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Membership

The National Council of State Boards of Nursing, Inc. (NCSBN) is a not-for-profit organization
whose membership comprises the boards of nursing in the 50 states, the District of Columbia,
and five United States territories — American Samoa, Guam, Northern Mariana Islands, Puerto
Rico, and the Virgin Islands.

Mission

The National Council of State Boards of Nursing (NCSBN), composed of Member Boards, provides
leadership to advance regulatory excellence for public protection.

Vision — Building regulatory expertise worldwide.

Values

Integrity: Doing the right thing for the right reason through informed, open and ethical debate.
Accountability: Taking ownership and responsibility for organizational processes and outcomes.
Quality: Pursuing excellence in all endeavors.

Vision: Using the power of imagination and creative thought to foresee the potential and create
the future.

Collaboration: Forging solutions through the collective strength of internal and external
stakeholders.

Purpose

The purpose of NCSBN is to provide an organization through which boards of nursing act and
counsel together on matters of common interest and concern affecting the public health, safety
and welfare, including the development of licensing examinations in nursing.

NCSBN’s programs and services include developing the NCLEX-RN® and NCLEX-PN°® examinations,
performing policy analysis and promoting uniformity in relationship to the regulation of nursing
practice, disseminating data related to the licensure of nurses, conducting research pertinent to
NCSBN’s purpose, and serving as a forum for information exchange for members.
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Business Agenda of the 2005 Delegate Assembly

TUESDAY, AUGUST 2
9:00-10:10 am

Opening Ceremonies
B Introductions
B Announcements

Opening Reports
B Credentials Committee
B Rules Committee

Adoption of Agenda

Report of the Committee on Nominations

B Presentation of the 2005 Slate of Candidates
®  Nominations from Floor

m  Approval of the 2005 Slate of Candidates

President’s Address
Executive Director’s Address
THURSDAY, AUGUST 4
3:00-4:30 pm

Board of Directors Recommendations

m  Adopt Proposed Delegation Position Paper

®  Adopt Proposed Model Act And Rules For Delegation And Nursing
Assistant Regulatory Model

® Adopt the proposed position paper on nursing education clinical instruction in
prelicensure nursing programs.

®  Adopt the proposed criminal background check concept paper and model.
Results of Election of Officers, Directors and Committee on Nominations

FRIDAY, AUGUST 5
9:00 am - 12:00 pm

Board of Directors Recommendations (continued)

New Business

B Resolutions Committee

Closing Ceremony

Adjournment

Special Note

Business conducted during the Delegate
Assembly will be continuous, advancing
through the agenda as time and
discussion permits.
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Standing Rules of the Delegate Assembly

1. Credentialing Procedures and Reports

A. The President shall appoint the Credentials Committee, which is responsible for

B.

C.

registering and accrediting delegates and alternate delegates.

Upon registration, each delegate and alternate shall receive a badge and the
appropriate number of voting cards authorized for that delegate. Delegates authorized
to cast one vote shall receive one voting card. Delegates authorized to cast two votes
shall receive two voting cards. Any transfer of voting cards must be made through the
Credentials Committee.

A registered alternate may substitute for a delegate provided the delegate turns in

the delegate badge and voting card(s) to the Credentials Committee at which time the
alternate is issued a delegate badge. The initial delegate may resume delegate status by
the same process.

The Credentials Committee shall give a report at the first business meeting. The report
will contain the number of delegates and alternates registered as present with proper
credentials, and the number of delegate votes present. At the beginning of each
subsequent business meeting, the committee shall present an updated report listing
all properly credentialed delegates and alternate delegates present, and the number of
delegate votes present.

2. Meeting Conduct

A.

Meeting Conduct
1. Delegates must wear badges and sit in the section reserved for them.

2. All attendees shall be in their seats at least five minutes before the scheduled
meeting time.

3. There shall be no smoking in the meeting room.

4. All cellular telephones and pagers shall be turned off or turned to silent vibrating
mode. An attendee must leave the meeting room to answer a telephone.

5. Adelegate’s conversations with non-delegates during a business meeting must take
place outside the designated delegate area.

6. All attendees have a right to be treated respectfully.

3. Agenda

A.

B.

Business Agenda

1. The Business Agenda is prepared by the President in consultation with the
Executive Director and approved by the Board of Directors.

Consent Agenda
1. The Consent Agenda contains agenda items that do not recommend actions.

2. The Board of Directors may place items on the Consent Agenda that may be
considered received without discussion or vote.

3. Anitem will be removed from the Consent Agenda for discussion or vote at the
request of any delegate.

4. Allitems remaining on the Consent Agenda will be considered received without
discussion or vote.

9
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4. Motions or Resolutions

A.

Only delegates, members of the Board of Directors, and the Examination Committee may
present motions or resolutions to the Delegate Assembly. Resolutions or motions made
by the Examination Committee are limited to those to approve test plans pursuant to
Article X, Section 1(a) of the Bylaws of the National Council.

. All motions, resolutions and amendments shall be in writing and on triplicate motion

paper signed by the maker and a second. All motions, resolutions and amendments must
be submitted to the Delegate Assembly Chair and the Parliamentarian. All resolutions
and nonprocedural main motions must also be submitted to the Chair of the Resolutions
Committee before being presented to the Delegate Assembly.

The Resolutions Committee, according to its Operating Policies and Procedures,
shall review motions and resolutions submitted before Wednesday, August 3, 2005,
at 4:00 pm. Resolution or motion-makers are encouraged to submit motions and
resolutions to the Resolutions Committee for review before this deadline.

The Resolutions Committee will convene its meeting on Wednesday, August 3, 2005, at
4:00 pm and schedule a mutually agreeable time during the meeting to meet with each
resolution or motion-maker. The Resolutions Committee shall meet with the resolution
or motion-maker to prepare resolutions or motions for presentation to the Delegate
Assembly and to evaluate the resolution or motion in accordance with the criteria in
its operating policies and procedures. The Committee shall submit a summary report
to the Delegate Assembly of the Committee’s review, analysis, and evaluation of each
resolution and motion referred to the Committee. The Committee report shall precede
the resolution or motion by the maker to the Delegate Assembly.

. If a member of the Delegate Assembly wishes to introduce a nonprocedural main

motion or resolution after the deadline of 4:00 pm on Wednesday, August 3, 2005, the
request shall be submitted under New Business; provided that the maker first submits
the resolution or motion to the Chair of the Resolutions Committee. All motions or
resolutions submitted after the deadline must be presented with a written analysis
that addresses the motion or resolution’s consistency with established review criteria,
including, but not limited to, the NCSBN mission, purpose and/or functions, strategic
initiatives and outcomes; preliminary assessment of fiscal impact; and potential legal
implications. The member submitting such a motion or resolution shall provide written
copies of the motion or resolution to all delegates. A majority vote of the delegates shall
be required to grant the request to introduce this item of business. [The Resolutions
Committee shall advise the Delegate Assembly where the required analyses have not
been performed and/or recommend deferral of a vote on the motion pending further
analysis.]

5. Debate at Business Meetings

A.

10 £

Order of Debate: Delegates shall have the first right to speak. Nondelegate members and
employees of Member Boards including members of the Board of Directors may speak
only after all delegates have spoken.

Any person who wishes to speak shall go to a microphone. When recognized by the
Chair, the speaker shall state his or her name and Member Board or organization.

No person may speak in debate more than twice on the same question on the same day,
or longer than four minutes per speech, without permission of the Delegate Assembly,
granted by a majority vote without debate.

A red card raised at a microphone interrupts business for the purpose of a point of
order, a question of privilege, orders of the day, a parliamentary inquiry or an appeal.
Any of these motions takes priority over regular debate.

A timekeeper will signal when the speaker has one minute remaining, and when the
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allotted time has expired.

6. Nominations and Elections

A. A delegate making a nomination from the floor shall have two minutes to list the
qualifications of the nominee. Written consent of the nominee and a written statement
of qualifications must be submitted to the Committee on Nominations at the time of the
nomination from the floor.

B. Electioneering for candidates is prohibited except during the candidate forum.

C. The voting strength for the election shall be determined by those registered by 5:00 pm
on Wednesday, August 3, 2005.

D. Election for officers, directors, and members of the Committee on Nominations shall be
held Thursday, August 4, 2005, from 7:45 to 8:45 am.

E. A majority vote is required for the election of an officer or director. If no candidate
receives the required vote for an office and repeated balloting is required, the President
shall immediately announce run-off candidates and the time for the run-off balloting.
Run-off balloting shall proceed as follows:

® If no candidate for officer or Area Director receives a majority on the first ballot, the

run-off shall be limited to the two candidates receiving the highest number of votes.

m If, on the first ballot, only one candidate for Director-at-Large receives a majority, a
run-off shall be limited to the two candidates receiving the next highest number of
votes.

® If no candidate for Director-at-Large receives a majority on the first ballot, the run-
off shall be limited to the four candidates receiving the highest number of votes.

® If no candidate receives a majority on the second ballot, another run-off shall be
limited to the three candidates receiving the highest number of votes. If only one
candidate receives a majority on the third ballot, another run-off shall be limited to
the remaining two candidates;

®  Or, if one candidate receives a majority on the second ballot, a third run-off shall be
limited to the two candidates receiving the highest numbers of votes.

® In case of a tie vote, a position shall be chosen by lot.

7. Forums

A. Scheduled Forums: The purpose of scheduled forums is to provide information helpful
for decisions and to encourage dialogue among all delegates on the issues presented at
the forum. All delegates are encouraged to attend forums to prepare for voting during
the Delegate Assembly. Forum facilitators will give preference to voting delegates who
wish to raise questions and/or discuss an issue. Guests may be recognized by the Chair
to speak after all delegates, non-delegate members and employees of Member Boards

have spoken.
B. Open Forum: Open forum time will be scheduled to promote dialogue and discussion on

issues by all attendees. Attendee participation determines the topics discussed during
an Open Forum. The President will facilitate the Open Forum.

C. To ensure fair participation in forums, the forum facilitators may, at their discretion,
impose rules of debate.
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Annual Meeting Schedule

TUESDAY, AUGUST 2, 2005

8:00-8:50 am — NCSBN Delegate Orientation

Donna Dorsey, MS, RN, FAAN, NCSBN President

Julia von Haam, Parliamentarian

Are you representing your state as a delegate? Please join us for a review of the parliamentary
procedures followed when debating and voting on Delegate Assembly business.

8:00-9:00 am — Registration and Continental Breakfast

9:00-9:40 am — Delegate Assembly: Opening Ceremony
Welcome from the District of Columbia Board of Nursing
®  Opening Ceremonies
Introductions
Announcements
B Opening Reports
Credentials Committee
Rules Committee
® Adoption of Agenda
B Report of the Committee on Nominations
Presentation of the 2005 Slate of Candidates
Nominations from Floor
Approval of the 2005 Slate of Candidates

9:00 am - 4:30 pm — Exhibit Showcase
Stop by the Exhibit Showcase to learn about products and information pertinent to the boards of
nursing!

9:40-9:55 am — President’s Address
Donna Dorsey, MS, RN, FAAN, NCSBN President

9:55-10:10 am — Executive Director’s Address
Kathy Apple, MS, RN, CAE, NCSBN Executive Director

10:10-10:30 am — Finance Committee Forum
Sandra Evans, MAEd, RN, NCSBN Treasurer
Robert Clayborne, MBA, CPA, NCSBN Director of Finance

10:30-11:00 am — Refreshment Break

11:00-11:30 am — Candidate Forum

Shirlie Meyer, RN, Chair, NCSBN Committee on Nominations

Support NCSBN and your fellow NCSBN members: come to the Candidate Forum to hear from the
nominees for NCSBN elected office!

11:30 am - 12:00 pm — Examination Committee Forum

Anita Ristau, MS, RN, Chair, NCSBN Examination Committee

Casey Marks, PhD, NCSBN Associate Executive Director — Business Operations

The Examination Committee will provide an update on testing and exam related activities and
initiatives.

12:00-1:30 pm — Lunch
Provided by NCSBN.
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1:30-2:30 pm — Board of Directors Forum
2:30-2:45 pm — Refreshment Break

2:45-3:45 pm — Breakout Session: Advanced Practice

Kathy Thomas, MS, RN, Chair, NCSBN APRN Advisory Panel

Nancy Chornick, PhD, RN, CAE, NCSBN Director of Practice and Credentialing
An update on APRN issues will be presented.

2:45-3:45 pm — Breakout Session: American Organization of Nurse Executives (AONE)

Marilyn Bowcutt, RN, MSN, President

Marilyn Bowcutt will present AONE’s Guiding Principles for Future Care Delivery. The principles
were developed to promote discussion regarding the future design of patient care delivery
systems.

2:45-3:45 pm — Breakout Session: Nursys®
Angela Diaz-Kay, MBA, NCSBN Director of Information Technology
An update on Nursys® will be presented along with an opportunity for members to ask questions.

2:45-3:45 pm — Breakout: National League for Nursing (NLN)

Elaine Tagliareni, EdD, RN

Elaine Tagliareni, a member of the National League for Nursing’s (NLN) Board of Governors, will
present NLN’s Innovations in Education Initiative. This multidimensional approach to encouraging
excellence, innovation and evidence-based teaching practices in all types of nursing education
programs is designed to enhance student learning, strengthen student/faculty relationships,
promote education/service collaboratives and, ultimately, transform nursing education so that
our programs are most effective and efficient in preparing graduates for practice in today’s
chaotic, ambiguous health care arena.

4:30-6:30 pm — Candidate Reception with performance by The Capitol Steps

Delight in the satirical and topical political humor of the Capital Steps — former congressional
staffers turned comedians. Known for digging into the headlines and giving audiences an insider’s
view of the nation’s political arena, The Capital Steps take on both sides of the aisle making them
fodder for quick witted barbs, parodies and satire.

WEDNESDAY, AUGUST 3, 2005
8:00-9:00 am — Registration & Continental Breakfast

9:00-10:00 am — Keynote Presentation: Rosemary Gibson, Author of “Walls of Silence”
Rosemary Gibson, MSc

Rosemary Gibson is team leader of the End-of-Life Care Team, dedicated to grant making to
improve care for people at the end of life, with a special interest in reform of health professions
education, building capacity in health care systems to provide palliative care, and state and
federal policy change. She also is a member of the Human Capital and Nursing teams, and serves
as program officer for the Faith in Action program. Her responsibilities have included overseeing
and developing new funding initiatives to improve care for persons with chronic disabling
conditions, and encouraging more minorities to enter the health professions. Before joining the
Foundation in 1993, Gibson served as a consultant to the Medical College of Virginia and the Joint
Commission on Health Care of the Virginia State Legislature. She began her career as a research
associate at the American Enterprise Institute in Washington, D.C. Gibson received a master’s
degree in public finance from the London School of Economics and a bachelor’s degree from
Georgetown University.

9:00 am - 5:00 pm — Exhibit Showcase
Stop by the Exhibit Showcase to learn about products and information pertinent to the boards of
nursing!

10:00-10:30 am — Refreshment Break
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10:30 am - 12:00 pm — Practice, Regulation, and Education (PR&E) Forum

NCSBN Proposed Delegation Position Paper

Cheryl Koski, MN, RN, CS, Chair, NCSBN PR&E Subcommittee on Delegation and Assistive Personnel
Vickie Sheets, JD, RN, CAE, NCSBN Director of Practice and Regulation

“Working with Others: Delegation and Other Health Care Interfaces: A Position Paper” is
intended as a resource for boards of nursing in the regulation of nursing and provides an analysis
of the critical and complex concepts related to delegation and working with nursing assistive
personnel.

NCSBN Proposed Act and Rules For Delegation And Nursing Assistant Regulatory Model

Cheryl Koski, MN, RN, CS, Chair, NCSBN PR&E Subcommittee on Delegation and Assistive Personnel
Vickie Sheets, |D, RN, CAE, NCSBN Director of Practice and Regulation

NCSBN Regulatory Model for Nursing Assistive Personnel presented as a new article and chapter
for the NCSBN Model Nursing Practice Act and Administrative Rules. Draft of the Model Language
Assistive Personnel addresses how licensed nurses work with, and delegate nursing care tasks/
functions/activities to assistive personnel.

NCSBN Proposed Position Paper On Nursing Education Clinical Experience

Gino Chisari, MSN, RN, Chair, NCSBN PR&E Committee

Nancy Spector, RN, BSN, MSN, DNSc, NCSBN Director of Education

The NCSBN PR&E committee presents “Clinical Experiences in Prelicensure Nursing Programs” a
position paper designed to provide guidance to the boards of nursing for evaluating the clinical
experience component of prelicensure programs.

NCSBN Proposed Criminal Background Check Concept Paper and Model

Valerie Smith, MS, RN, Chair, NCSBN Disciplinary Resources Advisory Panel

Vickie Sheets, /D, RN, CAE NCSBN Director of Practice and Regulation

The proposed model process for criminal background checks and supporting paper will be
presented. Included is background on the topic, the necessary legislative authority, identified
activities that need to be undertaken to implement criminal background checks and discussion of
how boards can use the information obtained to inform licensure decision making.

12:00-2:00 pm — Area Lunch and Meeting

NCSBN AREA LUNCHEONS ARE OPEN TO NCSBN MEMBERS AND STAFF ONLY.

The purpose of NCSBN Area Meetings is to facilitate communication and encourage regional
dialogue on issues important to NCSBN and its members.

® Arealluncheon Meeting

®  Area Il Luncheon Meeting

®  Area III Luncheon Meeting

® Area IV Luncheon Meeting

12:00-2:00 pm — External Organizations Lunch & Meeting
NCSBN guests are invited to attend this lunch meeting to discuss issues of mutual concern with
NCSBN policy staff.

