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	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell   : (807) 629-0889

	I am attaching our current policy. Please note that it is due for review.
Also, we did our first revision of scope of practice in the late 90's and have gone through this process 3 times. 
	


	
Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital

	We are a 4 hospital organization and have 3 nurse educators supporting all 4 sites and 500 nurses; approximately 1/3 of which are RPNs. We haven’t been involved in the PSW role so unfortunately I can’t speak to that group but I’ve provided some takeaways for the nurse group. 

We created a presentation around nursing scope of practice a few years ago. I’ve attached it above should you be interested. I haven’t reviewed it in a little bit so it may need updating. This was made into an eLearning so nurses can reference as needed. Clarity around the roles of different groups seemed to be a challenge at our organization so I highly recommend ensuring groups have a good understanding of each other’s roles and how they complement one another.  

One part of optimizing scope of practice is reviewing skill set. We tend to try and optimize nurses’ skill set on an ongoing basis. For example, 4 years ago, we trained the RPNs to spike and administering PRBC, taking verbal orders and refreshed their IV insertion skills. We also trained RPNs to access and care for Central Venous access devices and administer approved medications IV direct (when appropriate) as an alternate route. Two years ago, our RNs were also provided training to insert Intraosseous devices and are supported via a medical directive. 

We have a very supportive Chief Nurse Executive (CNE) which if you have support from leadership, will be one of your greatest assets when optimizing nursing scope. 

We also try wherever possible and appropriate, to use the term “nurse” rather than specifically RPN or RN in policies so as not to hinder one group or another from performing certain assessment/skills that are indeed within a nurse’s scope. When there are differences in performing aspects of their role we will be prescriptive and use the appropriate designation. For example, our PICC Line Care and Maintenance policy states:

This policy applies to all nurses who have received appropriate theoretical preparation to care for patients requiring nursing interventions related to peripherally inserted central catheters (PICC) at the Huron Perth Healthcare Alliance (HPHA).  Removal of PICCs is restricted to registered nurses (RN) who have met the competency requirements listed in this policy .

I also recommend having a clear implementation plan in writing for any new skill or practice changes. We create and provide leadership with a comprehensive plan which helps us stay on track, communicate changes and provide training to the groups that required it. 

These are a few strategies that have worked well for us over the years. Happy to chat further at any time should you have more questions.
	


	Shona Kroeker RN, BScN, PME
Clinical Educator for -  Mental Health, Complex Care, Palliative, Rehabilitation, Stroke, & Willett Site
District Stroke Educator
Brant Community Healthcare System
200 Terrace Hill Street
Brantford On, N3R 1G9
(519) 751- 5544 ext 2702
shona.kroeker@bchsys.org 

	Our Policy on Standards of Patient Care- has an appendix that speaks to the Expectation and Limitations for PSW. We do not have anything specific on RN vs RPN scope of practise. 
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PURPOSE:  
The purpose of the Standards of Patient Care is to incorporate evidence based practice 
and define excellence in nursing care at the Brant Community Healthcare System 
(BCHS). Each Nurse establishes and maintains respectful, collaborative, therapeutic and 
professional relationships. All Nurses must continue to use clinical judgment, knowledge 
and critical thinking to ensure patient needs are met and optimal care is provided (CNO, 
2014). 
 
These Standards of Patient Care are required of Personal Support Workers (PSW) 
according to the PSW scope of practice as defined by BCHS (see Appendix A: Personal 
Support Worker: Expectations and Limitations). 
 
This policy applies to all inpatients, surgical outpatients, emergency department, and 
urgent care patients within the BCHS. 
 
POLICY STATEMENT: 
The Standards of Patient Care define the minimum expectations that all patients at the 
BCHS can expect to receive from nursing staff. In addition to the corporate service 
standards outlined in this policy, each clinical area has additional Standards specific to 
the needs of the patients in these areas. Nurses will provide the Standard of Patient 
Care reflective of BCHS values to every patient, every shift. Documentation and 
communication is required if nursing staff are unable to meet any aspect of the 
standards of care. 
 
DEFINITION (S): 
 
Nurse – A Registered Nurse (RN) or Registered Practical Nurse (RPN) 
Shift – A health care professional’s scheduled hours of work on a unit 
 
PROCEDURE: 
1. Nurses practice in accordance with the College of Nurses of Ontario (CNO) 


Standards of Practice, and the policies and procedures of the BCHS. These include, 
but are not limited to scope of practice, medication, consent, confidentiality, 
documentation, ethics and professional standards. 


 Nurses must practice within one’s competencies related to knowledge, skill, 
and judgement to deliver care to assigned patients. 


 Nurses are accountable for their own actions. 


 Nurses will seek guidance where appropriate and will work in collaboration 
with other health care providers to deliver optimal care to patients 
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2. Patient and family involvement is supported and encouraged for the development of 
a comprehensive care plan and discharge arrangements throughout the hospital 
experience. The patient defines family and family includes any person identified by 
the patient (or substitute decision maker) as important in their life. Nurses optimize 
communication with the patient and family by providing on-going support as 
appropriate during the hospital stay. 
 


3. Every Nurse is responsible to ensure information is exchanged at every point of 
transfer of care. This includes patient transfers within BCHS, discharge to another 
facility or site, shift reports, and when care is being transferred to another provider. 
 


4. The Nurse shares accountability with pharmacy to ensure the best possible 
medication history (BPMH) is obtained from every patient (or substitute decision 
maker) as outlined in Policy – Medication Reconciliation Admission. 
 


5. The Nurse will identify the need for infection prevention and control precautions and 
will practice in accordance with BCHS Infection Control Manual to reduce potential 
exposure to bodily fluids and the spread of infection. 


 Personal Protective Equipment (PPE) will be worn in accordance with BCHS 
Policy – Donning and Doffing of PPE 


 
6. Rounding on patients occurs every hour or more frequently as the patient’s condition 


warrants. This includes a “critical look” of the patient (airway, breathing, and 
circulation) and responding to any emotional/physical needs. Hourly rounding is 
accomplished by observing and/or interacting with the patient while assessing safety 
needs and interventions that are in place. 
 


7. The Nurse will monitor the patient by completing assessments and appropriately 
responding to significant findings. The Nurse will document all significant findings in 
the health record and communicate these significant findings to the appropriate 
health care professional. 
 


8. Nursing staff will follow professional and BCHS documentation standards (Policy 
Documentation – Interdisciplinary Documentation Overview) when recording all 
assessments, treatments, medications and evaluations of outcomes including the 
patient/family response. 
 


