resident was injured repeatedly while under their care.  When the patient died a few days after being "dropped" the family sued. 
Brickey v. Concerned Care of Midwest Ince. 988 S.W. 2d 592 MO (1999)
http://www.lopez1.com/lopez/clinical.cases/062799.htm
******************************************************

June 20, 1999: Organ Donation Informed Consent, Is A Single Parent's Sufficient? 
Organ donors are in high demand.  Frequently intended recipients can wait a lifetime for the critical matching organ.  In this case, two nurses obtained a consent from a child's mother.  When the father later expressed his disagreement, the child's corneas had been harvested and it was too late. 
Andrews v. Alabama Eye Bank, 727 S. 2d 62 –AL (1999)
http://www.lopez1.com/lopez/clinical.cases/062099.htm 

******************************************************

June 13, 1999: Felony Child Abuse Conviction, Made Possible Thanks to Nurse's Documentation.
Child abuse is a "reportable" crime.  This means when a healthcare worker suspects in the course of their duties that a child has been abused, it must be reported.  Procedures are in place in hospitals and other facilities for the reporting of abused children. In this case, it was the expert documentation of a child's statements by a nurse, physician and field agent that made the conviction of an abuser possible.
State v. Gillard, 936 S.W. 2d 194 - MO (1999).
http://www.lopez1.com/lopez/clinical.cases/061399.htm 

******************************************************

June 6, 1999: Emergency Department Nurse Verbally Abused, Physician History Well Documented
Official tolerance for verbal abuse and sexual harassment is approaching zero.  It is clear that both are still prevalent in healthcare settings today.  Enforcing and reporting instances of abuse are critical to an end being put to the situation.  In this case, a physician had a "history" of verbal abuse in the facility involved.  It was the documentation of previous events that made formal action and administration of a suspension feasible.
Gordon v. Lewiston Hospital, 714 A.2d 539 – PA (1998)
http://www.lopez1.com/lopez/clinical.cases/060699.htm 

******************************************************

May 30, 1999: Patient Left Unrestrained, Patient Injured. Nurses Judgement Call 
The decision to use or not use restraints must be made with caution and good judgement. Their intended purpose must be to protect either the patient or others who may be injured by the patient including the staff caring for the client. The ultimate determination of necessity is left with the physician. Often, the moment to moment necessity is determined by the nurse. In this case a nurse did not feel restraining the patient was necessary. When an injury occurred, the patient sued.
Gerard v. Sacred Heart Medical Center - 937 P. 2d 1104 (1997)
http://www.lopez1.com/lopez/clinical.cases/053099.htm
******************************************************

May 23, 1999: Sponge Count Off, Patient Develops Sepsis, Surgeon Blames Nurse.
Sponge Counts are a basic and critical safety measure during a surgical operation.  In this case, the standard three counts were not performed.  A sponge was left in the patient that would later lead to infection.  When the issue went to court, the surgeon claimed "it was not his responsibility" to keep track of the sponges.
Johnston v. Southwest Louisiana Assn. 693 So. 2d 1195 –LA (1997)
http://www.lopez1.com/lopez/clinical.cases/052399.htm
******************************************************

Rules of the Board of Regents, Part 29, Unprofessional Conduct ,Effective November 23, 2006 ,Since 1891, the Board of Regents and the New York State Education Department have overseen the preparation, licensure, and practice of the professions.
29.2 General provisions for health professions.

a. Unprofessional conduct shall also include, in the professions of: acupuncture, athletic training, audiology, certified dental assisting, chiropractic, dental hygiene, dentistry, dietetics/nutrition, licensed practical nursing, massage therapy, medicine, midwifery, occupational therapy, ophthalmic dispensing, optometry, pharmacy, physical therapist assistant, physical therapy, physician assistant, podiatry, psychology, registered professional nursing, respiratory therapy, respiratory therapy technician, social work, specialist assistant, occupational therapy assistant, speech-language pathology, except for cases involving those professions licensed, certified or registered pursuant to the provisions of Article 131 or 131-B of the Education Law in which a statement of charges of professional misconduct was not served on or before July 26, 1991, the effective date of Chapter 606 of the Laws of 1991:

1. abandoning or neglecting a patient or client under and in need of immediate professional care, without making reasonable arrangements for the continuation of such care, or abandoning a professional employment by a group practice, hospital, clinic or other health care facility, without reasonable notice and under circumstances which seriously impair the delivery of professional care to patients or clients;

2. willfully harassing, abusing or intimidating a patient either physically or verbally;

3. failing to maintain a record for each patient which accurately reflects the evaluation and treatment of the patient. Unless otherwise provided by law, all patient records must be retained for at least six years. Obstetrical records and records of minor patients must be retained for at least six years, and until one year after the minor patient reaches the age of 21 years;

4. using the word "Doctor" in offering to perform professional services without also indicating the profession in which the licensee holds a doctorate;

5. failing to exercise appropriate supervision over persons who are authorized to practice only under the supervision of the licensed professional;

6. guaranteeing that satisfaction or a cure will result from the performance of professional services;

7. ordering of excessive tests, treatment, or use of treatment facilities not warranted by the condition of the patient;