2:00-2:30 pm — Refreshment Break

2:30-4:00 pm — Knowledge Networks

NCSBN Knowledge Networks are brainstorming discussions regardingindustry issues. Participants
will be asked to brainstorm a list of the top five industry topics with the top three selected for
discussion/exploration. Choose from the following options:

H PN/VN Issues

Practice/Discipline

NCSBN Presidents

NCSBN Executive Officers

NCSBN Board Members

Education
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4:00-6:00 pm — Resolutions Committee Meeting
Charlene Kelly, PhD, RN, NCSBN Resolutions Committee

6:00-8:00 pm — Nurse Licensure Compact Administrators (NLCA) Dinner
This is a business meeting of the Nurse Licensure Compact Administrators (NLCA).

THURSDAY, AUGUST 4, 2005
7:45-8:45 am — Election of Candidates

8:00-9:00 am — Pearson VUE Breakfast

9:00-10:00 am — Practice Breakdown: TERCAP Forum

Kathy Malloch, PhD, RN, Chair, NCSBN Practice Breakdown Advisory Panel

Vickie Sheets, D, RN, CAE, Director of Practice and Regulation

Presentation of the results of the analysis done on the discipline cases resolved from January 1,
2004 to April 30, 2005 that NCSBN Member Boards submitted via the electronic TERCAP.

10:00-10:30 am — Refreshment Break

10:30 am - 12:00 pm — Open Forum
This is the opportunity for delegates and members to ask questions and discuss any items
pertinent to the business agenda.

12:00-2:30 pm — NCSBN Awards Luncheon
Please join us to celebrate the individual and organizational achievements of the NCSBN
membership.

2:30-3:00 pm — Refreshment Break

3:00-4:30 pm — Delegate Assembly: Second Meeting
® Adopt Proposed Delegation Position Paper.

® Adopt Proposed Model Act And Rules For Delegation And Nursing Assistant Regulatory
Model.

®  Adopt Proposed Position Paper on Nursing Education Clinical Instruction in Prelicensure
Nursing Programs.

® Adopt the Proposed Criminal Background Check Concept Paper and Model.

Friday, August 5, 2005
8:00-9:00 am — Registration & Continental Breakfast

8:00-10:00 am — NCSBN Institute of Regulatory Excellence Poster Session
Please support members participating in the NCSBN Institute fellowship program. Engage
participants in discussion regarding their projects on nursing regulation topics and issues.

9:00-10:15 am — Delegate Assembly: Third Meeting
New Business
B Resolutions Committee

10:15-10:35 am — Refreshment Break

10:35 am - 12:00 pm — Delegate Assembly Closing Ceremony & Adjournment

SCHEDULE SUBJECT TO CHANGE.
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Summary of Recommendations to the 2005 Delegate Assembly
with Rationale

This document provides a summary of recommendations that the NCSBN Board of Directors and the
Committee on Nominations propose to the 2005 Delegate Assembly. Additional recommendations
may be brought forward during the 2005 Annual Meeting.

BOARD OF DIRECTORS

1. Adopt the proposed Delegation Position Paper Working with Others: Delegation and Other
Health Care Interfaces.

Rationale

Nurses work with and through others, resulting in multiple interactions and relationships
with a variety of health team members, clients and families. The subcommittee has
described the means by which such an interaction and communication is achieved as an
interface (Webster). One important type of nursing interface with others is delegation.
This paper discusses the elements that need to be in place for delegation to be used,
including the authority. Many of the interfaces in traditional practice settings, such as
hospitals and nursing homes, involve delegation. In other settings, there may not be clear
lines of authority. It is important that the nurse understand the type of interface that is
expected in a role and setting, because this has significant consequences for how he or she
may approach the role as well as the accountability of the nurse. This paper identifies the
elements a nurse should consider in using delegation and other types of interfaces.

Fiscal Impact
Incorporated into FYO5 budget.

2. Adopt the proposed Model Act and Rules For Delegation and Nursing Assistant Regulatory
Model.

Rationale

Providers of health care must maximize the use of every health care worker to meet the
public’s increasing need for accessible, affordable and quality health care. There is a
place for appropriately trained and supervised assistive personnel. Nurses coordinate
and supervise the delivery of nursing care in many settings. Nurses typically have the
broadest interface with patients in acute care, long-term care and many community settings,
and work with a variety of assistive personnel who may be delegated nursing tasks. The
regulation of assistive personnel to promote uniform training and oversight is a logical
activity of boards of nursing. The regulation of nursing should include nursing practice
by licensed nurses and the selected nursing functions performed by nursing assistive
personnel.

Fiscal Impact
Incorporated into FYO5 budget.

3. Adopt the proposed position paper on Nursing Education Clinical Instruction In Prelicensure
Nursing Programs.

Rationale

This position paper was written in response to the 2004 Delegate Assembly resolution
where NCSBN members asked for guidance with evaluating clinical experiences in
prelicensure programs. The committee members reviewed the literature, consulted with
experts, surveyed the membership and nursing education organizations, sought stakeholder
input, and participated in simulation experiences in order to comprehensively study this
question.

Fiscal Impact
Incorporated into FYO5 budget. 17
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4. Adopt the proposed criminal background concept paper and model.

Rationale

Boards of Nursing have the responsibility of regulating nursing, and have a duty to exclude
individuals who pose a risk to the public health and safety. One means of predicting

future behavior is to look at past behavior. Checking whether applicants for the privilege

of nursing licensure have a criminal history and examining the nature of that history can
provide significant information for boards to use in making decisions about who should be
granted the privilege to practice nursing. The proposed model process provides background
on the topic, the necessary legislative authority, identifies activities that need to be
undertaken to implement criminal background checks, and discusses how boards can use he
information obtained to inform licensure decision making.

Fiscal Impact
Incorporated into FYO5 budget.

COMMITTEE ON NOMINATIONS

1.

Adopt the 2005 Slate of Candidates.

Rationale

The Committee on Nominations has prepared the 2005 Slate of Candidates with due regard
for the qualifications required by the positions open for election, fairness to all nominees,
and attention to the goals and purpose of the NCSBN. Full biographical information and
personal statement for each candidate is posted in the Business Book under the Report of
the Committee on Nominations. Candidates will present himself or herself at the Candidate’s
Forum on Tuesday, August 2, 2005.

Fiscal Impact
Incorporated into FYO5 budget.
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Report of the Committee on Nominations

Recommendations to the Delegate Assembly
Adopt the 2005 Slate of Candidates.

Rationale

The Committee on Nominations has prepared the 2005 Slate of Candidates with due regard
for the qualifications required by the positions open for election, fairness to all nominees, and
attention to the goals and purpose of NCSBN. Full biographical information for each candidate
follows. Each candidate will present himself or herself at the Candidate’s Forum on Tuesday,
August 2, 2005.

Background

Per the bylaws, the Committee on Nominations considers the qualifications of all nominees for
officers and directors and presents a qualified slate of candidates for vote at the Annual Meeting.
The Committee’s report is read at the first session of the Delegate Assembly, when additional
nominations may be made from the floor. No name is placed in nomination without the written
consent of the nominee.

Highlights of FYO5 Activities

B The committee reviewed their role, the bylaws, policies, mission, vision, values and
strategic initiatives for 2005-2007. The committee also discussed the importance of teams.

B The committee reviewed Nominations survey evaluation results from the 2004 Annual
Meeting attendees. Suggestions included slating only two candidates per position. The
committee reviewed the feedback and decided that any qualified candidate should be
slated.

B The committee discussed the Nominations Chair selection outlined in the bylaws and
revised their operational policies.

m  Strategies for recruitment were identified including selection of the date for Call to
Nominations and deadline for nomination submissions. The committee’s recruitment
strategy for 2005 is focused on recruiting more board members of Member Boards.

B The committee decided to allow PowerPoint presentations during the Candidate Forum.

Attachments
A. 2005 Slate of Candidates

Committee Members

Shirlie Meyer, RN, Chair
Idaho, Area I

Karla Bitz, RN, BSN, MMGT
North Dakota, Area II

Karen Taylor, LPN, Vice Chair
Arkansas, Area III

Mary Bowen, CRNP, DNS, JD, CAN
Pennsylvania, Area IV

Staff

Kathy Apple, RN, MS, CAE
Executive Director

Meeting Dates

= September 20-21, 2004

= January 18, 2005 (Conference Call)
m March 21, 2005

= April 25-26, 2005
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Attachment A
2005 Slate of Candidates

The following is the slate of candidates developed and adopted by the Committee on
Nominations. Each candidate profile is taken directly from the candidate’s nomination form.
The Candidate Forum will provide the opportunity for candidates to address the 2005 Delegate

Assembly on Tuesday, August 2, 2005, from 11:00-11:30 am.

Board of Directors

Area I Director

Judith Personett, Washington, Areal.......................

Area II Director

Mary Blubaugh, Kansas, Area Il ........ ...,

Area III Director

Martha Bursinger, South Carolina, Area Il ..................

Area IV Director

Myra Broadway, Maine, AreaIV ...... ... ... . oL,

Director-at-Large (two positions)

Constance Kalanek, North Dakota, ArealIl ...................

Committee on Nominations

Areal

Mary E. Calkins, Wyoming, Areal..........coviiiiiinn.

Area Il

Lorinda Inman, Iowa, Areall ..... ... ... ...

Detailed Information on Candidates

Information is provided on each
candidate in the following pages (taken
directly from nomination forms) and
organized as follows:

1.Name, Jurisdiction, Area
2.Present board position, board name

3.Date of term expirations and
eligibility for reappointment

4.Professional/Regulatory/
Community Involvement including
Service on NCSBN committee(s)

5.Propose how the activities of NCSBN
22 can influence a positive outcome to
a major challenge that is currently
facing nursing regulation.

6.Describe how you will advance
the mission, vision and strategic
initiatives of NCSBN.
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Date of expiration of term:
June 30, 2007

Eligible for reappointment:
Yes

22

Area I Director

Judith D. Personett, EdD, RN, CNAA

Board Member, Washington Board of Nursing, Area I

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):

Chair, Washington State Nursing Commission
Chair, Washington State Nurse Practice Subcommittee

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

I believe that a primary role of NCSBN is to establish and support standards of nursing practice
that ensure the safety and well-being of the patient/consumer.

Standards will be taught in schools of nursing who prepare their students to take the state board
examination that is carefully written to incorporate the highest standards of nursing practice
throughout the examination.

As economic and legal pressures confront the nursing profession in an attempt to lower standards
of care and education, it is vitally important to educate the patient/consumer about the role of
the nurse and the importance of the well-educated, ethical nurse. NCSBN plays a key role in the
dissemination of information.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

To advance the mission, vision and strategicinitiatives, I will participate in work groups to prepare
materials for committees and for the body on NCSBN. I will also bring my personal expertise as a
nurse executive and nurse educator to issues and goals of NCSBN.
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Area II Director

Mary Blubaugh, MSN, RN

Executive Administrator, Kansas Board of Nursing, Area II

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):
NCSBN

NCSBN Area II Director, 2003-2005

PR&E Committee, 2002-2003

PERC Committee, 2000-2002

Kansas State Board of Nursing
Executive Administrator, Kansas State Board of Nursing, 1999-Present
Kansas ESAR/VHP Advisory/Planning Workgroup, 2005
Kansas Strategic National Stockpile Planning Committee, 2005
KSNA Educational Task Force, 2004—-Present
Kansas Nursing Work Force Partnership, 2002-Present
Recruitment/Retention Strategies Workforce Council Team for HealthCare and Direct Care
Classes, 2001-2003
Kansas Small State Agency Administrators, 2000-Present
Health Resource Partnership, 2000-2004

Professional Involvement
Kansas Society of Public Managers, 2002-Present

Kansas Organization of Nurse Leaders, 2002-Present

Sigma Theta Tau International Nursing Society, 1993-Present
Nu Zeta Chapter, Fort Hays University, 1992—-Present

Fort Hays State University Nursing Honor Society, 1991-Present

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

Issues facing nursing regulation today are no longer state issues; they are becoming international.
As the issues become international, NCSBN must maintain the state’s right to protect the public.
NCSBN has the opportunity to promote dialogue with Member Boards and make research-based
decisions regarding the nursing regulationin the nationaland international arena. These decisions
must be made with input from Member Boards and on research-based information. NCSBN and
Member Boards can be the leader for regulatory excellence nationally and internationally.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

It has been an honor and a privilege to serve as Area II Director for the last two years. It has been
a positive and rewarding experience. I will continue to be committed to advancing regulatory
excellence for public protection. As a board member, I participated in the development of the
mission, vision, and strategic initiatives and I support them. I will be a voice for Member Boards
and help foster open dialogue and healthy debate through communication between the Member
Boards and the Board of Directors. During my two years on the Board of Directors, I remained
true to my values of open communication, honesty, optimism, asking the tough questions, and
continue to have a passion to serve as an effective voice for Member Boards.

Date of expiration of term: N/A

Eligible for reappointment:
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Date of expiration of term: N/A

Eligible for reappointment:
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Area III Director

Martha Bursinger, RN, MSN, MEd

Executive Director, South Carolina Board of Nursing, Area III

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):

Participant in Institute of Regulatory Excellence - NCSBN

Participant in TERCAP committee work — NCSBN

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

It is my belief that professions that assume as much autonomy for direct patient care as nursing
does, should be regulated for the protection of the public. Being a part of NCSBN allows boards
of nursing to maintain their oversight of protection of the public by obtaining information as to
issues that are facing nursing on an ongoing basis, determining a basis for best practices for the
profession, while allowing continuous communication to be disseminated to the Member Boards
for future problems, challenges, and conflicts that may arise in the future that have a direct impact
on the nursing profession.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

It is my belief that communication on an ongoing basis, regardless of the means, is integral to
maintaining open dialogue among and between professionals. If selected for this position, I
would utilize my experience and knowledge of 26 plus years in the health care profession in an
attempt to add to the core of information that is needed for decision making and problem solving
at the national level of regulation. In every way, I would attempt to keep my peers abreast of
changes, potential challenges affecting nursing, and to be an intermediary for communication
between them and NCSBN for concerns and problems, as they arise, to improve care delivery
through public protection.
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Area IV Director

Myra Broadway, D, MS, RN

Executive Director, Maine Board of Nursing, Area IV

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):

Education
Franklin Pierce Law Center, JD (law), 1990
University of Colorado, MS (Community Health Nursing), 1973
Hunter College, BSN, 1967

Professional/Regulatory/Community Involvement
Executive Director, Maine State Board of Nursing

NCSBN
Board Liaison to Examination Committee, 2004-2005
Board Liaison to Commitment to Ongoing Regulatory Excellence, 2003-2004
Commitment to Ongoing Regulatory Excellence, 2002-2003
Director-at-Large, 2000-2002
Board Liaison to Commitment to Excellence, 2001-2002
Model Rules Subcommittee Liaison, 2001-2002
Bylaws Committee Liaison, 2001-2002
Awards Advisory Panel Liaison, 2000-2001
Delegate Assembly Advisory Group Liaison, 2000-2001
Commitment to Excellence Advisory Group, 1999-2000
Resolutions Committee, 1999
Mutual Recognition Member Board Operations Analysis Tool Working Group, 1998
Nurse Licensure Compact Administrators, Executive Committee, 2002-2003

United States Air Force Reserves
9019th Air Reserves Squadron, 1976-1998
Colorado Air National Guard, 1972-1975
Active Duty, 1968-1971

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

A major challenge that currently faces nursing regulation is the impact of the nursing shortage.
Consequently, there has been a proliferation of unlicensed assistive personnel categories,
increased used of foreign educated nurses, new definitions and expansions of scopes of practice,
proposed extraordinary creative solutions by legislator, and public uncertainty while expecting
safe care. Activities of NCSBN can influence a positive outcome to this challenge through
monitoring activities of national organizations as well as collaborating with them in defined efforts
consistent with NCSBN’s mission; establishing work groups, committees or task forces composed
of Member Board representation to address these issues; monitor and share with jurisdictions
proposed federal and state legislation; monitor and influence appropriately international nursing
endeavors; and support research that is planned, developed and performed to enable boards to
engage in evidence based decision making in nursing regulation.

Date of expiration of term: N/A

Eligible for reappointment:
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Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

I believe that I can contribute to the advancement of the mission, vision and strategic initiatives
of NCSBN through participating in decision making that is consistent with the mission, compliant
with the vision and in concert with the strategic initiatives. Being on the Board of Directors
requires listening well to all perspectives on an issue, deliberating and discussing openly issues
that confront us all — as a national organization and as Boards of Nursing individually. I believe
strongly that it is also important that we maintain flexibility in implementing the strategic
initiatives so that as the environment changes, we may respond by likewise adapting strategy to
meet the mission. I am committed to NCSBN and its service to Member Boards and would consider
it a great privilege to serve as Area IV Director of NCSBN.
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Constance Kalanek, PhD, RN

Executive Director, North Dakota Board of Nursing, Area II

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):

Director-at-Large

Board of Directors, Director-at-Large, 2004-2005

Board Liaison, Commitment to Ongoing Regulatory Excellence Research Project, 2004-2005
Fellow, NCSBN’s Institute of Regulatory Excellence, second year

Member, Executive Officers Network

Planning Committee, Executive Officer Network Group Leadership Development Seminar,
April 28-29, 2003 and April 22-23, 2004 Date of expiration of term: N/A
Commitment to Ongoing Regulatory Excellence (CORE) Research Project, 2002-2004 Eligible for reappointment:
Resolutions Committee, 2003-2005

Member, Nurse Licensure Compact Administrators, July 1, 2002

Chair; Practice, Education, and Regulation Task Force; Work completed August 12, 2002

State Committees

Established in 2004 — North Dakota Nurse Leadership Council — The Nurse Leadership
Council (NLC) is a coalition of the North Dakota Board of Nursing, North Dakota Nurses
Association and six other organizations. The goal of the organization is to create a futuristic,
unified, goal directed, state level agenda for nursing. The council members have come
together in a spirit of cooperation and plan to create a consensus model of decision making
among state nursing organizations.

