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Thirty years ago, nursing was easier 

I wasn’t even a nurse back then, but I know.  

There were fewer medications and interventions and not as many diagnostic tests. Guidelines, 
protocols, journals and recommendations were scarce. As for textbooks, well, there certainly 
weren’t as many. Nursing was far less complicated, and it was easier to avoid making mistakes.  

And then technology evolved, and the Internet showed up.  

Besides solving many of our problems, these changes created a new problem for us: Too much 
information. In fact, so much information that it has become impossible to keep up-to-date, learn 
everything we should know and provide consistent care on our own. The reason it’s impossible is 
that information is infinite, but our mental capacity is not.  

Humans don’t learn well when we’re lectured to, and when we’re expected to absorb an 
overwhelming amount of information in a short period of time. We don’t learn as much when we 
try to read and watch something at the same time. And when information is complex, our brains 
can’t keep up.  

Turns out, we learn better when we’re taught information over time, drip by drip, and when the 
time is right for us. And we learn far better when information is simplified, interesting and 
relevant to us.  

So, I wrote this book.  

A book that’s easier to learn from than textbooks and typical practice standards, with information 
that doesn’t disappear like a lecture. A guide to help you make sense of some of the principles 
of nursing that will make it crystal-clear why, how and what we need to do for the people we care 
for. 

It’s incomplete, but it’s a start.  

It’s time to start thinking differently about what we learn, how we learn and how we work. It’s 
time to start making health care better, and time for us to achieve our greatest potential.  

I hope this helps.  

Thank you for reading.  

          - Gillian  
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It’s hard 

It’s safe to say that nursing is most difficult when it comes to learning the ways in which we’re 
expected to think, feel and act about things like respect, trust, honesty, advocacy, empathy, 
communication, client-centered care, privacy and consent. These principles are hard to teach, 
tough to learn and difficult to put into practice.    

If you’re confused by these things, you’re not alone.  

Honestly, I can’t tell you how many times I wanted to give up writing this book. It’s hard to focus 
on topics that make people bored. Some weeks were painful to get through. After a year of 
studying the principles of nursing, I’ve come to realize that I didn’t choose to understand them. 
They chose me. I believe they chose me because I needed to understand what’s most important 
to our clients, so that I can help people like you overcome the obstacles that get in the way 
being the kind of nurse you want to be.  

In a world of infinite information and finite opportunities to make an impact, the best choice is to 
stick with learning the hard stuff about nursing. If you can learn the hard stuff, you’ll have a better 
chance of doing meaningful work and making a difference. Trust me.  

How this book works  

You’ll notice throughout the book that I’ve shared stories from my personal life and work. 
Humans are wired to communicate with each other through stories, so whenever possible I’ve 
used stories to illustrate and clarify complicated concepts.  

To protect the identity of clients I’ve cared for, information has been changed.  

 
Knowledge is important, but only if we know how to use it.  

Being a nurse is as much about learning information as it is about practicing.  

The most difficult lesson I’ve learned is that we cannot apply what we know consistently and 
reliably without practice. Doing our best work demands that we try, fail and try again.  

 

 

 



© NursEd 2019 

   This is Nursing  
   

6 

Chapter 1: The business of communication 

 
Topic 

 
Page 

Communication is underrated  
 

7 

First, trust 
 

8-9 

Trust is fragile   
 

10-11 

Seeing people for who they are 
 

12-13 

I hear you, I understand 
 

14-16 

Power: Give it away  
 

17 

Who’s watching, & who’s listening? 
 

18-19 

Do you speak English?  
 

20-21 

Culture is everything  
 

22-25 

Working with others 
 

26-27 

Baby talk 
 

28 

Tots & tykes 
 

29 

School-aged children & adolescents  
 

30 

Parents & caregivers 
 

31-32 

The family  
 

33-36 

Older adults 
 

37 

At end-of-life 
 

38 

“I don’t understand you” 
 

39-40 

“People are listening through the walls” 
 

41-42 

I see you  
 

43 

What to say & how to say it 
 

44-45 

What not to say  46-47 

 

 



© NursEd 2019 

   This is Nursing  
   

7 

Communication is underrated 

It took me a long time (most of my career, actually) to realize that effective communication and 
human connection isn’t really a choice. It’s what nursing is all about.  

As a nurse, I love working with people to help them stay healthy. What I didn’t appreciate until 
recently is that we cannot help people get the kind of care they want and need unless we 
practice effective communication.  

I must admit, when I was in nursing school I zoned out during lectures about communication. In 
fact, I called the standards of practice fluffy. I couldn’t understand why I needed to learn how to 
communicate with clients when I had been communicating with people my entire life. Humans 
are a relationship-building species. Isn’t it something we do naturally? Not quite.  

Flash forward eight years and here’s what I’ve learned: The interactions we have with clients are 
unlike anything most of us have ever experienced before. Which means how we’re supposed to 
communicate with clients is a new and unfamiliar skill for many of us. The reason why 
communication is so important in nursing is because the ground rules are different.  

Nurse-client relationships are built upon an unequal sharing of power, effort, benefit, authority, 
influence and knowledge. 

• We care for clients, not the other way around.  
• We know more than most clients do about their health and health care.  
• We put in most of the effort, especially when clients are sick.  
• We benefit by getting paid, but clients don’t.  
• We can influence decision making and policy change more easily than clients can.  
• We invade clients’ privacy during their most vulnerable times, while our privacy remains 

intact.  

The way we interact with clients is completely different from the interactions we have with our 
friends and family, and for good reason. A consequence of this difference is that many of us 
struggle with saying and doing the right thing.  

It takes tremendous practice to become a great communicator, and nurses who can do it all the 
time are in short supply.  

Throughout this chapter you’ll learn about important virtues and skills we need to practice when 
interacting and communicating with the people we care for.  
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First, trust 

We know trust when we feel it about something or someone, but what does trust actually mean? 

Charles Feltman defines trust as “Choosing to risk making something you value vulnerable to 
another person’s actions”.  

Here are a few examples:  

• When I leave my daughter in the care of a babysitter, I am making my daughter’s 
wellbeing vulnerable to her actions.  

• When I make a transaction with a bank teller, I am making my finances vulnerable to his 
actions.  

• When I share personal information with my primary care provider, I’m making my privacy 
vulnerable to her actions.  

Trust is feeling comfortable with sharing personal information with someone and believing that 
it’s safe with them. Trust is when we lend something to someone and have a feeling that it will be 
returned to us intact. It’s also when someone tells us they’re going to meet us at a certain time 
and place, and we believe them.  

When we trust someone, we make our job, our goals, our beliefs, our reputation, our health and 
many other things vulnerable or at risk to another person’s actions. When we trust someone, we 
believe that their actions will support or help what we’re making vulnerable, and not harm it.  

When it comes to the work of nursing, our interactions with clients are also built on a feeling of 
mutual trust. Trust comes from what we say, how we act and how we communicate. It’s a feeling 
of comfort and safety, and it’s what allows people to be open and vulnerable about their 
problems with us. When clients allow us to provide their care, they are making their health 
vulnerable to our actions: They trust that we’ll do what we say when it comes to their health and 
their care.  

From the first time we meet a client, they’re judging whether we’re trustworthy. That is, whether 
we’re:  

• Accountable: that we’re responsible for our behaviours and own our mistakes and failures.  
• Reliable: that we’ll do what we say we’re going to do, when we’re going to do it and keep 

our promises.  
• Competent: that we have the knowledge, skill, judgment and resources to do what we say 

we’re going to do or propose to do.  
• Caring: that we have their best interests in mind when we act and make decisions.  
• Authentic: that our actions and words align with how we feel and what we believe and 

who we want to be.  
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• Non-judgmental: that we don’t think any less of someone because of who they are.  
• Honest: that we’re telling the truth.  
• Respectful of boundaries: that we’re clear about what is and what isn’t okay.  
• Empathetic: that we’re able to see things from their perspective.  

We build, demonstrate and maintain trust by:  

• Being honest.  
• Setting and maintaining boundaries. 
• Keeping promises and following through with what we say we’re going to do.  
• Being loyal and showing clients our willingness to protect and understand them.  
• Being consistent in how we speak and act over time.  
• Allowing for clients’ preferences.  
• Being respectful of clients’ uniqueness and cultural differences.  
• Maintaining privacy and confidentiality.  
• Assuming people are doing the best they can with what they have and what they know.  
• Trying to understand the feelings, thoughts and experiences of others.  
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Trust is fragile 

When we talk about trust, it’s important to talk about the opposite: mistrust. 

One of the best definitions of mistrust I’ve found is by Charles Feltman. He defines mistrust as 
“Assessing that what is important to me is not safe with this person in this situation”. In other 
words, mistrust is choosing not to expose ourselves or share things we value with someone else 
in certain situations.  

For example,  

• When someone lies to us, we become doubtful of trusting that person to tell us the truth.  
• When someone steals from us, we become hesitant to believe they won’t steal from us 

again.  
• When someone important in our life repeatedly fails to do what he or she says they 

would, we begin to question their reliability.  
• When someone criticizes us, we feel the need to protect ourselves from what they might 

say in the future.  
• When someone physically hurts us, we come to believe they pose a threat and feel that 

we are not physically safe.  

While some of us easily trust others and withdraw our trust only when it is betrayed, some of us 
believe that trust must be earned over time. Regardless of how easily trust is established, we 
know that trust is fragile and easily destroyed.  

The problem with mistrust in health care is that it becomes a barrier to helping clients get the 
care they want and need. When clients mistrust their nurse or another health care professional, 
they may not feel like it’s safe to share personal information, or they may not feel that it’s safe for 
someone to provide their physical care. The consequences are disastrous. Not only do people 
question their trust in a single provider, they may also lose trust in an entire organization or 
profession.  

I can’t tell you how many clients I’ve seen over the years who don’t seek help for health issues 
because they once mistrusted a health care provider.  

In order to maintain trust and re-establish broken trust, we need to be aware of what clients 
expect of us. Here’s a list of common assessments that may trigger clients to mistrust us:  

• Lack of accountability: that we do not take ownership of our decisions and actions.  
• Unreliable: that we do not keep promises or follow through what we say we’re going to 

do.  
• Incompetent: that we do not have the knowledge, skill or judgment to do what we say 

we’re going to do.  
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• Uncaring: that we do not prioritize someone else’s best interests when we act and make 
decisions.  

• Inauthentic: that we do not practice our values and beliefs.  
• Judgmental: that we have a critical point of view about someone’s appearance, needs, 

problems or behaviours. 
• Dishonest: that we don’t tell the truth by either sharing false information or omitting 

important information.  
• Disrespectful of boundaries: that we are unclear about what is and what isn’t okay.  

Dishonesty breaks trust. When we lie by giving false information or by withholding information 
from people, they are led to believe that we may not be safe to trust. In other words, they may 
feel the need to protect themselves by not making vulnerable what’s important to them.  

Telling the truth can be hard, especially when it may be difficult for someone to hear. It turns out, 
most clients and family members want total honesty from us, even it means saying things they 
don’t want to hear.  

In order for people to make informed decisions about their health and their care and be 
prepared for the outcomes of interventions and procedures, it’s best to tell the truth.  

When clients trust us, they’re healthier because of it and we’re remembered for it.  
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Seeing people for who they are 

Like trust, we know respect when we feel respected or feel respect for someone else, but it’s 
hard to put into words what it means.  

I’ve come to understand that respect is a feeling of appreciation about someone based on his or 
her behaviours, decisions or achievements. It’s a feeling we experience when we believe 
someone is worthy of admiration.  

For instance, many of us feel respected when someone holds the door for us, listens to us or 
thanks us for something we’ve done. We feel respect for someone when they’ve accomplished a 
goal or survived a traumatic event, or when they’ve been courageous. We also might feel respect 
for authority figures like teachers or police officers, or older adults like elders and grandparents.  

In some cultures, respect is earned over time by helping others. But in other cultures, people 
believe that others are automatically worthy of respect unless they act in ways that are deemed 
unworthy. Regardless of how it is established and communicated, respect boils down to 
accepting people for who they are and treating people with the same attention, honour, and 
care no matter who they are or where they come from.  

In nursing, respect is one of the first things we can offer clients. But it’s often one of the first 
things to go, especially when we’re working with clients who are most different from us.  

One way to understand respect is for us to be aware of what leads to disrespect. According to 
research, one of the most common reasons we feel disrespected, or act disrespectfully towards 
others is because of stereotyping or labelling. Stereotyping is defined as “a generalized and rigid 
definition of group characteristics that are assigned to people based on their membership in a 
group”.  

Sometimes we use stereotypes to give a quick picture about someone:  

• “She’s your classic grandma. Kind and sweet”.  
• “Watch your back. He’s schizophrenic”.  
• “Don’t tell the doctor what to do. He’s a typical man”.  
• “She’s a usual teenager”  
• “Be sure you don’t get manipulated. She’s borderline”.  

These might not seem so harmless, but they’re a slippery slope to things like:  

• “She’s obese, clearly she needs to stop eating McDonald’s”.  
• “All women are bad drivers, that’s why we only see women in the ER after car accidents”  
• “He must be gay, only gay men get HIV”.  
• “She’s lying, all adolescents lie”.   
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• “He’s your typical ICU nurse, rude and thinks he’s better than everyone else”  

Regardless if they’re used in a positive or negative way, we need to realize that stereotyping is 
disrespectful and harmful. Whether we stereotype to give people a quick picture of who 
someone is, or whether we do it to ridicule someone, we’re effectively reducing people to a 
narrow category that might not be true. Stereotyping leads us to blame people for their 
problems and gives us permission to believe they are unworthy of our respect.  

When we blame people for their problems, we basically say “I don’t have a lot of respect for your 
behaviour and I don’t need to have empathy for you because you put yourself in this situation”.  

When working with clients who are different from us in their values, beliefs, appearances and 
behaviours, we have to be careful not to disrespect them by making generalizations or false 
assumptions about them. When we interact with others based on our assumptions, we are quick 
to blame them for their problems and excuse ourselves from our responsibility to build trust and 
practice empathy.  

Combining trust and respect  

Magic happens when we are trusted and respectful. When we put clients at the centre of the 
team, when we help clients feel in control, when we listen to clients’ preferences, and when we 
work hard to provide privacy and dignity, clients are healthier for it.  

The best way we can demonstrate respect is by treating clients as if they are an honoured family 
member, friend or colleague.  

We can demonstrate respect by:  

• Asking clients about their opinions, values, beliefs, concerns and preferences. 
• Being friendly and speaking in a relaxed, calm manner.  
• Saying thank you or smiling in response to a friendly gesture.  
• Involving clients in planning their care.  
• Acknowledging the individuality and uniqueness of every person.  
• Encouraging clients to evaluate their care and give feedback.  
• Sitting beside rather than standing over people.  
• Closing doors during private conversations.  
• Explaining procedures and obtaining consent before doing them.  
• Warning clients before entering their physical or personal space.  
• Avoiding eye contact during personal care.  
• Establishing and maintaining boundaries.  
• Advocating for clients to get the care they need.  
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I hear you, I understand 

Real empathy is easier said than done, it’s hard work. It’s more than just saying the right words.  

Real empathy is about recognizing uncomfortable feelings and understanding the feelings of 
another person. It’s the ability to reflect on our own experiences and feelings in order to connect 
with the feelings and experience of someone else.   

Part of the reason why empathy is so difficult is because it’s not our natural instinct to walk in 
someone else’s shoes. It’s a skill that requires tremendous practice.  

In order to understand the power of empathy, I think it might be helpful for you to hear a story 
about how harmful a lack of empathy can be.  

When I was 29 years old, I was diagnosed with thyroid cancer, a stage 2 Hurthle cell carcinoma. 
Unfortunately, it wasn’t the ‘good’ kind of thyroid cancer. It was the kind of thyroid cancer that 
often happens in older adulthood, the kind that often kills people. I was devastated.  

At the time of my diagnosis, I was in the last year of my nurse practitioner and master’s program. 

It was my 25th year of formal education, and I was unmarried, childless and thousands of dollars 
in debt. By every expectation and measure of success in society, I was not doing well. Graduate 
school and life were huge stressors for me, so experiencing cancer in addition to not feeling 
good enough was more than I could handle.  

Besides facing my mortality at a young age, one of the hardest parts of having cancer was 
experiencing shaming comments from my family, friends and health care professionals. 
Comments like:  

• “You’re going to have a scar. You have a nice neck, why ruin it if you don’t have to?”  
• “You need to do better. You can do better. You need to pull yourself together.”  
• “You’re not actually sick. Why can’t you work?”  
• “People go through worse things than this.”  
• “At least you found it early. My mom died from it.  
• “You don’t look cancerous. I think you look fine. “  
• “Thyroidectomy patients are so demanding.”  
• “This is so disgusting.”  

The shame and fear I was already feeling about myself grew worse after I heard these comments. 
The shame of, “I’m not a good enough woman” turned into “I’m not going to be pretty 
enough”. The shame of, “I’m afraid” turned into “I’m weak”. The shame of “I’m broke” turned 
into “I’m demanding and disgusting”. These well-meaning people unintentionally judged me 
instead of practicing empathy. They threw just enough shame into my life to make me feel small 
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and unworthy. Most importantly, they didn’t see my world the way I was experiencing it or try to 
understand what I might be experiencing. A lack of empathy from important people led me to 
feel ashamed about myself.  

Researcher Brene Brown says that while we can’t make everything better for other people, we 
can help people feel accepted, validated and connected through empathy. Empathy, she says, 
has the ability to reduce aggression and agitation and alleviate shame. It can help us build 
meaningful relationships and connection.  

Empathy, then, is the act of understanding why people say what they say and behave the way 
they do. It’s being aware of and sensitive to the feelings and thoughts of someone else. It’s the 
ability to feel something in ourselves that someone else is feeling. We can never really know 
what it’s like to be someone else or provide people with what they need – unless we ask about, 
clarify and validate our understanding of their experience.  

When we’re practicing empathy, it usually leads us to say, “I understand. I hear you. I see you. 
How can I help?”  