8. claiming or using any secret or special method of treatment which the licensee refuses to divulge to the State Board for the profession;

9. failing to wear an identifying badge, which shall be conspicuously displayed and legible, indicating the practitioner's name and professional title authorized pursuant to the Education Law, while practicing as an employee or operator of a hospital, clinic, group practice or multiprofessional facility, registered pharmacy, or at a commercial establishment offering health services to the public;

10. entering into an arrangement or agreement with a pharmacy for the compounding and/or dispensing of coded or specially marked prescriptions;

11. with respect to all professional practices conducted under an assumed name, other than facilities licensed pursuant to Article 28 of the Public Health Law or Article 13 of the Mental Hygiene Law, failing to post conspicuously at the site of such practice the names and the licensure field of all of the principal professional licensees engaged in practice at that site (i.e., principal partners, officers or principal shareholders);

12. issuing prescriptions for drugs and devices which do not contain the following information: the date written, the prescriber's name, address, telephone number, profession and registration number, the patient's name, address and age, the name, strength and quantity of the prescribed drug or device, as well as the directions for use by the patient. In addition, all prescriptions for controlled substances shall meet the requirements of Article 33 of the Public Health Law; and

13. failing to use scientifically accepted infection prevention techniques appropriate to each profession for the cleaning and sterilization or disinfection of instruments, devices, materials and work surfaces, utilization of protective garb, use of covers for contamination-prone equipment and the handling of sharp instruments. Such techniques shall include but not be limited to:

i. wearing of appropriate protective gloves at all times when touching blood, saliva, other body fluids or secretions, mucous membranes, nonintact skin, blood-soiled items or bodily fluid-soiled items, contaminated surfaces, and sterile body areas, and during instrument cleaning and decontamination procedures;

ii. discarding gloves used following treatment of a patient and changing to new gloves if torn or damaged during treatment of a patient; washing hands and donning new gloves prior to performing services for another patient; and washing hands and other skin surfaces immediately if contaminated with blood or other body fluids;

iii. wearing of appropriate masks, gowns or aprons, and protective eyewear or chin-length plastic face shields whenever splashing or spattering of blood or other body fluids is likely to occur;

iv. sterilizing equipment and devices that enter the patient's vascular system or other normally sterile areas of the body;

v. sterilizing equipment and devices that touch intact mucous membranes but do not penetrate the patient's body or using high-level disinfection for equipment and devices which cannot be sterilized prior to use for a patient;

vi. using appropriate agents, including but not limited to detergents for cleaning all equipment and devices prior a sterilization or disinfection;

vii. cleaning, by the use of appropriate agents, including but not limited to detergents, equipment and devices which do not touch the patient or that only touch the intact skin of the patient;

viii. maintaining equipment and devices used for sterilization according to the manufacturer's instructions;

ix. adequately monitoring the performance of all personnel, licensed or unlicensed, for whom the licensee is responsible regarding infection control techniques;

x. placing disposable used syringes, needles, scalpel blades, and other sharp instruments in appropriate puncture-resistant containers for disposal; and placing reusable needles, scalpel blades, and other sharp instruments in appropriate puncture-resistant containers until appropriately cleaned and sterilized;

xi. maintaining appropriate ventilation devices to minimize the need for emergency mouth-to-mouth resuscitation;

xii. refraining from all direct patient care and handling of patient care equipment when the health care professional has exudative lesions or weeping dermatitis and the condition has not been medically evaluated and determined to be safe or capable of being safely protected against in providing direct patient care or in handling patient care equipment; and

xiii. placing all specimens of blood and body fluids in well-constructed containers with secure lids to prevent leaking; and cleaning any spill of blood or other body fluid with an appropriate detergent and appropriate chemical germicide.

b. Unprofessional conduct shall also include, in those professions specified in Section 18 of the Public Health Law and in the professions of acupuncture and massage, failing to provide access by qualified persons to patient information in accordance with the standards set forth in Section 18 of the Public Health Law. In the professions of acupuncture and massage, qualified persons may appeal the denial of access to patient information in the manner set forth in Section 18 of the Public Health Law to a record access committee appointed by the executive secretary of the appropriate State Board. Such record access review committees shall consist of not less than three, nor more than five members of the appropriate State Board.

29.14 Special provisions for the profession of nursing.

a. Unprofessional conduct in the practice of nursing shall include all conduct prohibited by sections 29.1 and 29.2 of this Part, except as provided in this section, and shall also include the following:

1. Failure to adhere to any requirement prescribed in section 64.7 of this Title.

2. Administering an immunization agent or anaphylaxis treatment agent, pursuant to section 64.7 of this Title, when: 

i. such administration is after the agent's date, if any, marked upon the label as indicative of the date beyond which the contents cannot be expected beyond reasonable doubt to be safe and effective. When the expiration date is expressed by month and year, the expiration date shall be the last day of the month indicated; or

ii. the agent, the nature of which requires storage under special conditions of temperature control as indicated either on the labeling, in the directions for storage of said agent contained in an official compendium, or as directed by common prudence, has not been so stored under special conditions of temperature control, and the registered professional nurse has knowledge or reasonably should have had knowledge that the agent has not been so stored.

