
TEXAS NURSING JURISPRUDENCE & ETHICS - PART 1 OF 2

APRN WORLD 1

NURSING JURISPRUDENCE AND
ETHICS IN TEXAS

Part 1 of 2 - Legal Foundations, Standards, Scope, Duty, Ethics, Delegation,
and Safe Harbor

Audience: RN   |   Total activity: 2.0 contact hours   |   Pharmacology: 0.0 hours   |   Expected revision: October 4, 2028
This is one part of a single two-part activity. No separate credit is awarded for an individual part.

Purpose and learning outcomes
This enduring material prepares Texas registered
nurses to apply the Nursing Practice Act, Board
rules, Board position statements, nursing ethics,
and professional-boundary principles to common
clinical decisions. Across both parts, the learner
should be able to explain the regulatory hierarchy;
apply Rule 217.11; analyze scope and competence;
respond to unsafe orders and assignments; recog-
nize confidentiality, boundary, delegation, report-
ing, and safe-harbor issues; and use ethical reason-
ing to support safe, accountable nursing practice.

Audience and scope. The source article identified
the audience as RN. Texas jurisprudence require-
ments also apply to LVNs and APRNs, but
role-specific decisions must be made under the
rules governing the license actually held. This ma-
terial is educational and does not substitute for le-
gal advice or the current text of Texas law.

Why Texas nursing jurisprudence matters
Nursing jurisprudence is the practical study of the
laws, rules, and regulatory expectations that define
safe nursing practice. In Texas, it is not an abstract
legal subject. It determines what a nurse may do,
what a nurse must do, and what a nurse must refuse
or clarify when an order, assignment, policy, or
workplace practice conflicts with patient safety.
The Texas Board of Nursing (BON) regulates nurs-
ing to protect the public, and the nurse remains in-
dividually accountable to the Nursing Practice Act
(NPA) and Board rules even when acting within an
employer’s system. This means that a facility poli-
cy can guide practice, but it cannot authorize a
nurse to violate the NPA or a Board rule. Likewise,
an order from an authorized prescriber does not
eliminate the nurse’s obligation to recognize a con-
traindication, clarify an unsafe or inaccurate order,
or refuse to carry out an intervention that would vi-
olate the standards of nursing practice (Texas
Board of Nursing [BON], 2026a).

Texas law requires each nurse to complete at least
two contact hours of continuing nursing education
in nursing jurisprudence and nursing ethics before
the end of every third two-year licensing period.
The requirement applies to all nurses licensed by
the Texas BON and is separate from the one-time
jurisprudence examination associated with initial
licensure. The required content includes the Texas
Nursing Practice Act, Board rules including Rule
217.11, Board position statements, principles of
nursing ethics, and professional boundaries. These
targeted hours count within, rather than in addition
to, the general continuing competency requirement.
Certification cannot substitute for this targeted re-
quirement, and APRNs must use continuing nurs-
ing education rather than category 1 CME to satis-
fy it (Texas Occupations Code §301.305; 22 Tex.
Admin. Code §216.3(g); BON, 2026b).

The most useful way to study jurisprudence is to
connect legal language to ordinary clinical deci-
sions. A nurse who accepts a patient assignment,
documents an assessment, administers a medica-
tion, delegates a task, gives advice by telephone,
posts on social media, uses an artificial-intelligence
tool, or raises a concern about unsafe staffing is
making choices that may have legal and ethical
consequences. This article therefore emphasizes
decision-making rather than memorization. It uses
the NPA, Board rules, current Texas BON position
statements, and contemporary nursing ethics to
build a repeatable method for deciding what safe,
lawful, and professionally defensible nursing prac-
tice looks like.

The governing hierarchy is important. Statutes en-
acted by the Texas Legislature create the Board
and the legal framework for licensure and practice.
Board rules in the Texas Administrative Code im-
plement and interpret that statutory authority. Posi-
tion statements do not replace statutes or rules, but
they explain how the Board applies regulatory prin-



TEXAS NURSING JURISPRUDENCE & ETHICS - PART 1 OF 2

APRN WORLD 2

ciples to recurring practice questions. Employer
policies add local operational requirements, and
professional standards contribute evidence about
accepted nursing practice. When these layers ap-
pear to conflict, the nurse should identify the con-
trolling law or rule, protect the patient, seek clarifi-
cation through appropriate channels, and document
the clinical reasoning and actions taken.

The Texas Nursing Practice Act: the legal
foundation

1. GOVERNING LAW
Texas Nursing Practice Act

SCOPE CHECK
Legally permitted?

2. BOARD RULES
Rule 217.11 / 217.12

COMPETENCE CHECK
Current competence?

3. GUIDANCE + POLICY
BON position statements

PATIENT-SAFETY CHECK
Safe here and now?

Figure 1. Texas regulatory hierarchy and practical scope-of-practice checks.

The Texas Nursing Practice Act is located in Chap-
ter 301 of the Texas Occupations Code. It estab-
lishes the Texas Board of Nursing, defines profes-
sional and vocational nursing, creates licensure re-
quirements, authorizes continuing competency re-
quirements, and describes grounds for discipline
and reporting obligations. For the practicing RN,
the most important concept is that nursing is a li-
censed profession with an independent duty to the
patient. Nursing practice is not simply a list of
tasks performed under someone else’s authority. It
is the application of nursing knowledge, judgment,
assessment, intervention, evaluation, teaching, co-
ordination, and accountability within the bound-
aries created by law and the nurse’s education and
competence (Texas Occupations Code §301.002).

Professional nursing is defined broadly and in-
cludes observation, assessment, intervention, eval-
uation, rehabilitation, care and counsel, health
teaching, maintenance of health, prevention of ill-
ness, administration of medication or treatment
when properly ordered, supervision and teaching of
nursing, and administration and evaluation of nurs-
ing practices. The definition also recognizes certain
physician-delegated medical acts authorized by
law. Importantly, professional nursing does not in-
clude medical diagnosis or the prescription of ther-
apeutic or corrective measures unless the nurse has

separate authority as an advanced practice regis-
tered nurse acting within applicable law and Board
rules. A registered nurse should therefore distin-
guish nursing assessment and nursing judgment
from medical diagnosis, and should avoid language
or conduct that

implies authority not granted by the license held.

Texas also distinguishes vocational nursing from
professional nursing. The LVN has a directed
scope of practice and provides focused nursing care
under appropriate supervision. The RN has a
broader, independent nursing scope and is prepared
to perform comprehensive nursing assessment and
to make nursing judgments consistent with that
scope. These distinctions matter whenever an RN
assigns work, delegates a nursing task, supervises
another caregiver, or evaluates whether a patient’s
condition is predictable enough for a particular lev-
el of nursing involvement. The fact that a task is
technically simple does not by itself make it appro-
priate to delegate; the patient’s condition, pre-
dictability, risk, required judgment, and available
supervision all matter (BON, 2026c, 2026d).

Licensure also carries title protection. A person
may not represent themselves as an RN or LVN
unless properly licensed, and a nurse who works in
another role does not shed the accountability at-
tached to the nursing license. Texas BON Position
Statement 15.15 explains that when a licensed
nurse functions in a role that overlaps with nursing,
the Board may still hold the person to the standards
associated with the nursing license. This is particu-
larly relevant in administrative, consulting, educa-
tion, informatics, utilization management, aesthet-
ics, and other nontraditional roles. A job descrip-
tion cannot erase professional accountability.

The NPA also establishes continuing competency
requirements and authorizes targeted education.
Nursing jurisprudence and ethics is one of those
targeted subjects. The policy reason is

straightforward: a nurse cannot reliably meet legal
duties that the nurse does not recognize. Law
changes over time, Board rules are amended, and
position statements are revised. For this reason, the
Board repeatedly advises nurses to use current ver-
sions of the NPA, Board rules, and Board guidance
rather than relying on what they learned in school
or on a colleague’s recollection of a rule.
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A useful regulatory habit is to separate three ques-
tions. First, does the law permit the activity at the
nurse’s level of licensure? Second, is the individual
nurse competent to perform it in the actual clinical
circumstances? Third, does the clinical situation
make the activity safe and appropriate for this pa-
tient at this time? A yes answer to the first question
does not guarantee a yes to the next two. Scope of
practice is both license-defined and situation-de-
pendent. The nurse must consider education,
demonstrated competency, patient condition, avail-
able resources, supervision, standards of care, and
the potential consequences of error before accept-
ing responsibility for an activity.

The nurse should also recognize the difference be-
tween the BON and a professional association. The
Board is a state regulatory agency whose mission is
public protection. It issues licenses, adopts rules,
investigates complaints, and may impose disci-
plinary action. A professional nursing association
advocates for nurses and the profession, develops
professional standards, and may provide education
and policy positions, but it does not grant Texas
nursing licensure or determine whether a nurse vio-
lated a Board rule. When a legal question involves
licensure, scope, or a possible rule violation, the
nurse should begin with the NPA, Board rules, and
official BON guidance.

Rule 217.11: minimum standards for
nursing practice
Rule 217.11 is one of the central Texas rules for
everyday nursing practice. It establishes minimum
standards that apply to nurses across settings. The
Board frequently emphasizes that the standard un-
derlying the others is the duty to promote a safe en-
vironment for patients and others. The standards
function as a regulatory floor. An employer may
require more, and specialty standards may be more
specific, but a workplace cannot require less than
the Board’s minimum expectations. A nurse should
be able to explain how clinical decisions align with
these standards, especially when an outcome is
poor or a decision is later reviewed.

A foundational requirement is to know and con-
form to the NPA, Board rules, and other federal,
state, or local laws that affect the nurse’s current
area of practice. This does not mean memorizing
every law. It means recognizing which legal
sources govern one’s role and taking reasonable
steps to stay current. A school nurse, home-health

nurse, emergency nurse, operating-room nurse, and
telehealth nurse may face different non-BON laws,
but all remain responsible for the NPA and Board
rules. The safe-practice implication is that a nurse
who enters a new specialty or accepts a novel role
should identify the governing rules before a prob-
lem arises.

The rule requires nurses to implement measures
that promote a safe environment. This expectation
is broader than avoiding a direct error. It includes
recognizing hazards, responding to changes in con-
dition, using equipment safely, preventing foresee-
able harm, communicating risk, and escalating con-
cerns. When staffing, workflow, technology, or an
order creates an unreasonable risk, the nurse’s re-
sponsibility is not satisfied merely by stating that
the problem came from someone else. The nurse
should take action consistent with the situation: as-
sess, intervene within scope, notify the appropriate
person, request assistance, use the chain of com-
mand, invoke safe-harbor protections when appli-
cable, and document objective facts.

Medication and treatment standards require the
nurse to know the rationale for and effects of medi-
cations and treatments and to administer them cor-
rectly. The legal emphasis is on nursing judgment,
not mechanical compliance. Before administration,
the nurse should consider the order, patient-specif-
ic

factors, allergies, relevant assessment findings,
contraindications, required monitoring, and
whether the medication or treatment is appropriate
to give at that time. If an order appears inaccurate,
non-efficacious, or contraindicated, the nurse must
clarify it with an appropriate licensed practitioner
and notify the ordering practitioner when the nurse
decides not to administer the medication or treat-
ment. The mere presence of an order is not a de-
fense for carrying out care that a reasonably pru-
dent nurse recognizes as unsafe (BON, 2026e).