Nursing professor Teresa Wiseman has identified four qualities of empathy:  

1. The ability to see the world as others see it  
2. The ability to be non-judgmental  
3. The ability to recognize another person’s feelings  
4. The ability to communicate our understanding of another person’s feelings  

I believe that practicing empathy is arguably one of the most important things nurses can do for 
clients and families. The truth is, how we feel, what we say and how we say it can make the 
difference between truly helping and causing harm.  

When we talk about empathy, I think it’s equally important that we understand the difference 
between empathy and sympathy. Sympathy is best defined as “feeling sorry for someone”. It’s 
looking at someone who’s suffering or going through a tough time and saying to them “I feel 
bad for you”, while thinking to ourselves, “I don’t understand what it’s like, and am I ever glad 
I’m not them right now”.  

The problem with sympathy is that it leads people to feel disconnected and alone and 
diminishes their feelings and self-worth. We lean towards sympathy because it’s easier to feel 
sorry for someone than it is to feel what he or she is feeling. It’s easier for us to feel sorry for a 
child who’s lost her parent than it is for us to dig deep within ourselves and feel a sense of loss 
and communicate that to her.  

Sympathy is also a by-product of our desire to want to make people feel better. By using 
sympathy to try and make someone feel better, we’re led to say things that we think will make 
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someone’s situation seem better than it is. For instance, when a woman experiences a 
miscarriage, sympathy is saying to her “I’m sorry for your loss, but at least you know you can 
become pregnant”. Or, when a parent loses a child, sympathy is saying to them “I can’t imagine 
losing a child, but at least they’re no longer suffering”.  

From my experience with cancer, I can tell you that when people communicated with sympathy, 
they often made me feel worse. Hearing comments like “It sucks to have cancer, but at least you 
caught it early” or “At least you don’t have to have chemotherapy” made it very clear that these 
people didn’t see the experience from my perspective.  

We can practice and demonstrate empathy by:  

• Listening to clients’ concerns, preferences, opinions, values, and beliefs (nodding, smiling, 
encouraging responses).  

• Maintaining direct eye contact when appropriate.  
• Using an open body language and a calm voice.  
• Using open-ended rather than close-ended questions.  
• Being attuned to clients’ behaviours.  
• Putting aside our own biases and judgments.  
• Being consistent in our approach and responses.  
• Clarifying what we’re seeing and hearing to ensure we understand.  
• Feeling an experience from our own lives that connects with what someone else is feeling.  
• Communicating our understanding of someone else’s experience, feelings and thoughts.  
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Power: Give it away 

Power is a challenging concept for a lot of us. There’s a part in each of us who wants to follow 
instructions and be cared for by others, but there’s also a part in each of us that’s afraid of being 
powerless.  

When we talk about power, we often think about ‘power-over’. Power-over is defined as the 
ability of a person or group of people to exert control over others. When we apply the concept 
of power-over in health care, it’s easy to see the power that nurses, physicians and other 
professionals have over clients in terms of authority, knowledge, skills, influence and leverage.  

One of the greatest problems with power-over in health care is that ‘health’ has been defined in 
our society so often that clients usually believe we are the experts of their health and they should 
do what we say, despite the fact that clients are the real experts about their health. Too often, 
we fail to realize that and help clients realize it themselves.  

To overcome the inherent asymmetrical power in health care and in nursing, we have to create 
and give away power. Instead of telling clients what to do, we can partner with them and help 
clients make decisions if they want to change something. In order for clients to make changes in 
their health and manage the problems they face, we have to empower them with the skills and 
knowledge they need to change their behaviours if they want to.  

We know that when clients are involved in their care and making decisions affecting their health, 
the better off they are.  

We can empower clients by:  

• Providing them with the relevant information they need to manage their health.  
• Including them in planning their care.  
• Supporting them to evaluate their care and give feedback.  
• Listening to their concerns, questions, preferences, values and beliefs.  
• Giving them choices and allowing capable clients to make their own decisions.  
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Who’s watching, & who’s listening? 

When we’re busy and overwhelmed, it’s easy to overlook the decisions we make about the 
environment surrounding our clients and their families.  

Before we talk about how we can make the environment safe, it’s important to think about the 
potential consequences when we fail to consider the environment in which we work. The best 
teachable moments are the ones where mistakes happen, so I’m going to share a story with you 
about how the environment can get in the way of providing the kind of care people need.  

A couple of years back, I started seeing a new physician. The first few times I saw him, I noticed 
that he left the exam room door wide open during our visits. Initially, I remember thinking to 
myself, “This is weird, but maybe there’s a reason”. After several months of seeing him, I realized 
that this is what he does. Regardless of the reasons why he does this, it’s important to recognize 
that his lack of regard for privacy and dignity undoubtedly makes people feel uneasy about 
sharing personal information when they know other people can easily listen. I know it makes me 
feel uncomfortable and far more hesitant to open up knowing that someone is across the hall, 
listening to what I say. It seems as though this physician doesn’t understand the perspective of 
his clients and how the environment is influencing his interactions and care.  

Here’s another story, a story of what happens when we pay close attention to the needs of the 
people we care for and how we can use the environment to meet their needs.  

A few years ago, my dad underwent a complicated liver resection for metastatic colorectal 
cancer. After his surgery, the surgeon brought my family into a quiet, private space to talk. At 
first, I thought the surgeon did this because he was about to share bad news, but I quickly 
understood that he did this so my family could have a place to talk without spectators. There 
were lots of tears and emotions felt during that discussion, and I cannot imagine what it would 
have been like to do that in the hallway or a busy waiting room where other people could watch 
and listen. It was clear that this physician appreciated that the environment in which we 
communicated had a tremendous impact on our psychological wellbeing and safety.  

While our ability to create quiet, safe, respectful and private environments depends on the 
setting and situation, there are simple things we can do to improve the influence of the physical 
space for our clients and their families.  
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We can create a respectful, safe and private environment by:  

• Drawing curtains to create privacy in a hospital room.  
• Knocking before entering through a closed door. 
• Finding a private space, free of noise and distraction especially in sensitive situations.  
• Paying attention to lighting in a room. 
• Using neutral spaces.  
• Limiting the use of chapels or religious spaces unless a client or family specifically 

requests it.  
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Do you speak English? 

Clear language is needed for clients or their substitute decision-makers (SDMs) to make informed 
decisions about their health and their care. What happens when clients or their SDMs speak 
different languages than us? Or when clients speak English as a second language? Is clear 
language still necessary? The short answer: yes.  

Situations involving language barriers deserve special attention. When it comes to language, 
there are things we need to do in order to develop a mutual understanding of what a person 
wants or needs.  

A few important considerations about language barriers:  

1. When clients or their SDMs have difficulty communicating or understanding us because of 
a language barrier, it’s best to use trained interpreters. Trained interpreters have 
specialized knowledge and skills in language and culture, and can be trusted to be more 
objective, to maintain confidentiality and understand health care terminology better than 
a client’s family and friends.  

 

2. If a capable client cannot communicate or understand information because of a language 
barrier, and they cannot provide informed consent for routine, non-urgent interventions, 
the proposed interventions should be postponed until someone is available to assist in 
communicating with the client. What this means is, if a client requires routine blood work 
or diagnostic testing and we cannot communicate the information they need to know to 
provide informed consent, it’s best for us to wait until someone can facilitate 
communication.  

 

3. If a client is capable of making decisions but cannot communicate and efforts to 
overcome a language barrier are unsuccessful, treatments or procedures may be provided 
without their consent if it is clear the client would not refuse treatment and delaying 
treatment will increase their risk for harm.  

 

4. If a capable client turns away, shakes their head, pushes back, yells or says ‘no’ when 
offered care or treatment, these actions imply the client is refusing treatment – regardless 
of whether a language barrier exists.  
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We can help overcome language barriers by:  

• Speaking slowly and clearly.  
• Avoiding slang and complex medical terminology.  
• Avoiding assumptions about what clients are saying.  
• Clarifying what we’re hearing or seeing, especially when things are unclear.  
• Understanding client preferences, opinions, beliefs, and values.  
• Orienting clients who are unfamiliar with a particular health care situation or setting.  

Generally speaking, if there’s a nonurgent clinical situation and a language barrier exists, it’s best 
to use a trained interpreter to explain the nature of a proposed treatment or procedure in order 
to obtain informed consent.  
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Culture is everything 

For years I was frustrated whenever clients would continue to make unhealthy choices or 
decisions despite my attempts to provide health information. 

Clients with uncontrolled diabetes wouldn’t take their medications as I instructed. 

Clients on coumadin wouldn’t get their INR done when I asked them to. 

Clients with advanced COPD would continue to smoke despite knowing the risks.  

Clients with asthma would continue to not take their inhalers after I demonstrated their use. 

It was as if my information went in one ear and out the other. Little did I know that most client 
behaviours and choices are inextricably connected to their cultural values and beliefs.  

For most of my career I believed that the best and only way we can help clients make better 
decisions about their health was through education. However, after learning more about culture, 
I’ve discovered that we cannot truly help people achieve better health unless we acknowledge 
and respect their cultural values and practices. That we can only support people to get to where 
they want to go by gently helping them to see when their values, beliefs and behaviours, in other 
words their culture, isn’t serving them well.  

The simplest definition of culture that I could find is that it’s “a learned way of thinking and 
behaving, for better or for worse, amongst a certain group of individuals”. From this definition, 
culture is essentially a group of people who are connected to one another through shared 
characteristics, customs, values, behaviours, beliefs, traditions and language.  

Although we may not think that culture is all that significant, it’s important to understand that it 
impacts everything we do, from:  

• What we eat  
• When we eat  
• How we dress  
• How we behave  
• How we spend our time  
• How we treat other people  
• How we parent  
• How we work  
• How we live  

There are no areas of our life immune to cultural influences.  
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The problem is, most of us are so influenced by our own culture that we often don’t recognize 
that it exists. Without being aware of our own cultural influences, it’s hard to see how culture 
impacts the thoughts and behaviours of the people we care for, especially when it comes to 
health.  

This idea that culture influences how we think and act is important because in order for us to 
help clients achieve better health, we have to do two things:  

1. We have to understand and respect clients’ cultural beliefs and practices (the choices they 
make) when they’re not harmful.  

2. We have to help clients learn about other ways of thinking and being in the world when 
their cultural beliefs and practices (the choices they make) are putting them at risk for 
harm.  

If a client wants us to arrange a religious ceremony or respect their traditions and they aren’t 
putting people at risk for harm, it’s our job to support their needs.  

If a client wants to smoke in their hospital room, or refuses to receive medically necessary care, 
we need to understand the reasons underlying their choices and help them understand the 
implications of them.  

One of the biggest reasons why clients often feel disrespected by us has nothing to do with our 
nursing skills or competence, and everything to do with our sensitivity towards their values, 
beliefs, and choices.  

We know from research that people are more likely to feel worthless, disconnected, disrespected 
and unaccepted when we pass judgment about their choices, when we force people to make 
different decisions, and when we use shame as motivation to help them change their behaviour. 
It’s not our responsibility to force people to make better choices by using threats, humiliation or 
intimidation tactics.  

When we respond to client’s behaviours or choices by telling them what to do, passing 
judgment, or making decisions for them without them, they don’t get the help they want and 
need. Period.  

Instead of telling clients what to do or forcing them to make different decisions, it’s important for 
us to seek an understanding of their values, goals, beliefs and preferences, and advocate for 
their needs to be met in a way that’s meaningful to them.  
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A few things to keep in mind:  

• Capable clients have an idea of what's best for them.  
• Capable clients have the right to make choices and decisions about their health (as long 

as their choices don’t hurt other clients or staff).  
• People in the same cultural group have different values and beliefs.  
• We have an obligation to commit to integrating clients' cultural preferences into their care 

when there's no risk of harm to other people.  
• Culturally-sensitive care is client-centered care.  

When clients refuse certain aspects of their care, or make particular requests, there are three 
steps we can follow to help them get the care they want and need:  

Step 1. When a client refuses a particular treatment or requests something different about their 
care, our first priority is to validate our understanding of their request or choice by collecting 
more information.  

In other words, we need to assess a client’s thoughts, feelings, preferences and concerns in order 
to better understand what they need. Collecting more information is the first priority whenever 
clients refuse aspects of their care or make requests about their care that could be harmful. For 
instance, if a client tells us they:  

• Want to smoke in their room  
• Don’t want a certain nurse to care for them  
• Don’t want to take their medication  
• Don’t want to walk  
• Don’t want opioid analgesics  
• Don’t want to be repositioned  
• Don’t want to eat the meal they’ve been given  

We need to understand the reasons behind their choices, otherwise we cannot offer them the 
help they want and need. Period.  

Let’s say a client preparing for surgery tells us, “I don’t want opioids after surgery”. We could 
respond by offering reassurance or information like, “Opioids are effective pain-relieving 
medications post-operatively” or “Opioids are not addictive when used in appropriate 
situations”. Or, we could start by asking, “What are your concerns about opioids?”  

Unless we ask, it’s hard to know what clients need to hear. A client who doesn’t want to take 
opioids may be concerned about side effects, or they may be worried about taking them if 
they’ve had a reaction in the past.  
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Client choices often reflect their cultural values or beliefs, and while they may be helpful in some 
circumstances, when it comes to health and wellness, some values and beliefs can be harmful. In 
order for clients to make informed decisions about their health, we need to first understand what 
they know and what they believe.  

Step 2. After collecting more information to understand the reasons underlying clients’ choices, 
our second priority is to provide clients with relevant information so they can make an informed 
decision. 

It’s tempting to want to offer advice or information whenever someone makes a refusal about his 
or her care, or when someone makes a new or unusual request. However, we know that 
prematurely offering information can lead us to make assumptions about what people need, 
instead of finding out what they actually need.  

Step 3. After we understand the reasons behind a client’s choice and provide them with relevant 
information, our third priority is to discuss the client’s choice with relevant health care team 
member(s). This step is important when a client’s problem, or the solutions to their problem, falls 
outside our scope of practice or expertise. When that happens, we need to reach out for help. 

It’s most appropriate to involve other health care team members when:  

• We’ve collected information in order to understand the reasons why a client’s refusing 
care or requesting changes in their care  

• We’ve provided a client with relevant information to help them make an informed choice  
• The client’s problem is best addressed by another health care provider  

Clients have the right to make informed choices and decisions about their health, and as long as 
they don't cause harm to other people, and they’re are aware of the potential consequences and 
risks, the choice is theirs to make.  
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Working with others 

Humans are neuro-biologically wired to connect with others and belong in groups. This is a good 
thing, considering group work is the reality of health care today. From rehabilitation and 
counselling groups for clients, to working groups of health care providers who come together to 
learn or improve quality of care, there are many different kinds of groups in nursing.  

Regardless of what a group of people is for, the success of any group of people boils down to 
one thing: effective communication. Whether we’re members of a group or team of health care 
providers, or leading a group of clients, there's an expectation that we can communicate well 
with others. 

A couple of things to consider when working with others and groups:  

Interruptions, attendance and lateness can affect a group's integrity and ability to achieve its 
goals. 

If poor attendance, unacceptable behaviour or lateness are issues, it's up to the group leader to 
identify these problems and communicate them in a way that's respectful, empathetic, caring 
and objective.  

The best leaders empower group members by:  

- Asking group members for their opinions. 
- Objectively discussing problems with group members and resolving disagreements. 
- Working together with group members to identify and make changes to improve client 

care. 
- Sharing power and decision making in a goal directed yet flexible way.  

When I was researching leadership and group work for this book, I was reminded of my own 
experiences with group work and leadership, both good and bad.  

I once worked with a few other nurse practitioners in an acute care clinic. Scheduling was a 
nightmare, so we had a nursing manager who was responsible for coordinating our work. What I 
appreciated the most was that during weeks when some of us were busier than others, our 
manager made it a priority to involve us in decisions affecting our workload. If someone was 
running behind, or if someone had administrative work to do, we would talk to our manager and 
she would work with us to figure out solutions. I liked that she didn’t make decisions for us, 
without us, and that she facilitated decision making in a way that made us feel heard and 
respected.  

If you’re like me, you’ve probably also experienced what it’s like to work with a leader who 
doesn’t empower people and respect their need to be involved in decisions.  



© NursEd 2019 

   This is Nursing  
   

27 

Years ago, I worked for a nursing manager who believed that it was her job to hold all the power 
and decision-making abilities. Rather than working with my colleagues and I to solve problems, 
our manager relied on intimidation tactics and her authority to independently make decisions 
affecting our work. It may not seem that bad, but the results of this kind of leadership are serious.  

We know that when nursing leaders exert power over their staff, and when staff have little 
influence over their workday, the consequences can range from stress, physical ailments, and 
insomnia to burnout, poor quality care, sick leave and mental illness.  

When we talk about what we should do as leaders, it’s just as important for us to know what we 
shouldn’t do. There are some things we should avoid doing when leading groups of clients or 
health care providers, such as:  

• Threatening group members before attempting to resolve conflict in other ways.  
• Failing to intervene when group member behaviour(s) threaten the group's integrity.  
• Imposing goals upon group members without discussion.  
• Making decisions for group member(s) without their opinions.  
• Holding all the power.  
• Ignoring the thoughts, feelings and unique contributions of group members.  
• Belittling a group member in front of the rest of the group.  

As leaders, we’re expected to be attentive to the needs of each group member and work 
towards empowering group members to solve problems affecting the ability of a group to 
achieve its goals.  

Nurses with the best leadership qualities emphasize the empowerment of others. 
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Baby talk 

Over time, it’s easy for us to forget that health care can be an unfamiliar and frightening 
experience for clients and their families. Even though I’ve worked in health care for most of my 
life, there are times when I’m terrified to be a client, particularly when I’m undergoing tests and 
waiting for results.  

Coping with health problems and health care experiences can be difficult for adults, but it’s also 
challenging for infants and small children, for different reasons. One of the main reasons why 
infants and small children have problems coping with health care experiences is that they’re still 
learning how to communicate and understand their surroundings, and they don't have as many 
life experiences to draw from. Together these things make infants and small children more likely 
to be afraid and confused when receiving health care.  

I’m reminded of this difference whenever I bring my daughter to our primary care provider for 
well-child visits and immunizations. When I see the fear and hesitancy in my daughter’s face, it’s 
clear to me that she has no idea what’s going on, other than the fact that a stranger is talking to 
her and touching her with weird objects that sometimes hurt, and I let it happen.  