9. The nurse will complete assessments of peripheral venous access device(s) (PVAD) 
and/or central venous access device(s) (CVAD) every hour for tenderness, 
discolouration, inflammation or infiltration. 
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10. The Nurse will monitor intake and output at a minimum of every shift and more 
frequently as required by patient’s condition. 


 
11. Patient (and family or substitute decision maker) education and discharge 


instructions are provided according to the patient and family needs, considering 
readiness and capacity. Nurses will evaluate and document the effectiveness of 
education provided, accommodating teaching methods and adjusting the learning 
plan as required. 
 


12. If patient is unable to perform activities of daily living independently, the patient will 
receive: 


 Assistance with oral hygiene at least every 8 hours; 


 Assistance with personal hygiene at least every 24 hours (Complex Care 
units will offer showers and/or bath at a minimum of once a week); 


 Assistance with meals, including but not limited to hand hygiene and set up; 


 Assistance with ambulation according to patient needs; 


 The opportunity for toileting every 2 hours; 


 Skin care and, if required, turning and repositioning, every 2 hours. 
 


13. All patients will have vital signs assessed on admission and then according to unit 
specific Standards and/or Physician/Nurse Practitioner orders. Vital signs include 
temperature (T), heart rate (HR), respiratory rate (RR), blood pressure (BP), and 
oxygen saturation (SpO2). 
 


14. All patients will be assessed for pain as part of Hourly Rounding and formally at a 
minimum of every shift, utilizing the appropriate pain scale. Documentation will 
include the assessment, intervention and outcome; refer to BCHS Policy 
Documentation – Interdisciplinary Documentation Overview. 
 


15. Actual measured height and weight will be obtained on admission. If unable to obtain 
an actual height and weight, documentation should reflect why these values were 
unable to be obtained. 
 


16. The Nurse will complete a bedside safety check (refer to BCHS Policy – Transfer of 
Accountability – SBAR). Bedside safety check must be in the presence of the 
registered staff assuming care and the registered staff transferring care and include 
the patient and or family members.  


 
17. Falls assessments and documentation will be completed according to BCHS Policy – 


Best Practice – Falls and Fall Injuries – Preventing. 
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18. Braden Scale will be completed according to BCHS Policy – Braden Scale, at time of 
admission for all patients with the exception of newborns and repeated as defined by 
the following risk score(s): 


 High Risk Score – every 24 hours; 


 Moderate Risk Score – every 72 hours; 


 At Risk – weekly. 
 


19. The Nurse will provide skin care and pressure ulcer prevention and management 
according to BCHS Policy – Skin and Wound Care Prevention and Management 
Program. This will include, at a minimum the assessment, planning, interventions, 
discharge, transfer of care, and documentation. 
 


20. The Nurse will initiate accurate and ongoing assessment of physical, psychosocial 
and spiritual needs of patients. 
 


21. In addition to the preceding Standards, the BCHS recognizes the unique needs and 
criteria for different clinical settings. The following minimum Standards of Patient 
Care will be provided to all patients in the specified practice settings. 


 
Unit Specific Standards of Care: 
 
Emergency Department (ED) and Willett Urgent Care (UC): 
The Standards for Emergency Nursing should be based on National Emergency Nurses 
Association’s (NENA) Core Competencies as well as standardized education programs 
such as; Basic Cardiac Life Support (BCLS), Advanced Cardiac Life Support (ACLS), 
Pediatric Advanced Life Support (PALS), Trauma Nursing Core Course (TNCC), 
Emergency Nursing Pediatric Course (ENPC), Canadian Triage and Acuity Scale 
(CTAS), and Geriatric Emergency Nursing Education (GENE). Emergency Department 
(ED) and Willett Urgent Care (UC) nurses are expected to adhere to the core 
competencies set out by NENA (2016). 
 
The triage nurse will reassess patients waiting in the main waiting room based on the 
following 5 point Canadian Triage and Acuity Scale (CTAS) guidelines for adult and 
pediatric patients: 


 CTAS Level 1 – Continuous Nursing Care. 


 CTAS Level 2 – Every 15 minutes. 


 CTAS Level 3 – Every 30 minutes 


 CTAS Level 4 – Every 60 minutes 


 CTAS Level 5 – Every 120 minutes 
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Assessment/Procedure  Directions  


Physical Assessment All patients will have a focused nursing 
assessment completed based on their 
presenting complaint. 
Once assessed by the Emergency 
Physician, the Nurse will perform ongoing 
patient assessments at a minimum of 
every 4 hours and more frequently as 
patient condition requires 


Vital Signs The triage Nurse will complete a full set of 
vital signs including a pain scale on every 
patient at triage. 
The Nurse will reassess patients based on 
the CTAS guidelines. 
Once assessed by the Emergency 
Physician, the Nurse will complete vital 
signs at a minimum of every 4 hours and 
more frequently as patient condition 
requires. 
Ongoing reassessment will be done 
regardless of location. 


Medical Directives All patients will be assessed to determine if 
they meet criteria for ED/UC medical 
directives. 


Electrocardiograms (ECG) A 12 and/or 15 lead ECG will be completed 
on all patients with suspected cardiac 
events and shown to an Emergency 
Physician immediately for further analysis. 


Transfers When an admitted patient is awaiting 
transfer from the Emergency Department 
to the inpatient unit, the Standards of Care 
specific to the receiving unit will be 
implemented by the Nurse. 


 
Critical Care Unit (CCU): 
The Standards for Critical Care Nursing in Ontario were developed to identify desirable 
and achievable critical care nursing competencies with the intent to standardize critical 
care nursing practice within the province of Ontario. The Standards for Critical Care 
Nursing in Ontario are based on the Standards of Nursing Practice of the College of 
Nurses of Ontario (CNO) and the Canadian Association of Critical Care Nurses 
(CACCN).  Critical care nurses are expected to adhere to the current 7 standards, 
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including criteria set out by CACCN. Canadian Association of Critical Care Nurses 
(2017) Standards for Critical Care Nursing Practice 5th Edition.  
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 4 
hours and more frequently as patient 
condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum of every 4 hours and more 
frequently as patient condition requires 


Transfers When a patient is awaiting transfer from 
the CCU to another inpatient unit, the 
Standards of Care specific to the receiving 
unit will be implemented by the Nurse. 


 
Medicine/Telemetry: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 
hours and more frequently as patient 
condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum: 


 Every 4 hours for the first 24 hours 


 Every 6 hours for the next 24 hours 


 Every 12 hours when stable 
Nurse will complete vital signs more 
frequently as patient condition requires. 
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Assessment/Procedure  Directions  


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the 
Standards of Care for Alternate Level of 
Care (ALC), described in this policy. 