Accurate and complete documentation is also a
regulatory obligation. Documentation should re-
flect the nursing care provided, significant observa-
tions, communication with the healthcare team, pa-
tient response, and clinically important follow-up.
The record should be timely, factual, and attribut-
able to the person who performed the care. Altering
records to conceal an error, charting care that was
not performed, documenting for another person, or
creating misleading entries can transform a clinical
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mistake into a serious professional-conduct issue.
A late entry or correction should preserve the in-
tegrity of the original record and follow organiza-
tional policy without falsifying the timeline.

The standards also require nurses to respect patient
privacy and confidentiality. Confidentiality is not
limited to avoiding public discussion. It includes
appropriate access to electronic records, secure
communication, cautious use of photographs or
messaging, and restraint on social media. Access-
ing a chart out of curiosity or discussing identifi-
able clinical information in a non-care context may
violate privacy expectations even when no infor-
mation is posted publicly. The ethical rationale
aligns with the legal one: patients entrust nurses
with sensitive information because care requires it,
not because the information becomes part of the
nurse’s personal story.

Nurses must obtain instruction and supervision
when necessary and make a reasonable effort to
obtain orientation and training for unfamiliar pro-
cedures, equipment, or care situations. A nurse
who is competent in one area is not automatically
competent in another. The standard supports speak-
ing up before performing an unfamiliar activity. In
a rapidly changing clinical environment, asking for
assistance is often evidence of professional judg-
ment rather than weakness. If adequate orientation
is unavailable and the assignment creates a risk of
unsafe care, the nurse

must consider escalation and the protections avail-
able under Texas law and Board rules.

The standards require a nurse to make nursing as-
signments that consider patient safety and the qual-
ifications of the person receiving the assignment.
Similarly, a nurse must accept only assignments
that take into account patient safety and that are
commensurate with the nurse’s educational prepa-
ration, experience, knowledge, and physical and
emotional ability. This creates reciprocal account-
ability. A charge nurse cannot solve an unsafe
staffing problem by placing an inappropriate as-
signment on another nurse, and an individual nurse
cannot ignore a clearly unsafe mismatch simply be-
cause the charge nurse made the assignment.

Communication requirements appear throughout
safe-practice standards. Nurses must communicate
significant information to the appropriate members
of the healthcare team and must institute nursing
interventions that are necessary to stabilize a pa-

tient and prevent complications. A nurse should not
wait passively for a prescriber to recognize a dete-
rioration that the nurse has already identified. The
nurse’s role includes timely escalation, use of
rapid-response resources when appropriate, and
clear communication of assessment findings and
urgency. Documentation should support, not sub-
stitute for, the actual communication.

Patient advocacy is embedded in the standards. The
nurse should respect the patient’s right to partici-
pate in decisions, provide information within the
nurse’s scope, and protect the patient from pre-
ventable harm. Advocacy may require questioning
a plan, clarifying inconsistent goals of care, report-
ing suspected abuse or exploitation under applica-
ble law, or ensuring that a patient’s expressed pref-
erences are communicated. Advocacy is not the
same as independently changing a medical plan. It
is the disciplined use of nursing assessment, com-
munication, and escalation to protect the patient’s
rights and safety.

A practical way to remember Rule 217.11 is to ask
four questions at the bedside: What do I know?
What do I need to verify? What risk exists if I pro-
ceed or fail to act? What communication, supervi-
sion, or escalation is required now? These ques-
tions translate regulatory language into a clinical
safety check and create a defensible record of pro-
fessional reasoning.

Scope of practice and the decision-making
model
Texas does not publish a single exhaustive list of
tasks that every RN may or may not perform.
Scope of practice is better understood as a struc-
tured decision. The Board’s Scope of Practice De-
cision-Making Model encourages nurses to deter-
mine whether an activity is permitted by law and
rule, consistent with professional standards, sup-
ported by appropriate education and competence,
authorized by valid orders when required, and safe
in the specific patient-care context. This approach
is essential because technology, procedures, and
roles evolve more quickly than any task list could
be updated.

The first step is to identify whether the activity is
prohibited or restricted by law. Some activities be-
long to another licensed profession unless a sepa-
rate legal pathway permits delegation or advanced
practice. The second step is to determine whether
the activity is consistent with the nurse’s level of li-
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censure. For an RN, comprehensive assessment
and nursing judgment are central functions. For an
LVN, practice is directed and focused. An RN
should not delegate away an assessment or judg-
ment that requires RN-level decision-making, and
should not treat a UAP’s observation as a substitute
for the RN’s responsibility to assess when a com-
prehensive nursing assessment is required.

The third step is individual competence. A proce-
dure may be within the RN scope generally but
outside the individual nurse’s present competence.
Competence includes knowledge of indications,
contraindications, expected findings, potential
complications, required rescue measures, equip-
ment, documentation, and follow-up. A certificate
from a short course can contribute to competence
but does not automatically expand legal scope.
Texas BON Position Statement 15.10 specifically
cautions that informal continuing education or
on-the-job training cannot substitute for formal ed-
ucation when a higher level of licensure is legally
required.

The fourth step is patient and setting appropriate-
ness. A task that is reasonable for a stable patient in
a well-supported specialty unit may be unsafe for
an unstable patient in a setting without rescue re-
sources. The nurse should consider acuity, pre-
dictability, complexity, time sensitivity, staffing,
supervision, policies, equipment, and the possibili-
ty that the intervention will require immediate in-
terpretation or

modification. Scope is therefore not only about
what the nurse can technically perform but also
about whether the nurse can manage the foresee-
able consequences.

The fifth step is authority and accountability. Some
nursing actions require an order or protocol; others
are independent nursing interventions. When a
medical act is delegated under applicable law, the
nurse still practices under the nurse’s own license
and remains responsible for complying with nurs-
ing standards. Delegation from a physician does
not convert an unsafe act into a safe one and does
not excuse lack of competence. The nurse should
verify that required orders, protocols, supervision,
and backup are available before proceeding.

When the decision remains uncertain, the nurse
should stop and seek resources rather than impro-
vise. Useful resources include the current NPA and
rules, BON position statements and FAQs, the

employer’s policy, a knowledgeable supervisor or
nurse educator, and relevant specialty standards.
Consultation should be documented when it mate-
rially affects a patient-care decision. If uncertainty
cannot be resolved and the activity carries mean-
ingful risk, declining or delaying the activity while
escalating the concern may be the safest and most
defensible choice.

Scope questions often become complicated when a
nurse is asked to perform an activity because
staffing is limited. Operational need does not ex-
pand scope. Similarly, a manager’s statement that
'everyone does it' is not a legal standard. A nurse
should avoid relying solely on custom when the
NPA, Board rules, or competency requirements
point in another direction. Safe practice depends on
a reasoned decision that could be explained after
the fact, not on the absence of a prior incident.

A useful documentation principle is to record the
clinical facts and actions rather than legal conclu-
sions. For example, a nurse may document that an
order was held because the patient’s blood pressure
was below a specified parameter, that the pre-
scriber was notified, and that a new order was re-
ceived. The nurse generally does not need to write
in the patient record that a colleague 'violated the
NPA.' Regulatory judgments belong in appropriate
reporting or peer-review channels, not in a clinical
note unless they are directly relevant to care.

Duty to the patient, unsafe orders,
assignments, and abandonment
Texas BON Position Statement 15.14, Duty of a
Nurse in Any Practice Setting, is central to ju-
risprudence education. The Board emphasizes that
the licensed nurse has a duty to provide safe and ef-
fective nursing care and that this duty cannot be
displaced by a physician order, facility policy, or
administrative directive. The principle does not
mean nurses independently practice medicine. It
means that nursing licensure carries its own re-
sponsibility to recognize and respond to risk. A
nurse who reasonably believes an order may harm
a patient must use nursing judgment, clarify the or-
der, and communicate concerns rather than carry-
ing it out blindly (BON, 2026a).

Unsafe-order situations should be managed in a
disciplined sequence. Assess the patient and verify
the relevant facts. Check the order and available
clinical information. Clarify whether the concern is
a misunderstanding, transcription problem, dose is-
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sue, contraindication, allergy, change in condition,
or conflict with a protocol. Contact the appropriate
licensed practitioner, state the concern clearly, and
request clarification or a safer plan. If the concern
remains unresolved and the nurse believes the in-
tervention would be unsafe, the nurse should fol-
low the chain of command and notify the ordering
practitioner if the medication or treatment will not
be administered. Emergency stabilization should
not be delayed while administrative disagreements
are being resolved.

Assignments create another common legal tension.
The nurse who receives an assignment must con-
sider whether it can be carried out safely in light of
the patient population and the nurse’s preparation,
experience, knowledge, and physical and emotion-
al ability. A heavy assignment is not automatically
an illegal assignment, and the Board does not set
universal nurse-to-patient ratios for every setting.
The legal question is whether the actual circum-
stances create a risk that the nurse cannot reason-
ably manage while meeting minimum standards.
Factors include acuity, number of unstable patients,
required interventions, available support, unit lay-
out, nurse experience, and the ability to obtain
timely assistance.

Before accepting responsibility, the nurse should
communicate specific safety concerns rather than
relying on a generalized statement that the assign-
ment

is 'too much.' Specific facts are more actionable:
two patients require continuous vasoactive titra-
tion, a third has active bleeding, the nurse has not
been trained on a device required for a fourth, and
no qualified backup is available. The nurse should
request a concrete remedy such as redistribution,
additional staff, a different patient mix, direct su-
pervision, or delay of a nonurgent task. If the con-
cern meets the legal criteria for safe harbor, Texas
law provides a process that should be invoked be-
fore the nurse engages in the requested conduct
when possible.

Abandonment is frequently misunderstood. The
Texas BON does not define abandonment as sim-
ply resigning, refusing an assignment before a
nurse-patient relationship exists, or declining an
extra shift. The key issue is whether the nurse has
accepted responsibility for patient care and then
leaves or fails to provide for the continuation of
care in a way that breaches the duty to the patient.

Position Statement 15.6 explains that all nurses
must notify appropriate personnel when leaving a
nursing assignment and that leaving without appro-
priate notification can constitute unprofessional
conduct. The analysis is fact-specific and should
distinguish employer attendance issues from a li-
censure-level breach of patient duty.

A nurse who intends to leave a position should fol-
low employer policy and professional expectations,
but the Board generally does not regulate ordinary
employment disputes unless patient safety or pro-
fessional conduct is implicated. Conversely, a
nurse cannot use an employment disagreement as a
reason to walk away from patients after accepting
responsibility without arranging appropriate hand-
off. A safe exit includes timely notification, trans-
fer of essential information, and reasonable steps to
ensure continuity of care.

The ethical and legal principles converge here. Fi-
delity supports keeping professional commitments.
Nonmaleficence supports avoiding foreseeable
harm. Accountability requires owning the decision
rather than attributing it to hierarchy. Moral
courage may be required when the safest choice is
unpopular. At the same time, nurses should avoid
adversarial escalation when a problem can be re-
solved through clear communication and appropri-
ate clinical channels. The goal is patient protection,
not winning a disagreement.