Communicating with and caring for infants and children requires us to pay attention to their 
development and seek to understand how they think and feel. Showing respect, having empathy 
and building trust remain important when working with pediatric clients, but how we 
communicate with them really depends on their age.  

Communicating with infants from birth to 12 months requires us to consider that:  

• Besides crying, infants mostly communicate non-verbally, but respond to verbal/non-
verbal cues.  

• Non-verbal actions like stroking, soft touch, holding and rocking can help offer 
reassurance.  

• Understanding and mimicking how parents provide comfort, feeding, and bathing is 
helpful.  

• We can build trust by involving parents in care as much as possible or keeping parents 
visible when they can't be involved.  

• Infants and children are less intimidated by us if we kneel or sit beside them, rather than 
stand.  

• Making eye contact and offering distractions with our words or objects in the environment 
can go a long way.  
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Tots & tykes 

Just like infants, toddlers and preschoolers also benefit when we use different kinds of 
approaches to communicate and providing care.  

When it comes to communicating with toddlers and preschoolers, below are lists of things to 
consider when working with these populations.  

Communicating with toddlers (1-3-year old’s):  

• Speaking with shorter sentences and using repetitive phrases is best because toddlers 
have a limited ability to understand language.  

• Parent/caregiver-child interaction should be encouraged as much as possible.  
• Security objects (toys or blankets) can be helpful if and when they're separated from 

caregivers.  
• Distraction can help take their mind off threats to their safety and security.  
• Most toddlers feel threatened when receiving invasive treatments or assessments.  
• Toddlers should be encouraged to walk independently whenever possible. 
• Toddlers should be encouraged to express themselves when they're upset or hurt.  
• Behavioural regressions can happen when toddlers are stressed or find themselves in an 

unfamiliar environment.  

Communicating with preschoolers (3-5-year old’s):  

• By age 3, most children can use and understand simple sentences and concepts, like 
“you’re going to feel a little pinch in your skin”.  

• Anxiety often manifests as somatic complaints (i.e. upset stomach or 'sore tummy').  
• Children should be warned if/ when something is going to hurt and be reassured that 

they'll be supported.  
• Play can help a young child help cope with their fears about procedures.  

Question: It's better to delay and give longer explanations about painful procedures to 
preschoolers. True or false?  

False.  

It's better to provide short and simple explanations to preschoolers prior to doing painful 
procedures. Delaying procedures or offering detailed explanations can increase their anxiety and 
fear of being hurt. It's best to perform procedures as quickly as possible and explain more 
afterwards if needed. If a procedure will hurt, children should be warned up front and provided 
with reassurance they'll be supported during and after.  
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School-aged children & adolescents 

Here’s a guide of things to consider when working with school-aged children and adolescents.  

Communicating with school-aged children (age 6-11):  

• School-aged begin to understand reasons for illness and show an interest in learning how 
the human body works.  

• When school-aged children ask us questions about illness or treatment, it's best to assess 
their understanding and what they already know before answering their questions.  

• Verbal explanations are preferred but may be supplemented with developmentally 
appropriate reading materials.  

• Writing and drawing can help children in this age group cope with their health care 
experiences.  

Communicating with adolescents (age 11-19):  

• Most adolescents are concerned about what other people think of them, particularly 
about their appearance and how they are perceived by their peers.  

• In nonacute situations, it's best to perform part of the health history with adolescents 
separated from their parents; many adolescents are more likely to open up when they’re 
alone.  

• Friends may accompany adolescent clients if agreed, and as long as it doesn’t interfere 
with necessary care.  

• Friends can be important sources of support for some adolescent clients in health care 
settings, especially during health teaching.  

• Building trust, conveying empathy, respecting privacy and maintaining confidentiality 
remain important in this age group.  
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Parents & caregivers 

It's stressful for parents and caregivers when they cannot protect, comfort and take care of their 
ill or injured child. One of the most common reasons for this stress is that they often feel they 
don't have enough information.  

As a parent of a young toddler myself, I am as vulnerable as any other parent to feeling helpless 
and stressed whenever my daughter is not herself. Just the other day my daughter fell off my 
bed, not once but twice, and landed on her head. Other than some bruising and a few tears, she 
didn’t seem bothered. It was the next day, when I noticed she wasn’t eating a lot and seemed 
more irritable that I went into panic mode. Immediately, I thought, “Is she concussed? What if 
she’s got internal bleeding? Should I take her to the hospital?” Luckily, I was able to do an 
assessment and reassure myself that she was fine. Most parents can’t do that.  

In my research, I’ve discovered there are three kinds of scenarios involving parents/caregivers we 
typically see in nursing: 

1. The first scenario involves parents/caregivers asking us a question about their child's 
health. Does he need surgery? Is he going to be okay? Why is he fevered? It's tell-tale 
sign parents or caregivers need more information when they ask us questions.  
 
 

2. The next scenario involves us noticing that parents/caregivers seem to be stressed, 
worried, anxious or confused about what’s going on with their child. As nurses, one of our 
responsibilities is to decipher non-verbal messages. Inevitably, this means we notice when 
parents or caregivers appear to be struggling.  

 

3. The last scenario happens when we hear that parents/caregivers don’t understand 
information they've been given, or that they have unanswered questions. We know that 
parents and caregivers are often stressed or worried because they need more 
information, so it’s not uncommon for them to tell us when they don’t understand what 
they’ve been told or when they have questions.  
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The thing about these scenarios is that the approach to addressing them is the same.  

When we’re faced with the task of supporting or helping parents or caregivers of an ill or injured 
child, there are three steps we can follow:  

Step 1: We need to first assess and understand more about the parent’s/caregiver’s problem. 
Without understanding what parents/caregivers already know or what they need to know, it’s 
hard to offer the information or support they’re looking for.  

Step 2: After assessing, the next thing we can do is provide relevant information to help parents 
or caregivers manage their problem or concern. For example, if a parent is looking for answers to 
questions about their sick child, once we understand what they already know and what they want 
to know, or what kind of help they need, then we can offer information based on their needs.  

Step 3: Lastly, we can communicate with and involve relevant health care team members who 
can best help parents and caregivers. This is most important when their problems and needs are 
beyond our area of expertise.  
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The family 

When we’re sick and vulnerable or find ourselves in life-changing situations, many of us want to 
be with our family. This idea that we want to connect with people we love and people who love 
us during times of illness and change means that working with families is inevitable for many of 
us.  

When it comes to caring for clients and families, there are four kinds of scenarios that typically 
happen in nursing: 

- Conflict  
- Hearing about problems  
- Seeing problems  
- Receiving questions  

Conflict  

Most of us who are lucky to have family can probably all agree that conflict happens. We don’t 
think it will happen to our family, and then one day in the midst of a crisis, our personalities and 
opinions and emotions emerge and suddenly it’s World War 3.  

One of the most common situations of conflict we encounter in health care is when clients and 
family members have different opinions, values and beliefs. Two classic examples are:  

• A client refuses a treatment or intervention that their family wants them to receive  
• A client wants to receive a treatment or intervention that their family doesn’t want them to 

receive  

These can be awkward and uncomfortable situations to witness. When we’re in these situations, 
many of us want to say, “You all need to figure this out on your own and leave me out of it”. As 
much as we may want to stay out of other people’s family business, when it comes to conflicting 
points of view between clients and their families, our job is to advocate for the opinions, 
preferences and wellbeing of individual clients, first and foremost.  

Hearing about problems  

Another kind of scenario is when a family member alerts us to a problem they’re having or a 
problem the client is experiencing. Problems can be anything, like:  

• A client’s wife expresses she’s upset that her husband isn’t eating  
• A client’s girlfriend mentions that she’s worried about her boyfriend’s mental health  
• A client’s husband shares that he’s noticed his wife’s memory is declining  
• A client’s mother states that her child is anxious about an upcoming surgery  
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• A client’s father says that he feels his daughter isn’t getting the care and attention she 
needs  

When we hear about problems brought to our attention from family members, we have two 
choices and the choice depends on who has the problem:  

1. If a family member mentions they are worried, upset, concerned, afraid, confused or 
angry about a situation, we need to advocate for the family member by understanding 
their thoughts, feelings and concerns.  

• For instance, if a client’s husband tells us, “I don’t know how I’m going to cope 
with my wife’s death”, our job is to understand more about his thoughts and 
feelings about the situation. Or, if a client’s wife says that she’s angry with her 
husband’s physician, then it’s on us to seek to understand more about what the 
wife is thinking and encourage her to express her concerns.  

2. If a family member mentions that their loved one, the client, has a problem, we should 
address the problem with the client directly.  

• For example, if a client’s spouse tells us that the client is battling an opioid 
addiction, or if a client’s girlfriend mentions to us that she’s concerned that the 
client is anxious about an upcoming surgery, it makes more sense for us to speak 
to these clients directly and try to understand what’s going on and advocate for 
them to get the help they need.  

Seeing problems  

One thing we become particularly good at as nurses is noticing things that other people don’t 
notice about themselves. We pay close attention to non-verbal and verbal messages that might 
indicate an actual or potential problem someone is experiencing.  

What this means is that we often notice when family members have problems, not just clients. 
When we see that a client’s family member is upset, anxious, confused, angry or stressed about a 
problem they’re facing in regard to their loved one, our responsibility is to advocate for the 
family member’s problem to be addressed by seeking an understanding of how they’re feeling 
and what they’re experiencing.  
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Receiving questions  

Health care experiences can be stressful and confusing for families. When faced with new, 
confusing or distressing health situations with their loved ones, it’s not unusual for family 
members to ask us questions.  

Two kinds of questions we usually hear from family members are: philosophical questions that 
are difficult for anyone else to answer, and direct questions about their loved one’s health status.  

Philosophical questions sound like:  

• “What am I going to do?”  
• “What should I do?”  
• “Should I end life support?”  
• “How am I going to manage when he dies?”  
• “Should I tell her the truth?”  

Notice how they’re vague and hard to answer for someone else?  

In contrast, direct questions about health status sound like:  

• “What is multiple sclerosis?”  
• “Why is my husband losing his strength?”  
• “Why is my wife no longer eating?”  
• “Will my dad need surgery on his heart?”  
• “What side effects should I watch for?”  

To help us address questions we receive from family members, we can use the following three-
step approach: 

Step 1: 

When a family member asks us a philosophical question like “How am I going to cope with my 
husband at home?” or “Should I make the decision to take my wife off life support” our best 
initial response is to encourage the family member to express their concerns, thoughts or 
feelings. These are tough questions for us to answer, so whenever we receive these kinds of 
questions, we need to help family members find the answer themselves.  

When we receive a direct question about a client’s health status like, “Why is my wife’s condition 
rapidly declining?” or a question like “Will my husband need insulin for diabetes?”, it’s most 
appropriate for us to start with finding out what the family member already knows and what they 
don’t know. For the simple reason that we cannot give relevant information to family members 
unless we know their learning needs.  
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Step 2. Once we understand a family member’s concerns or what they know or don’t know about 
their loved one’s condition, the next step is for us to provide information that will help answer 
their question, within the limits of our knowledge and expertise.  

If a child asks “My dad has multiple sclerosis. What does that mean?”, it’s best if we first find out 
what the child has already been told and what they don’t know. This way we can provide them 
with information they’re looking for.  

If a spouse asks, “My wife has early Parkinson’s disease, why is she losing her memory?” After 
seeking to understand what he knows about the disease, we could answer his question with a 
simple explanation like, “People with Parkinson’s disease experience memory loss and it can 
happen at different times for everyone, it’s sometimes a sign of disease progression.”  

Step 3. If and when a family member asks us a question that we don’t have the authority or 
expertise to answer, our last priority is to bring the question to the attention of the most 
appropriate health care provider who can best answer their question.  
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Older adults 

Aging isn't something we like to think about, and it certainly isn't something we can easily relate 
to as young people.  

Truth is, we're living in an increasingly aging society, which means that caring for older adults is 
the reality for most of us.  

Given the magnitude of the aging population in Canada, here are some things for us to consider 
when communicating with older adults: 

• Assume that most older adults are capable of making their own health care decisions.  
• When a family member alerts us to a problem facing an older adult client, it's better for us 

to assess and verify the problem directly with the client themselves.  
• We must respect their right to information and their right to make their own decisions, 

even if we disagree with them.  
• Older adults should be encouraged to participate in planning and evaluating their care.  
• When family and older adults have conflicting preferences and opinions, we have an 

obligation to prioritize the client's wellbeing first.  
• Don't assume older adults want family involved in their personal care and vice versa, we 

need to ask about their wishes first. 
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At end-of-life 

People make hard, irreversible decisions about the end of their life about what they will or won't 
accept. In order for clients or their substitute decision maker(s) (SDMs) to make informed 
decisions about life-saving interventions and end-of-life care, they need to know the truth about 
the risks and benefits of their options.  

When it comes to end-of-life decisions and care, we have a responsibility to ensure that capable 
clients are empowered to make their own decisions and given the opportunity to make their 
preferences, opinions and beliefs known. This means we must work hard to avoid:  

• Telling clients (or family) what to do about end-of-life care.  
• Prioritizing a family’s wishes that are in conflict with their loved one’s wishes.  
• Offering false reassurance.  
• Making assumptions about a client’s or family’s preferences (i.e. falsely assuming that a 

funeral is preferred, or assuming someone's spiritual or religious preferences).  
• Planning end-of-life care without involving the client and their family or loved ones.  

Considering it’s our responsibility to support clients to make their own choices about end-of-life 
care, we need to advocate for clients when their independence and end-of-life choices are at 
risk.  

When clients and their family are in conflict over end-of-life decisions, we need to remember 
that:   

Our first priority is to assess and respect the client's opinions, concerns and wishes. 

Our second priority is to either provide the family with information that will help them 
understand the client’s preferences or wishes, – or provide the client with information to help 
them understand their choices and rights. 

Our third priority is to arrange a family conference or communicate with appropriate health care 
team members who can help address the client-family conflict. Family conferences allow people 
to express their concerns and opinions, especially at end-of-life.  
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“I don’t understand you” 

I’ve always understood that clients with deafness, blindness, aphasia, illiteracy, mental illness and 
dementia suffered in their daily lives. What I didn’t realize is that clients can be seriously harmed 
by health care professionals simply because they cannot effectively communicate with us.  

It wasn’t until I personally experienced a communication deficit that I truly understood the power 
of communication and what happens when we lose our voice and ability to ask for what we need.  

The following story helps to illustrate the subtle nature of communication deficits and the 
importance of finding ways to foster communication with our clients and their families when it 
gets hard.  

A few years ago, in 2014, I had a thyroidectomy to remove a cancerous nodule from my thyroid 
gland. Surgery and my initial recovery went smoothly until 7 hours post-op, when I 
haemorrhaged internally and was rushed into emergency surgery. Before the effects of 
anaesthesia took effect, the surgeon said to me “We’re going to intubate you and have you 
recover in the intensive care unit as a precaution”. To which I replied, “That’s fine, but please 
make sure that I’m kept asleep if I’m intubated. I do not want to be awake.”  

Of course, a few hours later my fears were brought to life when I woke up intubated in the 
intensive care unit.  

If you’ve ever been consciously intubated, then you know how unpleasant it is. For those of you 
who haven’t experienced it before, let me just say that feeling an enormous, rigid tube sticking 
down your throat is one of the worst medical interventions to be conscious of. It was awful, and I 
was having no part of it.  

My nurse administered multiple doses of Midazolam in an effort to sedate me, to no avail. What 
she didn’t realize, and what I could not communicate, was that I needed an indwelling catheter. 
Prior to my ICU stay, I had received several litres of fluids intravenously during and after my 
surgeries. The main reason I was awake and unable to sleep with the Midazolam was because I 
had a frequent urge to void.  

For hours I lay awake, gagging and retching while trying to yank out my breathing tube. I was 
confused and tired and didn’t really know what was going on. My mother and my (now) husband 
sat on either side of my bed, holding my hands to keep me restrained. Numerous times I 
remember using my hands to signal that I needed to void and at one point asked for an anti-
emetic by writing on a note pad. It’s embarrassing to admit, but I was incontinent of urine 
because I just couldn’t control it.  

The ultimate consequence of my inability to communicate was that I was placed in bilateral wrist 
restraints to keep my hands off the breathing tube, when what I really needed was a urinary 
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catheter. Being restrained made me more anxious and agitated, to the point that I ripped the 
breathing tube out. 

Looking back, I realized that I wasn’t restrained because I was being ‘difficult’. I was restrained 
because I could not communicate what I needed and because my nurses didn’t seek to 
understand what I needed. They didn’t practice empathy.  

After that experience, it made sense to me why clients experience fear, anger, frustration and 
agitation when they cannot speak up or understand us.  

The most important lesson I learned from this experience is that when clients have difficulty 
speaking or understanding language, there are things we can do to make communicating easier 
and health care safer and better. We can:  

• Inform clients when we do not understand their communication.  
• Assess to understand every client's communication strengths and weaknesses.  
• Create a quiet environment.  
• Create and implement strategies to facilitate communication when it's impaired (i.e. using 

hand signals, pictures or note pads).  
• Spend time listening.  
• Advocate for continuity of health care providers.  
• Observe non-verbal communication cues and verify what we’re seeing or hearing before 

offering help or solutions.  
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“People are listening through the walls” 

Mental illness can impair communication. It can affect how people understand information and 
how they speak and behave. Considering our world is plagued by stress and hardship, there's a 
good chance you'll be working with clients affected by mental illness.  

I’ve worked with many clients over the years who have struggled with mental illness. Whenever 
I’ve spoken with these clients about their emotions and beliefs, I heard over and over again 
about things they believed or felt to be true yet often weren’t. Clients with eating disorders 
believed they were fat. Clients with depression often believed they were helpless and unworthy. 
Some clients with panic disorder believed they were having a heart attack and going to die. 
When I worked with some clients with schizophrenia, many believed that they had super-powers 
or believed they were being watched through the walls of their homes.  

Some clients with mental illness are aware of their false beliefs, but many clients are not. From 
my experiences and from research, I’ve learned that when working with clients who have false 
beliefs about themselves or the world, it’s best not to support or encourage them to maintain 
their false beliefs. When someone already believes something dangerous to be true about 
themselves or other people and we verify that what they believe is true, the effects can be 
disastrous.  