Professional memberships and offices held:

American Nurses’ Association, 1981-2002

Certification, Maternal-Child Nurse, 1987-1998
American Nurses Credentialing Center-Commission on Accreditation,
Category Alternate, 1997

ANCC Item Writer for Prenatal Certification Examination

ANA Institute of Constituent Members on Nursing Practice,
Representative for North Dakota, 1992-1994

American Society of Psychoprophylaxis in Obstetrics, 1975-1990
Certified Childbirth Educator, 1975-1990
Badlands Childbirth Educators, (treasurer/member) 1975-1990

North Dakota Nurses Association, District #10, 1980-1990

Continuing Education Committee

Professional Affairs Committee

Government Relations Committee (chairperson)
Nominating Committee

NDNA Delegate, 1987, 1989

NDNA Alternate Delegate, 1984, 1986

North Dakota Nurses’ Association District # 6, 1990-2002

Continuing Education Committee, (Nursing Education Rep.) 1996-1998
NDNA Research/Education Council, 1996-1998
NDNA Women, Infants, and Children Interest Group, 1996-1998
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Refresher Course Task Force, 1988-1998

IV Therapy Committee, 1987-1998

NDNA District #6 Delegate, 1991, 1992, 1994, 1996

Statewide Task Force on Impact of Entry into Practice, (chairperson), 1991-1994
Congress on Education and Practice, (chairperson), 1987-1993

Government Relations Committee, 1984-1992

Membership Committee, 1984-1990

Delta Kappa Gamma International Society, 1986-1990
Northern Rocky Mountain Educational Research Association, 1996-present

Sigma Theta Tau International Honor Society of Nursing, 1988-present
Kappa Upsilon Chapter
STT Workshop Planning Committee, 1996-1997

North Dakota Board of Nursing, Ad hoc Committee on Revision for Rules for IV Therapy
for LPNs, 1997

NCSBN, Appointed alternate for the Case Development Committee, 1996-1997

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

The nursing profession and more specifically nursing regulation are facing many challenges
nationally and internationally. We have three examples of scenarios that call for nursing leadership.
The first is the nursing shortage of critical proportions; the second is nursing education and the
graying of the faculty; and third is an economic imperative that is calling for cuts in reimbursement
as well as education funding. The leadership of NCSBN will be expected to initiate at all levels
significant policy development to fill the need for practicing RNs and LPNs for our health care
delivery system. The leaders in nursing must have courage to formulate policy to include model
rules for innovative nursing education curricula, develop licensure requirements and scopes
of practice for emerging practitioners, position papers on management of delegation as the
significant role of ancillary personnel and competency issues relevant to the globally educated
nurse. NCSBN has become a leader in conducting research on practice. As we all know, research
can influence the face of practice and education. This past year on the Board has provided me with
the opportunity to understand at a greater level the involvement of NCSBN in numerous research
projects and how these data have been used for policy development and action of NCSBN.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

To advance the mission of NCSBN requires a collaborative effort of visionary leaders. NCSBN in
conjunction with Member Boards must focus on problem solving, team building and a proactive
approach to leadership. This year as Director-at-Large, I have participated in a number of efforts
to increase the collaboration between nursing leaders while representing NCSBN at the AACN
meeting and the Hemispheric Conference on Mobility in the Americas.
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Committee on Nominations Area I

Mary E. Calkins, PhD, RN
Board Staff, Wyoming Board of Nursing, Area I

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):

Item Review Subcommittee, 2001-2003

NCSBN PR&E Committee, 2003-2005

PR&E Liaison to International Nursing Subcommittee, 2005

Member Wyoming Sexual Assault Response Task Force, 2004—-present

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

Date of expiration of term: N/A

Eligible for reappointment:
The foundation for positive outcomes in nursing regulation is evidence-based practices. Those

practices come from a variety of sources: the clinical arena, nursing education practices,
governance practice and disciplinary practices. NCSBN possesses the ability to bring together the
leaders in nursing and nursing regulation. Staff members with NCSBN are nationally recognized
for their expertise in areas of practice, education and regulation. NCSBN is a leader for nursing
in the third millennium.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

I have been a registered professional nurse for 30 years. I have seen monumental changes in
health care, nursing and nursing regulation during those 30 years, with the last five and a half
years in regulation. Because of my nursing experience and committee experience, I want to work
with other nurse leaders to help NCSBN move forward as a leader in the third millennium by:

m  Advancing NCSBN as a partner in nursing and health care regulations in the United States
and internationally;

B Promoting evidence-based practices in regulation, practice and education in order to
safe guard the health, safety and welfare of the public;

B Become the leader in development and measurement of continuing competency in
nursing to ensure safe practitioners of nursing.
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Committee on Nominations Area II

Lorinda Inman, RN, MSN

Executive Director, Iowa Board of Nursing, Area II

Professional/Regulatory/Community Involvement including service on NCSBN
committee(s):
NCSBN
Exam Committee, 2001-Present
Vice President, 2001
Area II Director, 1997-2001
Mutual Recognition Master Plan Coordinating Group, 1998
Date of expiration of term: N/A Finance Committee, 1995-1997
Eligible for reappointment: Resolutions Committee, 1994-1997
Executive Officer Orientation Planning, 1995
Long Range Planning Committee, 1989-1995

County Government
Iowa State University Extension, 1997-2003
County Historical Commission, 1999-Present
Iowa State University Extension Youth Committee, 2003-Present

Propose how the activities of NCSBN can influence a positive outcome to a major challenge
that is currently facing nursing regulation.

NCSBN is committed and involved in supporting boards in their role to protect the public. Through
the strength of its membership, NCSBN has become a recognized leader in nursing regulation.
As an organization, we analyze and react to changes in the health care, regulatory and economic
environment that impact regulation of the nursing profession and provide structure and support
for collaboration among boards as issues are addressed. Collaborating together on challenging
issues is the core work of NCSBN that supports Member Boards in their public protection
mission.

Describe how you will advance the mission, vision and strategic initiatives of NCSBN.

I have more than 20 years of experience working with NCSBN. As a member of the Nominations
Committee, I would work with other committee members to develop a slate of qualified candidates
committed to advancing the mission, vision and strategic initiatives of NCSBN.
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2005 Report of the Board of Directors

Strategic Planning

The Board of Directors focus for the 2005 fiscal year has been the implementation of the new
2005-2007 strategic initiatives and objectives. The new strategic plan was implemented for the
first full year within the framework of the Balanced Scorecard model of strategic management.
The Balanced Scorecard model helps organizations translate strategy into operational terms,
aligns the organization to the strategy and makes strategy a continual process.

Highlights of Business Activities:

COLLABORATION WITH EXTERNAL ORGANIZATIONS

The NCSBN Board welcomed South Korean Deputy Consul General Young Suk Do and Dr.
Mi Ja Kim from the Academy of International Leadership Development at the University
of Illinois — Chicago. Deputy Consul General Young Suk Do thanked the NCSBN Board for
establishing a testing site in Korea. Dr. Mi Ja Kim explained current Korean and Pan-Asian
initiatives, impact of the globalization of NCLEX® and VisaScreen™ barriers to practice for
international nurses.

The Board met with Dan Bluthardt, acting director of the Division of Professional Regulation
from the Illinois Department of Financial and Professional Regulation to discuss Illinois’
request for a Spanish language assisted NCLEX®.

Dr. Mi Ja Kim, professor, University of Illinois — Chicago, met with the Board to explore
issues surrounding global nursing including technology, knowledge, disappearance of
national boundaries, global markets and cultural sensitivity.

Henrietta Scully, program manager with the Standards Facilitation arm of the American
National Standards Institute (ANSI), met with the Board to explain the process for standards
development. Ms. Scully also explained the governance structure of the international
organization — the International Organization for Standardization (ISO).

Dr. Jean Bartels, president of the American Association of Colleges of Nursing (AACN), and
Dr. Polly Bednash, executive director, met with the Board of Directors to discuss the Clinical
Nurse Leader (CNL) Role and Doctorate of Nursing Practice (DNP).

Meeting Attendance by NCSBN Board of Directors and/or Staff

11th Annual Summer Symposium of the Health Care Improvement Leadership Development
Group

American Association of Nurse Anesthetists (AANA)
Quality Colloquium

BoardSource Leadership Forum

Agency for Healthcare Research & Quality: Patient Safety

Joint Commission on Accreditation of Healthcare Organizations (JCAHO): Critical Linkages
- Patient Safety, Nurse Staffing, Leadership Solutions

The Council on Licensure, Enforcement and Regulation (CLEAR)
National League for Nursing (NLN)
International Regulatory Business Conference

National Federation of Licensed Practical Nurses (NFLPN)

Board of Directors

August 2004 — August 2005
Donna Dorsey, MS, RN, FAAN
President, Maryland, Area IV

Polly Johnson, MSN, RN

Vice President, North Carolina, Area III

Sandra Evans, MAEd, RN
Treasurer, Idaho, Area I

Gregory Harris, JD
Area I Director, Arizona

Mary Blubaugh, MSN, RN
Area II Director, Kansas

Mark Majek, MA, PHR
Area III Director, Texas

Myra Broadway, JD, MS, RN
Area IV Director, Maine

John Brion, RN, MS
Director-at-Large, Ohio, Area II

Constance Kalanek, PhD, RN
Director-at-Large, North Dakota, Area II

Staff

Kathy Apple, RN, MS, CAE
Executive Director

Chrissy Ward, Manager, Executive Office
Relations

Legal Counsel
Thomas Abram, JD

Attachment
Attachment A - Progress Report

Board Meeting Dates

= August 6, 2004
Kansas City, Missouri

= September 8-10, 2004
Chicago, Illinois
= November 29 — December 1, 2004
Chicago, Illinois
= February 16-17, 2005
Chicago, Illinois
= May 9-11, 2005
Chicago, Illinois
= July 13-15, 2005
Chicago, Illinois

= August 1, 2005
Washington, DC
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American National Standards Institute (ANSI)

International Society for Quality in Healthcare

American Association of Colleges of Nursing (AACN)

Citizen’s Advocacy Center (CAC)

National Organization for Associate Degree Nursing (N-OADN)

National Coordinating Council for Medication Error Reporting Practices (NCC-MERP)
Commission on Graduates of Foreign Nursing Schools (CGFNS) Think Tank
American Board of Nursing Specialties (ABNS) Fall 2004 Assembly

Agency for Healthcare Research and Quality (AHRQ) Think Tank

Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Nursing Advisory
Council

E3 Summit

Federation of Associations of Regulatory Boards (FARB)

American National Standards Institute (ANSI) - First Responders Credentialing Workgroup
Council on State Governments (CSG)

National Practitioner Databank (NPDB) Executive Committee

Agency for Healthcare Research and Quality (AHRQ)/Health Services & Resources
Administrations (HRSA) Workshop

National Student Nurses Association (NSNA)
National Organization of Alternative Programs (NOAP)

American Association of Colleges of Nursing (AACN) 2004 Baccalaureate Education
Conference

Nursing Organization Alliance

National Governors’ Association

American Association of Colleges of Nursing (AACN) Spring Annual Meeting
National Student Nurses’ Association (NSNA) Annual Convention

American Organization of Nurse Executives (AONE) Annual Meeting

American Telemedicine Association (ATA) Annual Meeting

American Board of Nursing Specialties (ABNS) 2005 Spring Assembly Meeting
Alliance for Nursing Accreditation Meeting

National Association of Clinical Nurse Specialists (NACNS) Annual Meeting
National Coalition of Ethnic Minority Nurse Associations (NCEMNA) Meeting
National Coordinating Council for Medication Error Reporting Practices (NCC-MERP)

Nursing Workforce Centers

Finance
B The Board approved the budget for the fiscal year beginning October 1, 2004 and ending

September 30, 2005.

B The NCSBN Board accepted the 2004 audit results as prepared by auditors Legacy
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Professionals LLP.
The FYO5 quarterly financial statements were reviewed, discussed and accepted.
The Board selected Legacy Professionals LLP to conduct the 2005 audit.

The Board revised Board Policy 8.5, Investments. The revision instructs the Finance
Committee to annually review and recommend a designated permanent reserve amount.

The Board increased the current permanent reserve to $15 million.

The Board requested the Finance Committee explore revenue sharing for boards of nursing
as an incentive to submit licensure data to Nursys®.

A $1,000 donation was made to the American Nurses Foundation for a research analysis on
the economic value of nursing.

The Board made the strategic decision to bring licensure data cleansing and de-duplicating
in-house based on recommendation from the Finance Committee.

Board policies 8.2. Financial Planning and 8.5 NCSBN Investment Policy were revised after
an independent investment evaluation.

The Board reviewed the performance of investment manager Richmond Capital and
approved the Finance Committee’s recommendation to remain with the investment manager.

The Board supported the conclusion of the Finance Committee’s review of a suggestion to
create a separate audit committee. The Finance Committee discussed the issue with the
auditors and concluded that a separate committee would not provide a more independent
review. The committee will monitor and keep the Board apprised of changes in best
practices and regulations concerning the use of audit committees.

Governance & Policy

The Board reviewed and discussed the 2004 Annual Meeting evaluations.
The Board continuously monitored the NCSBN organizational Balanced Scorecard.
The Board revised its Board Liaison Policy.

The Board revised confidentiality agreements for use with consultants and committee
members.

The Board directed the Bylaws Committee to revise the standing rules to further articulate
the run-off balloting procedure.

The Board submitted comments to the International Council of Nurses (ICN) and the World
Health Organization (WHO) on the document Nursing Regulation: Futures Perspective.

The Board submitted comments to the International Council of Nurses (ICN) to comment on
the document, ICN NP/APNN Scope and Standards Paper.

The Board approved a NCSBN Mutual Recognition Summit in Washington, D.C. The purpose
of the summit was to train existing and prospective compact states regarding legislation
and compact administration with an additional day structured for invited stakeholders.

The Board created a Governance and Leadership Task Force to analyze the dynamics and
structure of NCSBN and make recommendations to enhance the organizational culture to
support change and innovation.

The Board provided a Strategic Plan progress report at the 2005 Midyear Meeting.
The Board discussed the role of NCSBN in the international regulatory arena.

The Board reviewed NCSBN’s Board and Delegate Assembly position statements from 1979
to the present day.
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The Board established the Board meeting dates for FYO6.

The Board approved revisions to the NCSBN Service Recognition Award.

The Board approved revisions to NCSBN Board Policy 2.5, Executive Officer Network.
The Board approved a policy to subsidize member travel to the NCSBN Annual Meeting.
The Board revised the NCSBN Travel Policy.

The Board revised the Executive Director Evaluation Process.

The Board revised policy 4.5 Role of Committee Chair.

The Board discussed the proposed Federation of State Medical Boards (FSMB) Position on
Assessing Scope of Practice in Healthcare Delivery.

The Board reviewed its designated strategic partnerships.

The Board reviewed and discussed the methodology and findings of the Florida Survey on
Special Endorsement.

FYO5 committee outcomes were reviewed and discussed.
FYO6 committees and chairs were selected.

The Board reviewed a proposal from the International Council of Nurses regarding increased
organizational interaction and involvement by nurse regulators.

Testing

The Board reviewed results of a pilot study investigating alternate items
Further direction of the NNAAP™ Exam was discussed.
The Board monitored implementation of international testing.

The Board initiated a feasibility study of developing a Foreign Language Assisted NCLEX®
Examination. The NCSBN Examination Committee was charged with reviewing the results.

The Board viewed a demonstration on the online NCLEX® tutorial.

The Board reviewed the purpose and outcomes of the Joint Research Committee (JRC) in
future NCLEX® innovations.

The Board approved a passing standard of -.4200 (logits) on the NCLEX-PN logistic scale for
the NCLEX-PN® Examination commencing on April 1, 2005.

The Board approved contract amendments regarding international administration of NCLEX®.

The Board reviewed quarterly performance reports from testing administration vendor
Pearson VUE.

The Board reviewed a security audit for NCLEX®.

The Board approved various revisions to the testing policies.

Practice, Education & Regulation

34 -

The Board reviewed the feasibility of an Institute of Regulatory Excellence certification
program.

The Board approved the endorsement of the acute care nurse practitioner competencies
developed by the National Organization of Nurse Practitioner Faculties.

The Board approved the term “Fellow of the NCSBN Regulatory Institute” for attendees of
the Institute of Regulatory Excellence that have met the established criteria.

The Board approved a concept paper on continued competence.
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® The Board approved for recommendation to the 2005 Delegate Assembly a delegation
position paper, model act and rules for delegation, a regulatory model for nursing
assistants, a position paper on clinical instruction, and a concept paper and regulatory
model for criminal background checks.

B The Board reviewed evaluations from the second Institute of Regulatory Excellence
Program.

® The Board reviewed the PN Scope of Practice White Paper developed from the 2004 PN Focus
Group.

Information Technology

B The Board monitored all issues related to the use of Nursys®.

Research

B The Board reviewed research department reports on the current status of ongoing projects.

B The Board began discussion of a framework for establishing a NCSBN research agenda.
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Attachment A
Annual Progress Report, October 2004 - May 2005

I. Strategic Initiative: Member Boards

Facilitate Member Board excellence through individual and collective development.

STRATEGIC OBJECTIVE 1.
Implement and evaluate the member board development plan.

A three year education plan was developed for all education sessions and summits offered by
NCSBN to the membership. The plan is currently being populated with dates and locations. All
activities planned to date have been provided.

STRATEGIC OBJECTIVE 2.
Facilitate timely information sharing and networking opportunities.

NCSBN is providing at least 10 pertinent activities per quarter to the membership in the form of
information sharing or networking opportunities.