Documentation, confidentiality, consent,
and information integrity
The health record is simultaneously a clinical com-
munication tool, a patient-care history, a legal doc-
ument, and a source of quality data. Texas nursing
standards require accurate and complete documen-
tation of nursing care. A defensible record allows
another clinician to understand the patient’s condi-
tion, what the nurse observed, what actions were
taken, how the patient responded, and what com-
munication or follow-up occurred. Documentation
should be contemporaneous whenever practical,
objective, clinically relevant, and consistent with
the nurse’s actual actions.

Late entries and corrections should preserve trans-
parency. The nurse should never delete or alter
documentation in a way that disguises the original
entry or creates a false timeline. If an electronic
system provides a correction or addendum func-
tion, it should be used according to policy. Falsifi-
cation includes more than inventing an entire note.
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It may include documenting a medication before it
was given, charting an assessment that was not per-
formed, entering a colleague’s findings as one’s
own, changing times to conceal a delay, or copying
forward information without verifying that it re-
mains accurate. Because falsification calls the in-
tegrity of the record and the nurse into question, it
can be more serious than the underlying clinical er-
ror.

Copy-and-paste and templated documentation de-
serve special attention. Efficient electronic docu-
mentation can reduce repetitive work, but copied
material can perpetuate outdated or false informa-
tion. A nurse remains responsible for the accuracy
of information entered under the nurse’s creden-
tials. If a template states that a complete assess-
ment was normal, the nurse should not sign it un-
less that assessment was actually performed and
the findings are accurate. Smart phrases should
support, not replace, observation and judgment.

Confidentiality extends to every medium in which
patient information appears. Nurses should access
records only for legitimate care, operational, quali-
ty, or legally authorized purposes. Curiosity is not
a permissible reason to open a chart. Conversations
should occur in appropriate settings, messages
should use approved secure systems, and photo-
graphs should be taken only when clinically appro-
priate and authorized by policy and law. Personal
devices create

special risk because images, screenshots, backups,
and cloud synchronization may persist even after a
local file is deleted.

Social media creates a false sense that de-identifi-
cation is easy. A post may omit a name yet still re-
veal a patient through a distinctive diagnosis, date,
location, photograph, sequence of events, or com-
bination of facts. Position Statement 15.29 warns
nurses to maintain professional boundaries and
confidentiality in online communication. A nurse
should not post a patient story merely because the
nurse believes the patient cannot be identified. The
safest approach is to keep patient-specific experi-
ences out of personal social media unless the use is
expressly authorized for a legitimate purpose and
all legal, ethical, and organizational requirements
are met.

Informed consent is primarily a process, not a sig-
nature. The clinician who proposes a procedure or
treatment generally has responsibility for providing

the information required for informed consent un-
der applicable law and policy. The nurse’s role of-
ten includes verifying that consent is present when
required, witnessing a signature when permitted,
assessing for questions or uncertainty, and notify-
ing the responsible practitioner if the patient ap-
pears not to understand or appears coerced. The
nurse should not substitute a personal explanation
for information that must come from the practition-
er responsible for obtaining informed consent.

Patients with decision-making capacity may refuse
treatment, including treatment clinicians believe is
beneficial. The nurse should assess immediate
safety, clarify the patient’s understanding, commu-
nicate the refusal, provide appropriate education
within scope, and document the discussion and no-
tification. A refusal should not be treated as evi-
dence that the patient lacks capacity merely be-
cause the choice differs from the healthcare team’s
recommendation. When capacity is genuinely in
question, the nurse should follow applicable clini-
cal and legal processes for evaluation and surrogate
decision-making.

Information integrity now includes data generated
or summarized by digital tools. A nurse who relies
on an auto-populated value, decision-support alert,
or AI-generated summary should verify clinically
important information before acting on it. Technol-
ogy can assist recognition and communication, but
the nurse remains responsible for the nursing as-
sessment

and for recognizing when the tool’s output con-
flicts with the patient’s actual presentation. This
principle is increasingly important as healthcare
systems integrate predictive algorithms and genera-
tive AI into clinical workflows.
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Professional boundaries and social media
Professional boundaries are the limits that protect
the therapeutic purpose of the nurse-patient rela-
tionship. The nurse holds knowledge, access, au-
thority, and institutional power that the patient does
not. Patients may be physically ill, emotionally vul-
nerable, dependent on care, sedated, cognitively
impaired, or socially isolated. Because of that im-
balance, the nurse has the greater responsibility for
maintaining boundaries. Texas Board Rule 217.1
defines professional boundaries in relation to the
appropriate limits of the nurse-client relationship,
and Position Statement 15.29 provides detailed
guidance for recognizing and preventing boundary
violations (BON, 2026f).

A helpful continuum distinguishes therapeutic in-
volvement from boundary crossings and boundary
violations. Therapeutic involvement is focused on
the patient’s needs and goals. A boundary crossing
is a departure from usual limits that may be benign
or even helpful in a particular context, but it re-
quires reflection because repeated or poorly justi-
fied crossings can drift toward unsafe involvement.
A boundary violation occurs when the relationship
is used in a way that exploits the patient, meets the
nurse’s personal needs, creates improper dual rela-
tionships, or compromises professional judgment.
Sexual or romantic involvement with a current pa-
tient is a severe violation because meaningful con-
sent is compromised by the therapeutic power im-
balance.

Warning signs often appear before an obvious vio-
lation. A nurse may begin to favor one patient,
spend disproportionate time with that patient, share
extensive personal information, keep secrets from
the team, exchange personal contact information,
accept escalating gifts, meet the patient socially,
communicate outside appropriate channels, or feel
unusually possessive or jealous about the patient’s
relationships with others. None of these signs
should be dismissed simply because the nurse be-
lieves the intention is compassionate. Boundary
problems are defined by the effect on the profes-
sional relationship, not only by subjective intent.

Self-disclosure illustrates the need for judgment.
Brief, purposeful disclosure may occasionally sup-
port a therapeutic goal, but disclosure that shifts at-
tention to the nurse’s emotional needs or invites the
patient to care for the nurse is not therapeutic. Be-
fore sharing personal information, the nurse should

ask: Why am I telling this patient this information?
How does it advance the patient’s plan of care?
Could the same goal be achieved without disclos-
ing it? Would I be comfortable if this exchange
were documented or observed by the care team? If
the answer reveals a personal rather than therapeu-
tic purpose, the disclosure should be avoided.

Gifts require similar analysis. A small culturally
customary item offered to a team may have a dif-
ferent meaning from an expensive personal gift of-
fered to one nurse. Factors include value, timing,
patient vulnerability, organizational policy,
whether refusal would cause harm or offense, and
whether acceptance could create a sense of obliga-
tion. When uncertain, the nurse should discuss the
situation with a supervisor or ethics resource before
accepting. The decision should protect the patient’s
dignity and avoid personal gain at the patient’s ex-
pense.

Digital communication blurs boundaries because
personal and professional identities can become
visible to each other. Nurses should be cautious
about accepting patient friend requests, following
patients on social media, using personal messaging
accounts for clinical communication, or responding
to patient questions through channels that bypass
documentation and team processes. Even when a
patient initiates contact, the nurse remains respon-
sible for maintaining appropriate boundaries. A
professional response can acknowledge the com-
munication while redirecting the patient to an ap-
proved care channel.

Social media also affects professional reputation
and confidentiality. Content posted in a 'private'
group may be copied, forwarded, or subpoenaed.
Deleting a post does not guarantee that it is gone.
Nurses should avoid posting images from clinical
areas when screens, labels, whiteboards, conversa-
tions, or contextual details might identify patients.
Complaints about colleagues or employers should
not include patient information. A post made off
duty can still raise licensure concerns if it demon-
strates patient exploitation, confidentiality breach-
es, fraud, threats, or other conduct relevant to pro-
fessional safety and trust.

Boundaries are also important among colleagues
and in supervisory relationships. Bullying, coer-
cion, retaliation, sexual harassment, and misuse of
authority can damage the care environment and in-
directly threaten patient safety by suppressing com-
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munication. Ethical nursing practice includes creat-
ing conditions in which nurses can raise safety con-
cerns without humiliation or intimidation. Texas
BON Position Statement 15.30 on workplace vio-
lence links safe communication and professional
conduct to patient safety.

APRNs and nurses in small communities may face
unavoidable dual relationships because patients are
neighbors, coworkers, family acquaintances, or
members of the same community. The solution is
not always complete avoidance. Instead, the nurse
should identify the conflict, minimize unnecessary
personal overlap, protect confidentiality, use con-
sultation, transfer care when feasible and clinically
appropriate, and document professional decisions
when a dual relationship could affect treatment.
Position Statement 15.22 gives additional guidance
for APRNs providing medical aspects of care to
themselves or persons with whom they have close
personal relationships.

When a boundary concern develops, early consul-
tation is protective. The nurse should step back, re-
center the interaction on the patient’s goals, in-
volve a supervisor or ethics resource, and consider
transferring care if needed. Concealment is a warn-
ing sign. If the nurse feels a relationship must be
hidden from colleagues, family, or documentation,
the nurse should assume that formal review is nec-
essary. Professional boundaries protect both the pa-
tient and the nurse by preserving trust, objectivity,
and therapeutic purpose.

Ethical principles and a practical decision
framework
Ethics and law overlap but are not identical. Law
establishes enforceable minimum requirements,
while ethics asks what nurses ought to do in light
of professional values, duties, relationships, and
consequences. A decision may be legally permitted
yet ethically troubling, or ethically compelling yet
constrained by law. Nurses need both forms of rea-
soning. The 2025 American Nurses Association
Code of Ethics for Nurses contains ten provisions
and emphasizes relationships among nurses, recipi-
ents of care, colleagues, the profession, society,
and the global community (American Nurses Asso-
ciation [ANA], 2025).

Respect for autonomy recognizes the right of per-
sons with decision-making capacity to make in-
formed choices about their own care. Autonomy
requires more than presenting options. Nurses sup-

port autonomy by communicating clearly, reducing
coercion, identifying barriers such as language or
sensory impairment, and ensuring that patient pref-
erences reach the team. Autonomy has limits when
choices would require clinicians to provide care
that is illegal, outside professional standards, or
harmful in a way that cannot ethically be justified.

Beneficence is the obligation to promote the
patient’s welfare, while nonmaleficence is the obli-
gation to avoid or minimize harm. These principles
frequently coexist in tension. A painful treatment
may be justified by expected benefit; a technically
possible intervention may be nonbeneficial when
burdens greatly exceed likely benefit. Nurses con-
tribute to these decisions by assessing suffering,
function, patient goals, treatment response, and the
practical consequences of care. Nurses should
communicate concerns about potentially nonbene-
ficial treatment without assuming that their own
values determine the patient’s best interest.

Justice concerns fairness in the distribution of ben-
efits, burdens, opportunities, and resources. At the
bedside, justice includes avoiding discrimination,
applying standards consistently, and recognizing
when structural barriers affect access or outcomes.
In leadership roles, justice includes transparent
staffing decisions, fair assignment processes, and
equitable allocation of scarce resources. Ethical
justice does not always mean identical treatment;
clinically relevant differences can justify different
care, but irrelevant

characteristics should not determine the quality of
nursing attention.