 

PHILIPPINE NURSING LAW 



 

REPUBLIC ACT NO. 9173 

AN ACT PROVIDING FOR A MORE RESPONSIVE NURSING PROFESSION, 
REPEALING FOR THE PURPOSE REPUBLIC ACT NO. 7164, 
OTHERWISE KNOWN AS “THE PHILIPPINE ACT OF 1991” AND FOR OTHER PURPOSES 

Be it enacted by the Senate and house of representative of the Philippines in Congress assembled. 

ARTICLE I
TITLE 

Section 1. Title. – This Act shall be known as the “Philippine Nursing Act of 2002”

ARTICLE II 
DECLARATION OF POLICY 

Sec. 2 Declaration of Policy. – It is hereby declared the policy of State to assume responsibility for the protection and improvement of the nursing profession by instituting measures that will result in relevant nursing education, humane working condition, better career prospects and dignified existence for our nurses. The State hereby guarantees the delivery of quality basic health services through an adequate nursing personnel system throughout the country.

ARTICLE III 
ORGANIZATION OF THE BOARD OF NURSING 

Sec. 3 Declaration and Composition of the board. – There shall be created a Professional Regulatory Board of Nursing, hereinafter referred to as the Board, to be composed of a Chairperson and six (6) members. They shall be appointed by the President of the Republic of the Philippines from among two (2) recommendees, per vacancy, of the Professional Regulation Commission, chosen and ranked from a list of three (3) nominees, per vacancy, of the accredited professional organization of nurses in the Philippines who possess the qualification prescribed in Section 4 of this Act.

Sec. 4 Qualification of the Chairperson and Members of the Board. – The chairperson and Members of the board shall, at the time of their appointment, possess the following qualification:

1. Be a natural born citizen and resident of the Philippines;

2. Be a member of good standing of the accredited professional organization of nurses;

3. Be a registered nurses and holder of a master’s degree in nursing, education or other allied medical profession conferred by a college or university duly recognized by the Government Provided, That the majority of the Members of the Board shall be holders of degree in nursing. Provided, further, That the Chairperson shall be a holder of a master’s degree in nursing;

4. Have at least ten (10) years of continuous practice of profession prior to appointment: Provided, however, That the last five (5) years of which shall be in the Philippines; and

5. Not have been convicted of any offense involving moral turpitude;

Provided, That the membership to the Board shall represent the three (3) areas of nursing, namely: nursing education, nursing services and community health nursing.

Sec. 5Requirements Upon Qualification as Member of the Board of Nursing.-Any person appointed as Chairperson or Member of the Board shall immediately resign from any teaching position in any school, college, university or institution offering Bachelor of Science in Nursing and/ or review program for the local nursing board examinations or in any office or employment in the government or any subdivision, agency or instrumentality thereof, including government-owned or-controlled corporation or their subsidiaries as well as those employed employed in the private sector. He/ she shall not have any pecuniary interest in administrative supervision over any institution offering Bachelor of Science in Nursing including review classes.

Sec. 6. Terms of Office. - The Chairperson and Members of the Board shall hold office for a term of three (3) years and until their successors shall have been appointed and qualified: Provided, That the Chairperson and Members of the Board may be reappointed for another term.

Any vacancy in the Board occurring within the term of a Member shall be filled for the unexpired portion of the term only. Each Member of the Board shall take the proper oath of the office prior to the performance of his/her duties. 

The incumbent Chairperson and Members of the Board shall continue to serve for the remainder of their term under Republic Act No. 7164 until their replacements have been appointed by the President and shall have been duly qualified.

Sec. 7. Compensation of Board Members. – The Chairperson and Members of the shall receive compensation and allowances received by the Chairperson and members of the professional regulatory boards.

Sec. 8. Administrative Supervision of the Board, Custodian of its Records, Secretariat and Support Services. – The Board shall be under the administrative supervision of the Commission. All records of the Board, including applications for examinations, administrative and other investigative cases conducted by the Board shall be under the custody of the Commission. The Commission shall designate the secretary of the Board and shall provide the secretariat and other support services to implement the provision of this Act. 
Sec. 9. Powers and Duties of the Board. – The Board shall supervise and regulate the practice of the nursing profession and shall have the following powers, duties and functions;
1. Conduct the licensure examination for nurses;

2. Issue, suspend or revoke certificates of registration for the practice of nursing;

3. Monitor and enforce quality standards of nursing practice in the Philippines and exercise the powers necessary to ensure the maintenance of efficient, ethical and technical, moral and professional standards in the practice of nursing taking into account the health needs of the nation;

4. Ensure quality nursing education by examining the prescribed facilities of universities or colleges of nursing education and those seeking permission to open nursing courses to ensure that standards of nursing education are properly complied with and maintained at all times. The authority to open and close colleges of nursing and/or nursing education programs shall be vested on the Commission on Higher Education upon the written recommendation of the Board;

5. Conduct hearings and investigations to resolved complaints against nurse practitioners for unethical and unprofessional conduct and violations of this Act, or its rules and regulations and in connection therewith, issue subpoena ad testificandum and subpoena duces tecum to secure the appearance of respondents and witnesses and production of documents and punish with contempt persons obstruction, impending and/or otherwise interfering with the conduct of such proceedings, upon application with the court;

6. Promulgate a Code of Ethics in coordination and consultations with the accredited professionals organizations of nurses within one (1) year from the affectivity of this Act;

7. Recognize nursing specialty organizations in coordination with the accredited professional organization; and 

8. Prescribe, adopt, issue and promulgate guidelines, regulations, measures and decisions as my be necessary for the improvement of the nursing practice, advancement of the profession and for the proper and full enforcement of this Act subject to the review and approval by Commission.