STRATEGIC OBJECTIVE 3.

Continuously evaluate the effectiveness of timely education, information sharing and networking
opportunities.

The method and framework by which NCSBN evaluates all education, information sharing and
network opportunities is under revision. The new framework will focus on participation, number,
variety, quality and information pertinent to the needs of the membership. The framework will
provide continuous quality improvement to these offerings. 85% of Member Boards attended the
2005 Midyear meeting and the Leadership Development session. 81% of the Member Boards were
satisfied with the 2005 Midyear meeting and 91% were satisfied with the Leadership Development
session. 45% of Member Boards attended the second Institute of Regulatory Excellence. 90%
were satisfied with the Institute.

STRATEGIC OBJECTIVE 4.
Support Member Boards seeking to enter into the Nurse Licensure Compact.

A summit was held in December 2004 for Member Boards seeking legislation to implement the
Nurse Licensure Compact. The summit provided current information on legislative strategies and
implementation successes. The summit also provided an opportunity for external stakeholders
interested in the compact to interact with compact administrators along with the provision of
current implementation information.

Presentations on the Nurse Licensure Compact were held in South Carolina, Georgia and Michigan.
A formal letter of support for the compact was received by the American Nephrology Nurses
Association.

II. Strategic Initiative: Regulatory Excellence

Promote evidence-based regulation that provides for public protection.

STRATEGIC OBJECTIVE 1.
Increase the number of Member Boards participating in CORE.
The CORE Advisory Panel contacted Member Boards that did not participate in the 2003 data

collection survey and were encouraged to participate in the upcoming 2006 data collection
survey.

Background

The Annual Progress Report is provided
as a summary of the year’s activity and
accomplishments in the work toward
achieving the organization’s strategic
initiatives.
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STRATEGIC OBJECTIVE 2.
Support Member Board adaptation of best practices.

The CORE Advisory Panel revised the six surveys of stakeholders and began compiling a best
practices took kit for identifying, assessing and applying relevant evidence for better decision
making by nursing boards.

STRATEGIC OBJECTIVE 3.

Identify linkages among regulatory functions, best practices, standards of excellence and
outcomes.

Identification of linkages is under review and discussion by the CORE Advisory Panel.

STRATEGIC OBJECTIVE 4.

Collaborate with other health profession regulatory bodies and organizations in the development
of evidence based regulation.

Contacted and discussed collaborative efforts on the model act and model rules with the Korean
Nurses Association, a revision of the delegation concept and process with the American Nurses
Association, and clinical competence with the National League for Nurses. Provided input into the
revision of future regulation perspectives with the International Council of Nurses.

STRATEGIC OBJECTIVE 5.
Analyze the current state of practice for the CNS and NP roles.

A request for proposal was prepared and distributed to companies interested in conducting a
practice analysis of clinical nurse specialists and nurse practitioners. A panel of experts was
convened and data collection is in process.

II1. Strategic Initiative: PERC

Enhance the organizational culture to support change and innovation.

STRATEGIC OBJECTIVE 1.

Assess strengths and weaknesses in NCSBN that impact the organization’s ability to be progressive,
creative, and responsive to change.

The Board of Directors convened a task force to complete an assessment and provide recommen-
dations that will enhance the organizational culture. The membership has been surveyed on a
variety of governance issues and provided input at the 2005 Midyear meeting.

STRATEGIC OBJECTIVE 2.
Implement improvement plan based on evaluation of Member Board satisfaction with
communication from the Board of Directors and NCSBN staff.

Evaluation assessment partially completed. Data provided by the membership is currently being
analyzed.

STRATEGIC OBJECTIVE 3.
Enhance communication between Member Boards and external stakeholders.

Communication has been facilitated between Member Boards and the American Association
of Colleges of Nursing, the Commission on Graduates of Foreign Nursing Schools, the Joint
Commission on Accreditation of Hospital Organizations, the American Organization of Nurse
Executives, the Department of Labor, the Citizens Advocacy Center and the National League for
Nursing Accrediting Commission.
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IV. Strategic Initiative: Competence

Position NCSBN as the premier organization to measure entry and continuing
competence of nurses and related health care providers.

STRATEGIC OBJECTIVE 1.
NCLEX is the premier examination for entry into practice.

All psychometric standard indicators for success and identified performance measures have been
met to date. NCSBN received a consultation request from the Jordanian Nursing Council regarding
development of an examination.

STRATEGIC OBJECTIVE 2.
Develop an assessment instrument to measure continued competence of RNs and LPN/VNs.

The purpose and content of an assessment instrument is under exploration. A practice analysis of
experienced RNs and LPN/VNs is in process.

STRATEGIC OBJECTIVE 3.
Maintain the quality of the NNAAP™ exam.

All contractual requirements for NCSBN were met to date. NCSBN staff worked closely with
Promissor staff regarding administration policy and procedures.

STRATEGIC OBJECTIVE 4.

Explore innovations in testing to measure entry-level competency.

The Examination Committee reviewed a 2000 stakeholder survey considered to be currently
relevant. Potential research-based enhancements have been reviewed through the Joint Research

Committee. The Examination Committee will establish a plan to investigate new methodologies
for subsequent fiscal years.

V. Strategic Initiative: Data

Advance NCSBN as the leading source of data, information and research regarding
nursing regulation and related health care issues.

STRATEGIC OBJECTIVE 1.

Conduct research that provides evidence regarding regulatory initiatives that support public
protection.

The Registered Nurse and Nurse Aide practice analysis were transferred from the Research
Department to the Testing Department and are currently underway. Two Professional and Practice
Issues regarding nursing education quality indicators and transition to practice are in the data
collection phase. Data collection continues for the Post-Entry Competency Study. The effectiveness
of alternative programs for chemically dependent nurses and the nurse aide outcomes study have
been placed on hold.

STRATEGIC OBJECTIVE 2

Achieve 100 % participation in Nursys® disciplinary data and increase participation in Nursys®
licensure data.

Issues related to lack of disciplinary data from six island jurisdictions were identified. Other
Member Boards unable to submit disciplinary actions due to lack of resources are Louisiana-PN,
Washington, Indiana, Illinois and the District of Columbia.

Thirty-one (31) Member Boards provide licensure data to Nursys® for purposes of verification.
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STRATEGIC OBJECTIVE 3.

Serve as the single source of unduplicated nurse licensure: workforce and disaster volunteer data
in the U.S.

System requirements and design of application have been finalized for collection of workforce
data. Feasibility of collecting disaster volunteer data is under study.

STRATEGIC OBJECTIVE 4.

Conduct a research study to determine if there is a NCLEX performance differential between U.S.
educated ESL graduates and non-ESL graduates and if there is, to identify contributing factors.
Final report is under review by the Examination Committee and will be reported at the 2005
Delegate Assembly.

VI. Strategic Initiative: U.S./International Partner

Advance NCSBN as a key partner in nursing and health care regulation in the U.S. and
internationally.

STRATEGIC OBJECTIVE 1.
Develop and maintain collaborative working relationships with key national and international
organizations to address major regulatory issues in health care.

The International Council of Nurses, the National League for Nursing and the American Nurses
Association were identified for areas of collaboration regarding the role of regulators interna-
tionally, clinical competence education and delegation respectively. Collaborative discussions
have been held with the membership and the Joint Commission on Accreditation of Hospital Or-
ganizations regarding criminal background check issues related to nursing students and JCAHO
standards.

STRATEGIC OBJECTIVE 2.
Administer NCLEX effectively and efficiently at international sites.

All three international sites were operational in January 2005. There has been 100% compliance
with all testing policies and procedures. Additional countries will be evaluated for possible test
sites.

STRATEGIC OBJECTIVE 3.
Facilitate the mobility of safe and competent international nurses by influencing public policy.
Evaluation of language proficiency immigration regulations under discussion.
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Report of the Disciplinary Resources Advisory Panel

Recommendations to the Delegate Assembly

1. Adopt the proposed Model Process for Criminal Background Checks and supporting Paper.
Rationale

Boards of nursing have the responsibility of regulating nursing and a duty to exclude
individuals who pose a risk to public health and safety. One means of predicting future
behavior is to look at past behavior. Checking whether applicants for the privilege of
nursing licensure have a criminal history and examining the nature of that history can
provide significant information for boards to use in making decisions about who should be
granted the privilege to practice nursing. The proposed model process provides background
on the topic, the necessary legislative authority, identifies activities that need to be
undertaken to implement criminal background checks and discusses how boards can use the
information obtained to inform licensure decision making.

Background

The Disciplinary Advisory Panel was first appointed in 2001 and charged with the responsibility
of planning an Investigators Summit. In 2002, the Panel planned a second summit, adding an
attorney component, and in 2003 the first combined Investigator/Attorney Summit was held.
In 2004, the Advisory Panel renamed the program the Investigator-Attorney Workshop and the
program again provided offerings for investigators, attorneys and board discipline staff. In 2004,
the Advisory Panel planned the program themes for the FYO5 and FYO6 workshops.

The Advisory Panel developed a Discipline Resources Planin 2002, outlining a variety of discipline
resources. The Board of Directors charged the Panel to continue to implement the plan. Additional
resources were completed in 2003 and 2004 and the Plan itself was updated in 2004.

The Board of Directors charge in FYO5 was to continue implementation of the Discipline Resources
Plan, including planning the Investigators/Attorneys Workshop and to prepare a model process for
criminal background checks to be available for Member Boards who are pursuing implementation
of this requirement for licensure.

Highlights of FYO5 Activities

The Advisory Panel continued implementation of the Discipline Resources Plan developed in
2002 and updated in 2004 (see Attachment A) for each plan category as listed below.

Discipline Resources Plan Category One — Discipline Resources

B Completed the model process for conducting criminal background checks
(see Attachment B).

B Completed the guidelines for use of professional evaluators and evaluations.

B Began to develop pain management statement and guidelines.

Discipline Resource Plan Category Two — Communication Networking

m Identified topics and guest speakers for discipline calls.

® Participated in discipline calls held for investigators, attorneys and other staff (calls have
had high level participation from Member Board staff):

February 8, 2005 — Recovery maintenance with guest Linda Smith, MS, RN, DD;
April 12, 2005 — Drug screens with guest Dr. David Martin, toxicologist;

Members

Valerie Smith, MS, RN, Chair
Arizona, Area I

Rene D. Cronquist, JD, RN
Minnesota, Area II

Debra L. Evans, BSN, RN
Washington, Area I

Donald Hayden, BS
South Carolina, Area III

Elliot Hochberg, BS
California-RN, Area I

Bette Jo Horst, RN, MAHA
Ohio, Area II

Barbara McGill, MSN, RN
Louisiana-RN, Area III

Board Liaison

Gregory Harris, |D
Arizona, Area I

Staff

Vickie Sheets, JD, RN, CAE
Director of Practice and Regulation

Kelly Michale, Practice and Regulation
Administrative Assistant

Meeting Dates

= December 13-14, 2004

m February 28 - March 1, 2005
= April 4, 2005 (conference call)

= May 23-25, 2005 (Investigator
Attorney Workshop)

Relationship to Strategic Plan

Strategic Initiative I

Facilitate Member Board excellence
through individual and collective
development.

Strategic Objective 2

Facilitate timely information sharing
and networking opportunities.
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June 14, 2005 — Pain management.
® Identified topics and potential speakers for bimonthly calls in FYO6:
October 10, 2005 — Criminal background checks;
December 13, 2005 — Joint investigations — collaborating with other agencies;

B Promoted participation in discipline and investigator networking.

Discipline Resource Plan Category Three — Consultations/Collaborations
B Provided feedback to NCSBN staff regarding the discipline content in Nursys®.

m Provided feedback to NCSBN staff regarding HIPDB reporting.

Discipline Resource Plan Category Four — Education /Training
® Evaluated the 2004 Investigator/Attorney Workshop.

® Planned the 2005 Investigator/Attorney Workshop held May 23-25, 2005, in Denver,
Colorado (see Attachment B).

m Began to explore the feasibility of developing formal certification programs for nursing
investigators and nursing attorneys.

Future Activities

B Plan 2006 Investigator/Attorney Workshop theme: Discipline Outcomes: What Good Comes
from What We Do? Is Discipline Effective?

® Develop Member Board Resource on Drug Screens:

Identify model screening panel parameters to include drug types, screening and
confirmation methods, cutoff levels and frequency of drug screening for participants in
substance abuse alternative and discipline monitoring program;

Compile and make available information regarding adulteration, substitution and other
methods to avoid detection in drug screening;

Collaborate with the National Organization for Alternative Programs and other health
care regulatory groups in developing these standards.

® Collaborate with the NCSBN Nursys® Advisory Panel to review HIPDB reporting (code-
mapping, etc.) and make recommendations, including education and training strategies, to
NCSBN staff and Member Boards staff.

®  Continue to collaborate with NCSBN staff regarding the tracking of nurse imposters via
Nursys®.

® Continue to implement other categories of the Discipline Resources Plan:
Complete pain management statement and guidelines;
Draft model policies and procedures for criminal background checks;

Review and update existing discipline resources.

Attachments
A. NCSBN Discipline Resources Plan

B. Using Criminal Background Checks to Inform Licensure Decision Making
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Attachment A
NCSBN Discipline Resource Plan (Updated April 2004)
2004-2006
CATEGORY ONE — DISCIPLINE RESOURCES
1. Pain Management Statement Medium 2004
2. Identify resources and guidelines for remediation of specific violations Medium 2005
3. Develop and compile discipline resources and tools Medium 2005
CATEGORY TWO — COMMUNICATION/NETWORKING
1. Monitor implementation of Nursys® based imposter alerts High 2005-2006
2. Maintain state contact list for networking Medium Ongoing
3. Develop interactive web tool to address discipline questions Medium 2005
4. Continue quarterly disciplinary staff conference calls High Ongoing
5. Publish regular discipline-related articles in Council Connector and on .
M 2 -2
NCSBN Discipline Web page edium 004-2006
6. Continue to explore the use of the Internet and other electronic-based media to
expand access to education and training opportunities for boards that are unable to Medium Ongoing
attend meetings due to budgetary restraints and travel limitations
7. Track discipline cases specific to Nurse Licensure Compact cases High 2005-2006
CATEGORY THREE — CONSULTATIONS/COLLABORATIONS
1. Explore implementation of a mentoring program for new discipline staff Low 2004
2. Maintain a directory of content experts on various topics Medium Ongoing
3. Consider need for NCSBN Interstate Discipline Coordinator Low 2005
4. Consider a Member resource program to provide Member Discipline Consultants to
. . Low 2005
boards needing assistance
5. Explore opportunity for Member involvement and collaboration with CLEAR and FARB Medium Ongoing
6. Explore opportunities to recruit sponsors or vendors to defray workshop costs for Hich 2005
NCSBN and Member Boards for educational offerings 8
7. Consult with other NCSBN committees and staff Medium Ongoing as needed
CATEGORY FOUR — EDUCATION/TRAINING RESOURCES
1. Conduct workshops/seminars/training High Ongoing
2. Expand opportunity for pf'artmpat]f)n in 2004. and future educational programs to High 2004-2006
other health care professions that impact patient safety
3. Explore the feasibility of developing formal certification programs for nursing Low 2006
investigators and nursing attorneys
4. Provide speaking opportunities support for experienced members Medium As available
5. Continue to explore potential for enhanced distance education (video conference and Hich 2005
other electronic interactive approaches to increase Member participation) &
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Attachment B
Using Criminal Background Checks to Inform Licensure
Decision Making

Introduction

The vast majority of encounters between nurses and their patients are positive interactions
that allow nurses to meet the health care needs of patients. While the chances are small that
a nurse is someone whose behavior may put the patient at risk of harm, incidents of serious
incompetence, neglect or abuse traumatizes the victims and shakes public trust in care providers
and organizations serving vulnerable populations (Cooper & Sheets, 1998). Health care
consumers are dependent upon professional licensing boards to conduct appropriate screening
of applicants. This Paper provides guidelines for conducting criminal background checks, from
the authority required to mandate criminal background checks to a practical “how-to” section for
boards moving toward this requirement, and information to support the use of the data obtained
through criminal background checks in nursing licensure decision making.

Nurses work with patients, residents and clients throughout the whole spectrum of health care
settings. Nursing care is often of an intimate physical nature and involves therapeutic contact
with patients while providing health care services. Nurses are afforded access to the facility
rooms and homes of people who are sick, disabled, dependent or infirm. Nurses are in a position
to have access to information about a patient as well as to the patient’s personal property and
loved ones in a way not generally available in a business or social relationship or to the public.
Often, vulnerable individuals are unable to protect themselves, voice objections to actions or
provide accurate accounts at a future time (RI, 2001). Advocacy for these patients, residents and
clients is an important aspect of nursing and is in the finest tradition of nursing practice. Nurses
are placed in a position of public trust.

In light of this extraordinary trust, nurses are held to a high standard. Boards of nursing have
the responsibility of regulating nursing and a duty to exclude individuals who pose a risk to the
public health and safety. One means of predicting future behavior is to look at past behavior.
Checking whether applicants for the privilege of nursing licensure have a criminal history and
examining the nature of that history can provide significant information for boards to use in
making decisions about who should be granted the privilege to practice nursing.

Background

Historically, boards of nursing have obtained information about prior criminal convictions from
applicants for nursing licensure by asking questions on licensure applications. Decisions about
whether or not to license an individual with a criminal history were determined on a case-by-case
basis. In 1990, the California Board of Nursing began to conduct criminal background checks on
applicants for nursing licensure. In the mid-1990s, concerns regarding the screening of applicants
led other boards to explore the use of criminal background checks to validate the background
of applicants for licensure. The 1996 NCSBN Delegate Assembly adopted a resolution directing
NCSBN to develop resources to support board of nursing decision-making regarding criminal
convictions. In response to that resolution, policy recommendations and a supporting Paper,
Criminal Convictions and Nursing Regulation, were brought to the 1998 Delegate Assembly. That
body adopted a policy recommendation to boards of nursing that criminal background checks
be conducted on applicants for nursing licensure. This policy recommendation made a strong
statement about the behavioral expectations for nurses.