Fidelity involves keeping professional commit-
ments and maintaining trust. Veracity involves
truthfulness. Accountability means being answer-
able for decisions and actions. Confidentiality pro-
tects information entrusted through the care rela-
tionship. These values become especially important
after an error. Ethical practice favors prompt pa-
tient assessment, appropriate disclosure through or-
ganizational processes, accurate documentation, re-
porting, and participation in improvement. Con-
cealing an error to protect oneself violates multiple
ethical duties and can create additional legal expo-
sure.

Moral distress occurs when a nurse believes the
ethically appropriate action is constrained by orga-
nizational, hierarchical, legal, or resource barriers.
Moral distress does not automatically prove that
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the nurse’s preferred action is correct, but it is a
signal that a conflict deserves structured review.
Nurses can respond by clarifying the ethical issue,
gathering clinical facts, identifying the patient’s
goals, consulting colleagues, using the chain of
command, requesting an ethics consultation, and
distinguishing between disagreement about values
and a genuine safety violation.

A practical ethical framework uses six steps. First,
define the decision precisely rather than labeling
the whole situation 'unethical.' Second, identify the
relevant clinical facts and uncertainties. Third,
identify stakeholders and the patient’s expressed
preferences or best available representation of
those preferences. Fourth, identify legal require-
ments, Board rules, professional standards, and
ethical principles. Fifth, compare reasonable op-
tions, including likely benefits, harms, burdens,
fairness, and effects on trust. Sixth, act, communi-
cate, document, and reassess. This framework
slows down reactive thinking without creating un-
necessary delay in emergencies.

Ethical disagreement should be handled with intel-
lectual humility. Different clinicians may weigh
the same principles differently, especially in
end-of-life care, resource limitation, maternal-fetal
conflict, adolescent confidentiality, or treatment re-
fusal. The nurse should distinguish a disagreement
from misconduct. A colleague does not become un-
ethical merely by reaching a different defensible
conclusion. However, when conduct clearly vio-
lates

patient rights, professional boundaries, or safety
standards, respectful disagreement is not enough;
appropriate reporting and protective action may be
required.

The ethical environment is also a professional re-
sponsibility. The 2025 ANA Code emphasizes
obligations related to safe work, professional com-
petence, accountability, and the practice environ-
ment. Nurses contribute to ethical culture by speak-
ing accurately, avoiding retaliation, supporting just
processes, learning from errors, and refusing to
normalize shortcuts that place patients at risk.
Small daily behaviors—accurate handoff, respect-
ful correction, transparent uncertainty, and willing-
ness to ask for help—are practical expressions of
ethics.

Delegation, assignment, and supervision
Delegation is a structured transfer of responsibility
for performance of a task while the delegating
nurse retains accountability for the delegation deci-
sion and appropriate supervision. Assignment is
broader and may involve distributing work that is
already within the authorized role of the person re-
ceiving it. Texas rules distinguish these concepts
because not every transfer of work is delegation,
and not every task can be delegated. The RN’s
comprehensive assessment and nursing judgment
are central to deciding whether delegation is appro-
priate.

The nurse should begin by assessing the patient.
Delegation is safest when the patient’s condition is
stable or predictable, the task is routine, the poten-
tial for harm is low, the task does not require ongo-
ing nursing judgment, and clear instructions and
supervision are available. A task that becomes un-
safe because the patient’s condition changes should
be reassessed even if it was previously delegated
appropriately. Delegation is therefore a dynamic
decision, not a one-time checkbox.

The RN should consider the competence of the per-
son receiving the delegated task, not merely the
person’s job title. Training, demonstrated skill, fa-
miliarity with the patient population, and ability to
recognize and report abnormal findings matter. In-
structions should include what to do, what findings
to report, when to report them, and what circum-
stances require the RN to reassess directly. The RN
should provide a level of supervision proportionate
to risk and should evaluate the outcome of delegat-
ed care.

An LVN’s practice is directed and supervised, and
the LVN is not licensed to perform the RN’s com-
prehensive assessment or to make the RN’s delega-
tion decision. The LVN may participate in focused
assessment, data collection, implementation, and
reporting within the LVN scope and may assign
routine tasks that do not require delegation. RNs
should avoid using an LVN or UAP as a substitute
for RN-level judgment when patient acuity or com-
plexity requires comprehensive assessment.

Delegation rules differ by setting, particularly be-
tween acute care and independent living environ-
ments, and nurses should consult the applicable
Texas Administrative Code chapters and employer
policies. The underlying legal principle remains
patient safety. If a nurse cannot reasonably super-
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vise a delegated task or cannot respond to a change
in condition, the delegation plan is weak even if the
task itself is commonly performed by unlicensed
personnel.

A common error is to delegate data collection and
then treat the reported data as a complete assess-
ment. For example, a UAP may measure a blood
pressure or glucose level, but the RN must interpret
the finding in context when nursing judgment is re-
quired. Another error is failing to give parameters
for reporting. Saying 'check the patient later' is less
safe than specifying the observation, timing, and
findings that require immediate notification. Good
delegation makes accountability visible.

Delegation also has an ethical dimension. It should
not be used to offload undesirable work without re-
gard to workload, competence, or dignity. The RN
should create realistic expectations, listen to con-
cerns from the person receiving the task, and re-
spond when that person reports that a patient is
changing. A culture in which UAPs or LVNs are
afraid to report uncertainty undermines the RN’s
ability to supervise safely.

Reporting, peer review, safe harbor, and
protection from retaliation
Texas law includes specific mechanisms for report-
ing nursing conduct and for nursing peer review.
These systems serve different purposes. A report to
the Board concerns possible violations that may re-
quire regulatory investigation. Nursing peer review
is an evaluation by nurses of nursing services, qual-
ifications, quality of care, or the merits of com-
plaints concerning nurses. Employer processes may
also address performance, quality, or conduct. The
nurse should understand which pathway applies
rather than assuming that every mistake must be re-
ported directly to the Board.

The NPA defines conduct subject to reporting to
include conduct that violates the NPA or a Board
rule and contributed to death or serious injury; con-
duct suggesting impairment by chemical dependen-
cy or drug or alcohol abuse; abuse, exploitation,
fraud, or professional-boundary violations; and
lack of knowledge, skill, judgment, or conscien-
tiousness serious enough that continued practice
could reasonably be expected to pose a risk of
harm. Texas rules also address minor incidents and
peer-review processes so that isolated, low-risk er-
rors can be handled appropriately while serious or
repeated risks are escalated (Texas Occupations

Code §301.401; BON, 2026g).

Reporting should be factual. The reporter should
identify the observed conduct, relevant patient out-
come or risk, and supporting documentation with-
out exaggeration or speculation. A personality con-
flict is not the same as a reportable practice viola-
tion. Likewise, an unfavorable outcome does not
by itself prove that a nurse violated a standard. The
focus should be whether the conduct indicates a
risk to patients or falls within statutory reporting
criteria.

Impairment requires prompt attention because pa-
tient safety and the nurse’s health are both at stake.
Observable signs might include unexplained
changes in behavior, repeated medication discrep-
ancies, slurred speech, odor of alcohol, significant
impairment in performance, or other evidence that
raises concern. Nurses should not diagnose a col-
league or conduct an amateur investigation. They
should follow required reporting and safety proce-
dures, remove immediate risk when appropriate,
and use available peer-assistance or regulatory re-
sources. Texas provides the Texas Peer Assistance

Program for Nurses for eligible situations, but not
every concern can be diverted from Board report-
ing.

Safe harbor nursing peer review is a distinctive
Texas protection. In general terms, safe harbor al-
lows a nurse to request peer review when the nurse
believes a requested assignment or conduct may vi-
olate the nurse’s duty to a patient. The process is
designed to permit a nurse to raise a good-faith
concern without being forced to choose between
complying with a potentially unsafe directive and
risking retaliation for refusing. The details are gov-
erned by the NPA and Board rules, and the nurse
should know the employer’s process before a crisis
occurs.

Timing matters. Safe harbor should be invoked be-
fore the nurse engages in the requested conduct
when possible. The nurse should communicate the
concern to the appropriate supervisor and complete
the required quick-request documentation or other
process recognized by the facility. The request
should identify the assignment or conduct at issue
and why it may violate the nurse’s duty. If an im-
mediate patient-care need cannot wait for peer re-
view, the nurse must still use professional judg-
ment to protect the patient while the concern is be-
ing addressed.
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Safe harbor is not a mechanism to avoid all diffi-
cult work, guarantee a preferred staffing ratio, or
immunize unrelated misconduct. It is a patien-
t-safety process tied to the nurse’s duty. A credible
request describes the specific risk, the patient-care
context, and the conflict with nursing standards.
Nurses should avoid vague statements such as 'this
assignment is unsafe' without facts. Specificity
supports both patient protection and meaningful
peer review.

Texas law also includes protections related to re-
porting and peer review. Retaliation against a nurse
for protected reporting or for invoking safe harbor
may be prohibited in specified circumstances. Be-
cause employment and regulatory protections are
technical, a nurse facing retaliation should preserve
documentation and seek appropriate organization-
al, legal, or regulatory guidance rather than relying
on informal assurances. The key clinical principle
is that systems should encourage, not punish, good-
faith patient-safety reporting.

Peer review should be just, evidence-based, and fo-
cused on practice. A fair review considers the
patient’s condition, available resources, policies,
orientation, supervision, workload, system factors,
and the nurse’s actions. It should distinguish hu-
man

error, at-risk behavior, and reckless conduct rather
than treating every event as equivalent. Even when
the Board’s legal framework does not use the exact
vocabulary of a just-culture model, the underlying
goal of learning from errors while addressing dan-
gerous conduct is consistent with patient safety.

Nurses in leadership roles have special responsibil-
ities. They should not pressure staff to omit facts,
alter documentation, or withdraw a legitimate safe-
ty concern. They should provide a clear path for es-
calation and should respond to reported risks in a
timely way. A supervisor who knowingly creates
or perpetuates unsafe delegation, staffing, or prac-
tice conditions may also face accountability. Nurs-
ing leadership does not replace individual account-
ability; it adds another layer of responsibility for
the care environment.
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Rule 217.12, unprofessional conduct, and
discipline
Rule 217.12 describes behaviors considered unpro-
fessional conduct. It complements Rule 217.11.
The standards rule explains what nurses must do;
the unprofessional-conduct rule identifies behav-
iors that may deceive, defraud, injure, or place pa-
tients or the public at risk. Actual injury is not al-
ways required. Conduct can be unprofessional be-
cause it creates an unreasonable risk even when
harm does not occur (BON, 2026e).

Examples include failing to conform to generally
accepted nursing standards, accepting assignments
that the nurse knows or should know may result in
unsafe or ineffective care, careless or repetitive
conduct that may endanger a patient, inaccurate or
falsified documentation, inappropriate disclosure
of confidential information, boundary violations,
misuse or misappropriation of medications or prop-
erty, and leaving an assignment without appropri-
ate notification. The exact rule language should be
consulted when evaluating a specific event because
disciplinary decisions are fact-dependent.