Sec. 10 Annual Report., – The Board shall at the close of its calendar year submit an annual report to the President of the Philippines through the Commission giving a detailed account of its proceedings and the accomplishments during the year and making recommendation for the adoptions of measures that will upgrade and improved the condition affecting the practice of the nursing profession.

Sec. 11. Removal or Suspension of Board Members. - The President may removed or suspend any members of the Board after having been given the opportunity to defend himself/herself in a proper administrative investigation, on the following grounds;

1. Continued neglect of duty or incompetence;

2. Commission or toleration of irregularities in the licensure examination; and

3. Unprofessional, immoral or dishonorable conduct.

ARTICLE IV 
EXAMINATION AND REGISTRATION 

Sec. 12. Licensure Examination. – All applicants for license to practice nursing shall be required to pass a written examination, which shall be given by the Board in such places and dates as may be designated by the Commission: Provided, That it shall be in accordance with Republic Act No. 8981, other known as the “PRC Modernization Act of 2000.”

Sec. 13. Qualification for Admission to the Licensure Examination. – In order to be admitted to the examination for nurses, an applicant must establish, to the satisfaction of the Board, that:

1. He/she is a citizen of the Philippines, or a citizen of subject of a country, which permits Filipino nurses to practice within its territorial limits on the same basis as the subject, or such country. Provided, That the requirements for the registration or licensing of nurses in said country are substantially the same as those prescribed in this Act;

2. He/she is of good moral character, and 

3. He/she is a holder of a Bachelor’s Degree in Nursing from a college or university that complies with the standards of nursing education duly recognized by the proper government agency.

Sec. 14. Scope of Examination. – The scope of the examination for the practical of nursing in the Philippines shall be determined by the Board. The Board shall take into consideration the objectives of the nursing curriculum, the board areas of nursing, and other related disciplines and competencies in determining the subjects of examinations.

Sec. 15. Ratings. - In order to pass the examination, an examinee must obtain a general average of at least seventy-five percent (75%) with a rating of not below sixty percent (60%) in any subject. An examinee who obtains an average ratings of seventy-five (75%) or higher but gets a rating below sixty percent (60%) in any subject must take the examination again but only in the subjects where he/she is rated below sixty percent (60%). In order to pass the succeeding examination, an examinee must obtain a rating of at least seventy-five percent (75%) in the subject or subjects repeated.

Sec. 16. Oath. – All successful candidates in the examinations shall be required to take an oath of professional before the Board or any government official authorized to administer oaths prior to entering upon the nursing practice.

Sec. 17. Issuance of Certificate of Registration/ Professional License and Professional Identification Card. – A certificate of registration/professional license as a nurse shall be issued to an applicant who passes the examination upon payment of the prescribed fees. Every certificate of registration/professional license shall show the full name of the registrant, the serial number, the signature of the Chairperson of the Commission and of the Members of the Board, and the official seal of the Commission.

A professional identification card, duly signed by the Chairperson of the Commission, bearing the date of registration, license number, and the date of issuance and expiration thereof shall likewise be issued to every registrant upon payment of the required fees.

Sec. 18. Fees for Examination and Registration. – Applicants for licensure and for registration shall pay the prescribed fees set by Commission.

Sec. 19.Automatic Registration of Nurses. – All nurses whose names appear at the roast of nurses shall be automatically or ipso facto registered as nurses under this Act upon its affectivity.

Sec. 20. Registration by Reciprocity. – A certificate of registration/professional license may be issued without examination to nurses registered under the laws of a foreign state or country. Provided, That the requirements for registration or licensing of nurses in said country are substantially the same as those prescribed under this Act: Provided, Further, That the laws of such state or country grant the same privileges to registered nurses of the Philippines on the same basis as the subjects or citizens of such foreign state or country.

Sec. 21. Practice Through Special/Temporary Permit. – A special/temporary permit may be issued by the Board to the following persons subject to the approval of the Commission and upon payment of the prescribed fees;

1. Licensed nurses from foreign countries/state whose service are either for a fee or free if they are internationally well-known specialist or outstanding experts in any branch or specialty of nursing;

2. Licensed nurses from foreign countries/state on medical mission whose services shall be free in a particular hospital, center or clinic; and

3. Licensed nurses from foreign countries/state employed by schools/ in a branch or specialty of nursing;

Provided, however, That the special/temporary permit shall be effective only for the duration of the project, medical mission or employment contact.

Sec. 22. Non-registration and Non-issuance of Certificates of Registration/Professional License or Special/Temporary Permit. – No person convicted by final judgement of any criminal offense involving moral turpitude or any person guilt of immoral or dishonorable conduct or any person declared by the court to be of unsound mind shall be registered and be issued a certificate of registration/ professional license or a special/temporary permit. The Board shall furnish the applicant a written statement setting forth the reasons for its actions, which shall be incorporated in the records of the Board. 