In 1998, the Nursing Practice & Education Committee developed the Uniform Core Licensure
Requirements using a competence framework! (NCSBN, 1996). The uniform requirements included

The NP&E Framework consisted of Competence Development (education); Competence Assessment (licensing examination);
and Competence Conduct (e.g., criminal background checks, questions about functional abilities, and good morale character
requirements).
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competence conduct expectations for self-reports regarding all felony convictions, all plea
agreements and misdemeanor convictions of lesser-included offenses arising from felony arrest.
State and federal background checks using current technology (i.e., fingerprinting) were included
to validate self-reports. This requirement was noted to be consistent with the 19098 NCSBN policy
recommendation to conduct criminal background checks on candidates for nursing licensure. The
supporting Paper stated:

Crimes that have a potential impact on the ability to practice a profession safely or predict how
the nurse might treat vulnerable clients in his or her care should be considered as part of a
licensing decision. [Crimes] are indicative ... of competence conduct [which is] composed of
affective or behavioral elements...[and] may also reflect inadequate critical thinking skills and
poor judgment. A felony conviction is a significant event. With the common use of plea bargains,
the behavior underlying a misdemeanor should also be scrutinized on behalf of the vulnerable
persons who are recipients of nursing care. It is the responsibility of the board of nursing to use
the conviction history (including plea agreements) in decision making regarding competence
conduct and licensure (NCSBN, 1998, 13).

When the Disciplinary Resources Advisory Panel was charged to develop a model process for
conducting criminal background checks in the fall of 2004, it was clear that for many boards
of nursing the question had changed from “whether to conduct criminal background checks” to
“how to conduct criminal background checks.”

Data Collection

The Panel members began this endeavor by collecting information related to the topic and using
this information as the basis for model development. The data sources included current state
statutes and rules, information from other professions and a literature review.

REVIEW OF NURSING STATUTES AND RULES

In 1998, five boards of nursing were authorized to conduct fingerprint checks. Only three reported
using them to validate background for licensure applicants. In Profiles of Member Boards 2002, 13
boards reported conducting both Federal Bureau of Investigation (FBI) National Clearinghouse
of Information on Crime (NCIC) checks and state criminal agency checks. An additional 11 boards
reported conducting on state checks.

In a 2005 NCSBN survey, 18 boards reported the use of criminal background checks. A review of
state statutes and rules identified 25 boards of nursing that reported doing criminal background
checks (most were as a routine step in the licensure process; a few boards had authority but
limited use for discipline investigations (See Attachment A for a summary of survey findings).

REVIEW OF OTHER PROFESSIONS AND OCCUPATIONS

After a number of high profile cases in the late 1980s alleging misconduct of workers, childcare
workers became among the first workers to be required by federal law to have criminal background
checks.The National Child Protection Actof 1993 defined child abuse crimes reporting requirements
by criminal justice agencies (CJIS, 1995). Other federal mandates for criminal background checks
included nursing facilities and home health agencies. There are approximately 15 federal laws
that permit criminal background checks for employment and licensure purposes when individuals
provide services to children, the elderly or other vulnerable adults.

Teachers and student teachers were also required by states to have criminal background checks,
again because their work involves contact with children. School volunteers are included in the
screening because they may have unsupervised contact with children. Other services where there
is frequent and unsupervised contact with children may be required to have criminal background
checks. Examples include park service and recreation department employees.
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Many banking and financial service positions are required to have criminal background checks
and individuals may be barred from becoming employed, certified or licensed if the individuals
have had disqualifying convictions. Criminal background checks are also frequently required in
those occupations working with security or investigations, e.g., burglar alarm companies, private
security or private investigators. There are requirements for weapons dealers to be checked as
well as purchasers of guns in some states.

At least 10 states already require physician applicants for licensure to have criminal background
checks: North Carolina, California, Florida, Idaho, Illinois, Kentucky, Louisiana, New Mexico
and North Dakota. Nevada requires osteopaths and doctors who embrace holistic medicine to
be screened. Florida requires checks of allopathic physicians, chiropractic, osteopathic and
podiatric doctors to be screened. Four other states require in-state, but not federal, checks for
physicians: Maine, New Jersey, Texas and Washington. The South Carolina and Delaware Boards
of Medicine are considering criminal checks for physicians (Sun., Sept. 26, 2004).

Massachusetts, Missouri and Oregon require criminal background checks for most, if not all,
professional licensure applicants (CLEAR, 2005).

LITERATURE REVIEW

Criminal background checks are an example of a legislative trend that put obligations on
licensing agencies and employers with the intent of protecting children and vulnerable adults.
The Committee reviewed various resources, articles and Web sites addressing the use of criminal
background checks. Criminal background checks were seen to be a reasonable measure to protect
service recipients from harm, by review of the backgrounds of individuals seeking positions
requiring direct contact with vulnerable service recipients. According to the Department of
Justice, statutes governing state social welfare and licensing agencies have increasingly required
that certain screening practices be used for those workers and volunteers working in settings in
which individuals come into contact with children, the elderly and individuals with disabilities
(DOJ, 1998, p. 1).

Where professional licensure is involved (e.g., attorneys, physicians, nurses, brokers, etc.) the
statute will generally provide that the required criminal history information is a prerequisite to
the issuance of a license. The more specific a criterion for licensure screening, the better — e.g.,
“drug arrest” may be too broad. Defining a time frame, like a recent history of drug conviction,
is a better criterion. Other factors to consider are the recency and circumstances of conduct, the
age of the person at the time of the offense and societal conditions that may have contributed to
the nature of the conduct — e.g., neighborhood pressure to join a gang or a perceived threat of
retribution for not joining a gang. A person’s commitment to change and efforts to rehabilitate,
not just remorse but tangible evidence of a desire to become a law-abiding citizen, is an important
factor. An example would be making restitution to victims of crime or progress in rehabilitation
programs (Patterson, 1998).

Examples of crimes bearing on the fitness of an individual to have contact with, and responsibility
for, children or vulnerable adults include any conviction for a sex crime, an offense involving a
child victim, a drug felony or other convictions such as crimes involving violence or theft that
would pose a concern regarding children or vulnerable adults (Coates, 2000). Another reason for
doing criminal background checks is for the protection of personal property, very much a concern
when services are provided within the home or to vulnerable individuals who are not attentive
to their surroundings.

Criminal law is for the purpose of preventing harm to society, declaring what conduct is criminal
and prescribing the punishment to be imposed for such conduct. Substantive criminal laws are
commonly codified into criminal or penal codes (Black, 1979). The broad aim of criminal law
is to prevent harm to society, with some of the primary societal interests being protection of
people from physical harm and of property from loss, destruction, or damage. Other interests
include protection of: the public health, the public peace and order, the government (from injury
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or destruction), the administration of justice (from interference), safeguards against sexual
immorality and other continually evolving interests (Northrop, 1987).

Criminal procedure is concerned with the procedural steps through which a criminal case
passes. Limitations are placed on the government so that an individual’s liberty and exercise
of constitutional rights are not unduly impeded. The definition of a crime cannot be so vague as
to fail to provide adequate notice of what conduct is prohibited. Generally, the law requires two
elements for a crime, an act (actus reus) and a criminal intent or guilty mind (mens rea), to be
present for the conviction of a crime. The specific elements of crimes vary, but typically involve
the defendant’s mental state, causation (i.e., certain conduct that produces a certain result) and
prohibited conduct (Northrop, 1987).

“The necessity of greater procedural protections in the criminal and quasi-criminal setting than
those available in the civil context is due to the nature of what is at stake in each of these. In
criminal proceedings, life and liberty are usually at stake. In civil proceedings, generally money
is the issue. The criminal trail provides the accused with a process that includes full notice of
the charges, the right to compel witnesses on the accused’s behalf at the trial and the right to
confront the witnesses against him or her” (Northrop, 1987, p. 395).

Patterson says use of arrest data in screening processes for paid positions has been adjudicated
as a discriminatory practice and is therefore barred under Title VII of the U.S. Civil Rights Act of
1964 (this is in reference to employment). Decisions should be based on convictions. However,
employers can consider an arrest for which a disposition is pending to disqualify an applicant
until a decision is rendered. Similarly, licensing boards can postpone licensure decision-making
when disposition of a criminal matter is pending. Some boards have used arrest records to trigger
inquiry into the underlying conduct.

Passed by Congress in 1972, Public Law 92-544 is an appropriations statute (set out as a note
under § 534 of Title 28, Judiciary and Judicial Procedure) that provides funding to the FBI for
acquiring, collecting, classifying, preserving and exchanging identification records with duly
authorized officials of the federal government, the states, cities and other institutions. For a
national records criminal background check, the FBI requires that:

1. The applicant provide a complete set of readable fingerprints.

2. The organization inform the applicant it may request a records check for the position
sought.

3. The organization inform applicants of their rights to obtain a copy of any background
report and to challenge the accuracy and completeness of the information before a final
determination of eligibility is made (Patterson, 1998).

An important tool to support accessing criminal background information is the National Crime
Prevention and Privacy Compact, which organizes an electronic information sharing system
among the federal government and the states to exchange criminal history records for purposes
authorized by federal or state law, such as background checks for governmental licensing and
employment (Title 42, chapter 140, subchapter II § 14616). Under this compact, the FBI and the
Party States agree to maintain detailed databases of their respective criminal history records and
to make them available to the federal government and to party states for authorized purposes.
The FBI continues to manage the federal data facilities that provide a significant part of the
infrastructure for this system. As of June 2, 2005, 24 states had adopted this compact?. States
that have adopted the compact provide federal data as well as state information from the states
that participate in the compact (CSG, 2005).

Another source of information for boards are the sex offender registries. With Megan’s Law (RCNL),
N.J.S.A. 2c: 7-1 et seq., the New Jersey legislature mandated a list of individuals who have been

2States that have passed the compact as of June 2, 2005: Alaska, Arkansas, Arizona, Colorado, Connecticut, Florida, Georgia,
Idaho, Iowa, Kansas, Maine, Maryland, Minnesota, Missouri, Montana, Nevada, New Hampshire, New Jersey, North Carolina, Ohio,
Oklahoma, South Carolina, Tennessee, and Wyoming. Six other states have legislation pending. (Commodore, 2005)
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convicted of criminal sexual misconduct, ranging from child molestation to rape/sexual assault,
be accessible to the public. The state registries list offenders by state of residency regardless
of where the conviction occurred. Internet access to sex offender regulation and community
notification registries is available at www.klaaskids.org/pg-legmeg2.htm. Information on Megan’s
Law and related topics is available at a variety of other Web sites accessible via internet search
engines. According to the Bureau of Justice Statistics, as of September 2004, all 50 states and
the District of Columbia have centralized sex offender registries. All 50 states, the District of
Columbia, Guam, Puerto Rico and the U.S. Virgin Islands submit records on sexual offenders to
the National Sex Offender Registry (B)S, 2005).

While not a panacea, careful screening is an important patient safety activity. A criminal history
record describes any arrests and subsequent dispositions attributable to an individual (BJS,
2005). The probability of continuation of the behavioris at issue — a continuing pattern of criminal
offenses justifies concerns about future conduct. Certain crimes such as sexual molestation have
a high probability of repetition (Patterson, 1998).

Recidivism is measured by criminal acts that resulted in the rearrest, reconviction or return to
prison with or without new sentence during a three-year period following the prisoner’s release.
The Bureau of Justice Statistics stated the following regarding recidivism:

B Ofthe 272,111 persons released from prisons in 15 States in 1994, an estimated 67.5% were
rearrested for a felony or serious misdemeanor within three years, 46.9% were reconvicted and
25.4% resentenced to prison for a new crime.

B The 272,111 offenders discharged in 1994 accounted for nearly 4,877,000 arrest charges over
their recorded careers.

m  Within three years of release, 2.5% of released rapists were rearrested for another rape and
1.2% of those who had served time for homicide were arrested for a new homicide.

B Sex offenders were less likely than non-sex offenders to be rearrested for any offense — 43% of
sex offenders versus 68% of non-sex offenders.

m  Sex offenders were about four times more likely than non-sex offenders to be arrested for
another sex crime after their discharge from prison — 5.3% of sex offenders versus 1.3% of
non-sex offenders.

(BCJ, 2005)

In the current criminal justice system, a felony conviction is a highly significant event (Cooper
& Sheets, 1998). The regulatory agency reviewing an individual with a criminal history must be
aware that the individual has interfaced with the police, prosecutors, defense attorneys, judges,
correctional officials and parole and/or probation authorities in the investigation, prosecution
and sentencing aspects of the conviction (Northrop, 1987). It is not the role of the licensing
board to retry, or second-guess these authorities. It is the role of the licensing board to use the
conviction history in decision-making regarding competence conduct and licensure.

PREMISES
1. Itiscritical to focus on what the public needs rather than what states are currently doing.

2. Licensing boards must maintain a balance between the board’s responsibility to protect the
public health, safety and welfare and the individual’s right to practice a chosen profession.

3. Criminal law is for the purpose of preventing harm to society, declaring what conduct is
criminal and prescribing the punishment to be imposed for such conduct.

4. Past criminal behavior raises concerns regarding the behavioral competence of the
individual.

5. Itis not the role of the licensing board to retry or second-guess decisions made by the
justice system. It is the role of the board to use conviction history in decision-making 51
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regarding competence conduct and licensure.

6. Boards are more aware when persons with histories of criminal convictions are applying for
licensure.

7. Choices made at an earlier time in an individual’s life have significant impact and
consequences in later life activities. Getting involved in criminal activities represent a
choice that affects the person’s subsequent ability to exercise selected privileges in our
society.

8. The burden is upon the individual applicant to provide evidence that he/she has met all
requirements for education, examination and behavior, in addition to other requirements
for nursing licensure. This means the burden is on the individual applicant to provide
any documentation that would prove or disprove a criminal conviction, or if appropriate,
provide any aggravating or mitigating evidence regarding criminal conviction.

9. The model developed should provide the most rational approach for assuring public safety.
Public safety includes access to safe and competent nurses.

10. Appropriate licensing and/or disciplinary actions based on criminal convictions should
reflect any aggravating or mitigating circumstances.

OBTAINING AUTHORITY FOR CRIMINAL BACKGROUND CHECKS

Statutory authorization is needed to access the FBI database when the data is used for matters
that do not involve police or courts (FBI, 2005). Public law (PL) 92-544 authorizes the Federal
Bureau of Investigation (FBI) to conduct a criminal background check for boards empowered
by a state statute approved by the United States Attorney General. Boards must comply with
jurisdictional requirements to obtain access to state criminal records. Required safeguards to
assure the security of criminal history record information reflect the concern for the proper use,
security and confidentiality of such information (FBI, 2005).

The FBI has established the following mandatory elements of a state statute enacted under the
auspices of PL 92-544. The state statute must:

1. Exist as a result of a legislative enactment;
2. Require that the criminal background check be fingerprint-based;

3. Authorize the submission of fingerprints to the State Identification Bureau for forwarding to
the FBI for a national criminal history check;

4. Identify the categories of licensees subject to criminal backgrounds; and

5. Provide that an authorized government agency be the recipient of the results of the record
check (D0OJ, 2005).

PL 92-544 does not allow federal criminal records to be directly shared with health care employers
or others (DOJ, 2005).

EXAMPLES OF THE GRANTING OF AUTHORITY

Many of the states that are conducting criminal background checks have been granted legislative
authority through language in the Nurse Practice Act. This is the approach used in the NCSBN
Model Nursing Practice Act and Model Nursing Administrative Rules, where the authority first
appearsinan article granting powers to the board, and is also addressed in the articles describing
the licensure process.?

3An example of statutory language granting the board authority to conduct criminal background checks, from the Arizona Nurse
Practice Act: Require each applicant for initial licensure to submit a full set of fingerprints to the board for the purpose of obtain-
ing a state and federal criminal records check pursuant to section 41-1750 and Public Law 92-544. The department of public safety
may exchange this fingerprint data with the federal bureau of investigation (Arizona Statues 32-1606, 15. revised 2002).
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The states that have broad requirements for criminal background checks as a requirement for
most professional licenses in that state often have the authorization to do criminal background
checks in an article or chapter pertaining to all health professional boards. Additional language
pertaining to the implementation of criminal background checks may also be in the general
chapter or may be included in each profession’s practice act and/or rules.*

Another approach that has been used when agencies do not have a state legislative mandate
to conduct criminal background checks is to use federal law to obtain the necessary authority.
The National Child Protection Act of 1993 encouraged states to adopt legislation meeting the
criteria of PL 92-544, to authorize national criminal history background checks to determine
employee and volunteer fitness to care for the well being of children and also, as added by
PL 103-322%, the elderly or individuals with disabilities. However, numerous jurisdictions did not
enact the necessary legislation granting authority to conduct criminal background checks. As a
result, Congress enacted the Crime Identification Technology Act of 1998 (PL 105-251). A part of
this law is the Volunteers for Children Act (VCA) (42 USC § 14601)®, which relieves the states of
the necessity to enact language consistent with 92-544 by authorizing national fingerprint checks
in the absence of existing state procedures (CJIS, 1995). The Iowa Board of Medical Examiners
used authority obtained through the VCA to conduct criminal background checks on prospective
licensees. This was based on a determination by the Access Integrity Unit (AIU) of the FBI that
the board was a “qualified entity.” (Inman, 2004)

Model Process for the Use of Criminal Background Checks

WHY USE CRIMINAL BACKGROUND CHECKS?