The Board investigates complaints to determine
whether the NPA or rules were violated. A com-
plaint is not the same as a finding. Nurses who re-
ceive notice of a complaint should respond through
the Board’s process and should consider obtaining
qualified legal or professional advice. Attempting
to alter records after learning of a complaint can
create a more serious problem. The safest approach
is to preserve records, provide truthful information,

and follow the formal process.

Discipline can range from remedial or corrective
requirements to restrictions, suspension, or loss of
licensure depending on the conduct, risk, history,
and applicable law. The Board uses disciplinary
guidelines and sanction policies to promote consis-
tency. Factors may include severity of harm or risk,
intent, pattern, insight, remediation, prior history,
impairment, fraud, boundary violations, and
whether conduct involved deception. Nurses
should understand that dishonesty during an inves-
tigation can be independently significant.

Medication diversion and substance use disorders
deserve special attention. Diversion creates imme-
diate patient-safety, legal, and ethical concerns.
Falsifying waste records, substituting substances,
taking controlled medications, or working while
impaired can lead to serious consequences. At the
same time, substance use

disorder is a health condition for which treatment
and monitoring may support safe recovery. Texas
has peer-assistance pathways for eligible nurses,
but public protection remains the Board’s priority
and certain conduct must be reported.

Professional conduct also extends beyond direct
bedside care. Fraudulent billing, misuse of creden-
tials, falsified continuing education, improper ac-
cess to records, sexual misconduct, threats, and
conduct demonstrating inability to practice safely
may be relevant to licensure. The Board’s jurisdic-
tion depends on the relationship between the con-
duct and nursing regulation, but a nurse should not
assume that off-duty conduct is irrelevant merely
because it occurred outside the workplace.

Prevention is more effective than disciplinary re-
mediation. Nurses should cultivate habits that re-
duce risk: document in real time, clarify orders,
avoid workarounds that bypass safety controls,
protect passwords, use medication-waste proce-
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dures correctly, disclose conflicts, maintain bound-
aries, ask for help when impaired by fatigue or ill-
ness, and escalate unsafe conditions early. Most
regulatory cases do not begin with a sophisticated
legal question; they begin with an ordinary clinical
decision handled poorly or dishonestly.

When an error occurs, the nurse should focus first
on the patient. Assess and stabilize, notify the ap-
propriate clinician and supervisor, document the
patient’s condition and care accurately, complete
required safety reporting, and participate in disclo-
sure or quality processes as directed. The nurse
should not chart incident-report language in the
medical record unless policy specifically requires
it, and should not use the patient record to defend
against anticipated discipline. Clinical documenta-
tion should remain clinical.

Contemporary practice: telehealth,
artificial intelligence, and digital
professionalism
Technology changes the tools of nursing but not
the nurse’s accountability. Telehealth, remote mon-
itoring, decision support, and artificial intelligence
can expand access and improve recognition of risk,
but they can also create new forms of error. Texas
nurses must continue to comply with the NPA,
Board rules, and other laws that apply to the setting
and patient location. A telehealth encounter still re-
quires an appropriate nursing assessment, recogni-
tion of limitations, escalation when remote data are
insufficient, protection of confidentiality, and doc-
umentation of clinically important communication.

Artificial intelligence deserves explicit attention
because the Texas BON adopted Position State-
ment 15.31 on AI in nursing and revised it in 2026.
The Board emphasizes that nurses remain funda-
mental decision-makers and must use knowledge,
experience, skills, and judgment when using
emerging technology. AI should not be treated as
an autonomous clinical authority. A nurse should
understand the intended use of the tool, recognize
that outputs can be incomplete or wrong, protect
confidential information, and verify clinically con-
sequential recommendations against patient-specif-
ic data and authoritative sources (BON, 2026h).

Generative AI creates particular risk because it can
produce fluent but false statements. A nurse should
not enter protected health information into an unap-
proved public system, copy an AI-generated note

into the health record without verification, or rely
on an AI summary that omits a critical abnormali-
ty. If an employer authorizes an AI documentation
tool, the nurse remains responsible for reviewing
the final note. Automation does not transfer ac-
countability from the nurse to the vendor.

Algorithmic bias is also an ethical concern. A pre-
dictive model may perform differently across pop-
ulations because of the data on which it was

trained or because the target outcome reflects prior
inequities. Nurses should treat model output as one
source of information, not as an unquestionable
fact. When a model conflicts with the clinical pre-
sentation, the nurse should prioritize direct assess-
ment and escalate the discrepancy. Repeated or
systematic discrepancies should be reported
through quality and safety channels.

Digital professionalism includes maintaining
boundaries in electronic communication. A quick
text can become part of a legal record even if it was
sent from a personal device. Nurses should use ap-
proved communication systems, avoid sharing cre-
dentials, lock devices, and report suspected privacy
or security incidents promptly. A nurse should not
photograph a monitor, medication label, or patient
wound on a personal phone merely because the

image will be deleted later.

Technology can support lawful practice when im-
plemented well. Decision support can remind nurs-
es of allergies, dose ranges, deterioration risk, or
documentation gaps. Remote monitoring can ex-
tend surveillance. Secure messaging can improve
communication. The legal and ethical goal is not to
avoid technology but to preserve human account-
ability, patient privacy, and critical thinking as
technology becomes more embedded in nursing
work.

Integrated clinical application cases
Case 1 - The questionable heparin order

A 72-year-old patient admitted with atrial fibrilla-
tion has a new order for an intravenous heparin bo-
lus and infusion. The RN reviews the chart and
sees that the patient returned from a procedure one
hour earlier with ongoing bleeding at the femoral
access site and a rapidly falling hemoglobin. The
order appears in the electronic record as active. The
RN pauses administration, assesses the patient, ap-
plies appropriate local measures within protocol,
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notifies the prescriber of the bleeding and laborato-
ry trend, and requests clarification. The prescriber
initially says, 'Give it; the computer order is cor-
rect.' The RN states the specific safety concern,
asks for reassessment, and escalates through the
chain of command when the concern is not re-
solved. A revised order is then entered. The ju-
risprudence issue is not whether the nurse may in-
dependently discontinue anticoagulation. The issue
is the nurse’s duty under Rule 217.11 to know the
rationale and effects of medications, promote a safe
environment, and clarify an order that appears con-
traindicated or unsafe. The RN should document
the patient assessment, the fact that the medication
was held pending clarification, the communication
with the prescriber and other clinicians, and the re-
sulting order. The RN should not document ac-
cusatory conclusions about the prescriber. If the
patient had been actively decompensating, immedi-
ate stabilization and emergency escalation would
take priority over completing the administrative
chain of command. The ethical principles are non-
maleficence, accountability, and fidelity to the pa-
tient rather than obedience to hierarchy.

An experienced medical-surgical RN is floated to a
pediatric intensive care unit because of a staffing
shortage. The RN has not cared for critically ill
children since nursing school and has never been
trained on the unit’s infusion pumps or emergency
equipment. The charge nurse assigns the RN two
unstable pediatric patients and states that staffing
needs leave no alternative. The RN does not simply
leave the unit. Instead, the RN identifies the specif-
ic competency gaps, requests an assignment com-
patible with current competence, asks for direct
support from a qualified PICU nurse, and uses the
facility’s escalation process. If the requested as-
signment remains one that the RN believes may vi-
olate the duty to patients, the RN considers
safe-harbor procedures before engaging in the re-
quested conduct. The legal analysis begins with
Rule 217.11: the nurse must accept only assign-
ments commensurate with

Case 2 - The unfamiliar assignment

education, experience, knowledge, and physical
and emotional ability and must seek orientation or
supervision for unfamiliar care. 'I am uncomfort-
able' is not the strongest regulatory explanation; the
nurse should state concrete patient risks and com-
petency limitations. The nurse should also recog-

nize a duty not to abandon patients already accept-
ed. The correct response is therefore organized es-
calation and patient protection, not walking out. A
safer negotiated assignment might include stable
patients, a resource nurse, or a modified role in
which the floated RN performs tasks within com-
petence while a PICU RN retains comprehensive
responsibility.

Case 3 - The grateful patient and the gift

A patient with a prolonged hospitalization tells a
primary nurse that the nurse 'saved my life' and of-
fers a $1,000 gift card after discharge. The patient
also asks to connect on a personal social-media ac-
count and says the nurse should visit the family’s
vacation home. The nurse feels emotionally close
to the patient and believes refusing would be hurt-
ful. The professional-boundary analysis focuses on
the patient’s vulnerability, the size and personal na-
ture of the gift, the developing dual relationship,
and the nurse’s emotional investment. The nurse
should decline the high-value personal gift, explain
that professional standards limit such exchanges,
follow employer policy, and redirect gratitude to-
ward an appropriate team or institutional channel if
one exists. The nurse should not accept the friend
request simply because the hospitalization has end-
ed; the power imbalance and therapeutic relation-
ship may persist after discharge. If the nurse no-
tices strong feelings of specialness, secrecy, or de-
sire for ongoing personal contact, consultation is
warranted. Good intentions do not eliminate
boundary risk.

Case 4 - The chart opened out of curiosity

An RN hears that a well-known local athlete has
been admitted to another unit after a motor vehicle
crash. The RN is not involved in the patient’s care
but opens the electronic record 'just to see what
happened.' No information is posted or shared. The
hospital’s audit system flags the access. The ab-
sence of disclosure does not make the access ap-
propriate. Confidentiality includes limiting access
to legitimate work purposes. Curiosity is not a care
need. The nurse may face employer consequences
and potential regulatory review depending on the
facts. The ethical problem is misuse of entrusted
access. This case illustrates why nurses should
think of the electronic chart as a clinical workspace
rather than a database available to all employees.
Access should be limited to information reasonably
necessary for the nurse’s role.
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Case 5 - A medication discrepancy and impaired
colleague

A charge RN notices repeated controlled-substance
discrepancies involving an otherwise high-per-
forming colleague. During the shift, the colleague
appears unusually drowsy, has slowed speech, and
nearly gives medication to the wrong patient. The
charge RN is reluctant to act because the nurses are
close friends and the colleague recently disclosed
family stress. The charge RN’s first duty is patient
safety. The RN should follow organizational proce-
dures to remove immediate risk, notify the appro-
priate supervisor, secure medications and docu-
mentation, and use required reporting pathways.
The charge RN should not conduct a personal in-
terrogation, diagnose substance use disorder, or
quietly cover the colleague’s assignment while ig-
noring the pattern. Compassion for a colleague and
protection of patients are not mutually exclusive.
Appropriate peer-assistance resources may become
relevant, but the nurse must still meet any manda-
tory reporting obligations. Accurate documentation
of observed behavior and discrepancies is more
useful than speculation about why the behavior oc-
curred.

A clinic adopts an approved generative-AI tool that
drafts patient discharge instructions from the visit
note. An RN reviews instructions for a patient with
chronic kidney disease and notices that the draft
recommends an over-the-counter medication the
nephrologist previously told the patient to avoid.
The draft is polished and includes the clinic logo.
The RN should not assume the tool’s output is cor-
rect because it is integrated into the electronic
record. The nurse verifies the clinical information,
removes or corrects the unsafe recommendation us-
ing the approved workflow, notifies the appropriate
clinician if clarification is required, and reports the
unsafe output through the organization’s technolo-
gy or safety channel. The nurse should ensure the
final instructions accurately reflect the plan of care.
Texas BON guidance on AI reinforces that technol-
ogy does not replace nursing judgment.