Transfers When a patient is awaiting transfer to 
another inpatient unit, the Standards of 
Care specific to the receiving unit will be 
implemented by the Nurse. 


 
Surgical Inpatient: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 
hours and more frequently as patient 
condition requires 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum: 


 Every 4 hours for the first 24 hours 


 Every 6 hours for the next 24 hours 


 Every 12 hours when stable 
Nurse will complete vital signs more 
frequently as patient condition requires. 


Epidural Nurse will monitor and provide care to 
patient according to BCHS Policy – 
Epidural & Spinal (Neuraxial) Analgesia 
And Anaesthesia – Top Up And/Or 
Continuous Infusion and Epidural 
Catheter Removal. 


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the 
Standards of Care for Alternate Level of 
Care (ALC), described in this policy. 


Transfers When a patient is awaiting transfer to 
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Assessment/Procedure  Directions  


another inpatient unit, the Standards of 
Care specific to the receiving unit will be 
implemented by the Nurse. 


 
Family Birthing Centre (FBC): 
Antepartum: 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum of every shift and more 
frequently as patient condition requires. 


Fetal Health Surveillance/Assessment Fetal health will be assessed every 12 
hours at a minimum and as required. 
Fetal health surveillance will be 
completed according to BCHS Policy  - 
Fetal Health Surveillance – Family 
Birthing Centre. 


 
Intrapartum: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs (HR, RR, 
BP) at a minimum: 


 Every 4 hours in the latent phase; 
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Assessment/Procedure  Directions  


 Every 1 hour in the active phase; 


 Every 15 minutes x 4 during recovery 
phase, then every 30 minutes 


Nurse will obtain temperature at a 
minimum (or more frequently as patient 
condition requires): 


 Every 3-4 hours if membranes intact; 


 Every 2 hours if membranes rupture; 


 Every 1 hour if T greater than 37.5C 


Fetal Health Surveillance/Assessment Fetal health will be assessed every 12 
hours at a minimum and as required. 
Fetal health surveillance will be 
completed according to BCHS Policy – 
Fetal Health Surveillance – Family 
Birthing Centre. 


Epidural/Spinal Nurse will monitor and provide care to 
patient according to BCHS Policy– 
Epidural & Spinal (Neuraxial) Analgesia 
and Anaesthesia – Top Up and/or 
Continuous Infusion and Epidural 
Catheter Removal. 


 
Postpartum: 
 


Assessment/Procedure  Directions  


Vaginal Delivery 


 Vital Signs 


 Post-Partum Assessment 


Nurse will complete a full set of vital signs 
and post-partum assessment in 
accordance with BCHS Policy Post-
Partum Assessment and Routine Care: 


 At time of admission to the unit 


 At 4 hours post-partum 


 At 12 hours post-partum 


 Every 12 hours until discharge 


  


Caesarean Section Delivery 


 Vital Signs 


 Post-Partum Assessment 


Nurse will complete a full set of vital signs 
and post-partum assessment in 
accordance with BCHS Policy Post-
Partum Assessment and Routine Care: 


 At time of admission to the unit 
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Assessment/Procedure  Directions  


 At 4 hours post-partum 


 Every 4 hours for 24 hours 


 Every 12 hours until discharge 


  


Epidural/Spinal Nurse will monitor and provide care to 
patient according to BCHS Policy – 
Epidural & Spinal (Neuraxial) Analgesia 
and Anaesthesia – Top Up and/or 
Continuous Infusion and Epidural 
Catheter Removal. 


 
Newborn/Combined Care 
 


Assessment/Procedure  Directions  


Physical Assessment Apgar Scores will be completed at a 
minimum of one and five minutes of age. 
Nurse will complete a head to toe 
assessment within one hour of birth. 
Nurse will complete a head to toe 
assessment at time of admission to the 
unit. 
Nurse will perform ongoing assessments 
at a minimum of every 4 hours and more 
frequently as patient condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
(T, HR, RR): 


 Within 30 minutes of birth 


 Every hour for first 4 hours of life 


 Every 12 hours and as required until 
time of discharge 


Measured Actual Weights & 
Measurements 


Birth weight, head circumference, chest 
circumference and length will be 
completed within first hour of life. 
Measured actual weights will be 
completed daily. 


Security All newborns will have an active security 
band placed on either ankle. 
All newborns will have two armbands (1 
on wrist and 1 on ankle) that matches 
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Assessment/Procedure  Directions  


maternal armband. 


Skin to Skin Opportunity for skin to skin will be sought 
for all newborns immediately at birth for 
up to one hour (or longer at request of 
mother) uninterrupted. 


 
Special Care Nursery (SCN): 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete newborn 
assessment: 


 Every 30-60 minutes until stable; 


 Every 3 hours when stable and more 
frequently as condition requires 


Vital Signs Nurse will complete a full set of vital signs 
(T, HR, RR, BP): 


 Every 30-60 minutes until stable; 


 Every 3 hours when stable (BP as 
ordered) and more frequently as 
condition requires 


Measured Actual Weights & 
Measurements 


Measured actual weights will be 
completed daily. 


Intravenous 
(Neonate with IV infusing) 


Nurse will complete assessment at a 
minimum of every hour. 
A Buretrol will be used for all patients up 
to the age of 12 years of age as per 
BCHS Policy - Intravenous Therapy – 
Neonatal Paediatric Nursing. 


Security All newborns will have two armbands (1 
on wrist and 1 on ankle) that matches 
maternal armband. 


 
 
Paediatrics: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
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Assessment/Procedure  Directions  


assessments at a minimum of every 4 
hours or more frequently as patient 
condition requires. 


Vital Signs Nurse will complete vital signs (T, HR, 
RR, BP) at time of admission to unit. 


 T, HR, RR will be completed at a 
minimum of every 4 hours. 


 BP will be completed at a minimum of 
every 12 hours.  


Measured Actual Weights Measured actual weights will be 
completed daily for patients less than 1 
year of age. 


Intravenous Nurse will complete assessment at a 
minimum of every hour. 
All infusions will be run on pumps. 
A Buretrol will be used for all patients up 
to the age of 12 years of age as per 
BCHS Policy - Intravenous Therapy – 
Neonatal Paediatric Nursing. 


 
Mental Health: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments as patient condition requires. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments as patient condition requires. 