The use of criminal background checks in the licensing of occupations and professions began with
the childcare industry as a response to numerous allegations of misconduct and identification
of providers with questionable backgrounds. While a lack of criminal history is no guarantee
against future criminal acts, it is an indicator that the person is less likely to commit crimes in
the future.

Nurses provide services for vulnerable people, often of a personal and intimate nature, so it is in
the public interest to determine that those seeking the authority to practice nursing are qualified
to do so, including in the areas of behavior, attitude and conduct. In the past, many boards
included a “good moral character” requirement, an approach intended to seek information about
this aspect of qualification; some jurisdictions continue to use this as a requirement for licensure.
The trend in recent years has been for boards to move away from “good moral character,” the term
being vague, subjective and difficult to define. Criminal background checks were seen as a more
objective and reliable source of information regarding an applicant’s behavior and conduct.

Although most states ask questions about criminal convictions on licensure applications,
applicants may not be motivated to be truthful. Criminal background checks provide validation
of the information reported on applications.

WHO SHOULD BE CHECKED?

Applicants for licensure as registered nurses and licensed practical/vocational nurses by either
examination or endorsement should be screened. Similarly, applicants for licensure/authority
to practice as advanced practice registered nurses should be screened for both initial licensure

“N.J. SA 45:1-28, et.seq.

SCodified at (42 U.S.C. §5119a(a)(3)

5The VCA amended the National Child Protection Act to authorize national criminal fingerprint background checks of volunteers,
job applicants and employees of qualified entities who provide care for children, the elderly or individuals with disabilities as well
as those who have unsupervised access to such populations (regardless of employment or volunteer status) to determine if the
individual has been convicted of crimes that bear upon their fitness to have such responsibility, see 42 U.S.C. §5119a(a)(1).
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and licensure by endorsement.” Boards that regulate nursing assistive personnel should screen
these individuals as part of requirements for being on the Nurse Aide Registry and/or as part of a
certification process for nursing assistants.

WHAT KIND OF CRIMINAL BACKGROUND CHECKS SHOULD BE CONDUCTED?

Some states do only state-wide (or sometimes regional) criminal background checks. But as
we live in a mobile society, there are significant limitations to only state or regional checks.
Boards are advised to check both state and federal criminal records. Fingerprint identification is
a method of identification using the impressions made by the minute ridge formations or patterns
found on the fingertips. No persons have exactly the same arrangement of ridge patterns and the
patterns of one individual remain unchanged throughout life. Other personal characteristics may
change, but fingerprints do not. FBI fingerprint searches are highly preferable to name checks for
screening (FBI, 2005). Fingerprint comparison is the accepted standard for establishing positive
identification of criminal history record subjects in the United States.

WHEN SHOULD CRIMINAL BACKGROUND CHECKS BE CONDUCTED?

Obviously, applicants for licensure should be screened at the point of application. Since a
criminal background check is in essence a snapshot at a point in time, a few states are beginning
to consider approaches for conducting checks of licensees, as well. When a board first undertakes
criminal background checks, retroactive testing — a process for screening licensees previously
licensed without criminal background checks — may be considered, e.g., screening a portion of
the licensees annually until all have been checked. Other states may choose not to take on this
approach and simply grandfather previously licensed individuals. The point of regular contact
with licensees is when the license is renewed; this may be a logical opportunity to implement this
requirement. Given the number of nurses, it may be resource-prohibitive to do a check with each
renewal (particularly for states that have moved to annual renewal).

The Committee has identified two possible approaches for ongoing screening. If the board were to
enforce such a requirement, a check conducted every five years could be staggered, so that 20%
of licensees are screened each year. The other approach that the Committee discussed was having
the board do initial and subsequent licensures by endorsement and employers would do periodic
screens for nurses. Employer criminal background checks are becoming more common at the
point of hire and could be done periodically while a nurse is in the facility/agency employ. Like
boards, employers cannot share specific criminal background check information, but employers
should be expected and encouraged to report to the boards of nursing a denial of employment or
a release from employment for a criminal conviction (however, they cannot report the nature of
the crime or the particulars if obtained via the FBI criminal background check).

The other time for the board to conduct a criminal background check would be during an
investigation. Criteria for screening as part of an investigation include whether the subject nurse
has previously been screened, the nature of the allegations and whether there are multiple boards
involved in the case. Some boards may choose to screen all nurses under investigation but if the
screening involves fingerprinting, they would need statutory authority.

HOW — SUGGESTED PROCESSES FOR CONDUCTING CRIMINAL BACKGROUND CHECKS

The state agency obtains state (and possibly regional) records and transmits the fingerprints
to the FBI. Fingerprinting, either through electronic “live scans” or paper and ink “hard cards,”
is required for all federal criminal background checks conducted for employment and licensing
purposes. New technology is being developed in many areas all the time, so states are advised to
use terminology in statutes and rules that is broad enough to accommodate new developments,

"There may be situations when an individual who holds two types of nursing license chooses to apply for both at the same time, e.g.,
someone who is both an LPN/VN and an RN, who wants to keep both licenses current; or when RN licensure is required for APRN
licenses/authority to practice. In these situations, one criminal background check should be used for both applications.
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but specific enough to articulate what is intended and required by the statute.

Once a board is authorized to conduct criminal background checks a process is needed for
implementation. The Committee identified these key steps in the process, based on review of the
processes used by nursing boards already conducting criminal background checks.

1.

10.

11.

12.

Consider the impact and resources that will be required by this activity. Identify a lead staff
person for process development and provide adequate staff support. Other areas of board
operations that will be affected by new information should be involved in the planning

and implementation. Planning should include consideration of security issues, as the
information obtained through checks is confidential and should be managed as such.

Identify the state agency or bureau responsible for conducting state results and transmitting
fingerprints to the FBI. It is helpful to develop contacts and a working relationship with
these individuals. Obtain fingerprint cards or identify locations and agencies that perform
fingerprinting or obtain instructions for conducting electronic screening.

Develop policies and procedures to guide staff in the implementation of screening

and triage. Prepare educational materials for applicants that describe the purpose of
fingerprinting, the procedures for screening, places to get fingerprinted and information
noting that the applicant is responsible for any costs from local law enforcement, the state
agency and the FBI.

Prepare staff for the phone calls that will come in from the applicants. Questions often arise
related to clarifying disqualifying arrests or convictions. Having some standard scripts
prepared in advance can be of assistance. Plan for those situations when staff need to refer
calls to supervisors.

Try to anticipate the unexpected. Plan for those individuals whose fingerprints cannot be
read by having a back-up procedure for background checking by name and other identifiers.
Some states have included a provision in the law to address situations when an individual
cannot be fingerprinted. This typically involves doing a records check on the person’s name,
social security number and other vital statistics.

The FBI will report the results of the search to the requesting agency, which will forward
both the state and the FBI results to the board. The state requesting agency is the conduit
for submitting criminal background checks and returning results.

Train staff for receiving and reviewing the criminal background reports. Prepare staff to read
the reports that will include arrests as well as convictions.

Develop criteria to establish those arrests or convictions that will require further review and
those that do not. It is effective for the board to establish criteria for decision-making and
delegate to staff the initial review of positive findings. Procedures should be established for
staff review and recommendations using the board criteria.

The applications of those with criminal records should be reviewed for how questions about
criminal convictions were answered.

Develop and establish policies for the ability of applicants to sit for the licensure exam prior
to receipt of the criminal background records and/or to receive a temporary permit pending
the receipt.

Develop a policy to guide staff in those situations involving very old convictions where court
records are unavailable.®

Criminal background checks provide a valuable tool for boards, but boards should be
cognizant that not all arrests/convictions are recorded and there are, at times, errors made
in the reporting. It is important to confirm and validate findings. The burden, however, is

8For example, a criminal background check identifies a conviction that occurred twenty years earlier but the applicant claims it was
never a conviction, or that it was expunged, or it was her sister who actually sustained the conviction. The court reports that there
are no records remaining to substantiate or refute the applicant’s story. 5 5
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ultimately upon the individual applicant to provide any documentation that would prove or
disprove a criminal conviction, or if appropriate, to provide any aggravating or mitigating
evidence regarding criminal conviction.

CRITICAL POLICY CONSIDERATIONS AND DECISIONS

Whether exploring or already implementing criminal background checks, boards of nursing should
address the following policy considerations and make decisions regarding how the process is to
be conducted:

Whether to conduct criminal background checks from a point forward, with grandfathering
of individuals already licensed or to look retroactively at previously licensed individuals.

What questions should be on application regarding criminal background.

Management of the length of time required to complete the criminal background checks
leads to these considerations regarding the application process:

Whether to allow an individual to sit for the licensing examination prior to the receipt of
the criminal background checks (See Table 1).

Whether to grant a temporary permit to a nurse applying for licensure via endorsement
pending the receipt of the criminal background checks (See Table 1).

Security provisions to keep criminal background checks results confidential.

Exception and waiver processes for individuals whose fingerprints are not readable (as
discussed in the suggested process above).

Appeal procedures if an applicant for licensure or a licensee requests a reconsideration of a
board’s decision based on a criminal conviction.

Table 1 — CBCs and Exams/Permits: Timing Considerations

Sits for exam while criminal background checks
processed

Sits for exam after criminal background checks
results received

PRO: PRO:
B Allows new graduates to test more quickly

CON: CON:
B May be more efficient for boards to deal

B Individuals disqualified for licensure do not
after graduation (applicants do better on the go through time and expense of exam.

exam if not delayed in taking).

B New graduates prevented from sitting for the
with positive criminal background checks exam closer to graduation.
before individuals be allowed to sit for the

examination.

Issue a temporary permit to endorsement
applicant

No temporary permits

PRO: PRO:
m Allows experienced nurses who have met all

B Many more endorsement applicants have no

CON: CON:
B Potential for nurses with criminal

B Strictest standard, prevents individuals with
criminal histories from practicing before
board has review opportunity.

other qualifications to work sooner, allows
public access to nursing care.

B Does not rely on the expectation of low

criminal history than those who do. numbers to protect the public.

B Majority of endorsing nurses do not have
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backgrounds to have access to vulnerable
individuals before the board knows about
conviction.

conviction history yet are prevented from
practicing until criminal background checks
process is complete.
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DISCUSSION

The determination to do criminal background checks from a point forward or to conduct criminal
background checks on previously licensed nurses as well as new applicants involves financial
and resources issue as well as policy consideration. The advantage of doing criminal background
checks for all is that the public can be assured that the board has considered the criminal
backgrounds of every licensed nurse at some point in time. The chief disadvantage is related to
the sheer volume of nurses and the resources required to process all these individuals. Applicants
are required to pay for the criminal background checks screening and boards would likely require
licensed nurses to pay as well. Boards may expect some challenge from already licensed nurses.
Another issue that would need to be addressed with the state law enforcement agencies and FBI is
the impact on the workload of those organizations. Advance notice of the numbers of screenings
that would be required to check all licensed nurses should be given to the agencies involved in
doing the screening. An evaluation of the percentage of positive checks in states currently doing
criminal background checks on applicants would provide an estimate of the numbers of positive
checks that might result from all licensed nurses.

Another policy issue for consideration regards questions about criminal convictions on licensure
applications. Most boards, if not all, have some questions about criminal background. For
example, the NCSBN Model Nursing Practice Act and Model Nursing Administrative Rules include
reporting of criminal conviction, nolo contendre pleas, Alfred pleas, or other plea arrangement
in lieu of conviction. This language allows the board to consider both felony and misdemeanor
convictions. The concern with criminal convictions is with the underlying behavior rather than
the label attached to the crime. Some serious behavior can be pled down to a lesser plea. Some
boards may choose to consider arrests (reported on the FBI records) as well as convictions. If a
board does this, it is important to use the arrest as a flag to check other sources regarding the
underlying behavior.

Some boards doing criminal background checks have moved toward asking only about felony
convictions or convictions which disqualify an applicant for licensure. These boards rely on the
information in the criminal background checks to inform licensure decisions as they relate to
criminal convictions that are not a bar from licensure. Other boards ask questions related to
prior arrests and convictions and track the differences between the application response and the
criminal background checks and pursue actions related to fraud and deceit in procuring a license
when an applicant is not truthful on the application.

Among the boards of nursing currently conducting criminal background checks, the more
common practice is a simultaneous process, where an applicant by examination is allowed to
sit for the exam while the criminal background check is being processed, and the applicant by
endorsement, who has met all other requirements, is granted a time-limited temporary permit
while the criminal background check is being processed, if they have not otherwise disclosed
a disqualifying conviction. Providing access to nurses is another element of public protection.
However, some states require the completion of the criminal background checks prior to sitting
for the examination or being allowed to practice in the jurisdiction. This is the stricter standard
and arguably a safer approach.

Planning for the security of the information received is an important step in the criminal
background check implementation process. In the past year, the FBI audited two boards regarding
the management of criminal background check information. Regarding FBI data, the law requires
that the information is kept confidential and not shared except with the subject of the criminal
background report. The confidentiality requirements also mean that in order to take action on the
basis of a criminal conviction, the respondent must admit to the conviction; the board must obtain
court documents or otherwise independently verify the information to identify the conviction in
any public documents.

The board needs to planforthoseindividuals who do not have readable fingerprints by determining
how many attempts should be made before concluding an individual has unreadable prints. The
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board needs to consider what other types of background checks could be used — e.g., electronic
scanning, review of records or full investigation. As with other aspects of administrative law and
practice, individuals who have been denied licensure on the basis of information first identified
in criminal background checks have due process rights and must have the opportunity to appeal
board decisions.

USING CRIMINAL BACKGROUND CHECKS TO INFORM LICENSURE DECISION-MAKING

Criminal convictions are grounds for discipline or denial of licensure for all boards of nursing.
Courts have historically deferred to the expertise of administrative agencies regarding rules and
decisions if there is a rational basis for their enactment (Tribe, 2000). Applicants have the burden
of proving that all requirements for licensure are met. In most jurisdictions, once a license is
issued, an individual is seen to have a property right in a professional license that cannot be
revoked to otherwise disciplined without affording the individual due process. The burden of
proof to demonstrate that a nurse does not meet ongoing requirements or violates grounds for
discipline shifts to the board once an individual is licensed. The right to a professional license is
not typically deemed a fundamental right, thus the standard for review is the rational basis test.
The courts have upheld statutes requiring automatic suspension or revocation of a license based
on criminal conviction. To date, courts have declined to question the state’s authorization of
sanctions for a broad class of convictions and the courts have uniformly held that the action of a
state regulatory body in suspending or revoking an individual’s license on the basis of a criminal
conviction does not constitute double jeopardy (State of Oklahoma v. Giger). The legal basis for
using criminal history to inform licensure decision-making is firm. The question for boards of
nursing becomes how to use the information.

To Bar or Not to Bar
Currently, there are a number of approaches for how to use the information among the boards
already conducting criminal background checks. There are several possible approaches:

B A case-by-case review of applicants and nurses with criminal convictions;
m  Atime limited bar to felony convictions;
® A permanent bar to certain categories of felonies;

B An absolute bar to felony convictions.

Case-by-case review. The case-by-case review has been the historical approach for boards of
nursing making licensure decision involving applicants with criminal convictions. Boards have
traditionally asked for self-disclosure; in recent years there is trend for boards to validate self-
disclosure by criminal background checks. This approach allows for boards to evaluate the nature
and context of the crime, rehabilitative efforts, the time elapsed and other factors. Using case-by-
case review, boards have the discretion to deny or grant licensure. At its best, this approach gives
individuals a chance. At its worst, boards may be manipulated into an unsound decision. There
may be inconsistency of decisions due to changing board composition over time or inconsistency
between jurisdictional policies and/or approaches that may have implications for individuals
moving between states. The majority of boards of nursing currently decide cases in this manner.

Criteria for Consideration in Case-by-Case Decisions

While some boards have identified bars to licensure, the majority of boards continue to review
cases on a case-by-case basis. This allows the board the discretion to consider the context of the
conviction as well as aspects of the applicant’s life since conviction. Some of the aggravating
circumstances that the board may consider as exacerbating the situation are that the case
involves:

®  Multiple or repeat criminal violations;
B Prior disciplinary action;

®  Conviction for a crime against a child or vulnerable adult;
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® Conviction determined to be related to professional practice;
m  Abuse of trust in order to commit the violations;

®  Exploitation of unique position or knowledge;

B Financial benefit accrued by respondent;

®  Knowing, willful or reckless conduct;

® Lack of rehabilitation potential;

B Lying under oath and/or on an application for a credential;

®  Currently subject to court oversight (e.g., under probation for previous criminal
convictions).

Therearealso circumstances that may mitigate the context of convictions. Mitigating circumstances
in a case include:

B Lack of previous convictions, in this or any other jurisdiction;
B The respondent acted under strong and immediate provocation;

B At atime prior to detection, the respondent compensated or made a good faith attempt to
compensate the victim for the injury or loss sustained;

B The respondent was suffering from a mental or physical condition that significantly
diminished his or her capacity for understanding the ramifications of or ability to control his
or her conduct. This can only be applied if such condition is not an element of the violation
(e.g., charges under impaired practitioner);

m Identified potential for rehabilitation;

B The respondent sought and/or completed appropriate remedial measures prior to institution
of disciplinary actions, i.e., responsible and accountable for the respondent’s own actions;

® [solated incident;

B Minimal risk of harm to patients or clients.

Time limited bar to felony convictions. Another approachis a time-limited bar to felony convictions.
This option looks at the time elapsed since the felony conviction. Since most recidivism occurs in
the first three years, this approach provides a safety cushion and time for the individual to get his/
her life back together following the felony conviction. This approach is currently used in Arizona,
Kentucky and Oklahoma. The time limit reflects a minimum period of time that the applicant with
a prior felony would be required to have completed all court requirements (absolute discharge)
before being eligible to apply for licensure.