Years ago, I saw a client with schizophrenia who believed that every woman he encountered 
secretly wanted to be with him. He wanted to have his way with them. Can you imagine what 
might have resulted if I told him, “Yes, you’re right. Every woman wants to be with you”.  

On more than one occasion, I’ve also heard from clients that they didn’t feel like they belong 
anywhere or that “life just isn’t worth living”. Just picture what might have happened if I told 
these clients “You know, you don’t really belong anywhere” or “I agree, your life isn’t worth 
living”. If I verified what they believed they could have used my words as truth and seriously hurt 
themselves.  

What this means is that when clients with schizophrenia have paranoia or delusions, or when an 
elderly client with dementia asks for their mother, or when a client with anxiety feels like they’re 
going to die or when any client has a false belief of any kind, we should approach these clients 
with empathy and concern for their feelings and experiences. Through careful and non-
judgmental listening, we can try to understand the feelings or emotions they're experiencing as a 
result of their distorted reality and use that information to communicate.  

For example, let’s say a female client with bulimia said to us “I’m so fat. My thighs are huge, and 
my stomach is chubby”. How should we respond? We could say, “Have you thought about 
exercising more and eating healthier?” Or we could say something like, “You seem upset about 
what you look like. It must be frustrating to feel that way”.  
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If we responded to this client by validating her false beliefs that she’s fat by engaging her in a 
conversation about eating and exercise, we’re basically saying that her beliefs are true. But - if 
we respond by acknowledging her feelings and practice empathy, we can avoid the path of 
verifying her faulty thinking.  

Here’s another example. When we notice that an elderly client with dementia is searching for 
their mother, it would be more appropriate to say to them “It seems as though you are upset to 
be alone" as opposed to saying, "Your mother isn't able to visit you at the moment". Rather than 
seeking to understand and validate their feelings, the latter response continues to support the 
client’s false belief that their mother is alive.  

When we go along with someone’s illogical thinking, it comes across as though we’re verifying 
that what they’re seeing or believing is true, when it’s not. Instead, it's better for us to approach 
clients who experiencing false-beliefs with empathy and an understanding of the feelings they're 
experiencing as a result of their false sense of reality.  
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I see you 

Non-verbal communication - communication via sending and receiving wordless messages - 
helps us understand what people are thinking and feeling. We often aren’t aware of it, but 
everything from facial expressions, tone of voice, rate of speech, hygiene, dress, posture and eye 
contact, to hand movements, mannerisms, affect, and other physical cues tell us a lot of 
information about people without even speaking to them.  

Just as verbal communication allows us to understand clients and convey trust, respect and 
empathy, non-verbal communication helps us in other ways. From my experiences and research, 
there are two important examples of non-verbal communication to be aware of: 

Incongruent verbal & non-verbal communication  

No matter how honest clients want to be, it’s inevitable that some of them will say things they 
don’t mean and feel things they don’t tell us about. A client may tell us “I feel fine”, but in 
reality, they are pale and short of breath. A client with depression may say, “I’m doing better”, 
but they seem flat and withdrawn. Often, clients say things that are inconsistent with how they 
feel because they’re afraid to speak the truth.  

When clients tell us things that don’t align with their non-verbal messages or cues, we need to 
clarify and explore what we’re seeing and hearing and understand their thoughts and feelings. 
Often all it takes is for us to comment about a client’s behaviour or non-verbal cues for them to 
open up to us about it.  

Whenever we see that clients are acting in a way that’s not consistent with what they say, our first 
priority is to assess and understand what they’re experiencing.  

Touch  

Touch can be a powerful way of communicating care, empathy and comfort. While some cultures 
view touch as a threat (i.e. certain Orthodox Jewish or Muslim cultures), most clients feel good 
about being touched by a nurse. Holding someone's hand or gently putting our hand on 
someone's shoulder or arm can sometimes speak more than our words.  

Touch is not recommended as a way to communicate with clients who are paranoid, mistrustful 
or speaking inappropriately. Clients in these situations may see touch as an invasion of their 
space as opposed to a way of communicating care and concern.  
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What to say & how to say it 

Communicating with clients and families is a tricky skill for many of us. We’re afraid to say the 
wrong thing. We don’t want to offend people. We think that people will judge us if we don’t 
understand what they’re saying.  

Here are some techniques we can use to facilitate communication: 

Technique 
 

Purpose Example 

Clarification When we hear or see something 
that’s not easily understood, we 
use clarification to ask people to 
explain something or provide 
more information to help us better 
understand them.  
 

“Can you explain what you mean?” “I’m 
not sure I understand. Could you 
elaborate further?” 

Non-verbal 
cues and leads 

 

Phrases or non-verbal cues help 
prompt people to continue 
speaking. 

“Uh huh…” “Go on…” “And then…” 
“Mm…” ‘Tell me more…”, head 
nodding, forward leaning posture 

Restating 
 
 

Restating what people say can 
focus their attention on parts of 
their message that don’t make 
sense or requires further 
discussion 

“(Repeat the person’s words), is that 
what you mean?”  

Paraphrasing 
 

Paraphrasing involves focusing on 
the underlying message of what a 
person is saying and expressing it 
back to the person for verification.  

“In other words, you mean….” 
“Are you saying that ….”? 
“What I think you mean is…” 
“It sounds like you ….” 

Reflecting 
 
 

Reflecting helps clients clarify their 
feelings in relation to a particular 
experience.  

“I sense that you’re upset about what’s 
going on” 
“You seem frustrated that you can’t…” 
“It sounds as though you’re angry 
because…” 
 

Summarizing Summarizing is a way of pulling 
different thoughts and feelings 
together for validation and further 
discussion. It helps to ensure 
we’re on the same page as the 
people we’re communicating with. 

“This is my understanding of what we’ve 
been discussing.” 
“Let me know if you agree with what I’m 
understanding…” 
“Before we move on, this is what I’m 
seeing…” 
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Open & closed-ended questions 

A great deal of nursing involves encouraging people to tell us more about their experience, 
illness or situation. Besides the communication techniques listed on the previous page, we can 
use open-ended and closed-ended questions as additional strategies to help clients 
communicate with us.  

Examples of open-ended questions:  

• "What brings you to the clinic today?"  
• "Can you please tell me more about the pain in your chest?"  
• "What can I help you with today?"  
• "Could you give an example of what you mean...?"  

Open-ended questions help us better understand the client's experience, their values, beliefs, 
and preferences. However, there are times when closed-ended questions are preferred. Like in 
emergency situations, when we need information quickly or when clients are unable to express 
themselves (i.e. if they're intubated).  

Examples of closed-ended questions:  

• "How would you rate your pain on a scale of 0 - 10?"  
• "Is the pain getting worse?" 
• "Are you feeling nauseated?" 
• "When did you last drink?"  

Open-ended questions encourage clients to express their situation in their own words. Open-
ended questions cannot be answered by a simple yes, no or one-word answer.   
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What not to say  

(I’d like to skip over this stuff, but we can’t). The way we communicate well and do our best work 
is to talk about things we shouldn’t do. Besides knowing what we should say, it’s equally 
important for us to know what we shouldn’t say.  

Non-therapeutic 
responses 

Why to avoid it 
 
 

Example 

False promises or 
false reassurances 

Making false promises or 
reassurance gives people a false 
sense of comfort, and they run 
the risk of minimizing the feelings 
and concerns people feel about 
their situation. 
 

“Everything will be ok”  
“You’ll be fine” 
“Surgery will go well” 
“Don’t worry about it” 
 

Challenging Forcing clients to prove their 
perspectives or opinions is selfish 
and puts clients in an 
unnecessary position of 
defending themselves.  
 
 
 

“How can you feel that way if you 
look ok?” 
“Why are you choosing to do 
drugs?” 
“Why are you worried about your 
wife?” 
 

Advice giving It’s easy for us to want to give 
common advice to people but 
telling people what to do is the 
opposite of client-centered care. 
Giving unwanted, common 
advice denies people the right to 
make their own choices.  
 

“You need to quit smoking” 
“If I were you, I’d call…” 
“You should exercise for 30 
minutes a day” 
“You have to eat more fruit and 
vegetables” 

Passing judgment It’s not up to us to approve or 
disapprove how other people are 
feeling or acting. Nurses are not 
in a position to agree or disagree 
with client’s perspectives or 
preferences.  
 

“I’m happy you came” 
“That wasn’t nice of you to say” 
“You shouldn’t do that” 
“You did the wrong thing” 
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Other responses we should avoid include:  

• Cliché responses such as "Doctors know best" or "I just follow the rules around here".  
• Absolute terms or stereotypes like, "Every new mother feels that way" or "Children 

always get upset from needles".  
• Imposing our values onto clients by saying things like, "Formula feeding is bad," or 

"People should attempt to live at all costs".  
• Threats, for example saying to a client “If you don't stop complaining, I'm going to report 

you".  
• Validating client's false-beliefs to be true, for example, saying to an elderly client with 

dementia “I’m sorry, your father isn’t able to see you right now”.  
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Choices matter 

Having choices and the ability to make our own decisions matters a lot. 

If you think about it, we have a lot of choices in life. Most of the time, we get to choose what we 
wear, what we eat, how we spend our time, what we do for a living and how we live our lives.  

So, just imagine for a moment if someone were to tell you that you:  

• Shouldn’t eat junk food  
• Must follow your meal plan  
• Have to walk an hour a day  
• Need to eat more fruit  
• Must stop interrupting  

Which of these sounds like a choice, a chance to make your own decision, to become 
independent? Probably none of them.  

Which of these would make you feel powerless, annoyed or disrespected? I’m guessing all of 
them. 

These statements represent decisions or choices that people make for us, not with us.  

Before I started writing this book, I didn’t think too much about giving clients choices. Clients 
either followed my instructions or they didn’t. I think that’s how many of us think about choices in 
nursing. When we’re pressed for time and other clients need us and family members want to talk 
to us and there’s endless charting to finish, it’s hard for us to say to someone “Would you like to 
take your medications and get dressed now, or do you want me to come back in an hour?”  

Since I’ve started learning more about choices, I realized that when we tell clients what they 
should do, when we make decisions for them, not with them, their health suffers. They’re far less 
likely to be satisfied with their care, and they're less likely to get the outcomes they’re hoping 
for. This means that giving choices is a practice, something we can consciously choose to do.  

Nursing, then, is a collection of choices we make every day. We make the choice of listening to 
clients and their families, the choice of including clients and families in planning care and setting 
goals, and the choice to support their decisions and independence. When we let clients be in 
control of their health and their care, they are healthier and far more satisfied because of it. 
That’s client- centered care.  

Client-centered care is simply about choosing to understand client’s problems and allowing them 
to make informed decisions about their health. It’s about encouraging clients and their families 
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to speak up about their care when it’s not working for them. And it’s about advocating for 
resolving their problems in the best possible ways.  

I know a lot about client-centered care and yet it’s something I have to continuously work at, 
especially when I’m feeling overwhelmed, afraid and find myself in the middle of new and 
unfamiliar situations.  

Given the challenge of providing client-centered care in a culture that tells us we’re the 
professionals when it comes to health, I’ve divided client-centered care into 6 themes.  

Client-centered care is the practice of:  

1. Partnering with people and letting them make decisions for themselves  
2. Offering care based on an understanding of people’s wants and needs  
3. Encouraging people to evaluate and give feedback about their care  
4. Respecting the choices people make, even if we disagree with them  
5. The willingness to acknowledge when we cannot meet someone’s needs  
6. Advocating for people’s needs to be met in the best possible ways  

Throughout this chapter, you’ll see how these themes apply to our work.  
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Doing with 

When it comes to health, it’s hard for clients to achieve much on their own. For them to stay 
healthy, recover from illness and rehabilitate from injury, they often need to partner and work 
with nurses and other health care providers to make their goals a reality.  

In nursing we partner with clients whenever we:  

1. Plan and provide nursing care  
2. Help clients take responsibility for their health, and  
3. Help clients maintain and achieve their independence  

The idea that we should partner with clients is based on the fact that clients don’t achieve their 
goals or have their needs met when we plan care for them, without them, or when we make 
decisions for clients who are capable of making decisions for themselves, or when we give clients 
common, unwanted advice about how to live their lives.  

‘Doing for’ instead of ‘doing with’ can make clients feel inferior and disappointed, and we in turn 
feel exhausted and overwhelmed. By letting go of the need to be the expert and tell clients what 
to do, we all feel more at ease.  

When it comes to planning care, helping clients take responsibility for their health and maintain 
their independence, it’s far better for us to partner with clients by engaging them in a 
conversation about their options and preferences, and supporting them to decide what matters 
to them.  

Ways in which we can partner with clients include:  

• Asking clients about their preferences and opinions.  
• Discussing how clients feel about their health and their situation.  
• Including clients in setting their goals.  
• Using information directly from the client in planning care.  
• Giving clients the opportunity to make their own decisions about their health and their 

care.  
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Of course, talking about partnering wouldn’t be complete without talking about the ‘shouldn’t 
do’ list. Here are some things that get in the way of providing people the care they need, and 
things we should avoid: 

• Ignoring clients' preferences and opinions.  
• Creating a plan for a client, without them.  

• Creating a plan for a palliative client, without family.  
• Using a standardized care plan.  
• Giving brochures or handouts before understanding someone’s learning needs.  
• Giving unwanted non-nursing advice.  
• Assuming what clients want to do about their health.  
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What do people need? 

Back in 2010 when I first became a nurse, I remember feeling overwhelmed by the number of 
problems I was dealing with every day. From one day to the next, it felt like all I did was hear 
about problems, problems, and more problems.  

Luckily for clients, I had a lot to offer to help with their problems. Here’s the thing: even though I 
had knowledge, skills and access to resources to offer clients, I realized that they only wanted to 
hear about or receive the kind of help that they actually wanted or needed.  

One of the greatest challenges we face as nurses is that clients often have an idea of what they 
like, what they don’t like and what’s best for them. How are we supposed to help clients when 
we don’t know what they want?  

Here’s what we can do: rather than assuming what might help a client deal with their problem, 
and rather than offering help based on our assumptions, we can first assess what clients might 
want or need to do about their problem.  

When I have a headache, I need to take a migraine medication. I don’t really want to hear about 
alternatives like ibuprofen (which I’m allergic to) or acetaminophen (which doesn’t work for me). 
When I’m anxious and stressed about an upcoming appointment with my endocrinologist, I don’t 
want a referral to a social worker or an anxiolytic to calm my nerves. I need someone to ask how 
I’m feeling. When it’s one of those days at work when every client is challenging and I’m behind 
in my charting, I don’t need someone to tell me that I need to manage my time better. I need 
someone to hear me vent.  

Unless we assess and figure out what clients are thinking, feeling and experiencing, it’s next to 
impossible for us to know what kind of help we should be offering them.  

When it comes to assessing and understanding wants and needs, we can:  

• Talk with clients about their care  
• Engage clients in a conversation about their problems  
• Consult clients about their opinions  
• Listen to understand clients’ concerns  
• Hear about clients’ preferences and wishes  
• Give clients an opportunity to discuss their problems  

We can know everything about diabetes, weight management, healthy eating, post-op recovery, 
pregnancy and sexual health, but unless we ask clients what they need help with, what they are 
feeling or thinking or what they already know, we cannot truly help them. Period.  
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When we plan care for clients or make recommendations or suggestions without acknowledging 
their needs, we feel frustrated and they feel disrespected. Honest conversations with clients 
about their needs, concerns, beliefs, preferences and opinions can change the way we work.  

The bottom line is this: Before we can offer someone help or provide solutions, we have to first 
understand what they are thinking, feeling, believing, or experiencing. Unless we know these 
things, it’s hard to offer the kind of help people truly want and need.  

When it comes to understanding needs, we know that the most important thing we should do is 
speak to clients directly about their concerns, beliefs, preferences and opinions. Most of the 
time, clients know themselves best, so it’s essential that we recognize and respect their 
expertise.  
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How was your stay? 

Working mostly in primary care over the years, I recognized that many clients talked to me about 
things they didn’t like about their care or their frustrations with other health care providers. I 
heard from clients who felt disrespected by other health care providers. I heard clients describe 
the annoyance of being ignored about matters that were important to them. I was asked many 
times by clients if I could help them because their needs weren’t being met by someone else.  

It isn’t hard to appreciate the impact on clients when they don’t have the chance to talk about 
issues or problems that matter to them, and when they don't get the care they're hoping for. 
That’s why it’s important for us to support their right to speak up about their care when they 
have concerns, or when their care isn’t working for them.  

When it comes to evaluating care, it’s important for us to:  

1. Support and encourage clients to evaluate and give feedback about their care  
2. Acknowledge and listen to clients’ concerns or complaints about their care  
3. Advocate for clients to get the kind of care they want and need  

I think the following story illustrates the potential for harm when we ignore clients who don’t feel 
they are getting the help they want and need.  

A colleague once told me that she saw a woman who was upset about the way she was treated 
by her primary care provider. According to the woman, she had been experiencing a persistent 
pain in her breast for a few months. She booked an appointment with her primary care provider 
to address her problem, but after telling them what was going on with her, the provider 
responded to her by saying, “I’m not doing a breast exam, you’re probably fine. You’ve had 
many appointments recently and I don’t have time for this”.  

Besides the fact that this provider wasn’t practicing client-centered care, I believe this story 
reminds us that we should not make judgments about clients without assessing what’s going on 
with them.  

As a nurse, I can’t think of many things that are more harmful than judging and ignoring 
someone. When we disregard someone’s concerns, we blame them for their problems and 
ignore our responsibility to help.  

From this idea of encouraging clients and families to evaluate and give feedback about their 
care, it’s important for us to also talk about what we shouldn’t do when they bring concerns to 
our attention or make complaints.  
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We should avoid:  

• Ignoring clients or families who have concerns.  
• Labeling complaining as ‘inappropriate behaviour’.  
• Shaming, blaming or judging.  
• Walking away from a non-aggressive person. 
• Immediately deferring a person’s complaints to someone else before seeking to 

understand what they’re thinking and feeling.  
• Reporting people who complain about their care.  