Sec. 23. Revocation and suspension of Certificate of Registration / Professional License and Cancellation of Special / temporary Permit. – The Board shall have the power to revoke or suspend the certificate of registration/ professional license or cancel the special/temporary permit of a nurse upon any of the following grounds:

1. for any of the causes mentioned in the preceding section;

2. for unprofessional and unethical conduct;

3. For gross incompetence or serious ignorance;

4. For malpractice or negligence in the practice of nursing;

5. For the use of fraud, deceit, or false statement in obtaining a certificate of registration/professional license or a temporary special permit;

6. For violation of this Act, the rules and regulations, Code of Ethics for nurses and technical standards for nursing practice, policies of the Board and the Commission, or the conditions and limitations for the issuance of the temporary/ special permit; or

7. For practicing his/her profession during his/her suspension from such practice;

Provided, however, That the suspension of the certificate of registration/professional license shall be for a period not to exceed four (4) years.

Sec. 24. Re-issuance of Revoked Certificates and replacement of lost Certificates. – The Board may, after the expiration of a maximum of four (4) years from the date of revocation of certificate, for reasons of equity and justice and when the cause for revocation has disappeared or has been cured and corrected, upon proper application therefore and payment of the required fees, issues another copy of the certificate of registration/professional/license.
A new certificate of registration/ professional license to replace the certificate that has been lost, destroyed or mutilated may be issued, subject to the rules of the Board.

ARTICLE V 
NURSING EDUCATION 

Sec. 25. Nursing Education Program. – The nursing education program shall provide general and professional foundation for the practice of nursing The learning experience shall adhere strictly to specific requirements embodied in the prescribed curriculum as promulgated by the Commission on Higher Education’s policies and standards of nursing education.

Sec. 26. Requirement for Inactive Nurses Returning to Practice. – Nurses who have not actively practiced the profession for five (5) consecutive years are required to undergo one (1) month of didactic training and three (3) months of practicum. The Board shall accredited hospitals to conduct the said training program.

Sec. 27. Qualification of the Faculty. - - A member of the faculty in a college of nursing teaching professional courses must:

1. Be a registered nurses in the Philippines;

2. Have at least one (1) year of clinical practice in a field of specialization;

3. Be a member of good standing in the accredited professional organization of nurses; and

4. Be a holder of a master’s degree in nursing, education, or other allied medical and health sciences conferred by a college or university duly recognized by the Government of the Republic of the Philippines.

In addition to the aforementioned qualifications, the dean of a college must have a master’s degree in nursing. He/she must have at least five (5) years of experience in nursing.

ARTICLE VI 
NURSING PRACTICE 

Sec. 28. Scope of Nursing. – a person shall be deemed to be practicing nursing within the meaning of this Act when he/she singly or in collaboration with another, initiates and performs nursing services to individuals, families and communities in any health care setting. It includes, but not limited to, nursing care during conception, labor, delivery, infancy, childhood, toddler, pre-school, school age, adolescence, adulthood and old age. As independent practitioners, nurses are primarily responsible for the promotion of health and prevention of illness. As members of the health team, nurses shall collaborates with other health care providers for the curative, preventive, and rehabilitative aspects of suffering, and when recovery is not possible, towards a peaceful death. It shall be the duty of the nurse to:

1. Provide nursing care through the utilization of the nursing process. Nursing care include, but not limited to traditional and innovative approaches, therapeutic use of self, executing health care techniques and procedures, essential primary health care, comfort measures, health teachings, and administration of written prescription for treatment, therapies, oral, topical and parental medications, internal examination during labor in the absence of antenatal bleeding and delivery. In case of suturing of perennial laceration, special training shall be provided according to protocol established;

2. Established linkages with community resources and coordination with the health team;

3. Provide health education to individuals, families and communities;

4. Teach, guide and supervise students in nursing education programs including the administration of nursing services in varied settings such as hospitals and clinics, undertake consultation services in varied settings such as hospitals and clinics, undertake consultation services; engage in such activities that require the utilization of knowledge and decision-making skills of a registered nurse; and

5. Undertake nursing and health human resources development training and research, which shall include, but not limited to, the development of advance nursing practices;

Provided, That the section shall not apply to nursing students who performed nursing function under the direct supervision of a qualified faculty: Provided, further, that in the practice of nursing in all settings, the nurse is duty-bound to observe the Code of Ethics for nurses and uphold the standards of safe nursing practice. The nurse is required to maintain competence by continual learning through continuing professional organization or any recognized professional organization: Provided, finally, That the program and activity for the continuing professional education shall be submitted to and approved by the Board.