Mental Health Act – Form 1 Nurse will complete assessment/rounding 
every 30 minutes or more frequently as 
patient condition requires. 


Mental Health Act – Rights All patients will be informed of their rights 
under the Mental Health Act. 


Restraint Use Restraints will be used in accordance with 
the BCHS Policy for Least Restraint. 


Seclusion Patients will be monitored by Closed Circuit 
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Assessment/Procedure  Directions  


Television (CCTV) with face to face 
assessment. 


High Risk Patients High Risk patients will be assessed and 
closely monitored (at minimum every 15 
minutes) up to and including Constant 
Observation as patient condition requires. 


Mental Status Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessment every shift and more frequently 
as patient condition requires. 


 
In-Patient Rehabilitation: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of once weekly 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of once weekly 
and more frequently as patient condition 
requires. 


Functional Independence Measure (FIM) Nursing will complete selected portions of 
the FIM within 1 week of admission to 
rehab and prior to discharge. 


National Rehabilitation Reporting System 
(NRS) Assessment 


Nurse will complete on admission and at 
time of discharge. 


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the Standards 
of Care for Alternate Level of Care (ALC), 
described in this policy. 


 
Complex Continuing Care, Palliative Care, Willett Transitional, and Alternate Level 
of Care (ALC): 
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Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more or less frequently as patient 
condition requires. 
Physical assessment may differ in palliative 
care, dependent on patient’s condition and 
Palliative Performance Scale score. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more or less frequently as patient 
condition requires. 
Vital sign assessment may differ in palliative 
care, dependent on patient’s condition and 
Palliative Performance Scale score. 


RAI-MDS Nurse will complete on every patient at time 
of admission, after 14 days of admission 
and every 3 months. 


Transfers When a patient is awaiting transfer to 
another inpatient unit, the Standards of Care 
specific to the receiving unit will be 
implemented by the Nurse. 


Palliative Performance Scale (PPS) – 
Palliative Care 


Nurse will complete the PPS assessment on 
every patient at time of admission to the 
palliative care unit. 
Nurse will complete the PSS assessment at 
a minimum of every shift. 


 
Integrated Stroke Unit (ISU)  
(Ischemic and Hemorrhagic Stroke unless otherwise indicated) 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 
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hours and/or every shift as well as more 
frequently as patient condition requires. 


Vital Signs Ischemic Stroke 
Nurse will complete a full set of vital signs: 


 Every 4 hours for 48 hours then, 


 Every shift and prn 
 
Hemorrhagic Stroke 
Nurse will complete a full set of vital signs: 


 Every 2 hours for 24 hours then, 


 Every 4 hours for 24 hours then, 


 Every shift and prn 


Canadian Neurological Scale (CNS) Ischemic Stroke 
Nurse will complete a full assessment: 


 Every 4 hours for 48 hours then, 


 Every shift and prn 
 
Hemorrhagic Stroke 
Nurse will complete a full assessment: 


 Every 2 hours for 24 hours then, 


 Every 4 hours for 24 hours then, 


 Every shift and prn 


AlphaFIM® Completed on day 3 of acute stroke 
admission. 


Functional Independence Measure (FIM) Nursing will complete selected portions of 
the FIM within 1 week of admission to 
rehab and prior to discharge. 


Screening Tool for Acute Neurologic 
Dysphagia (STAND) 


Nurse will complete on hospital admission 
or when a patient requires food, PO fluids 
or PO medications as well as prn based on 
patient condition.  


 
Preoperative Clinic: 
 


Assessment/Procedure Directions 


Assessment Nurse will complete assessment on every 
patient at time of admission 
The Nurse’s focus is on validation of 
information and compliance to pre-
procedural instructions. 
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Assessment/Procedure Directions 


The Nurse will implement pre-procedural 
orders. 


Anaesthetic Questionnaire Review Nurse will review questionnaire. 
Nurse will review patient medications. 


 
Day Surgery: 
Nursing care is appropriate to meet the patient’s needs in the pre-anaesthesia phases 
as per the most recent edition of the Ontario Perianesthesia Nurses Association 
(OPANA). 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation of 
information and compliance to pre-
procedural instructions. 


Vital Signs  Nurse will complete baseline vital signs 
including T, HR, BP, SpO2 


Pre-Op Assessment Nurse will complete pre-op assessment at 
time of admission. 


Pre-Procedure Checklist Nurse will complete pre-procedure checklist 
at time of admission. 


 
 
Operating Room (O.R.): 
Nursing care is appropriate to meet the patient’s needs in the perioperative phases as 
per the most recent edition of the Ontario Perianesthesia Nurses Association (OPANA). 
 
The perioperative nursing role includes those of scrub and circulating nurse. With 
additional education and training the perioperative RN is skilled to perform the role of 
Registered Nurse First Assistant (RNFA). 
 
The scope of practice of the perioperative nurse encompasses the immediate 
preoperative, intraoperative, and immediate post-operative phases of the surgical 
experience. 
 
Perioperative: 


Assessment/Procedure  Direction 


Preoperative Checklist Nurse will complete at time of admission. 







 


Page 16 of 24 


Title: Standards of Patient Care 


Document #: 5107 Issuing Authority:  


Date Issued: 5/12/2020 Revision Date: 2/21/2022 Version: 2.0 (Current) 


 


 


DISCLAIMER: This is a CONTROLLED document.  The most current version is in 


electronic format on the BCHS intranet site.   Any documents appearing in paper form 


are NOT controlled. 
 


Assessment/Procedure  Direction 


Preoperative 
Equipment/Supplies/Instruments 


Nurse will ensure availability of surgical 
equipment, supplies, and instruments prior 
to patient’s admission to the O.R. 
Nurse will collaborate with the anaesthetic 
care provider to ensure all supplies and 
equipment is in the O.R. and functioning. 


Integumentary Assessment Nurse will complete assessment at time of 
admission and as required by patient’s 
condition until discharge from O.R. 


Surgical Safety Checklist  Physician will complete and document: 


 Prior to induction 


 Prior to incision 


 Prior to leaving the operating room 


Surgical Count  Refer to BCHS Policy - Surgical Safety 
Checklist for roles and responsibilities. 


 
Post Anaesthetic Care Unit (PACU): 
Nursing care is appropriate to meet the patient’s needs in the perianaesthesia phases as 
per the most recent edition of the Ontario Perianesthesia Nurses Association (OPANA). 
 