A client (or family member) who is complaining or upset about their care is simply evaluating 
their care and giving feedback. It's no different than when we complain about a bad meal at a 
restaurant or poor customer service at a hotel. People have the right to speak up, and we’re 
obligated to listen to their concerns and advocate for them to receive the kind of care they want 
and need.  

 

.  
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Changing relationships: Care isn’t up to us 

Clients expect us to care enough that we see them, hear them and want what’s best for them. 
They want us to be concerned enough about their health and wellbeing that we’ll do our best to 
meet their needs. And they want us to create the kind of human connection that makes them feel 
important, trusted and respected. You know, that kind of care.  

Which means that clients decide whether we care, not us. If clients aren’t happy with the care 
they’re getting or not getting from us, it’s a problem we have to address.  

The concept of ‘changing relationships’ has to do with the fact that clients have the right to make 
decisions and requests about who provides their care (within limits of boundaries and resources, 
of course).  

From experience, I can tell you that it’s hard to hear when clients don’t want you to care for 
them. When I was working as a nurse practitioner and looking after a roster of hundreds of 
clients, every now and then I’d get a request to transfer a client’s medical records to another 
primary care provider. These requests were always disappointing to me because it was a sign 
that I was not providing the kind of care some clients wanted or needed.  

Clients have the right to be cared for by someone who they feel connected with. When clients 
want someone else to care for them, it’s essential that we advocate for them get what they want 
– even if it means transferring care to someone else.  

When a client asks for another nurse to provide their care, there are three things we can do: 

Step 1. We can seek to understand the client's concerns and reasons why they are asking for 
another nurse. We can't help clients get the care they want without understanding their needs 
and wants.   

Step 2. Once we’ve understood the client’s concerns, then we can either provide necessary or 
immediate care or identify mutually agreed upon solutions within the limits of available 
resources. This could mean making adjustments to the existing nurse-client relationship to make 
it work better for the client.  

Step 3. If steps 1 and 2 aren’t effective, the next thing we can do is communicate with a 
supervisor or manager about the situation. This step may involve working with the supervisor or 
nursing team to find alternative ways of meeting the client’s needs.  

 

 



© NursEd 2019 

   This is Nursing  
   

58 

When responding to a client’s request to transfer care, it’s important that we avoid: 

• Telling the client there's nothing that can be done about their request for another nurse 
(which is a lie; at the very least we can talk to our supervisor about it).  

• Arranging another nurse to take over the client’s care (before first understanding the 
client’s reasons for wanting another nurse in the first place).  

• Deferring or delaying care until another nurse is available (because someone else might 
not be available when they’re needed).  
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Different choices for different people 

The main reason it’s important for us to learn about choices is because the health and wellbeing 
of our clients is inextricably connected to their ability to make their own choices. When clients 
don’t get the chance to decide for themselves, their health suffers.  

The hardest part of respecting choices, the part we mess up the most, is allowing clients to make 
choices and decisions that we don’t agree with.  

We can know the consequences of unhealthy eating, obesity, stress, smoking and drug use. We 
can know the risks of not treating cancer with traditional therapy or the dangers of falling when 
someone has osteoporosis. We can know the harm that can happen as a result of uncontrolled 
diabetes and hypertension. But sometimes, our expertise gets in the way of the fact that people 
are better off when they make decisions for themselves, especially when their decisions are 
informed.  

Respecting choices means that clients have the right to refuse chemotherapy if they don’t 
believe it’s worth the side effects, even if it means they’ll die sooner.  

Respecting choices means that clients have the right to refuse assistance with dressing and 
feeding if they believe it’s better to be independent, even if it means it’ll take them longer to get 
dressed and eat.  

Respecting choices means that unsteady clients have the right to refuse help, even if it means 
they might fall and get hurt.  

Since immersing myself in practice standards and reflecting on my own experiences, I now 
understand that we don’t have to agree with the choice’s clients make. That it’s not our job to 
force people to make better decisions, decisions we would make ourselves. Our job is to ensure 
that capable clients have all the information they need to understand the risks and benefits of 
their choices, and to allow them to make informed decisions for themselves. As long as clients 
know the consequences of their decisions and their decisions don’t put other people at risk for 
harm, they have the right to make certain decisions and choices about their health and their care.  

When it comes to choices, here are a few things I’ve learned:  

Limits to choices 

• Clients can't choose to do things that put the safety of others at risk, like smoking tobacco 
in a hospital or long-term care facility or requesting a family member who is a staff 
member to provide care when there are alternative care providers available.  
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Clients first  

• When clients and families have conflicting preferences and opinions, we are responsible 
for prioritizing clients’ preferences first and foremost.  

Capacity for decision making 

• Unless a client is delirious, unconscious or suffering from advanced dementia, it’s best for 
us to consider all clients who are adolescents and older to be competent to make their 
own choices about their health and their care until proven otherwise.  

Respecting choices is easy to say but hard to do. Mostly because we’re the kind of people who 
just want to help others. But in our effort to help, sometimes we get caught doing things or 
making decisions for people who are capable of doing things and making decisions for 
themselves.  
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Advocating: Helping people in the best possible way 

Advocating helps people get the kind of care they want and need. Considering everyone has 
their own values, beliefs, expectations and needs, we have to listen to what people say and 
watch what they do before we can help. When it comes to advocating for people, there are three 
steps we can take: 

Step 1. First, we must assess their problem  

An assessment is the only way of knowing what people want and need. Earlier, I mentioned that 
we cannot (or should not) offer advice, solutions or interventions unless we ask people to tell us 
more about the problem they’re experiencing and what they’re looking for.  

it's tempting to want to give advice, teach, refer, offer reassurance or make a plan of care, but 
these actions are the exact opposite of assessment. A problem that's assessed and understood 
from the beginning helps clients get the care they want and need much faster, more effectively 
and puts clients in the centre of their care. Before we can help clients solve their problems, we 
need to first understand where they’re coming from and where they want to go.  

Step 2. After we assess, we can then provide people with relevant information to help them 
manage their problem  

In order for people to make informed decisions and choices about their health and their care, we 
have to give them the most pertinent information to help them deal with the problems they’re 
experiencing. The reason why this is the second priority is because we cannot give people 
appropriate information unless we have a better understanding of what they need to know and 
what they already know. When it comes to providing relevant information to help people deal 
with their problems, we have to remember not to give unwanted, common, unwanted or off-
topic information or advice. People don’t want to hear about information that isn’t relevant to 
them.  

Step 3. When we’re at the limits of our abilities or scope, we can communicate with relevant 
health care team members who can best address a person’s problem 

Sometimes, we cannot offer information to help manage someone’s problem because it’s 
beyond our area of expertise or authority. When that happens, it’s best for us to involve and 
communicate with other health care team members who can best provide the care our clients 
need.  

Although working collaboratively with other health care providers is necessary, this step in the 
advocating process is challenging for most of us because it’s not always clear when we’re 
supposed to involve other health care providers.  
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Based on my research, I’ve identified three scenarios in which communicating with or involving 
health care team members is an important thing to do:  

• When clients choose not to follow through with another health care provider's plan of 
care. For example, if a client refuses to do exercises recommended by a physiotherapist, 
it would be wise for us to communicate the client's choices with the physiotherapist who 
initiated the plan of care (after we’ve first understood the reasons why the client is 
refusing to follow through with the plan of care).  

 

• When we believe that a client's plan of care isn’t meeting their needs. For example, if we 
believe that a client's plan of care isn't meeting their needs or addressing their problems, 
we have a responsibility to involve the relevant health care team members who can help 
make changes to the planning and provision of care.  

 

• When we do not have the expertise or authority to address a client's concerns, problems 
or questions about their care. Nurses are usually the first point of contact for most clients 
in health care, so naturally they ask us questions or tell us about their problems. But 
sometimes we're not the best person to address their problems. When we lack the 
expertise or authority, that's when we should involve the most appropriate health care 
providers who can help them.  

When working with clients and other health care providers, it’s critical that we don’t:  

• Make changes to another health care provider's plan of care without first consulting them.  
• Ignore or dismiss client's choices or decisions about their care (especially when they 

refuse to do something that another health care provider initiated).  
• Encourage clients to comply with a plan of care they disagree with, especially if we 

haven’t yet had a discussion with the client to explore their thoughts and feelings about 
their care plan.  

There are three common scenarios in nursing in which our role is to advocate. Over the next few 
pages we’ll take a look at these scenarios and how we can approach them.  
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What I’m hearing is… 

From pain, fever, coughing and nausea to anxiety, crises, losses and unfortunate situations, 
clients come to us with all different kinds of problems. Typical problems we hear about are things 
like:  

• ‘I have a sore spot on my back’  
• ‘My ear is sore’  
• ‘My leg is numb’  
• ‘I have a cough’  
• ‘I can’t hear’  
• ‘I’m just doing what I’m told’  
• ‘I’m worried about the results’  
• ‘I don’t think I can do this’  
• ‘I’m useless’  
• ‘I want to quit smoking’  
• ‘My daughter stole my money’  
• ‘I want to die’  
• ‘I feel sick’  
• ‘My head hurts’  

From this list you can see that the problems our clients experience are not always 
straightforward. In fact, most of the time when clients tell us about their problems, we don’t 
know much about them until we investigate further.  

Whenever we hear from clients about a problem they’re experiencing, we need to advocate. In 
other words, we can apply the three steps of the advocating process in order to help clients with 
their problem:  

Step 1. We need to first assess clients’ problems in order to understand more about what they’re 
thinking and feeling. When someone tells us their head hurts, we need to assess their symptoms 
so we can figure out what might be going on. When someone says they’re anxious about an 
upcoming surgery, we need to understand the reasons they’re feeling anxious before we can 
offer help.  

Step 2. Once we have an understanding of someone’s problem and needs, then we can provide 
clients relevant information to help the client manage their problem. 

Step 3. When the solutions to clients’ problems are beyond our ability or expertise, we need to 
communicate and collaborate with relevant health care team members who can best help.  
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Something doesn’t look right 

Over time, most nurses develop a knack for seeing problems that other people don’t notice or 
admit about themselves. We notice things like risk factors for heart disease or post-op 
pneumonia. We notice when people are at risk for falling. We can tell when someone’s upset, 
even if at first, they don’t admit it. We notice when someone has a suspicious looking skin lesion, 
and when someone seems to be having difficulty breathing.  

In my own practice, I can’t tell you how many times I’ve avoided disasters, caught near misses 
and saved lives simply because I was paying attention to subtle cues and hints that someone or 
something was wrong.  

Given that we’re in a position to see or notice problems with our clients, there’s an expectation 
for us to advocate on their behalf and help solve their problems. Here are some examples of 
problems we see: 

• Crying 
• Refusing to walk  
• Unhappy about being in hospital  
• Hesitant to eat  
• Refusing to participate in care  
• Irritated about their family member’s care  
• Short of breath  
• Reluctant to turn over  

Whenever we see that someone has a real or potential problem, we have to help solve their 
problem in the best possible ways by applying the three steps of the advocating process: 

Step 1. We need to first assess clients’ problems to understand more about what they’re 
experiencing. Unless it’s an emergency situation and we have to intervene ASAP, usually 
whenever we see that someone has a problem, our first priority is to assess. We can’t understand 
someone’s needs or wants or know what solutions to offer unless we find out more about their 
problem. This means if someone is upset, the first thing we need to do is find out why they’re 
upset. If someone is refusing to deep breathe post-operatively, our first priority is to explore the 
reasons why they’re not deep breathing.  

Step 2. After understanding their problem and needs, then we can provide clients with relevant 
information to help them manage their problem.  

Step 3. When the solutions to clients’ problems are beyond our ability or expertise, we need to 
communicate and collaborate with relevant health care team members who can best help.  
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“How am I going to cope?” 

One of the best parts of being a nurse is being respected for the work we do and the knowledge 
we have. I can’t think of a better example of this than when clients turn to us for help by asking 
us questions about new, confusing and distressing problems they’re experiencing.  

When working with clients who are feeling vulnerable and afraid, it’s essential for us to respond 
appropriately to questions they ask us. We know that how we respond to questions can make the 
difference between helping and causing harm. This couldn’t be truer than when clients ask us 
questions that are hard for us to answer.  

It’s a sign that a client has a problem and needs our help when they ask us things like:  

• ‘What am I supposed to do?’  
• ‘Will I end up like her?’  
• ‘Should I tell him?’  
• ‘How am I going to be able to cope?’  
• ‘Who is going to look after me?’  
• ‘Should I leave him?’  
• ‘Am I going to die?’  
• ‘What will happen to my son?’  

In my experiences as a nurse, I’ve been asked all kinds of questions from clients who are 
confused, anxious or worried about a problem they’re experiencing. One thing I’ve realized is 
that when clients are feeling the most vulnerable and afraid, the questions they ask us are the 
most challenging to respond to.  

I once cared a client who came in with painful lesions on their genitals. After assessing the client, 
I explained that I thought they were experiencing a primary infection of genital HSV, in other 
words their first outbreak of herpes. The client was understandably upset after hearing this news. 
One of the first things they said to me was “Should I break up with my partner?” At first, I felt 
squeamish and thought to myself, how am I supposed to answer this?” But after pausing for a 
few seconds, I responded by encouraging them to share their feelings and thoughts about the 
situation and relationship. While I wasn’t in a position to give them advice about their 
relationship, I was able to help them cope with what they were going through.  

With this story in mind, it’s important to remember that when clients are struggling to navigate 
challenging situations, one of the first things they want is for us to listen and try to understand 
their experience. This is particularly true when clients ask questions that are laden with emotion 
and seem impossible for us to answer.  
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From research, I’ve learned that when we receive questions from clients, particularly questions 
that are uncomfortable for us to answer, we can respond by using the three steps of the 
advocating process:  

Step 1. We can seek to understand more about what clients are experiencing by first assessing. 
Rather than offering advice or responding with a comment like, “This is what I’d do if I were 
you”, we can respond to tough questions by encouraging clients to reflect and share what 
they’re thinking and feeling, what they know and what they don’t already know. Once we help 
people process their thoughts and feelings then we can offer solutions based on their needs.  

Step 2. After understanding their experience and needs, then we can provide clients with 
relevant information to help them manage their problem.  

Step 3. When the solutions to clients’ problems, or answers to their questions are beyond our 
ability or expertise, we need to communicate and collaborate with relevant health care team 
members who can best help.  
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The slippery slope 

Maintaining boundaries and keeping ourselves and other people accountable is difficult work. 
Especially when we’re concerned about wanting to be liked by others and perceived as relaxed, 
fun and easy-going.  

As hard as it can be to uphold accountability, establishing and keeping boundaries is necessary 
for us to be the most compassionate with ourselves and the people we work with and care for.  

Nursing is defined by the limits we set, about what we will and won’t do, and what we will and 
won’t accept. The sensitive, intimate and powerful nature of our work demands we do this.  

We’ve learned from unfortunate situations in the media that failing to set boundaries is toxic to 
clients, families, colleagues, health care institutions, organizations and professions. When we 
don’t set boundaries and hold our colleagues and ourselves accountable and when we don’t 
follow through with consequences of crossing boundaries, clients can get hurt, feel mistreated 
and become mistrustful. When clients mistrust us as individuals, they may feel compelled to 
mistrust entire professions and organizations. We know from Chapter 1 that mistrust can lead to 
poor health outcomes and serious harm.  

The key to maintaining boundaries and holding people accountable is to separate people from 
their behaviours and address what they’re doing or how they’re acting, not attack who they are 
as a person. Other ways we can maintain boundaries include:  

• Following the plan of care created by the client and health care team and include 
activities in the plan of care that may be perceived as crossing a boundary.  

• Not giving relationship advice or interfering in clients' personal relationships.  
• Not caring for family and friends unless no one else is available to provide the necessary 

care  
• Clarifying our role when boundaries become unclear.  
• Refraining from being involved in financial transactions unrelated to payment of nursing 

care or services.  
• Not disclosing personal information about our-self unless it meets a client's health care 

needs.  
• Communicating with colleagues or supervisors when we’re unsure what to do about self- 

disclosure or accepting/giving gifts.  
• Documenting situations when we have to discuss a boundary crossing with a colleague or 

supervisor.  

Given the importance of setting and maintaining boundaries in nursing, you can expect to 
encounter scenarios in your practice that will test your understanding of what is and isn’t okay. 
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For instance, a client may ask you to take them to an appointment, accompany them to dinner or 
spend time together after working-hours.   

When you encounter a scenario and you’re not sure if it’s considered crossing a boundary, the 
thing you need to remember is that if the behaviour in question could be considered part of the 
client’s plan of care, it’s less likely that a boundary violation or crossing would occur.  

For example, if a client lives independently at home but requires daily nursing care for activities 
of daily living, it wouldn’t be unreasonable for us to accompany them to a medical appointment. 
Out-of-home nursing care may be considered a part of the client’s plan of care, especially if they 
need extensive help. If the same client requested that we take them to a movie or stay for 
dinner, it’s more likely that these requests would fall outside the plan of care.  

In this chapter we’ll take a look at situations involving boundary crossings and violations, how we 
can manage them.  
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Me too 

People often believe that nurses are supposed to keep their personal lives private, but this is not 
always true. Hardships are something we all experience, and nothing connects us more than 
sharing feelings with other people and honestly saying “Me too, I’ve been there. It’s hard”. 
Sharing information with clients about our own lives and experiences can help us offer support, 
provide reassurance and build rapport.  

It’s okay for us to disclose information about ourselves with clients as long as it’s:  

• Brief 
• Intentional  
• Relevant to a client’s health care needs 
• Not too intimate  

When done properly, self-disclosure is a temporary boundary crossing with the intent to further 
meet someone else's needs.  

A personal story of self-disclosure that comes to mind involves a client I saw with a large neck 
mass. She came to the clinic where I was working and told me that a few weeks earlier she 
noticed some swelling in the front of her neck. After assessing her, I suspected she had a thyroid 
nodule. Judging by the size and firmness of it, it was probably cancerous. After we talked about 
diagnostic testing, I decided it was a good time to self-disclose. She was evidently anxious about 
what was happening, and I saw it as an opportunity to validate her feelings by briefly sharing my 
own experience of finding a neck mass and the concerns that I had, and how I dealt with them. 
As we ended our visit, she told me that she appreciated hearing that she’s not alone and felt 
better knowing what to expect with diagnostic imaging and how to cope with some of the 
worries she had.  