Case 6 - AI-generated discharge instructions

Ethical use requires verification, privacy protec-
tion, attention to bias and error, and clear account-
ability for the information ultimately provided to
the patient.

Putting jurisprudence into daily practice

IDENTIFY law / rule / ethical issue

ASSESS patient risk + facts

CHECK scope + competence + order

ACT communicate / escalate / protect

DOCUMENT facts + response + outcome

Figure 1. A repeatable nursing jurisprudence decision pathway for daily practice.

The strongest protection against legal and ethical
problems is not defensive charting or memorization
of isolated rules. It is a reliable professional
process. Know the governing standards. Assess be-
fore acting. Match the intervention to the patient’s
condition and to your own competence. Clarify un-
safe or inconsistent orders. Communicate changes
promptly. Delegate thoughtfully. Protect confiden-
tiality. Maintain professional boundaries. Use peer
review, safe harbor, and reporting mechanisms
when appropriate. Document the clinical facts and
the reasoning necessary for continuity of care.

When a nurse is uncertain, the safest response is
usually to identify the exact question. Is the prob-
lem scope, competence, an order, delegation,
staffing, confidentiality, consent, boundaries, im-
pairment, or reporting? Once the question is
named, the relevant legal source becomes easier to
find. The NPA and Board rules should be the first
regulatory references. Position statements and
BON FAQs provide practical application. Employ-
er policy then adds local procedure, while specialty
standards help define accepted professional prac-
tice.

Jurisprudence is therefore a form of clinical judg-
ment. It asks nurses to recognize when ordinary
workflow collides with professional duty. The
nurse who can explain what the patient needed,
what the nurse knew, what risk was present, what
standard applied, what action was taken, and how
the concern was communicated is practicing in a
legally and ethically mature way. The purpose of
Texas nursing law is not to make nurses fearful; it
is to establish a minimum framework that keeps
public protection at the center of nursing practice.

Figure 2. A defensible nursing decision: integrating
legal standards, ethics, action, documentation, and
reassessment. Original APRN WORLD education-
al diagram summarizing Texas BON concepts. Use
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the current NPA, Board rules, and Board guidance
for controlling requirements.

1. IDENTIFY

2. CHECK

patient condition

scope/competence

Autonomy, beneficence, nonmaleficence, justice,
fidelity, and accountability guide the analysis
throughout.

Practice note: orders, protocols, and
standing orders
Orders and protocols should be treated as clinical
tools within a larger professional framework. A
protocol can define when a nurse may initiate a
treatment, but the nurse still has to verify that the
patient meets the criteria and that no contraindica-
tion is present. An outdated protocol, a patient-spe-
cific allergy, a new laboratory result, or a change in
condition can make routine implementation unsafe.
The nurse should know which elements of a proto-
col require independent verification and which re-
quire notification or prescriber confirmation. When
a protocol conflicts with the nurse’s current assess-
ment, the nurse should pause, clarify, and docu-
ment the clinical reason rather than following the
protocol mechanically. This approach is particular-
ly important in sepsis bundles, anticoagulation, in-
sulin titration, sedation, electrolyte replacement,
and rapid-response pathways, where time pressure
can encourage automatic action. Standardization
improves reliability only when nurses continue to
assess whether the standard fits the patient in front
of them.

3. ACT

4. CLOSE LOOP

protect/communicate

document facts

Practice note: chain of command
The chain of command is not a ritual in which a
nurse simply leaves messages at successive levels.
It is a patient-safety escalation process. The nurse
should communicate the patient’s current condi-
tion, the specific unresolved risk, the action already
taken, and what response is needed. If the first per-
son contacted does not resolve the problem and the
risk remains significant, the nurse continues escala-
tion. The urgency of the clinical situation deter-
mines how quickly levels are bypassed or emergen-
cy resources are activated. Documentation should
show significant communication and resulting clin-
ical decisions, but it should not become a transcript
of interpersonal conflict. A nurse who escalates ap-
propriately should remain professional, factual, and
focused on the patient. Leaders should treat escala-
tion as expected safety behavior rather than insub-
ordination when it is performed in good faith.

Practice note: fatigue and fitness for duty
Physical and emotional ability are explicitly rele-
vant to assignment decisions. Fatigue, illness, med-
ication effects, acute emotional crisis, or impair-
ment can reduce a nurse’s ability to practice safely.
Professional accountability includes recognizing
when personal condition creates a risk. This does
not mean that every tired nurse must leave work;
healthcare inevitably includes demanding shifts.
The question is whether the nurse can safely per-
form the assigned role. If not, the nurse should no-
tify the appropriate supervisor and follow work-
place procedures. Concealing impairment, accept-
ing responsibilities that cannot be performed safe-
ly, or using substances to remain functional can
magnify risk. Leaders should also recognize sys-
tem factors such as excessive overtime, inadequate
recovery time, and chronically unsafe workloads as
patient-safety concerns rather than purely personal
resilience issues.
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Practice note: informed refusal and leaving
against medical advice
When a patient wishes to refuse recommended care
or leave against medical advice, the nurse should
avoid framing the interaction as a contest of com-
pliance. The nurse assesses immediate risk, deter-
mines whether urgent intervention is needed, com-
municates the patient’s decision, and supports a
process in which the patient receives understand-
able information about likely consequences and al-
ternatives. The nurse should identify practical
barriers—fear, cost, caregiving responsibilities,
withdrawal symptoms, transportation,
mistrust—that may be influencing the decision.
Documentation should accurately reflect the
patient’s statements, education provided, notifica-
tions, and disposition. A signed form does not sub-
stitute for communication, and refusal does not
eliminate the nurse’s duty to provide respectful
care while the patient remains in the nurse’s re-
sponsibility.

Practice note: language access and
disability
Ethical respect and safe communication require
more than handing a patient a form written in Eng-
lish. When important decisions depend on commu-
nication, the nurse should use qualified interpreta-
tion or accessibility resources consistent with law
and policy rather than relying on children, un-
trained visitors, or ad hoc gestures. A patient with
hearing, vision, cognitive, or communication dis-
ability may need adapted methods to participate
meaningfully. The nurse’s role includes recogniz-
ing when communication is inadequate and escalat-
ing the need for appropriate support. Failure to
communicate effectively can undermine consent,
medication safety, discharge teaching, and patient
autonomy even when the clinical plan itself is cor-
rect.

Practice note: social media after a difficult
shift
A common risk pattern begins with frustration
rather than malicious intent. After a traumatic shift,
a nurse posts a vague message such as, 'You would
not believe what happened in our trauma bay
tonight,' followed by details about the mechanism
of injury, age, and family behavior. The nurse does
not use a name, but community members can iden-
tify the patient from news reports. The regulatory
problem is foreseeable identifiability. Nurses
should separate the legitimate need for emotional
support from public storytelling about patients. De-
briefing should occur through appropriate peer-
support, employee-assistance, or clinical channels
that protect confidentiality. The emotional intensity
of an event does not create ownership of the
patient’s story.

Practice note: photography and messaging
Clinical photography may be appropriate for
wound assessment, teleconsultation, or documenta-
tion when authorized, but the workflow matters.
Personal phones create uncontrolled copies, meta-
data, cloud backups, and message histories. Even
when the image is later transferred to the medical
record, an unauthorized copy may remain. Nurses
should use approved devices and applications and
should know who is responsible for obtaining con-
sent when required. Texting an image to a col-
league because it is convenient can expose patient
information outside approved systems. If an urgent
situation requires communication, the nurse should
use the safest authorized method available and re-
port any unavoidable privacy incident promptly
rather than attempting to conceal it.
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Practice note: student, orientee, and
preceptor accountability
A preceptor or supervising nurse should understand
the learner’s authorized role and level of supervi-
sion. A student’s presence does not transfer ac-
countability away from the licensed nurse responsi-
ble for patient care, and an orientee’s license does
not eliminate the employer’s obligation to provide
appropriate orientation. The supervising nurse
should verify what the learner is permitted and
competent to do, intervene when safety is threat-
ened, and avoid assigning independent responsibil-
ity prematurely. Learners also have an obligation to
disclose limitations and ask for supervision. Docu-
mentation should accurately identify who per-
formed care according to system capabilities and
policy. Falsely documenting that the supervising
nurse performed an action solely to avoid showing
student participation undermines record integrity.

Practice note: mandatory reporting outside
the BON
Nurses may have reporting duties under laws out-
side the Nursing Practice Act, including laws con-
cerning abuse, neglect, exploitation, certain com-
municable conditions, or threats of harm. The exact
duty depends on the patient population and setting.
Rule 217.11 requires nurses to know and conform
to other laws affecting their practice, so a nurse
should learn the reporting rules most relevant to the
role. Organizational policy can provide a workflow
but should not be assumed to replace the individual
legal duty when a statute imposes one. When im-
mediate safety is at issue, the nurse should protect
the patient first and use the required reporting
channel promptly. Documentation should separate
the clinical facts from unsupported accusations.

Practice note: mistakes, disclosure, and
learning
A medication or treatment error should trigger pa-
tient assessment before self-protection. The nurse
determines whether the patient is at risk, obtains
necessary treatment, notifies appropriate clinicians,
and completes required reporting. Ethical disclo-
sure should follow organizational policy and legal
requirements, but the nurse should never falsify the
chart to avoid disclosure. Quality reporting systems
are designed to capture contributing factors such as
look-alike packaging, interruptions, confusing
electronic interfaces, understaffing, or protocol
gaps. A just learning culture does not mean ab-
sence of accountability; it means matching the re-
sponse to the nature of the behavior while correct-
ing system vulnerabilities. Nurses strengthen safety
when they report near misses as well as harmful
events.

Practice note: moral courage and respectful
dissent
Professional dissent is most effective when it is
specific, evidence-informed, and solution-oriented.
A nurse who believes a plan is unsafe should de-
scribe the observation, the expected risk, the stan-
dard or clinical reasoning that supports the con-
cern, and a proposed alternative. Statements such
as 'I am not comfortable' can be a useful opening
but should be followed by the clinical basis for
concern. Respectful language preserves collabora-
tion without requiring the nurse to surrender judg-
ment. If the concern remains unresolved and the
risk is significant, escalation is appropriate. Moral
courage is not dramatic confrontation; it is the dis-
ciplined willingness to protect the patient despite
social or hierarchical pressure.
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Practice note: role transitions and
competence drift
Nurses who move from bedside care to administra-
tion, education, informatics, case management,
aesthetics, telehealth, or entrepreneurial practice
may encounter competence drift. Skills that were
once strong can become rusty, while new responsi-
bilities introduce legal requirements that were not
part of the nurse’s prior role. A nurse returning to
direct care should not assume prior experience
guarantees current competence. Similarly, a nurse
opening a new service should not treat business
ownership as authority to perform procedures out-
side nursing scope. Role transitions should trigger
a deliberate review of the NPA, Board rules, com-
petence requirements, emergency preparedness,
documentation, and applicable non-nursing laws.