Phase 1: Recovery 


Assessment/Procedure Directions 


Airway Assessment  Nurse will complete assessment: 


 On admission to PACU 


 Continuously when unconscious (until 
patient can manage own airway) 


 Every 15 minutes when patient is fully 
conscious 


Respiratory Assessment  Nurse will complete assessment: 


 On admission to PACU 


 Continuously when unconscious (until  
patient can support their own airway) 


 Every 5 minutes when patient is fully 
conscious 


Cardiac Assessment – Cardiac rhythm 
interpretation and recognition  


Nurse will complete cardiac assessment: 


 On admission 


 Every 5 minutes until conscious 


 Every 15 minutes when conscious 


Vital Signs: Nurse will complete assessment: 
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Assessment/Procedure Directions 


 T, HR, BP, SpO2 


 Level of Consciousness 


 Level of Sedation 


 Pain Score 


 On admission 


 Every 5 minutes until conscious 


 Every 15 minutes when conscious 


 Until patient meets discharge criteria 
Current vital signs are assessed against 
the patient’s pre-operative baseline 


Input and Output  Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Dressings and Drains Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Limb Assessment (for limb surgery): 


 CSM, Temperature, Pulse of operative 
and non-operative limb 


Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Modified Aldrete score  Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


Bromage Scale/Motor Scale (for 
Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


Sensory Level Landmarks  
(for Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


 
Phase 2: Recovery 


Assessment/Procedure  Directions  


Respiratory Assessment  Nurse will complete assessment: 


 On admission 
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Assessment/Procedure  Directions  


 Every 30 minutes until discharge 


Vital Signs: 


 T, HR, BP, SpO2 


 Level of Consciousness 


 Level of Sedation 


 Pain Score 


Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge 
Current vital signs are assessed against the 
patient’s pre-operative baseline 


Dressing and Drains Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge 


Limb Assessment (for limb surgery): 


 CSM, Temperature, Pulse of operative 
and non-operative limb 


Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge  


Bromage Scale/Motor Scale (for 
Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 30 minutes until discharge 


Sensory Level Landmarks 
(for Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 30 minutes until discharge 


 
Ambulatory Care/Endoscopy 
 
Pre Procedure:  
Nursing care is appropriate to meet the patient’s needs in the pre anaesthesia phase as 
per the most recently published edition of Ontario Standards of Perianesthesia Nursing 
Association (OPANA) 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation of 
information and compliance to pre 
procedural instructions. 
The Nurse will implement pre-procedural 
orders. 
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Vital Signs: 


 T, HR, BP, SpO2 


The Nurse will complete a baseline 
assessment on every patient at time of 
admission. 


Pre Procedure Checklist 
 


Nurse will complete the pre procedure 
checklist at time of admission. 


 
Intra Procedure: 


Assessment/Procedure  Directions  


Airway Assessment  Nurse will monitor continuously. 


Level of Pain  Nurse will complete assessment: 


 Every 5 minutes 


Level of Consciousness Nurse will complete assessment: 


 Every 5 minutes. 


Vital Signs: 


 T, HR, BP, SpO2 


Nurse will complete assessment: 


 Every 5 minutes 


 
Post Procedure: 
Nursing care is appropriate to meet the patient’s needs in the post anaesthesia phase as 
per the most recently published edition of the Ontario Perianesthesia Nurses Association 
(OPANA) Standards. 
 


Assessment/Procedure Directions  


Physical Assessment Nurse performs ongoing assessment of 
patient’s return to pre-anaesthesia status 
without regression to their status in previous 
phases. 


Airway Assessment  Nurse will complete assessment: 


 On admission to the Recovery area 


 Continuously when the patient is 
unconscious (until patient can manage 
own airway) 


 Every 15 minutes. When patient is fully 
conscious 


Vital Signs  
 


Nurse will complete assessment: 


 On admission 


 Every 15 minutes 


 Every 30 minutes until discharge 


Transfer/Discharge Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
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Phases of Post Anaesthesia Recovery. 


Discharge Instructions  Nurse will provide instructions and health 
teaching at time of discharge 


 
Oncology/Infusion Services 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation and 
clarification of information: 


 Edmonton Symptom Assessment 
System (ESAS) 


 Toxicity Scale 


Vital Signs 


 T, P, BP, RR, SpO2 


The Nurse will complete a baseline 
assessment on every patient at time of 
admission. 


Chemotherapy Administration Record Nurse will complete the chemotherapy 
Administration Record at time of admission 
and as required. 


 
RELATED PRACTICES AND / OR LEGISLATIONS:  
BCHS Policy - Documentation 
BCHS Policy - Medication Reconciliation 
BCHS Policy – Documentation Interdisciplinary Documentation Overview 
BCHS Policy – Transfer of Accountability – SBAR 
BCHS Policy – Best Practice – Falls and Fall Injuries Preventing 
BCHS Policy – Braden Scale 
BCHS Policy – Skin and Wound Care Prevention and Management Program 
BCHS Policy – Epidural & Spinal (Neuraxial) Analgesia and Anaesthesia – Top Up 
and/or Continuous Infusion and Epidural Catheter Removal 
BCHS Policy – Fetal Health Surveillance 
BCHS Policy – Post-Partum Assessment and Routine Care 
BCHS Policy – Intravenous Therapy – Neonatal Paediatric Nursing 
BCHS Policy – Least Restraint 
BCHS Policy – Discharge Criteria from All Phases of Post Anaesthesia Recovery 
BCHS Policy – Donning and Doffing of PPE 
BCHS Policy – Surgical Safety Checklist 
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Appendix A: Personal Support Worker: Expectations and Limitations 
 


Expectations of the PSW at BCHS Limitations for the PSW at BCHS 


Responsible and accountable for the provision of patient care 
to a specific group of patients under the direction from the 
interdisciplinary team and in accordance with the policies and 
procedures of BCHS. 
Such duties include: 


 Assist with tray set-up and feeding of patients as directed 
by the nurses; opening packages, making patient 
comfortable, feeding when necessary and documenting 
food consumption. 


 Assist with ambulation toileting, and bathing, obtaining 
weights, bowel monitoring and personal hygiene functions 
(e.g. oral care under the direction of the team). 


 Provide physical assistance to patients as required by 
assisting with lifts and transfers, as directed by an 
interdisciplinary team. 


 Monitor and document patient intake and output. 


 Performs various patient care duties and related non-
professional activities necessary in meeting patient’s 
personal needs and comfort, and documenting as required. 


 Perform urine and stool specimen collection and labeling of 
these specimens (from clean catch specimens only). 


 Empty, measure, report and document ostomy and Foley 
catheter drainage bags and dispose of contents when 
directed by the nurse. 