Having honest, personal conversations is a powerful way to connect with clients and 
communicate empathy, but there’s a trick to knowing when and how to do it. Self-disclosure can 
become a slippery slope to inappropriate over-sharing when it’s not done for the right reasons or 
at the right time. Sharing information about ourselves with clients is inappropriate when it:  

• Diminishes a client's thoughts, feelings and experiences  
• Makes a client feel as though they need to help us, or makes a client feel uncomfortable  
• Meets our needs and makes us feel better, instead of helping to meet a client’s needs 

If you encounter a situation and you’re unsure whether self-disclosure is appropriate, ask 
yourself: How will sharing this information help this client meet their needs? If there's a risk that 
sharing information will serve your needs and not a client’s needs, then don’t self-disclose.   
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Giving thanks 

Gifts are an important part of Canadian culture. It seems that we’re either giving gifts, hoping for 
some, being grateful for the ones we have or accepting new ones. Giving and receiving gifts 
feels good, especially when there’s no expectation of compensation.  

In nursing, it’s not uncommon for clients or their families to offer us gifts, items like flowers, 
chocolates and gift certificates, as a token of their appreciation for our work.  

While giving and receiving gifts is a completely normal thing to do in our personal relationships 
with friends and family, it’s one of those things that falls outside the usual boundaries of our 
relationships with clients. The power we hold and the uncertain expectations that can be 
attached to gifts can make it challenging for us to freely give and accept them.  

From the Canadian nursing practice standards, here are the general guidelines for accepting and 
giving gifts:  

• In the absence of agency policy, a gift may be accepted from a client if: 
o It is initiated by the client and 
o Provides therapeutic value to the client  

 

• If declining a gift may harm the nurse-client relationship, a gift may be accepted as long 
as the:  

o Client is mentally competent and aware of their actions 
o Gift was not sought by the team or an individual nurse 
o Client was not seeking special care or treatment in return 
o Value and appropriateness are considered acceptable  

 

• A group of nurses or health care providers may give gifts to clients only when: 
o A client understands they don't have to give a gift in return 
o Giving a client a gift won't change the nature of the professional relationships 
o Other clients won't feel hurt if they don't receive a gift  

When it’s unclear whether we should or shouldn’t accept or give a gift, it’s not a bad idea to 
speak to a manager or supervisor about the situation and document the discussion and any 
actions taken as a result.  
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What about friends & family? 

When it comes to caring for family and friends, the word that comes to mind is complicated.  

Working as a primary care nurse practitioner in a small rural town where I was born and raised, I 
find it challenging to separate my work from my family and friends. 

In fact, it’s safe to say that many nurses find it hard to keep their professional and personal lives 
separate. Few of us are immune to family and friends asking us for help or advice when they’re 
unwell.  

One of the reasons why it’s best for us not to care for family and friends is that caring for these 
people blurs the boundaries of our professional and personal obligations.  

Caring for family and friends complicates the lists of things that are okay and not okay when it 
comes to the way we’re expected to behave. Plus, it’s hard to be objective when our personal 
feelings are involved. When we’re struggling to care for several clients and we’ve got a family 
member or friend to look after, it’s hard not to let our personal feelings get in the way of 
prioritizing other clients’ needs.  

It's best that we avoid caring for family and friends unless there is no other health care provider 
available to provide the necessary care. Under circumstances when a family member or friend is 
assigned to us, we’re responsible for ensuring that every effort has been made to find alternative 
options before we provide their care.  
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Boundary violations 

We know that when people in positions of authority use their privilege to reverse roles, when 
they engage in secrecy and lies and when they prioritize their own needs, they run the risk of 
causing serious harm to the people they have power over. Fact is, whenever there exists an 
imbalance of power, authority, knowledge and influence between people, there is an increased 
risk for boundary violations to occur.  

When it comes to health care, boundary violations happen when a health care provider takes 
advantage of their power and fails to prioritize their client’s health and wellbeing, even if a client 
'consents' or initiates a boundary violation. We’re held accountable for putting our clients’ needs 
first no matter what, and we are responsible for advocating for the wellbeing of our clients and 
intervening and reporting boundary violations if and when they happen.  

What does a boundary violation look like? Common scenarios of boundary violations involve 
health care providers who:  

• Spend extra time with a client beyond what's needed to meet their health care needs.  
• Disclose irrelevant, deeply personal, lengthy information about oneself to a client.  
• Dress differently when seeing a particular client.  
• Frequently think about a client when away from them.  
• Seem defensive when questioned about their interactions with a certain client.  
• Keep secrets with a client that aren't shared with the rest of the health care team.  
• Give personal contact information when it's not required for their role or work 

responsibilities.  
• Become friends with a current client or family member.  

The hardest thing about boundary violations isn’t seeing them.  

The hardest part is figuring out what we’re supposed to do when we suspect a colleague is 
violating a boundary and having the courage to do something about it.  

Here’s a three-step approach we can use when we believe a colleague is violating a boundary:  

1. The first thing we can do is gently and respectfully approach the colleague and discuss: 
what was observed, how their behaviour is perceived, how their actions may impact their 
relationship with the client and how the professional standards are being compromised 
without attacking, blaming or judging them as a person.  

 

2. If this first step isn’t an option or isn’t effective, the second thing we can do is speak with 
the colleague’s supervisor about the situation.  
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3. If after speaking to the supervisor, the situation isn’t resolved, the third thing we can do is 
inform the client of their rights to notify the colleague’s regulatory college or a higher 
authority in the health care organization. If a client doesn’t exercise their rights to report, 
then it’s up to us to take action.  
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Can we be Facebook friends? 

Social media – platforms that allow people to connect with one another – have been a dominant 
force in our culture since the 1990s. But in a world where we are instantly connected to millions 
of other people, concerns arise about privacy and confidentiality and what’s okay and what’s not 
okay.  

As social media and technology continues to evolve, it’s important for us to understand the 
implications of using social media as nurses and what we can do to protect our integrity as 
individuals and the integrity of the profession, as well as the safety of the public and clients we 
care for.  

When I think about my own social media use, there’s one story in particular that I believe 
highlights our need to be cautious when people online either know we’re nurses or when we self-
identify as nurses online.  

A few years ago, I joined a local mom group on Facebook. Besides swapping baby gear, 
arranging play dates and sharing parenting advice, I noticed that some of the women in the 
group asked personal health questions about themselves or their children.  

One situation that stands out the most was when a new, breastfeeding mom told the group that 
she was experiencing breast pain, warmth, redness and fever and was wondering what she could 
do about it. Many of the women in the group were quick to respond and offer her suggestions 
like using essential oils, cool compresses and other home remedies. Except for the health 
professional moms, who said nothing.  

I remember stepping back from the situation and thinking about the fact that in this group of 130 
women, at least a dozen were nurses and physicians. Here was a group of health care 
professionals hearing about health problems, some of them potentially serious, and ignoring 
them. I didn’t feel good about that. On one hand, I understand that we cannot simply intervene 
and offer advice without first assessing people, but on the other hand, how can we just pretend 
to ignore these health problems and the advice women are getting?  

I was also bothered by the fact that other women in the group knew who the health care 
professionals were because it’s a small community. What did the women think of us as health 
care professionals when we chose to ignore their health problems? I wasn’t comfortable with the 
idea that many women in the group were aware that I was a NP, and I most definitely wasn’t 
comfortable with hearing about problems and bad advice and having no choice but to ignore all 
of it. So, I left the group.  

This story is just one example of how our title and our responsibilities impact our use of social 
media and the perception and safety of the public.  
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Here are some things we should consider when using social media:  

1. We must communicate with clients about boundaries in the online world. When we’re 
unclear with people about what is and isn’t okay, we risk causing harm.  

2. Accepting friend requests from clients on personal social media accounts is a boundary 
violation that can lead to inappropriate disclosure of information about ourselves. Being 
'friends' with clients’ online blurs the boundaries of our professional relationships and can 
jeopardize their trust in our profession.  

3. Whenever we feel embarrassed or unable to talk about our online behaviour with a client, 
consider it a red flag for crossing a boundary.  

4. We should avoid communicating about workplace issues on social media and use proper 
channels of communication instead.  

5. We need to be careful when disclosing our professional identity on social media sites, as 
people may take advantage of the opportunity to share their health problems with us in 
inappropriate online spaces.   

Of course, there are other things to consider, but these are the main ones.  

Can we post images of clients on social media? Why or why not?  

Written consent is required to share or post images of clients online.  

Even though an image may not include a client's name or details of their health, a client can still 
be identified from an image alone. Confidentiality is breached when we share any information 
about a client with third parties who are not part of a client's circle of care.  

While implied consent is enough for us to share information about a client within their circle of 
care, written consent is preferred for us to share any personally identifying information about 
clients outside the health care team, and that includes online.  

If you’re ever confused about whether your behaviour (or a colleague’s) is inappropriate or not, 
ask yourself:  

1. Does this behaviour meet the client's therapeutic needs?  
2. Is this behavior consistent with the role of a nurse in this setting?  
3. Is the behaviour something the nurse would want other people to know about?  

If you answer ‘yes’ to all three questions, then most likely the behaviour is appropriate. But if you 
answer ‘no’ to any of these questions, it’s likely not.   
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Protecting against abuse takes guts 

As nurses, we’re in a position to prevent, stop and report abuse, and the key to doing it is 
maintaining boundaries and our belief in doing the right thing. Confronting and reporting 
colleagues who are engaging in abusive behaviour is not any easy thing to do, however, its 
exactly what clients need from us. When we don’t protect clients from abuse and keep them 
safe, we put them at risk for serious harm and suffering.  

It’s counterintuitive to think that nurses and other health care providers are at risk for being 
abusive. Even though we’re in the ‘caring’ profession, it doesn’t change the fact that we have 
more knowledge, more skills, more power and more influence than our clients do. We can know 
the ways we’re expected to behave, but in a moment, all that can change. When we don’t set 
and maintain boundaries, abuse happens.  

Here are the 5 kinds of abuse that happen in health care:  

Physical abuse 

• A health care provider engages with a client in a way that may be perceived as violent or 
threatening (i.e. hitting, pushing, slapping, shaking or using rough force).  

Sexual abuse  

• A health care provider acts in a way that may be perceived by others as romantic, 
exploitive or sexually suggestive, regardless of whether it's consensual or non-consensual.  

Emotional abuse 

• A health care provider behaves in a way that conveys disrespect for a client's dignity and 
self-worth (i.e. using sarcasm, intimidation, taunting, swearing or manipulation).  

Neglect  

• A health care provider withholds a client from their basic assessed needs such as clothing, 
fluids, food, medications, care or communication either deliberately or due to 
indifference.  

Financial abuse 

• A health care provider accepts the role of Power of Attorney for care or property for 
current or previous clients (unless they're family) or steals money from a client.  



© NursEd 2019 

   This is Nursing  
   

78 

What are we supposed to do when we witness a health care provider or colleague engaging in 
abusive behavior toward a client?  

Our instinct may be to walk away or pretend it’s not happening, but if we’re going to uphold our 
responsibility to do the right thing then there are four actions we need to take.  

There’s no question these actions are difficult, and they certainly aren’t going to make our 
colleagues like us, but they are necessary steps we must follow in order to protect clients from 
harm. Here are four actions we can follow when we witness abusive behavior:  

Action 1: Intervene immediately to stop the abuse and ensure the client's wellbeing by providing 
any immediate or necessary care.  

Action 2: Non-judgmentally and privately approach the colleague to discuss the incident, their 
behaviour and how it is perceived.  

Action 3:  Report the incident to an employer, supervisor or manager who can best deal with the 
incident. 

Action 4:  Inform the abused client of their right to contact the police and the colleague’s 
regulatory College to report the incident.  
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Reporting 

Whenever we witness an incident involving abuse, inappropriate or suspicious behaviour, we 
have a duty to report information about the incident to health care administrators who can 
respond and ensure client safety and wellbeing.  

For most incidents, information only needs to be reported to a supervisor or manager who can 
manage the situation. However, there are a few occasions when information must be reported to 
administrators and organizations beyond where we work.  

It’s important for us to understand how to approach incidents involving romantic relationships 
between nurses and clients, crime and unsafe nursing practice. The reason we have to talk about 
these issues is because often what we want to do or think we should do in these situations isn’t 
the same as what we’re supposed to do.  

Romantic relationships & sexual abuse  

Nurses shouldn't develop romantic or sexual relationships with clients during the time we're 
caring for them. Period. These kinds of relationships get in the way of our ability to be objective 
and maintain our professional obligations.  

Regardless of whether or not a sexual relationship between a nurse and a client is consensual, it’s 
considered sexual abuse for a health care provider to engage in a way that is perceived as 
romantic, exploitative or sexually suggestive.  

According to Canadian nursing practice standards, when we have reasonable grounds to believe 
that a colleague has or is sexually abusing a client, we must report information to the colleague’s 
regulatory College. Timely reporting helps to significantly decrease harm.  

When it comes to reporting suspected sexual abuse, we don't have to verify the allegations 
before reporting to regulatory Colleges, and a client's consent is not required prior to contacting 
a health care provider’s regulatory College. However, a client must provide consent to use their 
name in a report to a College.  

If the nature of a nurse-client relationship was psychotherapeutic, what should we consider 
before entering into a friendship or romantic relationship with a client we’ve previously cared 
for?  

Clients and nurses must not develop personal relationships within the first year after a 
psychotherapeutic relationship has ended. At the one-year mark, we must seriously consider 
whether forming a personal relationship could negatively impact the wellbeing of the client.  
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Nurse-client relationships are meant to meet clients’ needs. Forming personal relationships with 
clients blurs the boundaries and jeopardizes our ability to put a vulnerable client's needs first.  

Misconduct, crime & unsafe practices  

Reporting colleagues can make us feel disloyal and guilty, but sometimes it’s the right thing to 
do. Which begs the question: When does our obligation to protect our clients override our 
obligation to protect our colleagues?  

We must report to our supervisor or manager when we witness or suspect that a colleague is:  

• Mentally unstable  
• Dangerous  
• Stealing medications, money or personal property  
• Under the influence of drugs  

If we want to make sure our clients are protected from harm, we have to hold our professional 
obligations up against our desire to be liked by our colleagues. The most important thing we can 
do in these situations is report to a supervisor or manager who can intervene and address the 
situation immediately. Reporting criminal or unsafe practices is the action that if not done, could 
result in the most harm.  
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Chapter 4: To share or not to share 
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People care about being surprised  

Most clients automatically trust that we’ll keep their information protected from unauthorized 
use. Knowing that their information is kept confidential makes them feel safe and less vulnerable 
when sharing personal information with us.  

The simplest way to understand privacy and confidentiality is to remember that privacy is for 
people, and confidentiality is for personal information.  

Privacy is the state of expecting that no one knows certain information about us. It’s a sense of 
being in control over the information that is collected, used and shared about us. For instance, 
we expect that using a public bathroom and activities within our homes are private. We expect 
that when we make a phone call that no one else is listening. We expect that we don’t have to 
share certain personal information about ourselves with other people if we don’t want to.  

Privacy is about having the freedom from other people intruding into our personal life. In 
nursing, clients want and need privacy during personal care and bathing, and the chance to have 
private discussions with their family.  

Confidentiality, on the other hand, is about how our known personal information is handled and 
shared. In other words, confidentiality is about the security of the information that people know 
about us.  

When we’re told that our information will remain ‘confidential’, we expect that it will only be used 
for the purposes it was collected and only be shared with other people with our permission. 
When clients share personal information with us, they trust we’ll keep their information protected 
from people who don’t have the authority to access it.  
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Personal health information & the circle of care  

Personal health information:  

• Is any verbal, written or electronic information about a client, such as their: 
• Health card number 
• Address and phone number 
• Substitute decision maker(s) 
• Physical/mental health information  

• Includes images and photos  
• Belongs to clients and is stored in health care facilities  
• Is collected by members of the health care team  
• Identifies a client (even if their name isn’t used)  
• Is to be used only for the purposes for which it is collected  
• Includes current, past or proposed health care plans, and personal and family history  

Circle of care  

While clients trust that we’ll respect their privacy and maintain confidentiality of their personal 
health information (PHI), there are laws in place that balance clients’ rights to privacy and 
confidentiality with our ability to collaborate within the circle of care.  

The ‘circle of care’ refers to nurses, physicians and other allied health care providers who are 
directly involved in a client’s care.  

The circle of care can include hospitals, long-term care facilities, community health clinics, 
community social workers, pharmacists, physiotherapists, psychologists, occupational therapists 
and other agencies and health care providers who provide direct client care.  

The following organizations and individuals are not included in the circle of care:  

• Police  
• Insurance companies  
• Employers  
• Family members & friends (spouse, siblings or children who are not active SDMs)  
• Landlords  
• WSIB  
• Children’s aid authorities  

Before communicating with these organizations and individuals, we have to obtain a client’s 
consent to release personal information, unless there’s a situation involving immediate risk for 
harm to others.  
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Permission to share 

Given that many nurses work alongside a team of nurses, physicians, allied health professionals 
and administrative staff, it’s important for us to talk about what’s okay and what’s not okay when 
it comes to communicating about the clients we care for.  

In my work as a nurse practitioner, I know that it would be next to impossible to do my job 
efficiently and effectively if I couldn’t discuss, collaborate and work through complex cases with 
my team. I can only imagine the confusion and wasted time if I had to earn a client’s consent to 
talk to every single person who might be involved in their care.  

To make it easier to facilitate care and collaborate within our teams, health care providers within 
the ‘circle of care’ can safely assume they have a client’s implied consent or permission to access 
and share their personal information. This means, when clients share personal information with 
us, we don’t need to ask for their consent to talk to other health care providers involved in their 
care.  

However, in order for us to share or disclose a client’s personal information with people who are 
not within their circle of care, we need to obtain their express consent. Obtaining express 
consent helps to protect clients from having unauthorized people access their information.  

Express consent can be obtained verbally in person or over the telephone, however written 
express consent is generally preferred as it helps to minimize uncertainty about whether consent 
has been obtained. Written consent usually involves having clients sign an agreement indicating 
our permission to share information with people outside their circle of care. This means that we 
need a client’s consent, in writing, in order for us to talk about their health with their family, 
spouse, children, siblings, with a client’s employer, church, clergy, landlord, insurance company 
or post information about them on the Internet.  