Deep dive: applying Rule 217.11 during
clinical deterioration
A deteriorating patient is one of the clearest tests of
nursing accountability. The nurse may be working
from protocols, standing orders, electronic alerts,
or a physician-directed plan, but the essential nurs-
ing task is to recognize change and respond in time.
A defensible sequence begins with reassessment:
compare the current findings with the prior base-
line, verify abnormal data when verification will
not create dangerous delay, and identify whether
immediate nursing interventions are authorized.
The nurse then communicates the urgency using
objective findings rather than vague concern. A
statement such as 'the patient looks worse' is weak-
er than reporting a new systolic pressure of 78 mm
Hg, altered mentation, cool skin, and urine output
of 10 mL in the last hour. If the initial response is
inadequate, escalation continues. The nurse should
activate rapid-response or emergency resources
when criteria are met rather than waiting for a rou-
tine callback. Rule 217.11 supports this approach
because safe nursing practice includes recognizing
changes, implementing appropriate interventions,
and notifying the appropriate practitioner. Docu-
mentation should capture the clinically important
sequence: the change in condition, assessment
findings, interventions, notifications, response, and
patient outcome. The note should not become a
narrative about who was difficult to reach. If an or-
der is inconsistent with the patient’s condition, the
nurse clarifies it; if a required treatment is delayed
because an order cannot be obtained, the nurse uses
emergency and chain-of-command resources avail-
able in the setting. The ethical duties of nonmalefi-
cence and fidelity reinforce the legal duty. The
nurse’s obligation is to the patient’s safety, not to
preserving a comfortable hierarchy. At the same
time, the nurse should remain within scope and
avoid independently prescribing a treatment that
requires prescriptive authority. The most defensible
action is active nursing assessment, timely commu-
nication, authorized intervention, and escalation
proportional to the risk.
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Deep dive: documentation after a
medication error
Medication errors often create anxiety because the
nurse must care for the patient while anticipating
internal review. The safest legal and ethical ap-
proach is to separate the clinical record from the
quality-reporting process. In the health record, doc-
ument the patient’s condition, the medication actu-
ally administered, relevant assessment findings,
notifications, ordered monitoring or treatment, and
the patient’s response. Do not alter the medication
administration record to make the event disappear.
If a correction is needed, use the approved correc-
tion process so the audit trail remains intact. Do not
write that an incident report was completed unless
organizational policy specifically requires that
statement in the medical record. Incident reports
are generally quality and safety tools, while the
health record exists to support patient care. The
nurse should also avoid defensive commentary
such as 'pharmacy sent the wrong dose and there-
fore I am not responsible.' If the pharmacy contrib-
uted, that fact can be addressed in the safety report;
the clinical note should remain focused on care.
Immediate disclosure to the patient or family
should follow the organization’s disclosure process
and applicable law, but a nurse should never lie if
asked directly. Veracity and accountability require
truthful communication. The nurse should preserve
packaging or other evidence when policy requires
it and should participate in root-cause review. A
single error may arise from human factors such as
interruptions, labeling, interface design, or work-
load, but system contributors do not erase the
nurse’s obligation to follow basic medication-safe-
ty standards. Conversely, the existence of an error
does not prove reckless practice. A just review dis-
tinguishes an inadvertent mistake from knowingly
bypassing safeguards or falsifying documentation.
The strongest regulatory position is created by
prompt patient protection, accurate documentation,
transparent reporting, and willingness to learn from
the event.

Deep dive: refusal of an unsafe assignment
and safe continuity of care
Nurses sometimes hear two oversimplified rules:
'you must take the assignment' or 'you can refuse
anything you think is unsafe.' Texas jurisprudence
requires a more careful analysis. Before the nurse-
patient relationship is established, the nurse should
evaluate whether the proposed assignment is com-
mensurate with education, experience, knowledge,
and physical and emotional ability and whether the
environment provides sufficient resources to meet
minimum standards. If the assignment appears un-
safe, the nurse should identify the specific risk and
request modification. Examples include an un-
trained nurse being assigned to manage an unfamil-
iar ventricular-assist device without qualified back-
up, an assignment containing several simultaneous-
ly unstable patients, or a patient population outside
the nurse’s competence with no available supervi-
sion. The nurse should use the chain of command
and consider safe harbor when the legal criteria are
met. Once responsibility for patients has been ac-
cepted, the nurse’s options change because the duty
to those patients has begun. The nurse cannot sim-
ply leave because the assignment remains difficult.
The nurse must continue necessary care while
seeking relief, arranging appropriate handoff, or
using emergency escalation. This distinction ex-
plains why refusal before acceptance and abandon-
ment after acceptance are not the same. Documen-
tation outside the patient record may be appropriate
to preserve the facts surrounding an assignment
dispute. In the patient record, the nurse should doc-
ument patient-specific care and communications
that affect treatment, not general staffing griev-
ances. If the assignment causes delays, document
the actual clinical event and response rather than
writing a broad accusation that 'staffing was un-
safe.' Specific, objective facts are more useful both
clinically and legally. Safe-harbor and peer-review
mechanisms exist to allow a good-faith duty con-
cern to be evaluated without requiring the nurse to
choose between blind compliance and abrupt with-
drawal from care.
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Deep dive: delegation when the patient
changes
Appropriate delegation at 0800 may become inap-
propriate at 1000 because the patient has changed.
Suppose an RN delegates routine ambulation to a
trained UAP for a stable postoperative patient. Be-
fore the task occurs, the patient becomes dizzy, re-
ports new chest pressure, and has a heart rate of
130. The delegated task should not proceed simply
because it appeared on the task list. The UAP’s re-
sponsibility is to report the change promptly and
avoid proceeding outside training. The RN’s re-
sponsibility is to reassess the patient and determine
what nursing and medical actions are now required.
This example shows why delegation depends on
patient stability and predictability rather than on
the label attached to the task. The RN should com-
municate clear stop conditions when delegating,
such as new dyspnea, chest pain, confusion, bleed-
ing, weakness, or abnormal vital signs. The RN
must remain available to respond to reported
changes and should evaluate the outcome of dele-
gated care. If the staffing model makes meaningful
supervision impossible, the RN should question
whether delegation is appropriate. The same rea-
soning applies to blood glucose checks, intake and
output, vital signs, feeding, hygiene, transport, and
other commonly delegated activities. Data obtained
by a UAP can be valuable, but interpretation and
nursing judgment remain the RN’s responsibility
when the situation requires them. A repeated fail-
ure to reassess after abnormal delegated data can
become a professional-practice concern even if the
original delegation decision was reasonable. Ethi-
cal accountability requires the nurse to regard dele-
gated caregivers as part of the safety system rather
than as task labor. Good supervision invites ques-
tions, responds to uncertainty, and avoids blaming
the UAP for failing to make a nursing judgment
that was never within the UAP’s role.

Deep dive: confidentiality in small
communities and family requests
Confidentiality becomes especially challenging
when the nurse knows the patient or family outside
the clinical setting. A relative may call the nurse’s
personal phone and say, 'I know you work there;
just tell me whether she is okay.' The nurse may
feel social pressure to answer because the caller al-
ready knows about the hospitalization. The profes-
sional question is not whether the caller knows
something; it is whether the nurse is authorized to
disclose protected information. The nurse should
follow the patient’s preferences, applicable privacy
law, and organizational procedures for family com-
munication. A familiar relationship does not create
authorization. Similarly, a nurse who attends the
same church, school, or community organization as
a patient should not acknowledge the clinical rela-
tionship in public unless the patient chooses to dis-
close it and the nurse’s response remains appropri-
ate. If the patient later discusses the hospitalization
openly, the nurse should still avoid adding details
learned through professional access. In small com-
munities, dual relationships may be unavoidable,
but confidentiality remains controllable. Nurses
can protect it by limiting chart access to legitimate
purposes, using approved communication chan-
nels, avoiding discussion in public spaces, and
redirecting personal questions. Documentation of
permitted family communication should identify
the person contacted and clinically relevant infor-
mation shared according to policy. The nurse
should also be alert to family conflict: one
relative’s request for information does not override
the patient’s stated restrictions. Ethical respect for
autonomy and trust supports the legal duty. Pa-
tients should be able to receive care without fearing
that nurses will convert privileged knowledge into
community information.
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Deep dive: professional boundaries in
home health and long-term relationships
Home health, hospice, long-term care, dialysis, on-
cology, and other settings may create relationships
that last months or years. Familiarity can improve
trust, but it can also normalize boundary crossings
that would be obvious in a short hospital encounter.
A nurse may be invited to family events, offered
meals or gifts, asked to perform errands, or become
the primary emotional support for a socially isolat-
ed patient. The nurse should repeatedly ask
whether the interaction serves a therapeutic pur-
pose and whether the relationship remains transpar-
ent to the care team. Consistency is important. If
one patient receives extensive personal favors that
others do not, the nurse should examine whether
favoritism or dependency is developing. The nurse
should avoid controlling the patient’s personal de-
cisions, becoming financially involved, borrowing
or lending money, accepting major gifts, or creat-
ing secrecy. A patient’s gratitude does not remove
vulnerability. If the nurse’s involvement is becom-
ing emotionally intense, transferring care may be
appropriate, but abrupt withdrawal can also harm
the patient; consultation should guide the transi-
tion. Documentation should remain clinical and
should not be used to conceal or justify a personal
relationship. Supervisors can support healthy
boundaries by creating clear policies and by dis-
cussing ambiguous situations without shaming
staff for asking. The safest culture is one in which
nurses can say, 'I think I may be getting too in-
volved and need help thinking this through.' Texas
Position Statement 15.29 emphasizes recognition
of warning signs before a violation occurs. Bound-
ary protection is therefore a continuous profession-
al skill, not merely a rule against sexual miscon-
duct.

Deep dive: ethical conflict around
life-sustaining treatment
A nurse caring for a patient receiving life-sustain-
ing treatment may believe the treatment is causing
suffering without meaningful benefit, while the
family and physicians wish to continue. The
nurse’s moral distress can be intense, but the legal
and ethical response requires careful separation of
roles. The nurse should assess the patient’s symp-
toms and preferences, identify any advance direc-
tive or surrogate decision-maker, and communicate
observations about suffering, response to treat-
ment, and expressed goals. The nurse may advo-
cate for a goals-of-care discussion, palliative-care
consultation, or ethics consultation. The nurse
should not unilaterally withhold ordered life-sus-
taining treatment unless an emergency, a lawful or-
der change, or another authorized process justifies
that action. Nor should the nurse characterize the
family as unethical merely because they understand
benefit and burden differently. Ethical analysis
considers autonomy, substituted judgment or best
interests when the patient lacks capacity, benefi-
cence, nonmaleficence, justice, and fidelity. The
nurse may also need to distinguish moral distress
from a direct safety violation. If an order itself is
unsafe or legally invalid, Rule 217.11 processes for
clarification and escalation apply. If the treatment
is legally authorized but ethically disputed, struc-
tured communication and consultation are usually
the first steps. Documentation should capture the
patient’s symptoms, statements, clinical response,
and relevant discussions, not the nurse’s personal
condemnation of the plan. This approach protects
the patient while respecting the interdisciplinary
nature of complex end-of-life decisions.
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Deep dive: impaired practice, peer
assistance, and fairness
Suspected impairment is difficult because nurses
may fear harming a colleague’s career. The regula-
tory purpose of reporting is patient protection, not
punishment for illness. The nurse who observes
concerning behavior should focus on objective
facts: medication discrepancies, inability to per-
form tasks safely, altered speech, unstable gait, un-
explained absences, repeated errors, or other con-
crete observations. Immediate patient risk should
be addressed at once. The nurse should follow or-
ganizational procedures for removing the colleague
from patient care when indicated and notifying the
appropriate supervisor. Required reporting to the
Board or another entity depends on the facts and
applicable law. Peer-assistance programs may pro-
vide a pathway for evaluation, treatment, monitor-
ing, and return to safe practice for eligible nurses,
but a coworker should not promise that a matter
can be kept 'off the record.' The nurse should avoid
searching personal belongings, making a diagnosis,
or spreading rumors. Confidentiality applies to the
colleague as well as to patients, although it does
not override mandatory reporting. Leaders should
handle suspected impairment consistently and
should avoid favoritism based on seniority, reputa-
tion, or friendship. Ethical justice and compassion
support a process that protects patients while giv-
ing the nurse a fair opportunity for assessment and
recovery. Covering for a colleague can delay treat-
ment, increase risk, and expose other nurses to ac-
countability for concealment.