Sec.29. Qualifications of Nursing services Administrators. – A person occupying supervisory or managerial position requiring knowledge of nursing must:

1. Be a registered nurse in the Philippines;

2. Have at least two (2) years experience in general nursing service administration;

3. Possess a degree of Bachelor of Science in Nursing, with at least nine (9) units in management and administration courses at the graduate level; and

4. Be a member of good standing of the accredited professional organization of nurses;

Provided, That a person occupying the position of chief nurse of director of nursing service shall, in addition to the foregoing qualifications, posses;

1. At least five (5) years of experience in a supervisory or management position in nursing; and

2. A master’s degree major in nursing

Provided, further, That for primary hospitals, the maximum academic qualifications and experiences for a chief nurse shall be as specified in subsections (a), (b), and (c) of this section. Provided, furthermore, That for chief nurses in the public health agencies, those who have a master’s degree in public health/community health nursing shall be given priority. Provided, even further, That for chief nurses in military hospitals, priority shall be given to those who have finished a master’s degree in nursing and the completion of the General Staff Coarse (GSC): Provided, finally, That those occupying such positions before the affectivity of this Act shall be given a period of five (5) years within which to qualify.

ARTICLE VII 
HEALTH HUMAN RESOURCE PRODUCTION, UTILIZATION AND DEVELOPMENT 

Sec.30. Studies for Nursing Manpower Needs, Production, Utilization and Development. – The Board, in coordination with the accredited professionals organization and appropriate government or private agencies shall initiate, undertake and conduct studies on health human resources production, utilization and development.

Sec. 31. Comprehensive Nursing Specialty Program. – Within ninety (90) days from the affectivity of this Act, the Board in coordination with the accredited professional organization, recognized specialty organizations and the Department of Health is hereby mandate to formulate and develop a comprehensive nursing specialty program that would upgrade the level skill and competence specialty nurse clinicians in the country, such as but not limited to the areas of critical care, oncology, renal and such other areas as may be determined by the Board.

The beneficiaries of this program are obliged to serve in any Philippine hospital for a period of at least two (2) years of continuous service.

Sec. 32. Salary. – In order to enhance the general welfare, commitment to service and professionalism of nurses, the minimum base pay of nurses working in the public health institutions shall not be lower than salary grade 15 prescribed under Republic Act No. 6758. Otherwise known as the “Compensation and Classification Act of 1989”: Provided, That for nurses working in local government units, adjustments to their salaries shall be in accordance with Section 10 of the said law.

Sec. 33. Funding for the Comprehensive Nursing Specialty Program. – The annual financial requirement needed to train at least ten percent (10%) of the nursing staff of the participating government hospital shall be chargeable against the income of the Philippine Charity Sweepstakes Office and Philippines Amusement and Gaming Corporation, which shall equally share in the cost and shall be released to the Department of health subject to accounting and auditing procedures: Provided, That the Department of Health shall set the criteria for the availment of this program. 

Sec. 34. Incentives and Benefits. – The Board of Nursing, in coordination with the Department of Health and other concerned government agencies, association of hospitals and accredited professional organization shall establish an incentive and benefit system in form of free hospital care for nurses and their dependents, scholarship grants and other non-cash benefits. The government and private hospitals are hereby mandate to maintain the standards nurse-patient ratio set by the Department of Health

ARTICLE VII 
PENAL AND MISCELLANEOUS PROVISION
Sec. 35. Prohibitions in the Practice of Nursing. – A fine of not less than Fifty thousand pesos (P50,000.00) nor more than One hundred thousand pesos (P100,000.00) or imprisonment of not less than one (1) year nor more than six (6) years, or both, upon the discretion of the court, shall be imposed upon:

1. any person practicing nursing in the Philippines within the meaning of this Act:

2. without a certificate of registration/professional license and professional identification card or special temporary permit or without having been declared exempt from examination in accordance with the provision of this Act; or

a. who uses as his/her own certificates of registration/professional license and professional identification card or special temporary permit of another; or

b. who uses as invalid certificate of registration/professional license, a suspended or revoked certificate of registration/professional license, or an expired or cancelled special/temporary permit; or

c. who gives any false evidence to the Board in order to obtain a certificate of registration/professional license, a professional identification card or special permit; or

d. who falsely poses or advertises as a registered and licensed nurse or uses any other means that tend to convey the impression that he/she is a registered and licensed nurse; or

e. who appends B.S.N./R.N. (Bachelor of Science in Nursing/Registered Nurse) or any similar appendage to his/her name without having been conferred said degree or registration; or

f. who, as a registered and licensed nurse, abets or assist the illegal practice of a person who is not lawfully qualified to practice nursing.

3. any person or the chief executive officer of a juridical entity who undertakes in-service educational programs or who conducts review classes for both local and foreign examination without permit/ clearance from the Board and the Commission; or

4. any person or employer of nurses who violate the minimum base pay of nurses and the incentives and benefits that should be accorded them as specified Section 32 and 34; or

5. any person or the chief executive officer of juridical entity violating any provision of this Act and its rules and regulations.

ARTICLE IX 
FINAL PROVISIONS 

Sec. 36. Enforcement of this act. – It shall be the primary duty of the Commission and the Board to effectively implement this Act. Any duly law enforcement agencies and officers of national, provincial, city or municipality governments shall, upon the call or request of the Commission of the Board, render assistance in enforcing the provisions of this Act and prosecute any persons violating the same.

Sec. 37. Appropriations. – The Chairperson of the Professional Regulation Commission shall immediately include in its program and issue such rules and regulations to implement the provision of this Act, the funding of which shall be included in the Annual General Appropriations Act.