 Apply non-prescription topical creams or ointments for 
chronic skin conditions as appropriate and in collaboration 
with the nurse. 


 Report skin assessment findings to the nurse. 


 Assist in the provision of a safe and comfortable 
environment, which may involve recreational interventions 
while adhering to infection control practices as required. 


 Must report all concerns voiced by patients and/or family to 
appropriate members of the interdisciplinary team and 
clinical manager as appropriate. 


 Must alert team members immediately when any change or 
concern about the patient’s condition occurs. 


 Cannot connect or disconnect 
intravenous lines or infusion lines. 


 Cannot initiate or make adjustments to 
patient specific equipment, such as 
infusion pumps, oxygen administration 
or related equipment, chest tubes and 
feeding pumps. NOTE: the PSW may 
reapply the patient’s oxygen mask or 
nasal cannula where the settings have 
been pre-set by a regulated health 
care professional. 


 Cannot apply, remove or adjust suction 
apparatus. 


 Cannot perform dressing changes. 


 Cannot assist in the administration of 
medications, even if crushed in food. 


 Cannot perform or document vital 
signs. 


 Cannot perform any controlled acts 
authorized to the regulated healthcare 
professional (e.g. tracheal suctioning, 
catheterization, bladder scanner, 
nasal/rectal swabs) 


 Cannot perform restraint interventions. 
The PSW can provide assistance to 
the regulated healthcare professional 
in the application of the restraint only 
(as per BCHS policy: Least Restraint). 


 Cannot empty patient drains (e.g. JP 
drains, chest tubes, hemovacs). 
 


** Foley catheter drainage bags may be 
measure, documented, and reported, then 
the contents disposed of when directed or 
requested by the nurse. 
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CROSS REFERENCES:  (ADM-2-21) Nurse Practitioners Scope of Practice and Collaborative 
Practice Agreement Requirements, (PAT-2-06) Patient Controlled Analgesia: PCA, (PAT-2-18) 
Standard-Intravenous Therapy, (PAT-5-125) Tracheostomy Care, (PAT-2-07) Central Venous 
Access Device (CVAD): Care/Maintenance of, (PAT-3-33) Medication Administration, (PAT-5-96) 
Telemetry-Non Cardiac Units 
 
 
1. PURPOSE 


Provide direction on the utilization Registered Nurses (RN’s) and Registered Practical Nurses (RPN’s), 
employed at the Thunder Bay Regional Health Sciences Centre (the Hospital).   
 


2. POLICY STATEMENT  
Nursing is a profession that is focused on collaborative relationships that promote the best possible 
outcomes for the patients. The “Three Factor Framework” as described by the College of Nurses of 
Ontario (CNO) plays a crucial role on the decision making related to care-provider assignment and 
determining which category of nurse (RN or RPN) is best suited for each patient. 
  


3. SCOPE 
Applies to the utilization of RN/RPNs.  The degree of autonomy for an RPN is determined by the CNO’s 
three factors – the complexity of the patient, the nurse’s knowledge/experience, and the stability of the 
environment. A more complex situation and a less stable environment create an increased need for 
consultation and/or the need for an RN to provide the full spectrum of care. Collaboration between 
RPNs and RNs is continual in order to obtain the best possible outcome for the patient.  
 
For the role of the Nurse Practitioner, refer to Nurse Practitioner Scope of Practice and Collaborative 
Practice Agreement Requirements (ADM-2-21).  


 
4. DEFINITIONS 


Autonomous Practice: the ability to carry out nursing duties independently. 
 


Collaboration: Working together with one or more members of the health care team, each of whom 
makes a unique contribution toward achieving a common goal. An ongoing process that requires 
effective communication between the members of the health care team and a clear understanding of the 
roles of the individuals involved in the collaboration process. 
 


Competencies: Statements describing the expected performance or behaviour that reflects the 
professional attributes required in a given nursing role, situation or practice setting. 
 


Predictable outcomes: Patient health outcomes that can reasonably be expected to follow an 
anticipated path with respect to timing and nature.  
 


Unpredictable outcomes: Patient health outcomes that cannot reasonably be expected to follow an 
anticipated path with respect to timing and nature.  
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Determining the category of nurse (RN/RPN): The decision on which nursing category (RN/RPN) is 
determined for each patient – involves collaboration in considering the three factors of which are of 
equal importance – the patient (complexity, predictability, and the risk of negative outcomes), the nurse 
(knowledge, experience, and ability to provide safe and ethical care) and the environment (practice 
supports, consultation resources and the stability/predictability of the environment).  
 
Three Factor Framework:  
1. Patient Factors: 


a. Complexity: 
i. The degree to which a patient’s condition and care requirements are identifiable and 


established. 
ii. The sum of the variables influencing a patient’s current health status. 
iii. The variability of a patient’s condition or care requirements. 


b. Predictability: 
i. The extent to which a patient’s outcomes and future care requirements can be 


anticipated. 
c. Risk of negative outcomes: 


i. The likelihood that a patient will experience a negative outcome as a result of the 
patient’s health condition or as a response to treatment. 


2. Nurse Factors:  
Leadership skills, decisions-making skills, critical thinking skills, application of knowledge and 
resources, and awareness of one’s own limits are factors that affect the nurses ability to provide 
care to the patient. It is important for nurses to be aware of the limits of their individual competence 
and their practice. Nurses are expected to consult with each other when the situation demands 
nursing expertise that is beyond their self recognized competence. Consultation involves seeking 
advice or information from a more experienced or knowledgeable nurse. Whenever the need for 
consultation exceeds the efficient delivering of care, it is most likely that the patient requires an RN 
to provide all aspects care. 


 
3. Environmental Factors:  


Practice supports, consultation resources, and the stability/predictability of the environment.  
 
Overall, the less stable these factors are, the greater the need for RN staffing. The less available the 
practice supports and consultation resources are, the greater the need for more in-depth nursing 
competencies and skills in the areas of:  


 Clinical practice 


 Decision-making 


 Critical thinking 


 Leadership  


 Research utilization 


 Resource management  
 


5. PROCEDURE 
Skills currently not performed by RPNs, or requiring additional training at the Hospital:  


 


1. Medication Administration  


 RPNs must NOT administer intravenous medications that require titration, with the exception 
of Heparin Refer to Pre-Printed Direct Orders; Venous Thromboembolism (Adult) – IV 
Heparin Protocol (PCS-DO-01) or Acute Coronary Syndrome (ACS) – IV Heparin Protocol 
(PCS-DO-209).  