Question: Sharing personal health information about a client with a person or agency outside the 
circle of care without a client’s consent is grounds for professional misconduct. True or false?  

True.  
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Safety first 

Is it necessary for clients to always give their consent for us to disclose their personal information 
to people outside the circle of care? No, not always.  

If there is an imminent or urgent risk of serious bodily harm to a client or someone else and 
sharing information about the client would reduce or eliminate that risk – we have a duty to share 
information without the client’s consent. When there are immediate safety concerns, our duty to 
disclose information to people outside the circle of care overrides our duty to maintain a client’s 
privacy and confidentiality.  

Client consent is also not required when:  

• Information must be shared urgently, and consent cannot be obtained quickly (for 
example, if a client needs to be airlifted to another hospital and no one is available to 
consent to information release).  

• We’re asked to verify a client’s presence and whereabouts in a facility and their general 
health status (i.e. alert and well versus sleeping or sedated).  

• A client is diagnosed with a reportable communicable disease like tuberculosis, 
Chlamydia or Measles (we are required by law to share personal health information about 
reportable diseases with the local Medical Officer of Health).  

• We need to report suspicions of child abuse to children’s aid authorities. 
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The do’s and don’ts 

For those of you who like clear cut instructions, the lists below are the dos and don’ts when it 
comes to personal health information, privacy and confidentiality.  

Do  

• Ensure that only people involved in a client’s care can access their PHI and stop access by 
people who are not part of a client’s circle of care.  

• Inform clients that their personal health information will be shared with health care team 
members and identify generally who they may be.  

• Keep PHI confidential within a health care team during and after care is finished.  
• Obtain express (written or verbal) consent to disclose a client’s PHI with family members 

(who are not active SDMs), employers, lawyers, or insurance companies.  
• Document verbal consent in a client’s health records.  
• Use a client’s personal information only for the purpose for which it is collected.  
• Report all privacy breaches to a supervisor, manager or Privacy Officer.  
• Allow clients the right to correct their personal health information or health records if they 

feel it is incomplete or inaccurate.  

 

Don’t  

• Look at the personal information or health records of clients if you do not have a 
legitimate reason to do so. Looking at health records out of curiosity or your own interest 
is considered a breach.  

• Look at the personal information or health records of any family members, friends or 
colleagues if you do not have a legitimate reason to do so.  

• Look at your own health records without following the proper procedures any other client 
would do to obtain a copy of their records.  

• Disclose a client’s personal information to colleagues who aren’t involved in their care 
unless there is consent from the client to do so.  

• Disclose a client’s personal information to other clients without their express consent.  
• Share your passwords for electronic health records with colleagues or anyone else.  
• Recycle personal health information. Shred it!  
• Allow clients to change or alter a health care provider’s professional opinion or judgment.  
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What’s the purpose? 

Documenting the work we do is just as important as the work itself.  

Health care is most effective when people understand what to expect and what’s been done. 
This is especially true as more and more providers are involved in client care.  

When documentation says a client “feels sick”, followed by “appears unwell”, and when a nurse, 
another provider or a lawyer must figure out what that documentation means, something has 
gone seriously wrong. Vague, incomplete and subjective information that so often appears in 
health records is a symptom of a problem with the system.  

Ensuring that documentation is comprehensive, specific and objective is no easy task, especially 
when there’s so much work to do and so little time for us to do it. But if the goal is to avoid 
confusion, improve communication and client safety, the clearer our documentation the better.  

We need to document with the end in mind, with an understanding that someone else will read 
our work. No one should have to decode what we’re saying or what we did or didn’t do for a 
client. Accuracy and clarity of language is what makes documentation and health care work the 
best.  

Documentation is:  

• Information that is written on paper or electronically, or recorded audibly  
• A record of subjective and objective assessments, care provided and outcomes  
• A legal document  
• Used to monitor changes in a client’s status  
• A way for health care team members to communicate about a client  
• Intended to describe a client's needs, preferences and goals  
• Expected to be clear, accurate and comprehensive  
• Supposed to be done as soon as possible after care is provided, or after an incident, but 

only after ensuring client wellbeing and safety  

Question: Failure to document pertinent information, documenting false information, and 
signing documentation known to be false are grounds for professional misconduct. True or false?  

True.  
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The dos & don’ts of documentation 

A list of things we should and shouldn’t do when writing about our work.  

Do:  

• Be specific, clear and accurate.  
• Include subjective data (from the client) and objective data (from your observations).  
• Make sure documentation reflects assessments, interventions and evaluation of outcomes 

of care.  
• Document advice given, and significant information about communication with others (i.e. 

family).  
• Include the date as well as your signature or initials and designation.  
• Document informed consent when you initiate a procedure.  
• Record information in chronological order.  

 

Don’t:  

• Use Pencil.  
• Use generalizations or unapproved abbreviations.  
• Document another health care provider’s care (unless it’s an emergency situation).  
• Delete or change another health care provider’s documentation.  
• Delete original information when correcting documentation errors.  
• Document opinions, suspicions and judgments in your objective assessments.  
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Earn consent, build trust  

If we want clients to trust us, to feel respected and be empowered to make their own decisions, 
how do we make that happen? We earn informed consent. 

By definition, informed consent is the right clients have to receive honest, relevant and complete 
information before making decisions about their health and their care. Informed consent is 
rooted in the principle that treating clients with respect is the best way to deliver health care.  

Informed consent looks like this: tell people the truth about the expected outcomes, the nature 
of what’s being offered, alternative options, the potential benefits and risks of their choices and 
let them decide.  

One of the main drivers of consent is the fact that people are healthier, happier and more 
satisfied with their care when we give them the information they need and the power to decide 
for themselves.  

Nurses who understand informed consent know their clients are more likely to feel empowered 
and respected when they’re given the right information and when they’re in control.  
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The truth about informed consent 

Informed consent is when a client or their active substitute decision-maker (SDM) gives 
permission to receive care once they’ve understood the facts, risks, benefits and consequences 
of their decision.  

Exploring the truth about informed consent is critical to practicing safe and ethical care. Here’s 
what you should know:  

Informed consent:  

• May be written, verbal or implied  
• May be withheld at any time  
• Must be obtained before diagnostic testing or providing any therapeutic, palliative, 

preventative or cosmetic care  
• Must be voluntary  

Informed consent is required before:  

• Implementing proposed treatments or procedures  
• Admitting a client to a long-term care facility  
• Providing personal assistance with hygiene, grooming, eating and ambulation  

Before obtaining consent, the following information must be provided to a client or SDM:  

• A description of the nature of the procedure or intervention  
• The purpose of a procedure or intervention  
• How the client can expect to feel during and after the procedure or intervention  
• Expected benefits and possible risks  
• Advantages and disadvantages of alternative options  
• Potential consequences if a procedure or intervention is not given  

Consent doesn’t have to be verbal, but it does have to be obvious  

Even though a client can’t speak, write or hear doesn’t mean they can’t give or refuse their 
consent. When we’re caring for capable clients who cannot communicate verbally or in writing, 
it’s important for us to give them a chance to receive information and give or refuse their consent 
in other ways.  

For example, if a client cannot hear, written language can be used to provide them with 
important information. If a client cannot speak, their non-verbal cues can be used to 
communicate consent. Head nodding, hand gestures or a leaning forward posture can be 
indicators of their implied consent.  
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Try the following questions about informed consent:  

1. Question: Health care providers may give or refuse consent to treatment for incapable 
clients in emergency situations when no SDM is available. True or false?  

2. Question: Informed consent is the responsibility of whoever is performing a procedure or 
intervention. True or false?  

3. Question: Informed consent is required for health care providers to interview or assess a 
client’s status in order to determine the nature of their condition. True or false?  

4. Question: Nurses do not require a client’s consent before performing a procedure within 
their scope of practice, such as changing a dressing, inserting a suppository or removing a 
nasogastric tube. True or false?  

5. Question: Administering a routine medication to a capable client without adequately 
informing them what to expect, the reasons for the medication, alternatives and risks of 
not receiving the medication is considered negligence. True or false?  

Correct answers:  

1. True. When it comes to matters of life or death, or loss of a limb, we have the right to 
decide for clients whether they receive treatment when they are incapable and their SDM 
isn’t available to give or refuse consent.  

2. True.  
3. False. Consent is not required for assessing a client’s health status, however it’s best to 

provide clients with information about the purpose of the health history and physician 
exam so they are aware.  

4. False. Consent is always required before administering treatment for therapeutic, 
cosmetic, palliative or preventative or diagnostic purposes. Consent is needed to 
implement procedures whether they’re ordered by physicians or nurse practitioners, 
whether they come from medical directives or whether they fall within the nursing scope 
of practice.  

5. True. In a non-emergency situation, a capable client has the right to receive pertinent 
information to make an informed decision about their care. Failing to do so is grounds for 
negligence.  
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Who’s capable, who decides? 

Besides making sure clients consent to their care and treatment, it’s essential that we also 
consider who’s capable of making health care decisions and who’s not.  

A 3-year-old isn’t capable of making informed decisions about their health. Neither is an 
unconscious person or an older adult with advanced dementia or someone suffering from 
delirium. It’s impossible for these people to make wise decisions when they don’t understand 
what’s being offered, what the alternatives are, what to expect or the potential risks and benefits 
of their decisions.  

When we’re caring for people who are incapable of understanding the risks and benefits of their 
health care decisions, we have to turn to someone else who can make decisions on their behalf. 
That someone else is often called a substitute decision-maker (SDM).  

As nurses, one of our roles is to ensure that capable clients or their substitute decision-makers 
(SDMs) get the information they need to make informed decisions about their health and their 
care. The problem is that it’s not always clear when people are capable and incapable of making 
health care decisions.  

How are we supposed to know who’s capable and who’s not, and when we should seek a 
substitute decision-maker?  

There are a few assumptions we can make about capacity for decision-making:  

• Older children and older adults are considered capable of making their own health care 
decisions unless we (or other health care providers) have reasons to believe otherwise.  

• Our professional judgment is required to determine whether a client’s status impairs their 
ability to appreciate the information needed to make their own health care decisions.  

• When we believe that a client is not capable, we must communicate our findings with the 
client, and advise them that a SDM will be asked to make decisions on their behalf.  

• If a client was delirious yesterday, but not delirious today we can consider them to be now 
capable of making their own decisions.  

• Unless an older adult is palliative, actively delirious or severely cognitively impaired with 
advanced dementia, we must consider them to be capable of making their own decisions.  

• Capable clients deserve to have their wishes and choices respected as long as they 
understand the consequences of their choices and their choices aren’t putting others at 
risk.  
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An alternate 

Sometimes when clients aren’t well, we need to rely on people who can make decisions on their 
behalf. We call these people substitute decision-makers or SDMs. The decisions they make can 
be about everything from life-saving interventions and diet plans to consenting for surgery and 
medication changes.  

Regardless of the situation, there is an expectation that SDMs make decisions based on the 
client’s wishes, beliefs, values and expected quality of life.  

Here’s a list of important facts to know about SDMs:  

SDMs are used when a health care provider deems a client incapable, not when a SDM thinks a 
client is incapable.  

• Even though capable clients have the right to choose who will act as their SDM for health 
care treatment (also called a Power of Attorney (POA) for personal care), legally a SDM 
cannot make health care decisions on their behalf unless a health care provider deems a 
client incapable. A client’s son, daughter or spouse doesn’t have the right to say, “I’ll now 
make decisions on their behalf”.  

Capable clients have the right to make their own decisions, even if they’ve chosen person(s) to 
be their SDM or Power of Attorney for personal care.  

• Just because someone is named a SDM or ‘POA for personal care ’doesn’t mean they 
have the right to make decisions on someone’s behalf right now. Clients often choose 
people to make decisions on their behalf long before they’re required or needed.  

We can rely on a person’s word that they are a client’s SDM, but we must first determine a 
client’s capacity before their SDM has decision-making authority.  

• For example, if a client’s son tells us he is the client’s POA for personal care, the client’s 
capacity must be established before the son is granted authority for making decisions on 
his behalf. A family member or appointed POA for personal care cannot just say, “I will 
now be making their decisions”. There is a process of becoming an active SDM that starts 
with assessing a client’s capacity to make decisions. We cannot change care plans simply 
because a family member thinks they should act as a SDM.  

Only health care professionals or specified capacity evaluators can access a client’s capacity for 
making decisions.  

• Family and friends cannot determine a client’s capacity for making decisions. If a family or 
friend believes a client is incapable of making their own decisions, it’s our responsibility to 
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explore their concerns and inform them of the decision-making and capacity assessment 
process.  

Capacity can rapidly change  

• Even though a client may have early dementia or was delirious yesterday, doesn’t mean 
they are incapable of making health care decisions today. If a client has a condition that in 
the past impaired their capacity, or in the future may impair their capacity for making 
decisions, it’s best to consider them capable of giving consent for care and treatment 
today.  

Here’s what we can do when a family member believes their loved one isn’t capable of making 
their own decisions. 

Step 1: Assess the family member’s concerns about their loved one’s capacity for decision-
making by encouraging them to share or explain their concerns.  

Step 2: Provide the family member with information about the process of determining capacity 
and obtaining informed consent.  

Step 3: Communicate with relevant health care team members about the family member’s 
concerns if we cannot resolve the situation on our own.  

As we learned earlier, family members do not have the right to make health care decisions for a 
loved one simply because they want to or because they think their loved one is incapable. And, 
just because someone can’t look after their physical needs doesn’t mean they can’t make 
decisions about their health.  
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Life & limb 

When an unconscious 80-year-old man is rushed into the emergency department by ambulance, 
are we supposed to give CPR? What if a 45-year-old woman with metastatic cancer suddenly 
goes into cardiac arrest? Should we begin CPR or assume she doesn’t want life-saving 
interventions?  

It depends.  

What we do know is that health emergencies change the decision-making process. I’ve never 
worked in urgent care or in an emergency department, and I’ve never had to perform CPR. I can 
only imagine the stress that comes with trying to figure out how to care for someone who can’t 
communicate their wishes and make their own decisions in a life and death situation.  

In order for us to navigate matters of consent and capacity when clients are at serious risk for 
harm or loss of life, there are specific steps we can follow:  

o If a client is capable and can communicate, they have the right to decide whether treatment is 
given or not. For example, if a client had a stroke and is capable of appreciating what’s 
happening and the nature of a proposed procedure, outcomes, risks and benefits, they have 
every right to decide whether or not they’ll receive the proposed procedure.  

o If a client is capable but cannot communicate and efforts to overcome the barrier are 
unsuccessful, an intervention may be done without consent, if it is obvious the client would not 
refuse treatment and delaying treatment will increase their risk of harm.  

o If a client is incapable and a substitute decision maker (SDM) is available, the SDM may make a 
decision on the client’s behalf. For example, the spouse of an unconscious client can make 
decisions about treatment on their behalf.  

o If a client is incapable and no SDM is available, treatment may be given without consent if 
delaying treatment will increase the client’s risk of harm. For example, if a client was in a serious 
accident and no SDM is available and they’re at risk for harm if treatment is delayed, the health 
care provider proposing treatment can decide whether or not to proceed.  

o If a client is incapable and requires urgent admission to a long-term care facility, and a SDM is 
not available to give or refuse consent, admission may occur without consent. A client’s 
permission (consent) is normally required for their admission to a long-term care facility, however 
if it’s an emergency or crisis situation and a client is incapable, and a SDM is not available, the 
client can be admitted to a care facility without consent.  
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The restraint conundrum 

An older woman with dementia who lives in a long-term care facility has been falling multiple 
times a day. How can we ensure her safety?  

Naturally, some nurses would suggest restraining her in a wheelchair to prevent her from falling. 
“It’s not safe,” some would say. “Let’s put a belt on her lap. It’ll keep her secure and make our 
life easier”. But then, some of us would say, “Let’s figure out why she’s falling. That way, we can 
provide care in a way that respects her dignity and freedom”.  

When someone repeatedly falls, or is at risk for falling, it doesn’t necessarily mean they need to 
be restrained. The problem is that we often turn to restraints first because we think they’re safe, 
fast and easy. When we’ve got a long list of to-dos, restraints can seem like the best and only 
option to keep clients safe.  

What we often don’t realize (and perhaps forget) is that restraints can cause more harm and cost 
us more time than they save.  

When a client is at risk for harm, we’ve got to figure out and modify the risk factors contributing 
to their risk and prevent injuries before they happen. 

Why do we use restraints?  

Restraints are used to limit or control a person’s movement or behavior for the purposes of 
ensuring their safety and the safety of other people who may be at risk if a person isn’t 
restrained.  

When it comes to restraints, there are two kinds we use. One kind of restraint is called a physical 
restraint, which includes things like lap belts, vest restraints, wrist restraints, elbow restraints, 
hand (mitt) restraints, table trays or bedrails. The other kind of restraint is called a chemical 
restraint. Chemical restraints include medications like anti-anxiolytics, sedatives or psychotropics. 
Both types of restraints, chemical or physical, are difficult for people to ‘undo’ themselves.  

This chapter explores the risks of restraints and important things we need to consider when 
choosing and using restraints.  
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What do they cost?  

Before we use restraints, it’s important that we understand what they cost. What I mean by cost 
is: What might clients have to experience or endure when we use restraints?  

Looking back on my personal experience of having bilateral wrist restraints during my stay in the 
ICU, I know that they contributed to psychological trauma. While I appreciate that the restraints 
were an effort to stop me from removing my endotracheal tube (which I didn’t need because I 
was breathing fine on my own), they didn’t work, and I believe they caused me more harm than 
good.  

When it comes to using restraints, we have to be mindful of the costs, the costs that might not 
outweigh the benefits. Here’s a list of common costs of restraints:  

• Injuries  
• Confusion  
• Constipation  
• Bladder or bowel incontinence  
• Pressure ulcers  
• Distress  
• Loss of dignity  
• Depression  
• Agitation  

I hope this shows how important it is for us to think about the physical, cognitive and emotional 
risks of using restraints.  