Permanent bar to certain categories of felonies. Another policy option is the identification and
bar of felonies involving serious or violent offenses. Violent crimes represent the highest risk of
dangerousness. The high recidivism rate for property crimes (e.g., theft, check forgery, credit
card theft, auto theft, receiving stolen property and property damage) raises concerns regarding
the vulnerability of patients to property crimes, especially in autonomous settings. This approach
does not bar other felonies that continue to be reviewed case-by-case. The Panel identified the
following crimes as those crimes that should be considered for a permanent bar to licensure:

1. Murder

2. Felonious assault

3. Kidnapping

4. Rape/sexual assault
5. Aggravated robbery
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6. Sexual crimes involving children
7. Criminal mistreatment of children or vulnerable adults

8. Exploitation of vulnerable individuals (e.g., financial exploitation in an entrusted role)

Absolute bar for felony convictions. The broadest consideration for possible screening mechanisms
for individuals caring for vulnerable populations is the elimination of applicants who have been
convicted of a felony. This approach recognizes that a felony conviction is a significant event.
Samenow wrote about the criminal mind, stating that criminals need to be seen as responsible
for their behavior, held accountable and be assisted in altering their thinking patterns (Samenow,
213). To determine if cognitive change has truly occurred requires extensive assessment, with
review of court records, clinical and forensic interviews as well as evaluation of the situational
context (Cohen, 1996). With increasing numbers of applications with felony convictions and
with limited resources of boards of nursing, the comprehensive assessment necessary to screen
effectively for those few (by recidivism standards) felons who might be rehabilitated from those
individuals who continue to pose a danger to vulnerable consumers may be beyond the resources
available to boards of nursing. This option allows boards to focus their administrative processes
on other applicants and licensed individuals needing special scrutiny. Some think this approach
is harsh and cite examples of former criminals who have rehabilitated and gone on to model lives.
However, given the serious concerns regarding recidivism, this is arguably the safest approach;
however, no states currently enforce a felony bar.

Conclusions

Increasingly, health care is provided away from traditional institutional settings. More care
settings are in the home or community, away from the scrutiny of supervisors or close association
with colleagues. Patients have short hospital stays and are sent home with significant care needs
and increased vulnerability because of those needs. Everyday, the media brings home reports of
shootings, murders, terror and war. We live in a complicated, dangerous world.

Responding to the problems of life with anger, violence and exploitation is not limited by
geography, culture or age group. Society reflects its environment, and the pool of licensure
candidates and nurses reflect society. The nursing board’s role in screening and identifying those
individuals who may pose a threat to consumers has never been more important.

Life is all about choices; the choices made have impact and may have significant consequences on
later life activities. If a person chooses not to pursue post-secondary education, many professional
opportunities, including nursing, are not available. If a person makes poor judgments and gets
involved in criminal activities, this affects the person’s subsequent ability to exercise selected
privileges in our society.

The truth is that regulation does pose barriers — necessary barriers that provide assurance
that complex professional activities are reserved for those individuals who have demonstrated
competence to practice a profession. Whenever mandatory requirements for entering a profession
are implemented, some people are denied the privilege to practice the profession. The fact that
there needs to be a disciplinary process indicates that entry requirements alone cannot screen
every unsafe applicant or licensee.

Criminal background screening is a tool to support boards in licensure decision-making. The
requirement for criminal background checks may discourage individuals who have disqualifying
convictions from even applying for licensure. Nurses who commit crimes tarnish the reputation
of the profession as well as diminish the confidence of the public. An applicant with a history
of felony conviction presents a confirmed history of serious deviance from societal standards.
Consumers needing health care are vulnerable. Nursing is a stressful profession. Stress tends to
cause bad habits to reappear. It is appropriate to establish high behavior standards for applicants
for nursing licensure and for licensed nurses.
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Based upon the recidivism rates, the changing society, the increasing autonomy of nursing
practice and prior court decisions in this area, as well as limited state resources for licensing
agencies, there is a rational basis for a policy approach limiting access to nursing licensure for
convicted felons.

I1. Recommendations

The recommendations of the Discipline Resources Advisory Panel regarding criminal background
checks include that:

A.

State and federal criminal background checks be conducted on applicants for nursing
licensure.

Applicants for licensure not receive a permanent license prior to receipt of criminal
background check results and the meeting of all licensure requirements.

It is not the role of the board of nursing to retry a case or second-guess the criminal justice
system. It is the role of the board to use conviction histories in decision-making regarding
competence conduct and licensure.

There is a continuum of criminal behavior, with lesser offenses on one end and dangerous
violent crimes on the other. Policy decisions regarding how boards of nursing use criminal
histories are also illustrated on the continuum (See Table 2).

Table 2 — Offense and Board Action Continuum

LESSER OFFENSES SERIOUS OFFENSES MOST SERIOUS OFFENSES

>
>

<
<

CASE-BY-CASE LICENSURE BAR TIME-LIMITED LICENSURE BAR PERMANENT LICENSURE BAR

E.

F.

G.

There be an permanent bar to the most serious felonies as listed below:
1. Murder

Felonious assault

Kidnapping

Rape/sexual assault

Aggravated robbery

Sexual crimes involving children

Criminal mistreatment of children or vulnerable adults

© N o v o W N

Exploitation of vulnerable individual (e.g., financial exploitation in an entrusted role)

There be a time-limited bar for other serious crimes, including:
1. Drug trafficking

2. Embezzlement

3. Theft

4. Arson

That the behavior, underlying plea bargains and lesser offenses be evaluated using the
criteria for mitigating and aggravating circumstances (see Table 3).
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Table — Mitigating and Aggravating Circumstances
Mitigating Circumstances Aggravating Circumstances
® No previous convictions B Multiple or repeat criminal violations
B Strong and immediate provocation B Prior disciplinary action
® Compensation (or attempt to compensate) | ® Crime against a child or vulnerable adult
to the victim for the injury or loss B Conviction related to professional practice
tained
sustaine B Abuse of trust
B Mental or physical condition that s . .
- P y. .. e , B Exploitation of unique position or
significantly diminished individual’s
. . knowledge
capacity for understanding the ) )
ramifications of or ability to control his or | ™ Financial benefit
her conduct (such condition is not element | ® Knowing, willful or reckless conduct
of offense) ®m Lack of rehabilitation potential
B Rehabilitation potential ® Lying
® Currently subject to court oversight (LA)

H. That boards retain the discretion, under defined circumstances and following a strict and
predetermined process, to determine that extraordinary circumstances warrant a waiver of
either the time-limited or permanent bar.

Appendices

B-1. Member Board Survey Results Summary — Criminal Background Checks

B-2. States That Do Not Require Criminal Background Checks (CBC)
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Attachment B-1
Member Board Survey Results Summary - Criminal Background Checks (Fall 2004)

AZ Nurse Practice Act v v v v v
AR Nurse Practice Act State check on driver’s
v v v v v license and social security
#.
CA-RN Business/prof.
Code Section 480 v v v v v
(a)@)
CA-VN Statutes v v v Will require for anyone if not
previously printed in state.
FL v v v v v
HI Nurse Practice State/federal: all documents
Act/Uniform code v v v v v v relating to criminal
conviction.
D Nurse Practice Act v v
1L Nurse Practice Act v v v
KY v v State criminal check.
LA-PN Revised Statutes v
LA-RN Nurse Practice Act v v v v v v
MO v v
NV State Law v v v v
— revised statute
NH v v v
NJ v v v v v
NM Nurse Practice Act v v v v
NC Nurse Practice Act v v v v
OH Nurse Practice Act v v v v
0K Nurse Practice Act v v v State criminal records
search requested.
OR Oregon Revised Law Enforcement Data
Statues § 181.710 v v v v v v v Systems (LEDS); moving
toward federal Criminal
Background Check (CBC).
RI Departmerhlt of v v v v v State name search.
health policy
X Texas Occupations Doing RN CBC for 18
Code § 301.2511 months; will begin LVN in
near future. Plan to check
Texas Government v v v v Have Have all previously licensed
Code § 411.125 authority authority nurses (10% a renewal
cycle) for the next 10 years;
researching doing checks on
students.
ut Nurse Practice Act v v v v v v State/federal Name ID
check.
WA v v v
WI Nurse Practice Act State name search:
and State Law v v v v Department of Justice.
S. 440.03 (13)
wy Nurse Practice Act v v v v v
and State Law
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Attachment B-2

States That Do Not Require Criminal Background Checks (Winter 2004 — Spring 2005)

STATE WHAT THEY DO

Alabama Limited CBC phasing in now, board initiative and specific case/reason; Authority: Nurse Practice Act, only
for licensees under investigation or others who give reason to believe they may have criminal histories, no
fingerprints, just state databases.

Colorado Only on nurse aides, questionnaire filled out, based on honor system; if applicant says yes, he or she must
provide more information, such as letter of explanation, court documents, charges/convictions. A misdemeanor
that is more than three years old can be on registry; if felony conviction is more than five years old, then board
decides on case-by-case basis; if on current probation, typically not listed on registry.

Connecticut No pending legislation.

Delaware Ask applicants if they have been convicted of crimes and to submit the related court documents. It is an honor

system.

District of Columbia

Facilities are required to do CBCs before hiring — so board feels it would be redundant.

Georgia Waiting for change in statute.

Guam Currently revising Practice Act and Rules and Regulations and will include CBCs as a requirement.

Indiana Honor system.

Iowa Committee beginning to working on it; currently asks two questions; honor system.

Kansas Forms ask questions and applicant is required to self-report. If there are questions, may run a KBI check. Looking
into CBCs and how to do it.

Maine Endorsement and Examination, then check Nursys®.

Massachusetts Require “satisfactory evidence of good moral character,” five yes/no questions with penalty of perjury; if found to
be lying, automatic removal of license.

Michigan Only if indicated on application, answers determine if investigation; penalty of perjury and discipline if found to
be lying.

Minnesota Initial intake form asks specifically, if found to be falsifying, nurse practice section — up for review.

Mississippi Have specific questions on the application and there is a law requiring anyone employed/volunteering, etc., in
licensed health care facilities.

Montana MUST document in questionnaire; lying results in license removal (www.discoveringmontana.com/dli/nur).

Nebraska Self report — one question, honor system. Grounds for discipline if found to be lying, not necessarily revocation of
license, determination made on case-hy-case basis.

New York Only used in certain situations, legislative mandate, NYS Education Department Law, only required on applicants

who answer yes to moral character questions, if answer is yes then they must submit documentation.

North Dakota

Check each applicant on Nursys®. Also have a list of regulatory questions that need to be completed on a
notarized document.

Northern Mariana Islands

Since response was not received, assumption is that CBCs are not required.

Pennsylvania

Only required when person reports, one question on application, case-by-case basis for those that report.

Puerto Rico

Since response was not received, assumption is that CBCs are not required.

South Carolina

Questions: if answer yes, do CBC; if no, honor system.

South Dakota

Indicated by questionnaire — do CBCs on those who admit to convictions. If lying, under investigation before
board of nursing results in revocation or suspension. Convicted felons voluntarily refrain from practice or face
emergency suspension.

Tennessee

Ask this question: “Have you ever been convicted of a crime other than a minor traffic violation?” If the response
is yes: put a “hold” on the application and follow up with a request for additional information.
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STATE WHAT THEY DO
Vermont Rely on disclosure on applications.
Virginia On all applications individuals are asked to declare any and all misdemeanor and felony convictions with the

exception of driving convictions. They then have to provide a certified copy of the court documents. All Nursing
homes run criminal background checks on individuals and most hospitals do also. When Nursing students go to a
hospital for their clinical experience the hospital will do a background on them.

Virgin Islands Attorney Generals office pending.

West Virginia RN Based on questions, case-by-case, if found to be lying goes to discipline.
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Report of the Practice, Regulation and Education (PR&E)
Committee

Recommendations to the Delegate Assembly

1. The PR&E Committee members recommend adoption of the Position Paper, “Clinical Instruction
in Prelicensure Nursing Programs.”

Rationale

This Position Paper was written in response to the 2004 Delegate Assembly resolution
whereby NCSBN Members asked for guidance with evaluating clinical experiences in
prelicensure programs. The Committee members reviewed the literature, consulted
with experts, surveyed NCSBN Boards of nursing and education organizations, sought
stakeholder input and participated in simulation in order to comprehensively study
this question. The evidence supports the recommendations made in this Position Paper
(Attachment A).

Background

The PR&E Committee was represented on the PN Focus Group that met in April of 2004. This
Focus Group was an assemblage of national experts in practical nurse issues that convened to
make recommendations to the Board of Directors about the LPN/VNs scope of practice. While
PR&E was not charged with writing the “White Paper on the Scope of Practice of Practical Nurses”
that was one of the outcomes from the PN Focus Group, the PR&E Committee members did make
recommendations to and reviewed this White Paper. The “White Paper on the Scope of Practice of
Practical Nurses” is available for the NCSBN membership (Attachment C) and will be distributed
to external groups to begin a national dialogue on issues regarding the scope of practice of
practical nurses.

The Committee charges related to developing transition models and identifying evidence-based
indicators for quality nursing education programs are both ongoing charges. For the latter charge
the Committee members developed a systematic review of nursing education studies that will
provide boards with some evidence about strategies for teaching prelicensure nursing students.
This can be found in Attachment D.

The Delegation and Assistive Personnel Subcommittee will be dissolved after this year.

Highlights of FYO5 Activities

m After reviewing the literature, surveying the boards of nursing and nursing education
organizations, seeking stakeholder input, consulting with experts and participating in
simulated experiences, wrote a Position Paper, “Clinical Instruction in Prelicensure Nursing
Programs.”

m  Wrote a systematic review of the evidence related to nursing education strategies:
educational outcomes were cited; design was identified; sample was identified; comparison
was identified, and in a noncomparison study the objective was identified; and implications
for boards were identified.

B Reviewed status of elements study with the Director of Research and made
recommendations.

B Gathered nursing literature that addresses transitioning new graduates to practice.

B Reviewed status of the transition study with the Director of Research and made
recommendations.

® Continued to collaborate with the Vermont Nurse Internship Project (VNIP) regarding our
transition study.

Members

Gino Chisari, MSN, RN, Chair
Massachusetts, Area IV

Connie Brown, RN
Louisiana-PN, Area III

Mary Calkins, PhD, RN
Wyoming, Area [

Marcy Echternacht, MS, RN, CS
Nebraska, Area II

Rose Kearney-Nunnery, PhD, RN
South Carolina, Area III

Barbara Knopp, MSN, RN
North Carolina, Area III

Therese B. Shipps, DNSc, RN
Maine, Area IV

Robin Vogt, PhD, RN, FNP-C
Missouri, Area II

Board Liaison

Mary Blubaugh, MSN, RN
Area II Director, Kansas

Staff

Nancy Spector, DNSc, RN
Director of Education

Meeting Dates

November 4-5, 2004

February 10-11, 2005

April 1-2, 2005

April 15, 2005 (Conference Call)
April 20, 2005 (Conference Call)
May 10, 2005 (Conference Call)

Relationship to Strategic Plan

Strategic Initiative II
Promote evidence-based regulation that
provides for public protection.

Strategic Objective 2
Support Member Board adaptation of
best practices.

Strategic Initiative VI

Advance NCSBN as a key partner in
nursing and health care regulation in
the United States and internationally.

Strategic Objective 3

Facilitate the mobility of safe and
competent international nurses by
influencing public policy.
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® Reviewed the work of the Delegation and Assistive Personnel Subcommittee and assigned a
PR&E liaison to that committee and made recommendations.

B Reviewed the work of the International Nurse Issues Subcommittee via the PR&E liaison to
that committee and made recommendations.

B Reviewed the continued competence documents and made recommendations.

Future Activities

m Review the work of PR&E Subcommittees. Recommended subcommittees for FYO6 are:

Medication Aide Subcommittee: It is recommended that this committee investigate the
use of medication aides in patient care delivery and develop a model and resources to
assist Member Boards in planning for the incorporation of a medication aide into current
regulations.

B Review the actions taken and the decisions made at the Delegate Assembly to determine
if there are implications for the PR&E Committee and if so, recommend to the Board of
Directors how that work should be conducted.

® Based on NCSBN research, PR&E’s previous work and collaboration with nurse educators,
develop evidence-based elements of nursing education programs that lead to safe entry-
level practitioners to assist boards of nursing in making education regulatory decisions
based on the data.

m Based on NCSBN outcomes research and PR&E’s previous work on the transition, develop a
regulatory model for transitioning new nurses into practice to assist boards of nursing to in
making education regulatory decisions.

Attachment

A. Clinical Instruction in Prelicensure Nursing Programs

Appendix 1: Survey to the Boards of Nursing
B. Meeting the Ongoing Challenge of Continued Competence

Appendix A: NCSBN Timeline — Continued Competence Activities

Appendix B: Discussion of Continued Competence Challenges

Appendix C: Principles and Premises Identified in Previous NCSBN Documents”
C. “Practical Nurse Scope of Practice White Paper”

Appendix I: PN Focus Group Members

Appendix II: Algorithm for Discussion

Appendix III: The Desired Evolution of Regulation

D. “Systematic Review of Studies of Nursing Education Outcomes: An Evolving Review”
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Attachment A
Clinical Instruction in Prelicensure Nursing Programs
National Council of State Boards of Nursing (NCSBN) Position Paper

April 18, 2005

NCSBN Practice, Regulation and Education Committee
Gino Chisari
Connie Brown
Mary Calkins
Marcy Echternacht
Rose Kearney-Nunnery
Barbara Knopp
Therese Shipps
Robin Vogt
Mary Blubaugh
Nancy Spector

Executive Summary

Since the mission of the boards of nursing is to protect the public, the boards of nursing have the
responsibility of making sure that new graduate nurses are prepared to practice safely. Therefore,
the National Council of State Boards of Nursing (NCSBN) presents this Position Paper to provide
guidance to the boards of nursing for evaluating the clinical experience component of prelicensure
programs. NCSBN’s Practice, Regulation and Education (PR&E) Committee members reviewed the
available literature, surveyed the boards of nursing and nursing education organizations, sought
stakeholder input, consulted with experts and participated in simulated experiences to provide
the rationale for this Paper. The PR&E Committee members realize that there is the need for more
research of clinical education in nursing. The recommendations, therefore, are based on the best

available evidence at this point in time.