 RPNs must NOT administer hazardous drugs intravenously. 


 Refer to PAT-3-33 Medication Administration. 







Nursing-Utilization of RNs and RPNs Page 3 of 3 
ADM-2-12 
 


This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no 
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in 
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the 
Hospital iNtranet.   


 


2. CADD/PCA Pumps  


 RPNs may manage the administration of narcotics via a pain pump (CADD/PCA) by 
subcutaneous route only.  


 The RPN working on a surgical inpatient unit, maternal newborn or paediatric unit who has 
followed the process for acquiring competency may manage the administration of narcotics 
via a pain pump (CADD/PCA) by subcutaneous or intravenous routes. 


 RPNs can care for patients who are receiving continuous analgesic via CADD/PCA, however 
they may not oversee the adjustment of the narcotic dosaging when titration is required. 


They are unable adjust the rate if titration is required. 
 Refer to “Patient Controlled Analgesia” – PAT-2-06  


3. Central Venous Access Devices (CVADs) 


 RPNs who have followed the process for acquiring competency may manage valved 


peripherally inserted central catheters (PICCs) only. RPNs must not:  


o Perform CVAD care on any other devices besides a valved PICC 
o Remove any CVAD 
o Perform occlusion management  


 Refer to ”Central Venous Access Device (CVAD): Care/Maintenance of,” – PAT-2-07 
4. Neuraxial/Epidural Analgesia 


 RPNs who have followed the process for acquiring competency, may care for and monitor a 
patient who has received a bolus of neuraxial/epidural analgesia.  


o The added nursing skill is only performed on:  Inpatient Surgical, Maternal Newborn 
and Paediatrics Units 


5. Tracheostomy Care 


 RPNs must not cork a patient’s tracheostomy as part of a weaning process. 
 Refer to “Tracheostomy Care” – PAT-5-125 


6. Telemetry 


 RPNs may not assume responsibility of care for a patient with telemetry. 


 Refer to “Telemetry: Non-Cardiac Units” – PAT-5-96  
 
5. REFERENCES 
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acts model. Retrieved from http://www.cno.org/globalassets/docs/policy/41052_rhpascope.pdf 


 
College of Nurses of Ontario. (2015). Medication. Practice Standard. Retrieved from  


http://www.cno.org/globalassets/docs/prac/41007_medication.pdf 
  


College of Nurses of Ontario. (2014). RN and RPN practice: The client, the nurse and the environment.  
Practice Guideline. Retrieved from http://www.cno.org/globalassets/docs/prac/41062.pdf  
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Background

Since the early 2000’s, there have been significant changes to the RPN and RN roles in Ontario.

In 2005,  changes in the basic entry-to-practice educational requirements for both RPN’s and RN’s came into effect with a 2-year diploma required for RPN’s and a baccalaureate degree in nursing required for RN’s.

Changes to the Nursing Act (1991) allowed for a broader role for RPN’s (e.g., initiation of certain controlled acts).





One profession, two categories

RPN’s and RN’s 

Both nursing designations combine nursing skill, knowledge and judgement and are experts of nursing care at the bedside.



There are areas of overlap between the two categories, but there are differences as well.



These differences are based on entry-level and ongoing nursing knowledge and competencies.





Role Conflict

Although the RPN is a distinct designation within the nursing profession, the role is often described in comparison to the RN role, specifically what RPN’s can or cannot do in practice as compared to RN’s (Kelsy, 2006).



What’s the problem with defining nursing by the tasks we perform?



This focus on tasks and what is excluded from the role does not allow for a full appreciation or awareness of the knowledge that nurses possess.



Nurses are so much more than the tasks they perform!





The Importance of Role Clarity

Research has demonstrated that the effects of role conflict include increased stress, decreased role satisfaction, and decreased performance.

Nursing roles have undergone role extension to meet the changing needs of patient populations and provide continuity of care.

We need to understand and clarify the nurse’s role in our organization to ensure we are all working at full scope of practice in order to meet our patients needs.







What is Scope of Practice?

It is not a list of tasks each designation can or cannot perform.



Scope of practice is defined as a health care professional optimizing the full range of their roles, responsibilities, and functions that they are educated, competent and authorized to perform (Health Authorities Health Professions Act Regulations Review Committee, 2002).





Who decides what is within a nurses Scope of Practice?



Legislation (RHPA)

Regulation (CNO)

Education (Entry-to-practice)

Organizational Practices/Expectations*

Patient Population Needs**







CLICK ON EACH OF THE BOXES TO FIND OUT MORE

(Kathy- The next 5 slides detail what will be included under each heading).





*Based on evidence-based guidelines

**How often is the skill required? Is there critical mass for maintaining competency?

It is not about what the nurse is educated in or competent to do- same principle applies to all health care professionals.
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Legislation (RHPA)

The scope of practice model  is set out in the Regulated Health Professions Act, 1991 (RHPA) and consists of two elements: 

a scope of practice statement

a series of authorized or controlled acts



The Nursing Scope of Practice Statement

The practice of nursing is the promotion of health and the assessment of, the provision of, care for, and the treatment of, health conditions by supportive, preventive, therapeutic, palliative and rehabilitative means in order to attain or maintain optimal function. (Nursing Act, 1991)





Controlled Acts

Controlled acts are activities that are considered to be potentially harmful if performed by unqualified persons. There are 13 Controlled Acts, and currently nurses are authorized to perform 4 of them (this list is expanding in Ontario, so stay tuned!)







Legislation (RHPA) con’d

RNs and RPNs are authorized to perform the following controlled acts: 

Performing a prescribed procedure below the dermis or a mucous membrane.

Administering a substance by injection or inhalation. 

Putting an instrument, hand or finger 

i. beyond the external ear canal, 

ii. beyond the point in the nasal passages where they normally narrow, 

iii. beyond the larynx,

iv. beyond the opening of the urethra, 

v. beyond the labia majora, 

vi. beyond the anal verge, or

vii. into an artificial opening into the body. 

4. Dispensing a drug.



A Registered Nurse (RN) or Registered Practical Nurse (RPN) may perform a procedure within the controlled acts authorized to nursing:

 if it is ordered by a physician, dentist, chiropodist, midwife or Nurse Practitioner (NP); or 

 if it is initiated by an RN or RPN in accordance with conditions identified in regulation (ie. as part of a Medical Directive or as included in the RHPA list of exceptions- see link below).