Sec.38. Rules and Regulations. – Within ninety (90) days after the affectivity of this Act, the Board and the Commission, in coordination with the accredited professional organization, the Department of Health, the Department of Budget and Management and other concerned government agencies, shall formulate such rules and regulations necessary to carry out the provision of this Act. The implementing rules and regulations shall be published in the Official Gazette or in any newspaper of general circulation.

Sec. 39. Separability Clause. – If any part of this Act is declared unconstitutional, the remaining parts not affected thereby shall continue to be valid and operational.

Sec.40. Repealing Clause. – Republic Act. No. 7164, otherwise known as the “Philippine Nursing Act of 1991” is hereby repealed . All other laws, decrees, orders, circulars, issuance, rules and regulations and parts thereof which are inconsistent with this Act are hereby repealed, amended or modified accordingly. 

III Nursing Law and Legal Issues
A. Guide Questions of  Legal and Political Issues in Nursing Profession

1. Discuss the meaning of medical malpractice and negligence.
2. Enumerate and explain the purpose of negligence law.
3. Enumerate and explain the  elements of negligence
4. Explain and give a situation or example on the following legal terms in nursing

a) Doctrine of Res Ipsa Loquitor

b) Doctrine of Force Majeure

c) Doctrine of Respondant Superior

d) Captain –of- the- ship doctrine

e) Good Samaritan Statutes

f) Incompetence
5. Explain and give an example of torts.
6. What are the example of intentional torts?
7. Discuss the meaning of crime, misdemeanor and felonies.
8. A conspiracy to commit a crime exists when two or more persons agree to commit a felony and decide to do it. Person who commit felonies are either principals, accomplices or accessories. Explain the underlined term of felonies.
9. What are the circumstances affecting criminal liability? Explain and give an example of each circumstance on criminal liability.

10. What are the most common allegations of nursing malpractice? What might be the reason why these are the common allegation of malpractice?

11. What are the common  nursing negligence cases along treatment, communication. Medication,  and monitoring/observing/supervising?

12. The following are summaries of five randomly selected malpractice cases in which nurses were named as defendants. They illustrate the range of actions that result in breaches of standards of care. As a future professional nurse how would you avoid these incidents in the hospital.
i. Failure to follow standards of care.
ii. Failure to use equipment in a responsible manner.
iii. Failure to use equipment in a responsible manner.
iv.  Failure to document

v. Failure to act as a patient advocate.

B. Medical Malpractice Cases Involving Nurses

As you read through these medical malpractice cases ask yourself the following

questions: ( Reid ,2003)


a) Has a situation such as the one described ever happened to you? 
b) If so, how did you respond at the time? 
c) Could a similar situation happen to you?
d)  If you found yourself in a comparable situation and were directly responsible for the patients care, how would you act? 
e) If you were the nurse manager on duty, how would you respond? 

Case 1: Nurse’s negligence was grossly apparent.
Case 2: Negligence can be premised upon a failure to act.
Case 3: Failure to observe and communicate may be negligence.
Case 4: Duty to notify physician of important changes in patient’s condition.
Case 5: Incorrect administration of injection injures patient.
Case 6: Nurses have a duty to protect their patient from danger.
Case 7: Misuse of equipment results in nurse being found negligent.
Case 8: Duty to inform physician of change for the worse in patient’s condition
Case 9: The nurse’s failure to act was negligence.
Case 10: Nurse was negligent in administering injection
Case 11: Failure to observe the patient and keep the physician informed.
Case 12: Viable cause of action against nurse and case remanded for trial.

B. Legal Issues in Nursing: (Aiken, 2003)
1. Identify four common areas of nursing liability and give an example of a deviation from the standard of care for each.
2. Identify two types of patients who are at a high risk of falling and discuss nursing interventions that are appropriate to minimize the risk.
3. If a patient falls and is injured, discuss the liability issues involving the nurse who is assigned to that patient. What should be documented?

4. If a physician writes an order for a medication and mistakenly orders a dangerously high and very unusual dose, is the nurse automatically protected legally? What should the nurse do?
5. Many types of equipment are used in patient care today. Discuss the types of injuries that can result from not knowing how to use the following types of equipment:

a. Heating pad

b. Heart monitors

c. Intravenous (IV) infusion pumps

d. Electronic beds
6. Operating room instrument and sponge count policies are very important evidence in a trial involving retained foreign objects. Discuss how such a policy can help in the defense of a nurse.
7. If a suicidal patient is ordered to have “10-minute checks” and the nurse does in fact check that patient every 10 minutes, is it necessary that each check be documented? Why or why not?
8. If a nurse administers a medication and the patient suffers an allergic reaction, can the nurse be found negligent? Discuss.
9. How do you determine if an action or inaction is a breach of the standard of patient care?
10. What are the elements of negligence? Apply and discuss the elements of a case you find on the Web or in a law library or journal.
11. List two common breaches for five nursing specialties.
12. Discuss two cases or scenarios involving breaches of the standards in two nursing specialty areas.
13. Obtain a case from any of the areas mentioned and discuss the elements of negligence.
14. Watch a medical television program and discuss the sections of the show involving the following:

a. Policies and procedures

b. Breaches of the standards of care
15. Poll your class and determine what they think are the most common areas of

nursing liability and why.
C. Philippine Nursing Act of 2002

1. What are the policies of the state for the protection and improvement of nursing profession in the Philippine Nursing Act of 2002. Explain your answer.