Deep dive: social media, professionalism,
and off-duty conduct
A nurse’s personal social-media account is not au-
tomatically outside professional regulation. The
Board’s interest is strongest when the conduct re-
lates to patient confidentiality, exploitation, fraud,
threats, professional boundaries, or safe practice.
Nurses should therefore separate legitimate person-
al expression from content that reveals patient in-
formation or undermines professional obligations.
A post can identify a patient without a name if the
combination of age, location, timing, diagnosis,
photographs, or newsworthy circumstances makes
identification possible. A private group does not
eliminate the risk of screenshots or redistribution.
Nurses should also avoid posting photographs tak-
en in clinical areas if screens, room numbers, wrist-
bands, whiteboards, medication labels, or voices in
a video reveal information. Complaints about a
workplace should be expressed without patient de-
tails. If the nurse is using social media profession-
ally, advertising services, or giving health informa-
tion, the nurse should accurately identify creden-
tials and avoid implying expertise beyond scope.
Online advice can create a professional relationship
or expectation of care depending on context, so a
nurse should use appropriate disclaimers and refer-
ral pathways rather than attempting to manage
emergencies through direct messages. Digital pro-
fessionalism is an extension of ordinary profession-
al conduct, not a separate universe with different
ethical rules.
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Deep dive: AI-assisted documentation and
clinical reasoning
AI-assisted documentation can reduce clerical bur-
den, but it introduces a new form of authorship
risk. If a tool records a conversation and generates
a note, the nurse must verify that the note reflects
what actually occurred. Hallucinated symptoms,
incorrect medication names, omitted abnormal
findings, or statements that were never made can
become part of the medical record if the nurse
signs without review. The nurse should correct er-
rors before authentication and should know how
the system records edits and attribution. AI should
not be used to fabricate a rationale after the fact or
to create documentation for care that was not per-
formed. When an AI tool recommends a clinical
action, the nurse should evaluate the recommenda-
tion against the patient’s condition, the order set,
authoritative guidance, and the nurse’s scope. Sen-
sitive information should be entered only into sys-
tems approved for that purpose. If the nurse identi-
fies repeated unsafe output, reporting through clini-
cal informatics, quality, or safety channels can help
prevent harm to other patients. Position Statement
15.31 reinforces the principle that emerging tech-
nology does not displace nursing knowledge or
judgment. The ethical issue is not whether AI is
good or bad; it is whether the nurse uses it in a way
that preserves accuracy, privacy, transparency, and
accountability.

Deep dive: charge nurse and manager
accountability
Charge nurses and managers make decisions that
affect multiple patients and staff, but leadership au-
thority does not replace individual licensure duties.
A charge nurse assigning patients should consider
acuity, nurse competence, experience, available
support, and changing unit demands. When a nurse
raises a safety concern, the charge nurse should in-
vestigate the facts and consider a workable modifi-
cation rather than dismissing the concern as atti-
tude. A manager who knowingly assigns an un-
trained nurse to high-risk care without supervision
can create risk for patients and for both nurses’ li-
censes. Leaders also have responsibilities related to
delegation, documentation systems, orientation, in-
cident review, and support for reporting. They
should not instruct staff to change records, delay
reporting, or avoid safe-harbor processes merely to
protect metrics. When resources are limited, lead-
ers may need to prioritize care, obtain additional
support, close capacity, or escalate to administra-
tion. Regulatory accountability does not require
leaders to create resources that do not exist, but it
does require them to respond reasonably to recog-
nized risk. Ethical leadership includes transparency
about constraints and protection of staff who report
good-faith concerns. A culture that punishes every
report teaches nurses to hide problems; a culture
that ignores reckless conduct teaches nurses that
standards do not matter. Effective leadership holds
both patient safety and fair accountability in view.
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Deep dive: building a defensible nursing
decision
When a nursing decision is later reviewed, the
strongest explanation is rarely 'that is how we al-
ways do it.' A defensible decision can be recon-
structed from several elements. First, the nurse
identified the patient’s condition and the relevant
risk. Second, the nurse knew the applicable scope,
order, policy, or regulatory standard. Third, the
nurse considered personal competence and avail-
able resources. Fourth, the nurse took an action
proportionate to the urgency, including assessment,
intervention, communication, supervision, or esca-
lation. Fifth, the nurse documented clinically im-
portant facts accurately. Sixth, the nurse reassessed
the patient and adjusted the plan when circum-
stances changed. This structure does not guarantee
a good outcome; healthcare includes uncertainty
and unavoidable complications. It does, however,
show professional reasoning. Nurses should resist
two opposite errors: paralysis caused by fear of lia-
bility and overconfidence caused by routine. Ju-
risprudence supports thoughtful action. In urgent
situations, the process may occur rapidly, but the
same elements remain. In nonurgent situations, the
nurse has more opportunity to consult the NPA,
Board rules, position statements, policies, and spe-
cialty standards. The habit of explicitly identifying
the legal and ethical issue makes consultation more
efficient. Instead of asking, 'Can I do this?' the
nurse can ask, 'Is this activity within RN scope, am
I competent, does it require an order, what supervi-
sion is required, and is it safe for this patient in this
setting?' That is the practical language of profes-
sional accountability.

Practice synthesis: recognizing the
regulatory issue before it becomes a crisis
Many practice problems become difficult because
the legal issue is recognized late. A nurse may first
experience the situation as workload, disagree-
ment, discomfort, or frustration, when the underly-
ing problem is actually scope, competence, an un-
safe order, a boundary concern, confidentiality, or
a reporting duty. Early identification changes the
response. If the issue is scope, the nurse reviews li-
censure authority and competence. If it is an unsafe
order, the nurse assesses, clarifies, communicates,
and escalates. If it is delegation, the nurse reassess-
es the patient, task, person, supervision, and out-
come. If it is confidentiality, the nurse stops unnec-
essary access or disclosure and uses approved com-
munication methods. If it is professional bound-
aries, the nurse restores therapeutic limits and
seeks consultation before secrecy or personal in-
volvement develops. If it is an assignment concern,
the nurse describes specific risk, requests modifica-
tion, and considers safe harbor when applicable.
Naming the category also improves documentation
because the nurse can record the clinical facts that
matter rather than writing emotional conclusions.
This habit should become part of routine practice:
before acting, ask what professional duty is en-
gaged and which source governs it. The current
NPA and Board rules are the primary regulatory
references; position statements and FAQs then help
with application. Repeated use of this framework
reduces dependence on folklore and makes nursing
judgment more consistent across settings.
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Practice synthesis: communicating a legal
or ethical concern without escalating
conflict
A strong nurse can raise a serious concern without
turning the interaction into a personal confronta-
tion. Begin with observable facts and the patient
impact. State the concern in a way that invites reso-
lution: 'The patient’s pressure is 78/44 after the
procedure and the access site is actively bleeding; I
am concerned the heparin bolus may worsen hem-
orrhage. I need the order reassessed before admin-
istration.' This is more effective than saying, 'That
order is ridiculous.' If the first response does not
address the risk, the nurse can say what remains
unresolved and move to the next appropriate level.
Documentation should identify the significant
communication and resulting plan, not reproduce
insults or speculation about motives. Respectful
communication is not passive. The nurse may need
to be persistent, activate emergency resources, or
decline to carry out a treatment believed unsafe.
Professional tone strengthens rather than weakens
the nurse’s position because it keeps the focus on
standards and patient risk. Ethical fidelity to the pa-
tient and legal accountability are compatible with
collegial respect. Nurses should also listen for in-
formation that changes the analysis; sometimes the
prescriber or supervisor has clinical facts the nurse
did not know. The goal of escalation is not to prove
another clinician wrong but to reach a safe, lawful
plan while preserving the team’s ability to continue
caring for the patient.

Practice synthesis: what belongs in the
patient record and what belongs elsewhere
Confusion about documentation often increases af-
ter a conflict or error. The patient record should
contain information relevant to the patient’s care:
assessment findings, interventions, medication or
treatment decisions, notifications, orders, educa-
tion, refusal, response, and disposition. A staffing
complaint, peer-review request, incident analysis,
or accusation that another professional violated a
regulation usually belongs in another authorized
system unless it directly affects clinical care. This
separation protects the usefulness of the health
record and avoids turning it into a litigation or per-
sonnel narrative. The nurse should never omit a
clinically important event merely because an inci-
dent report was filed; the patient record still needs
to show what happened to the patient and how the
team responded. Conversely, the nurse should not
write 'incident report completed' simply to prove
compliance unless policy requires that notation.
Corrections must preserve the integrity of the origi-
nal entry. When a note is late, label it according to
policy and document the current entry time rather
than backdating. If the nurse is uncertain about
wording, factual and chronological language is
usually safest. Avoid assigning blame, guessing
motives, or using legal labels in place of clinical
observations. Good documentation supports conti-
nuity of care first; its legal defensibility follows
from accuracy, completeness, and honesty.
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Practice synthesis: maintaining
competence over a nursing career
Competence is not permanent. A nurse may be li-
censed for decades while moving among special-
ties, technologies, and practice settings. Texas
standards make the individual nurse responsible for
recognizing when orientation, education, or super-
vision is needed. Annual competencies and em-
ployer checklists are useful, but they do not elimi-
nate the nurse’s duty to recognize personal limita-
tions. A nurse returning to an ICU after years in
case management may need a structured re-entry
process. A nurse who has never managed a new
dialysis device, ventricular-assist device, infusion
technology, or remote-monitoring platform should
obtain training before independently assuming re-
sponsibility. Continuing education can deepen
knowledge, but it does not by itself create legal au-
thority for an activity that requires another license
or formal educational preparation. Competence
also includes nontechnical domains: documenta-
tion, delegation, communication, privacy, cultural
and language access, digital tools, and recognition
of impairment or fatigue. Professional growth is
therefore both a legal and ethical obligation. The
nurse who asks for help early protects patients and
demonstrates accountability. The more dangerous
pattern is silent performance beyond competence
because of embarrassment, hierarchy, or staffing
pressure. A mature nursing culture treats appropri-
ate consultation as a safety behavior and builds
systems that make it possible.
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