There is so much more to read about the RHPA Controlled Acts.  Please click on the following link for more details:  http://www.cno.org/globalassets/docs/policy/41052_rhpascope.pdf







Regulation (CNO)

Nurses’ regulatory bodies, in our case the College of Nurses of Ontario (CNO), outline what things nurses should consider when making decisions about the performance  of procedures and in understanding their individual accountability.

This is outlined in the CNO  practice document Decisions About Procedures and Authority. 

Click here for a link to that document: https://www.cno.org/globalassets/docs/prac/41071_decisions.pdf



So, in other words, the Regulatory board, or CNO, says just because you are authorized by the RHPA to do something, doesn’t mean you should without considering you own knowledge, judgement and skill, the client needs, and the environment in which you are working.



CNO’s 3 Factor Framework

Important

There is a difference between the legislated scope of practice (CNO) and the individual scope of practice based on the individual nurse’s own level of competency (CNO,2011b).

In other words, just because you can, doesn’t mean you should.





Client





Nurse





Environment











Education (Entry to Practice)

At the completion of their nursing educational program all student nurses must demonstrate the capacity to meet the College of Nurses of Ontario’s (CNO) Entry-to-Practice Competencies and be able to practise within the context of CNO’s nursing practice standards. Meeting the entry-to-practice competencies requires certain skills and abilities, and are different for RNs and RPNs.



Each requisite skill and ability is listed with examples of entry-level nursing activities that illustrate the skill and ability. The examples provide a snapshot of the nature and kinds of activities expected of a student once they become an RN or RPN and enter into typical entry-level nursing practice. 





Click here to see the CNO Fact Sheet on Requisite Skills and Abilities for Nursing Practice in Ontario: https://www.cno.org/globalassets/docs/reg/41078-skillabilities-4pager-final.pdf







Organizational Practices/Expectations

These are outlined in your organization’s Policies & Procedures, and detail things like:

Who is permitted to perform certain interventions in that particular organization

What education or competency requirements must be met 

What steps will be followed in performing a skill (these should be based on evidence-based practice)

What special processes, equipment or paperwork should be used for that particular organization





Patient Population Needs

It is not only about what the nurse is educated in or competent to do; there are other considerations.



Factors for Consideration r/t Scope of Practice:

What is the intervention being requested?

Why is it being requested?

What patient population would this apply to?

What patient-specific need would this address?

What aspect of patient care needs would this benefit or enhance?

Does this happen frequently enough to ensure competency and quality? 

 Is there critical mass for maintaining competency?

How often is the skill required? 

What knowledge, judgement, and skill is required?

What are the risks?

Are there sufficient resources available to manage outcomes?







Myth or Fact?

Scope of Practice is defined by what you’re allowed to do.



Myth or Fact?

Myth

From a regulatory perspective, scope of practice is a broad description of what the profession is educated and authorized to do, and not just about functions and tasks





Myth or Fact?

RNs are ultimately accountable for the care provided by RPN’s.

Myth or Fact?

Myth

RNs are not accountable for the practices or actions taken by the RPNs.



Each individual nurse is solely accountable for the care and decisions he/she makes regarding care for their patients, and communicating to the appropriate member of the care team when patient care needs are beyond their current knowledge, skill and competency level.**







Myth or Fact

There are instances when only an RN who has met the educational and competency requirements may initiate a controlled act.



Myth or Fact?



Fact

Organizational Medical Directives and some policies and procedures are intended for use with unstable and unpredictable patient populations, and are therefore regulated to RNs only.

In addition, according to the RHPA, there are some procedures that may only be initiated (performed and/or ordered) by an RN who meets the specific conditions (refer to the CNO Reference Document  Legislation and Regulation RHPA: Scope of Practice, Controlled Acts Model).







Myth or Fact?

In dealing with a situation in which a specific patient care need is beyond an RPNs current knowledge, skill and competency level, an RN must assume care for that patient.

Myth or Fact?



Myth

There are several different potential outcomes when a RPN consults with an RN.  See the next page…





RPN-RN Consultation

RPN receives advice from RN

RPN continues to provide all aspects of patient care; no change in assignment.

RPN receives advice from RN

Some aspects of care are transferred to RN; no change in patient assignment.

All care is transferred to RN;

Patient assignment formally changed to RN







There are several different ways of dealing with a situation in which patient care needs are beyond an RPNs current knowledge, skill and competency level.  In each case an RPN may consult with an RN.  

Don’t forget to include Team Leaders in discussions regarding increasing patient acuity.





Myth or Fact?

An RPN can be a great knowledge and skill resource for an RN colleague.



Myth or Fact



Fact

Practical experience and continuing education can make all nurses a fantastic resource for each other.





Myth or Fact?

As nurses, RNs and RPNs understand each others’ role.

Myth or Fact?

Myth

There are currently 4 generations of nurses working together in the various practice settings, with 4 different educational program levels (RPN certificate & diploma, RN diploma & degree).



Outside of educational programs, there are little or no opportunities for practicing nurses to be updated, informed, or engaged regarding the changes to roles, knowledge, skills, and entry-to-practice competencies.







Myth or Fact?

RPNs must work under the direct supervision of an RN.



Myth or Fact

Myth

In Ontario, RPNs are self-regulated autonomous professionals and therefore have the capacity to practice without direct supervision based on 

	-patient care needs

	-personal competency  (knowledge and skill  required).





How can HPHA support role clarity and collaboration?

Communicate changes to scope of practice to all members of the health care team.

Adopt ways to clarify and define “acuity” and “predictability” to assist with determining appropriate care providers.

Avoid underutilization of knowledge and skill in assignments.

Team-based education to avoid fears of being replaced.

Update policies and procedures to reflect full scope of practice.

Offer intra-professional basic educational opportunities to avoid creating perceptions of  inequality in accessibility.

Consider using the term “Nursing” in instances when it is not necessary to differentiate between RNs and RPNs.





Collaborative Care

Remember, 

Nursing is one profession with two designations. 

There are areas of overlap between the two categories, but there are differences as well.

There is a place and a need for both categories of nurses within HPHA

Nurses are far more than a list of “what” they can do







A word on working with Unregulated Care Providers (UCP)


According to the College of Nurses of Ontario, UCPs, such as Personal Support Workers (PSWs) perform a variety of tasks based on their employment setting and on the role or employment description the employer provides.



The CNO practice document entitled Working With Unregulated Care Providers, clarifies the roles and responsibilities of nurses in relation to UCPs and identifies expectations for nurses when UCPs are part of the health care team. 

Click here to review the CNO practice guideline: https://www.cno.org/globalassets/docs/prac/41014_workingucp.pdf
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