2. What are the qualifications of the chairperson and members of the board? What important qualification do you think a chairperson and members of the Board should have to preserve the competence of the nursing profession?

3. Why are Chairperson and Board Members  immediately resign once appointed in the Board of Nursing from any teaching position in any school, college, university or institution offering Bachelor of Science in Nursing and/ or review program for the local nursing board examinations or in any office or employment in the government or any subdivision, agency or instrumentality ?

4.  Can you cite an instance or example that could create irregularities in the Licensure Examination of Nurses once the Chairperson and Board Members are reviewers of the local nursing examination.

5. What is the term of office of the Chairperson and Board Members?

6. Explain the following underlined statement on the Powers and Duties of the Board ( Section 9) in the supervision and regulation of the practice of the nursing profession .

a. Conduct the licensure examination for nurses







b. Issue, suspend or revoke certificates of registration for the practice of nursing.











c. Monitor and enforce quality standards of nursing practice in the Philippines and exercise the powers necessary to ensure the maintenance of efficient, ethical and technical, moral and professional standards in the practice of nursing taking into account the health needs of the nation.


d. Ensure quality nursing education by examining the prescribed facilities of universities or colleges of nursing education and those seeking permission to open nursing courses to ensure that standards of nursing education are properly complied with and maintained at all times. The authority to open and close colleges of nursing and/or nursing education programs shall be vested on the Commission on Higher Education upon the written recommendation of the Board.








e. Conduct hearings and investigations to resolved complaints against nurse practitioners for unethical and unprofessional conduct and violations of this Act, or its rules and regulations and in connection therewith, issue subpoena ad testificandum and subpoena duces tecum to secure the appearance of respondents and witnesses and production of documents and punish with contempt persons obstruction, impending and/or otherwise interfering with the conduct of such proceedings, upon application with the court.

f. Promulgate a Code of Ethics in coordination and consultations with the accredited professionals organizations of nurses within one (1) year from the affectivity of this Act.









g. Recognize nursing specialty organizations in coordination with the accredited professional organization. 







h. Prescribe, adopt, issue and promulgate guidelines, regulations, measures and decisions as my be necessary for the improvement of the nursing practice, advancement of the profession and for the proper and full enforcement of this Act subject to the review and approval by Commission.

7. Give situation or example on the removal or suspension of any members of the Board after having been given the opportunity to defend himself/herself in a proper administrative investigation, on the following grounds; ( Section 11)
a) Continued neglect of duty or incompetence;

      b) Commission or toleration of irregularities in the licensure examination; and

c) Unprofessional, immoral or dishonorable conduct.

7. What are the qualifications for the nursing student  to be admitted  to the Licensure Examination for Nursing?

8. In order to pass the examination, an examinee must obtain a general average of at least _____________________with a rating _______________in any subject. An examinee who obtains an average ratings of seventy-five (75%) or higher but gets a rating below sixty percent (60%) in any subject must take the examination again but only in the subjects where he/she is rated_________________. In order to pass the succeeding examination, an examinee must obtain a rating of ________________________in the subject or subjects repeated.
a. seventy-five percent (75%)
b. below sixty percent (60%)
c. at least seventy-five percent (75%)
d. not below sixty percent (60%)
9. How does the commission issue a Certificate of Registration/ Professional License and Professional Identification Card?
10. What is the provision on the registration of reciprocity in this act?

11. No person convicted by final judgment of any criminal offense involving moral turpitude or any person guilt of immoral or dishonorable conduct or any person declared by the court to be of unsound mind shall be registered and be issued a certificate of registration/ professional license or a special/temporary permit.

i. When does the commission will no issue a certificate of registration or professional license to a nurse?

ii. If a person  has a criminal or administrative case can he/she be given a professional license as a nurse?

iii. How do the Board re-issue a revoked certificate? What are condition for re-issuance of revoked certificate? Why do the Board re-issue revoked certificate?
12. Is the Board of Nursing responsible on the promulgation on the policies and standards of nursing education? Yes/No -Justify your Answer
13. What are the requirements for Inactive Nurses returning to practice their profession?
14. What are the qualifications of a faculty in a college of nursing teaching professional courses? Do you favor these qualifications for Clinical Instructor? Support your answer.

15. What are the scope of nursing practice of the following

i. Practicing Nurse

ii. Independent Practitioner

iii. As member of the health team 

16. What are the Duties of Nurse in the practice of his/her profession?

17. What are the scopes Nursing Care in this act? Explain those concepts that you know on what you have presented in the nursing care.

18. “The nurse is duty-bound to observe the Code of Ethics for nurses and uphold the standards of safe nursing practice” Explain this statement.

19. What are the qualifications of Nursing Services Administrators? Is Nursing Service Administrators a supervisory or managerial position? Explain your answer.

20. For primary hospitals, what are the maximum academic qualifications and experiences for a chief nurse ?

21.  What example you can give for the conduct of studies on health human resources production, utilization and development? What is the role of the accredited organization in this area?
22. What are the  prohibition of Nursing Practice in the Philippines?
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