Given the potential costs of using restraints, it’s recommended that we reduce the use of 
restraints by understanding the factors underlying the reasons behind a client’s agitation, 
confusion or restlessness and use alternative measures before using restraints. Alternative 
measures to restraints include things like:  

• Positioning an unstable client in an area that is under close surveillance (i.e. near a nursing 
station).  

• Remaining with a client while they use a toilet or commode.  
• Positioning beds in the lowest position that still enables transferring in and out of bed  
• Using removable table or lap trays.  
• Communicating with agitated or anxious clients using touch, distraction, or other calming 

measures.  
• Recommending confused clients wear electronic bracelets or sit on chair/bed pads that 

trigger an alarm when they stand from their wheelchair or get out of bed.  
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What matters 

If and when we use restraints, we need to keep in mind that:  

• Clients or their active SDMs have the right to make decisions about restraints (within 
limits).  

• Capable clients have the right to refuse the use of restraints (within limits).  
• Restraints should not be used without consent, unless there is imminent risk for harm.  
• Agency policy should be followed regarding when and how to use restraints.  
• Restraints should be used to ensure client safety, not because they’re convenient for us.  
• A prescriber’s order is needed before applying restraints (or shortly after an emergency 

restraint is applied).  

Choosing the least restraint  

When we practice empathy and communicate clearly and with respect, people are less likely to 
need restraints. This means that when we’re caring for clients who are agitated, restless or 
confused, it’s best for us to use emotional labour and do the most we can to avoid restraints.  

If and when we must use them, it’s better to use the least amount of restraint by choosing one 
that:  

• Best supports a person’s health at the same time as it reduces their risk for harm  
• Restricts movement as little as possible  
• Doesn’t interfere with a person’s health  
• Is minimally disruptive  
• Avoids injury 

Try the following questions about restraints: 

1. Jacket restraints go over client clothing. True or false?  
2. Limb restraints should be attached to bedrails. True or false?  
3. Ankle restraints should have a quick release knot. True or false?  
4. Belts cause people to fall forward in wheelchairs. True or false?  
5. Hand restraints prevent people from pulling at objects. True or false?  
6. Elbow restraints in children keep them from touching their head. True or false?  
7. Least restraint means only restraining clients to the extent needed for their wellbeing. True or 

false?  
8. Restraints should be used before identifying and implementing alternative options. True or 

false?  
9. Respecting one’s dignity is sometimes more important than their physical safety. True or 

false?  
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10. Extensive research supports improved clinical safety with the use of restraints. True or false?  

Correct answers:  

1. True. Jacket restraints are intended to go on top of clothing. 
2. False. If bedrails are lowered, limb restraints could cause an injury. 
3. True. For safety purposes, ankle restraints should be easily and quickly removed when 
needed. 
4. False. Lap belts prevent people from falling forward in wheelchairs. 
5. True. 
6. True. 
7. True. 
8. False. We should assess and implement alternative measures before using restraints. 
9. True. Clients have the right to prioritize their dignity and autonomy, even if it means they may 
fall and get hurt. As long as they’re aware of the risks and benefits of their choices, the choice is 
theirs to make. 
10. False. In fact, very little research supports improved safety with the use of restraints.  
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Conflict is at the heart of human nature 

There will always be competing interests between us and the clients we care for and the 
colleagues we work with. Without tension, it’s difficult for us to grow and change.  

When faced with conflicting opinions, values and worldviews, we have a choice to make: We can 
either do work we’re proud of or do what’s easy for us. If we want to manage the tension and 
conflict we experience when working with other people, its best to build a bridge of mutual 
respect.  

Turns out, the hardest and best way to prevent and resolve conflict is by appreciating that other 
people see the world differently than us.  

Ethics in nursing is about doing the right thing for a client, an organization or the community 
even though it might not benefit us.  

In this chapter we’ll talk about common scenarios of conflict in nursing and how we can manage 
them. No matter how much we dislike conflict, we’re all in this together.  
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Respect their choices & respect yours 

Whenever there’s tension between a client and their family, or a client and a colleague, it’s 
important for us to advocate for the client’s needs first. This is most certainly true when their 
wellbeing and needs are at risk. It’s not an easy thing to do, but we know that seeking to 
understand a client’s perspective, preferences and concerns is the best way for us to help them 
get the kind of care they want.  

What are we supposed to do when there’s tension between us and a client we’re caring for? One 
of the most challenging situations in nursing is when our opinions, choices, feelings and beliefs 
conflict with those of our clients.  

It might be hard for you to understand how your worldview might be a source of conflict as a 
nurse. But let me tell you, it happens.  

A few years ago, I remember struggling to care for a client whose choices and values were 
completely different from my own. The client was a healthy, young parent who came to see me 
with symptoms of acute renal failure. After ordering tests that confirmed his renal function was 
dangerously low, the team and I explained to him his diagnosis and the seriousness of his 
condition and encouraged him to go to the hospital for urgent assessment and treatment. But he 
refused. He wanted to try natural remedies instead. For several weeks he saw a natural health 
specialist for various homeopathic treatments. Every week, his renal function continued to 
plummet.  

I wrestled with the fact that this client was dying and knew he was dying, yet he continued 
making choices that flew in the face of conventional wisdom. I had a hard time understanding 
how a previously healthy parent of young children wouldn’t choose to undergo simple life-saving 
interventions. As a matter of fact, I was so shocked by his choices that I thought he was incapable 
of making his own decisions.  

During this conflict, I clearly needed help. Turning to colleagues helped me process what I was 
feeling and try to help him in other ways. Even though I felt angry and confused, I was able to 
consult with my peers for support.  

From this experience I learned a lot about myself, and how important it is for us to understand 
the worldviews of the people we care for. If we’re going to work with people who are different 
from us and be accountable for our actions, we have to practice empathy and respect and be 
clear about our boundaries.  

The reality of nursing is that conflict does happen, sometimes in subtle ways.  

Managing conflict requires us to step outside of ourselves and see things from the perspective of 
someone else. It’s easy to judge and criticize people when they choose an unpopular opinion or 
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unconventional therapy. What can stop us from judging people for their choices is to remind 
ourselves that most people are simply doing the best they can with what they know, what they 
believe and what they have.  

If you’re like me, dealing with conflicting opinions and choices is a daunting task. For our own 
sake, and for the wellbeing of our clients, there are a few things we need to understand when it 
comes to choices and wellbeing.  

1. If a client makes a decision that conflicts with our own personal values, we need to remind 
ourselves that capable clients have the right to make decisions about their health and 
their care (within limits of the law and agency policy). If we’re uncertain as to whether 
someone is making an informed decision, we can explore their perspective to ensure they 
have the necessary information. When a client is making an informed decision that we 
disagree with, the key is to practice compassion and acceptance and respect their right to 
decide for themselves.  

2. If we believe that a client is making an informed decision, we must provide the 
appropriate care. But - if providing them the care they need would cause too much 
conflict within ourselves, then it’s best for us to make arrangements for another colleague 
to take over. If we can’t support the choices someone is making and we’re feeling 
significant stress, we should stay away. Where we get into trouble is when we talk 
ourselves into doing work that conflicts with who we are and what we believe in.  

3. If a client chooses to do something illegal or something that could cause harm to 
someone else (i.e. they want to smoke in a hospital), it’s best for us to discuss the 
implications of their choice and educate them about the risks and reasons why their 
choice is inappropriate.  

4. If a client and their family have conflicting opinions and values, we have an obligation to 
prioritize the client’s health and wellbeing and choices first. If we don’t follow through 
with this, clients learn to mistrust us.  

We have a responsibility to protect the choices and wellbeing of clients, first and foremost - even 
if they conflict with the choices and wellbeing of their family members. If we want to provide 
client- centered care, we have to continuously remind ourselves that capable clients have the 
right to make these decisions for themselves, even if we (or their family) disagree with them.  
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At risk for harm  

Clients have the right to keep their personal information confidential except when maintaining 
their privacy or confidentiality could result in serious harm to themselves or someone else if 
certain information is not shared.  

Conflict happens when we must disregard a client’s right to privacy and confidentiality and 
disclose information to another person without their consent.  

In a situation where there’s risk of serious harm to a client or another person (i.e. a client has 
suicidal or homicidal ideation), we should immediately consult with a health care team member 
who can facilitate the process of disclosing the client’s confidential information to the 
appropriate authority.  

For example, if a hospitalized client expressed that he wanted to kill himself, we should notify the 
client’s physician or nurse practitioner or the nurse-in-charge who can make arrangements to 
ensure his safety.  

In non-urgent situations, capable clients deserve the opportunity to disclose their personal 
information to their family or friends. This is especially true when a client is diagnosed with a 
sexually transmitted infection. Sexual partners have the right to know if they’re at risk for harm, 
but clients should have the chance to share their diagnoses themselves. If clients can’t or won’t 
disclose their personal information to the people who need to hear it, that’s when we have to 
act.  

Question: If there’s not a risk for imminent, serious harm to a client or someone else, a client or 
their active substitute decision-maker (SDM) must give their express consent (written or verbal) 
for us to disclose the client’s personal information to people outside the health care team. True 
or false?  

True.  

When there’s no risk for imminent, serious harm, we cannot disclose a client’s personal 
information to their employer, family, friends, colleagues, clients, or the police without a client’s 
or their active SDM’s consent.  
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Truth telling 

Every day, we have the choice to tell the truth or not. We can be honest with clients about what 
they should know about their health, or we can lie about it. Although it’s not always easy, it’s 
often best to tell the truth. Fact is, honesty is exactly what most people want, even when it’s 
uncomfortable for us.  

Let’s say a client going in for a hip replacement asks us how much pain he’ll experience when he 
wakes up. Where do we begin? We could say “You won’t feel a thing” or, we could find out what 
he already knows and ask, “What have you been told about pain management after your 
surgery?”  

Telling the truth is about making sure people get the necessary information to make informed 
decisions about their health and their care. It also means not giving false information or 
withholding important details. Honesty is the best policy except in some situations when 
disclosing certain facts could cause a client unnecessary harm. The thing is, not every client 
wants to hear the nitty gritty, ugly, scary truth about his or her health.  

If you’re thinking, you just said telling the truth is important, and now you’re telling me to lie, I 
get it. It wasn’t until I experienced the conflict of truth telling that I understood the potential for it 
to cause harm.  

When my dad had colon cancer, about a month before he passed away, he was admitted to 
hospital with delirium. He underwent various tests to figure out what was going on. The results 
were grim: his cancer had metastasized further, and he was going to die soon. My family, with 
the help of my dad’s health care team, decided that it was in his best interest not to tell him what 
was happening. I think he knew that he was dying, but he certainly didn’t want to talk about it 
and wasn’t asking any questions. I believe we did the right thing for him by not telling the truth.  

Unless someone is asking us direct, specific questions about their health or their care, before 
telling them the truth, we need to ask ourselves, is this person ready and willing to hear this?  

Four dilemmas to consider:  

1. If a client is asking questions about their health that we don’t have answers to, we should 
tell the client we will find the answer by discussing the client’s questions with the health 
care team.  

2. If a client isn’t asking questions about their health, and relevant information isn’t being 
shared with them, it’s necessary that we discuss the situation with the health care team 
and determine what information should be shared.  
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3. If a client or family doesn’t want to know certain information, it’s best that we discuss their 
reasons and concerns for not wanting information and communicate with the team about 
how to proceed.  

4. If a client’s actions aren’t consistent with what they say, it’s impossible to provide honest 
information and appropriate care. In this kind of scenario, it’s up to us to encourage 
clients to reflect on their behavior and explore their thoughts and feelings.  
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Tension between us 

Managing conflict with clients requires us to appreciate that most client behaviors are based on 
what they know, how they feel and what they believe. The challenge then, is for us to be patient 
enough to understand what clients are thinking and feeling. Seeking to know the reasons why 
someone is ‘acting out’ is the first step to providing client-centered care.  

I was recently in a team meeting with a group of health care providers who were trying to help 
an elderly client in a long-term care facility who was “chanting” in her native language. One of 
the members of the team said that after visiting the facility, she felt that the client was chanting 
as a way to calm an infant. She said that the client appeared to chant only when she was holding 
and rocking a baby doll, and that perhaps this is how she soothed her own children in the past. 
Nursing staff in the facility were finding the client’s chanting to be disruptive because it was 
causing other residents to become agitated. Some staff suggested she should be medicated.  

When I think about this scenario, it reminded me that assessing the reasons underlying client 
behaviors is a lot more work than using restraints and administering medications. It’s also much 
more effective. When we don’t figure out the reasons why a client is behaving a certain way, we 
miss out on opportunities to help make their lives better.  

In order for us to manage conflict involving a confused, aggressive, or agitated client, there are 
three steps we can take:  

Step 1. First, assess. We can’t safely offer help or plan care until we understand a client’s needs. 
It’s helpful to know a client’s emotional triggers or things we should avoid doing, particularly 
when a client is behaving inappropriately or aggressively. We can assess by:  

• Observing the client’s behavior, 
• Collecting information by speaking with staff or family about what provokes the client, 

what they value, what they believe in, what has helped before and what their fears are, or  
• Asking the client to express their needs or concerns  

Step 2. After assessing a client’s behaviors and needs, we can then provide the client with 
information to satisfy their needs, and if possible, involve them in finding solutions to help 
manage their behaviour.  

Step 3. If the client’s behaviour continues, we should leave the situation to establish safe 
boundaries, and turn to colleagues for help.  

Managing conflict requires patience and empathy, particularly when we’re working with clients 
with challenging behaviors.  
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Nursing creates tension, teamwork relieves it 

One of the greatest (and least talked about) challenges in nursing is the conflict that happens 
between colleagues. All it takes is a bully, differences in years of experience and fear of speaking 
up for teamwork and client care to completely fall apart.  

I remember when I started my first acute care placement on a medicine unit as a nursing student 
being disturbed by the conflict between nurses and dismayed by the quality of care. In fact, it 
was so bad that I struggled to show up for my shifts. Looking back, I’ve realized that I’m a better 
nurse because of that experience, but it was a very rough time in my nursing career.  

Before that experience, I knew a bit about conflict and client care, but I didn’t know that they’re 
inseparably connected together. From that experience and from research, it became clear to me 
that health care teams cannot provide the kind of care people want and need when there is 
conflict between team members. Conflict gets in the way of care. Period.  

Here’s what I’ve learned. When we notice interpersonal tension, unequal power and 
inappropriate behavior between colleagues, we need to intervene. It’s hard to speak up and risk 
not being liked by our colleagues when they’re not attacking us. But, if we really want to be 
accountable and empathetic and do the right thing for the sake of our clients and our team, we 
have to act.  

It’s easier said than done, but there are there priorities we need to consider when we see 
conflicting colleagues:  

1. First, we need to diffuse the situation and provide any necessary client care, if needed.  
2. Next, we need to either discuss the situation privately with the colleague who is engaging in 

bullying behavior or discuss the situation with the colleagues together if they’re both arguing. 
Whenever possible, colleagues should be encouraged to resolve their differences on their 
own. However, when two colleagues are both arguing, then it’s best for us to act as a 
mediator and resolve the situation as a group. This way, we can help our colleagues 
understand what’s being observed, what the impact is and help them identify resolutions to 
their conflict (asking one colleague to apologize to the other colleague doesn’t help them get 
to the root of their conflict and find a resolution).  

3. Lastly, we need to report the situation to a supervisor or manager if and when two colleagues 
are not able to resolve their differences. It’s our instinct to want to immediately report 
conflicting colleagues to a supervisor or manager because it’s easier to stay out of conflict. 
But if we’re going to uphold our responsibilities to the profession and our clients, we have to 
start by intervening and holding people accountable before we report them.  
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Ask for help & offer help  

It can be hard to accept when we’re at the limits of our abilities and ask for help. This is 
especially true when we’re faced with high expectations, demands of our time and limited 
resources to provide the best care.  

It can be a real struggle to balance our desire to be independent with our need for help.  

No one wants to admit incompetence, and yet no one is competent at everything.  

When I first started my career as a primary care nurse practitioner, I took over a practice of 700 
clients. It didn’t take me very long to recognize that I was in way over my head. When I realized I 
lacked the knowledge and skills to care for some of my more complex clients, I identified who 
they were and immediately spoke to my manager. Together, we figured out a solution to transfer 
my complex clients to other providers on the team who could help these clients better than I 
could at the time.  

Finding a solution was the easy part. The hard part was admitting I needed help. 

Pretending to be competent for the sake of what other people think just isn’t worth it.  

It’s hard to confess we can’t do something or when we don’t know something, but in the end 
being honest with our clients, our colleagues and ourselves is the best thing we can do.  

• If a client would benefit from the expertise of other team members, we need to facilitate 
their involvement. If we’re struggling to provide a someone’s care because their needs 
are beyond our knowledge, skill and judgment, chances are there’s someone else who 
can help us. We just have to ask.  

 

• If a new staff member or colleague seems uncomfortable or apprehensive in their role, we 
need to ask about their concerns and offer help. Just as we need mentors and role 
models to teach us, we need to be mentors for other people too.  

 

• If we’ve learned a skill but haven’t yet practiced it or we’re asked to perform a skill we’re 
unfamiliar with, we shouldn’t try to do it on our own. Instead, we can check orders, review 
a policy manual and then consult with someone with the expertise who can assist us – or 
take over the task. When we doubt our ability to perform a skill, it’s best not to do it until 
we’re armed with the knowledge and resources to do it safely and effectively.  
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• If a team member’s lack of knowledge, skill or judgment threatens a client’s safety or 
wellbeing, we have a responsibility to intervene. If a colleague is moments away from 
inserting a catheter wrong, or hanging the wrong IV solution, or if a colleague makes a 
wrong decision about a client’s care, we have to act immediately on the clients’ behalf.  

 

• When a colleague isn’t capable of performing a skill or makes an error in judgment, it’s 
best for us to give guidance and collaborate with them. If that doesn’t work, then we have 
a responsibility to intervene and provide the appropriate care ourselves.  

Asking for help and intervening when a colleague is making an error can seem like an 
intimidating thing to do. We risk being judged and feeling vulnerable and ashamed. But there’s 
an even greater risk if we hide our incompetence and pretend we know what we’re doing.  

Giving feedback and collaborating with colleagues is essential to meeting our clients’ needs and 
reduce their risk for harm, no matter how difficult it is to speak up.  
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