The PR&E Committee recommends the following positions:

B Prelicensure nursing educational experiences should be across the lifespan.

B Prelicensure nursing education programs should include clinical experiences with actual
patients; they might also include innovative teaching strategies that complement clinical
experiences for entry into practice competency.

B Prelicensure clinical education should be supervised by qualified faculty who provide
feedback and facilitate reflection.

B Faculty members retain the responsibility to demonstrate that programs have clinical
experiences with actual patients that are sufficient to meet program outcomes.

B Additional research needs to be conducted on prelicensure nursing education and the
development of clinical competency.

Premises

1. The mission of the boards of nursing is the protection of public health, safety and welfare.

2. Regulation criteria for nursing programs should reflect minimum requirements and be the
least burdensome criteria consistent with public protection.

3. The curriculum in nursing education programs is faculty driven, reflective of the parent

institution’s mission and based on national standards.
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4. Nursing is a practice discipline.

5. Program outcomes are consistent with the knowledge, skills and abilities required for safe
and effective provision of nursing care.

6. Nursing programs prepare lifelong learners who practice in complex and dynamic
environments.

7. Nursing faculty members facilitate the students’ development of clinical judgment and
critical thinking abilities necessary for safe and effective practice.

8. Prelicensure nursing education programs prepare nursing students for entry into practice as
generalists.

9. Nursing regulation recognizes the value of evidence-based innovation in meeting nursing
education program outcomes.

Definitions

1. Across the lifespan — An understanding of all phases of human life.

2. Competence — Competence is the application of knowledge and the interpersonal, decision-
making and psychomotor skills expected for the practice role, within the context of public
health, safety and welfare (Model Practice Act and Rules, NCSBN, 2004).

3. Clinical judgment — Clinical judgment is the application of the nurse’s knowledge and
experience in making decisions about client care (Model Practice Act and Rules, NCSBN,
2004).

4. Critical thinking — Critical thinking is the intellectually disciplined process of actively and
skillfully conceptualizing, applying, analyzing, synthesizing and/or evaluating information
gathered from, or generated by, observation, experience, reflection, reasoning or
communication, as a guide to belief and action (Scriven & Paul, 2005).

5. Deliberate practice — Deliberate practice takes place with an engaged learner and involves
repetitive performance of intended psychomotor or cognitive skills in a focused domain,
coupled with (1) rigorous skills assessment that provides learners (2) specific, informative
feedback, that results in increasingly (3) better skills performance, in a controlled setting
(Issenberg et al., 2002).

6. Distance education — Distance learning incorporates teaching/learning strategies used to
meet the learning needs of students, when the students and faculty are separated from each
other (Adapted from the Model Practice Act and Rules, NCSBN, 2004).

7. Hands-on clinical instruction — Hands-on learning situations are those where students
directly care for patients within the relevant setting. “Sufficient” hands-on clinical
instruction means adequate time spent directly with patients under the supervision of a
qualified faculty member, so that program outcomes are met.

8. Qualified nursing program faculty — Qualified faculty members in nursing programs are
those who meet the board of nursing faculty qualifications for that state, as well as the
qualifications for the parent institution.

9. Program outcomes (expected) — Expected program outcomes are specific, measurable
indicators of program quality and effectiveness as reflected in both student and faculty
outcomes. Evidence of program effectiveness is shown in the evaluation of actual outcomes
in relation to expected outcomes (CCNE, 2003).

10. Simulation — Simulations are activities that mimic the reality of a clinical environment and
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are designed to demonstrate procedures, decision-making and critical thinking through
techniques such as role-playing and the use of devices such as interactive videos or
mannequins. A simulation may be very detailed and closely simulate reality, or it can be a
grouping of components that are combined to provide some semblance of reality (Jeffries,
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2005).

11. Situated cognition — Situated cognition is a learning theory that is based on the premise
that learning is influenced by the situation in which it occurs. This theory of learning
requires interaction by the learner and is most effective when it takes place in an authentic
environment with learners working on real-world activities (Scheppke, 2004).

12. Supervised clinical instruction — The role of qualified nursing program faculty in facilitating
student clinical learning (Adapted from the Model Practice Act and Rules, NCSBN, 2004).

Introduction

The Practice Regulation & Education (PR&E) Committee was charged with writing a Position
Paper to provide guidance to boards of nursing for evaluating the clinical experience component
of prelicensure nursing programs. Since the mission of the boards of nursing is to protect the
public, boards have the responsibility of making sure that new graduates are prepared to practice
safely. Recent discussion has focused on whether nursing educational programs leading to initial
licensure can successfully educate nurses with alternative methodologies that take the place of
traditional clinical experiences. In response to this concern, the 2004 Delegate Assembly passed
the following resolution:

Resolved that NCSBN and its Member Boards support the necessity for inclusion of planned, structured,
supervised clinical instruction across the life-span as essential to nursing education; and be it further
resolved that the issue of ensuring clinical competence in prelicensure programs be referred to
NCSBN'’s Practice Regulation and Education Committee to research and develop a position statement
that provides guidance to nursing boards in evaluating whether entry-level nursing applicants have
received sufficient hands-on, effective, supervised clinical nursing education to ensure safe nursing
practice, in both traditional and alternative educational nursing programs utilizing distance learning,
simulation laboratories and other technical innovations; and that the PR&E Committee shall report
back at the 2005 Delegate Assembly.

The PR&E Committee engaged in the following activities in response to this charge:

B Reviewed the relevant literature, including systematic reviews of medical simulation,
computer-assisted learning in undergraduate medical education and nursing education
strategies.

m Surveyed all the boards of nursing.

B Surveyed nursing education organizations and reviewed their responses regarding
comments on clinical education requirements in prelicensure nursing programs.

® Consulted with a renowned expert in simulation, Dr. William McGaghie from the
Northwestern University Feinberg School of Medicine, about simulation.

® Participated in a facilitated, simulated experience at the Patient Safety Simulator Center at
Northwestern University Feinberg School of Medicine.

B Engaged in dialogue with a simulation facilitator at the Patient Safety Simulator Center.

B Sought stakeholder input and reviewed the recent position statement by the American
Organization of Nurse Executives (AONE), “Position Statement: Prelicensure Supervised
Clinical Instruction.”

The NCSBN Position Paper was presented at the May Board of Directors meeting, where it was
unanimously approved.

Literature Review

Through other work being conducted by the PR&E Committee, it was determined that the online
databases of CINAHL, Medline and ERIC be used with the keywords of: education, nursing, teaching,
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education research, learning methods, learning strategies, research-based education and outcomes
of education. These studies were evaluated for relevance for this position statement. The primary
research on nursing clinical education research was limited. Specifically, there was no research
on the outcomes of programs that exclusively use alternatives to clinical experiences.

The following is a focused review of relevant studies in clinical education on how students learn
to practice safely in clinical situations. In order to be evidence-based this review includes either
studies or systematic reviews (Mayer, 2004), though PR&E also included some relevant state-of-
the-art reviews from nursing or health care literature.

Theoretical background

Dr. Patricia Benneris well known in the nursing community for her work over the past 21 years with
the Dreyfus model of skill acquisition. Recently she has written about her studies in nursing using
the Dreyfus model, in an article entitled “Using the Dreyfus model of skill acquisition to describe
and interpret skill acquisition and clinical judgment in nursing practice and education” (Benner,
2004). The Dreyfus model is developmental and is based on experiential learning. Benner writes
that nursing requires both techné and phronesis. Techné is defined as explicit knowledge that can
be captured from procedural or scientific knowledge. For techné, Benner gives the example of
providing clear parameters and guidelines to students for determining fluid balance. At this stage
the learner cannot rely on previous experience, so the student must be given safe, clear directions
on how to proceed. For adequately teaching techné the nursing program must provide for specific
situated learning in the clinical situation, though students would benefit from previous simulated
experiences.

Phronesis, on the other hand, is more complex; it is a reasoned practice employed by expert
clinicians through experiential learning, where the nurse is continually improving her or his
practice. According to Benner, the integrated, rapid response is the hallmark of phronesis
(Benner, 2004, p. 196). Benner (2004, p. 197) gives a complex example of phronesis where the
nurse made some rapid decisions when the patient developed a carotid hemorrhage. Phronesis is
learned in the authentic situation with patients and feedback from experts.

Dr. Benner’s stages of skill acquisition include the “novice,” or the period in the nursing program
when students have no experiential background on which to base their approach or their
understanding of the clinical situation; “advanced beginner” or new graduate; “competent” or
one to two years in practice; “proficiency,” a transitional stage on the way to expertise; and
“expertise,” which involves practical wisdom or phronesis. For the purpose of this position
statement, the focus is on the stages of the novice and advanced beginner. In the novice stage the
nursing instructor carefully selects patients that are stable and predictable. As with the earlier
discussion of techné, Benner (2004) suggests that the novice operates from the perspective
of inflexible, rule-governed behavior. Benner (2004, p. 191) states, “Skills that are performed
easily on a mannequin in a skills lab require adaptation and communication and reassurance
skills when performed on a range of patients who may be calm or highly anxious.” Qualified
faculty provides coaching, feedback and reflection throughout the nursing education program.
As graduation approaches, students are expected to function at the “advanced beginner” stage
of skill acquisition. Newly licensed graduates, who function as advanced beginners, have a
heightened awareness of feedback and they frequently experience anxiety and excessive fatigue
(Benner, 2004).

Closely linked to Benner’s work with the Dreyfus model is Ericcson’s (2004) sentinel review of
deliberate practice. Ericcson (2004, p. S74) analyzes deliberate practice in this review, which
he defines as practice that must be designed to improve specific aspects of performance that can
easily be integrated into one’s practice. The concept of deliberate practice would support learning
nursing skills and even critical thinking and judgment, in sophisticated simulation centers or in
a controlled environment with mentor guided feedback. However, it also would require that the
student or practitioner become engaged in deliberate practice with patients in the representative
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context (the clinical setting) with a master teacher who can give excellent feedback. Deliberate
practice also means that clinical teaching should be designed to improve specific aspects of
performance, thus providing students with specific expected outcomes.

Thereis further support for clinical learning from the Situated Cognition theory, whichis a theory of
learning that is based on the premise that all learning is influenced by the situation where it occurs
(Scheppke, 2004). This is an emerging theory that has been studied in education, anthropology,
sociology, cognitive science and psychology. Situated cognition theory represents a shift in some
of the traditional psychological theories of learning to view learning as emergent and social (Lave
& Wenger, 1991). While health professions have not yet formally studied this theory, it is highly
relevant to this profession. The goal of Situated Cognition, according to Scheppke (2004), is to
help the student develop higher-level thinking and reasoning skills, which are an integral part
of nursing. This research has focused on the importance of the faculty in bringing the student to
an authentic environment (the real world) to learn. Applying the principles of Situated Cognition
theory, student nurses must practice in authentic situations.

The role of the teacher in the Situated Cognition theory is that of a facilitator. The clinical teacher
models effective strategies in an authentic environment, serving as a coach by providing feedback
and advice. The assessment of students in this theory focuses on the process of learning as well
as the product, so that portfolios are often one method of evaluation (Scheppke, 2004). Because
learning is a social experience, teachers often create “learning communities” where the students
can exchange ideas and provide feedback to each other (Lave & Wenger, 1991).

Studies with students and faculty

White (2003) studied how 17 fourth-year nursing students learned clinical decision-making,
using a qualitative study design. This study identified five components that are associated with
clinical decision-making, including: gaining confidence in their skills, gaining comfort in self as a
nurse, building relationships with staff, connecting with patients and understanding the clinical
picture. These components require deliberate practice within the authentic environment, which
is essential to teaching nursing students.

The confidence componentin the clinical setting, as well as gaining comfortin one’srole as a nurse,
has been mentioned by other studies as being important when learning from the clinical context
(Benner, 2004; Bjgrk & Kirkvold, 1999; Yates, Cunningham, Moyle & Wollin, 1997). Yet, there is a
paucity of studies on relating these clinical decision-making components with improved outcomes
of learningin the clinical setting. Many agree that lack of confidence and anxiety can interfere with
student learning in the clinical setting (Benner, 2004; Yates et al., 1997). Therefore, Yates et al.
(1997), in Australia, conducted evaluation research on a peer mentorship program that was used
to prepare students for learning in the clinical setting. The mentorship program consisted of five
group sessions with first year students (four to seven volunteers per mentor) meeting with second
year students. The mentors were identified by faculty members using set criteria and the mentors
attended a six-hour orientation session to teach them about the role. Evaluation of the program
was comprehensive, with pre- and post-program questionnaires, a focus group interview, review
of peer mentors’ journals and a statistical analysis of the differences in clinical performance
(from clinical instructor ratings) between the 55 protégés and 55 randomly selected students who
weren’t in the program. While they found no significant differences between the mentored group
and the control group related to the clinical instructor ratings, they did find from qualitative
data that the protégés and mentors reported increased confidence and decreased anxiety before
entering the clinical setting because of this program. The first-year students also reported that
the mentorship experience helped them to understand the importance of integrating theory and
practice before they began to practice with actual patients. While there were limitations of this
pilot study, such as the selection effects (because the protégés were volunteers), the evidence
showed benefits in increasing confidence levels and it is worthy of future investigation.

The components of building relationships with staff and connecting with patients are particularly
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important in light of the Institute of Medicine’s Report on education in the health professions.
This highly regarded Report identifies working within an interdisciplinary team and patient-
centered care as two essential competencies for all members of the health care team (Greiner &
Knebel, 2003). The other essential competencies identified by the IOM Report are evidence-based
practice, quality improvement approaches and informatics. The Report particularly criticizes
health care educators for not teaching students in health care professions how to work within
interdisciplinary teams. The Report laments the fact that in many education settings the health
professionals are socialized in isolation and the Report stresses the importance of cooperation
and coordination in caring for patients. NCSBN has found that when newly licensed nurses did
not work effectively within a health care team or did not know when and how to call a patient’s
physician, they were more likely to report being involved in patient errors (Smith & Crawford,
2003). This finding provides evidence that working within an interdisciplinary team is important
for patient safety.

Angel, Duffey & Belyea (2000) studied critical thinking performance in nursing students, related
to White’s (2003) clinical decision-making component of understanding the clinical picture. In
this longitudinal, quasi-experimental design with 142 junior nursing students, they used two
interventions (structured versus non-structured health pattern assessment) to study learning
outcomes in two areas: acquisition of knowledge and development of critical thinking skills. Their
results showed that the characteristics of their learners (e.g., age or previous degree) affected
which teaching strategy was more effective. Age and a previous degree did not influence changes
incriticalthinking or the knowledge score. However, the results did show that the younger learners
tended to have better outcomes with the more structured approach, while the older learners
improved more with the unstructured approach. Students without previous degrees tended, as
well, to benefit more from the unstructured approach to the health assessment assignment. Most
importantly, though, this study clearly provides evidence that a learner’s knowledge and critical-
thinking improve after a semester of faculty-supervised clinical experiences. This evidence
suggests that clinical experience with actual patients improves nursing practice.

In Norway Bjgrk & Kirkvold (1999) videotaped three sessions of four newly graduated nurses
over a one-year period while they performed two nursing skills. This study clearly showed the
importance of feedback and reflection in order for new nurses to improve their practice. By the
third filming the four nurses had practiced for eight to 14 months and had accumulated about 25
experiences with both skills. While there was some improvement, there were many omissions and
faults with their performances. Often the nurses were working in isolated situations so that to
receive feedback and then to reflect, they’d have to seek guidance on their own. New nurses are
often reluctant to seek guidance from experienced nurses, partly because of the pace in clinical
nursing. Though the study focused on graduate nurses, the study supports the need for qualified
faculty members to provide students with feedback so that they can reflect on their performances
and ultimately improve.

Platzer, Blake & Ashford (2000) likewise studied reflective practice in two cohorts of students
in England for more than two years, via a qualitative study methodology using audio-recorded
interviews and categorizing the themes that emerged. Students involved in reflective practice
reported significant development of their critical thinking ability, greater autonomy in decision-
making and more self-confidence to question the status quo and make their own judgments.
Engaging in reflective practice was instrumental in assisting them to relate their theoretical
knowledge to practice. Similarly, Joubert, Viljoen. Venter, & Bester (2002) report in their study
of 120 nursing students that immediate feedback can increase student application of knowledge
in the clinical setting. It is clear from studies that the themes of immediate feedback and the
opportunity to reflect in the context of practice are essential for the development of entry into
clinical practice competencies.
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Online and simulation teaching methods.

A recent systematic review on simulations in medicine shows that, while research on simulations
needs improvement in terms of rigor and quality, simulations in health care are educationally
effective and simulation-based education complements medical education in patient care settings
(Issenberg, McGaghie, Petrusa, Gordon & Scalese, 2005). In their rigorous systematic review of
the literature, Issenberg et al. (2005) originally identified 670 articles, with 109 surviving after
their use of four screening criteria. The following are the best available evidence, to date, on how
simulations can enhance learning:

®m  Providing feedback (47% of articles)

B Repetitive practice (39% of articles)

B Curriculum integration (25% of articles)

B Range of difficulty level (14% of articles)

®  Multiple learning strategies (10% of articles)
B Capture clinical variation (10% of articles)
® Controlled environment (9% of articles)

B Individualized learning (9% of articles)

m Defined outcomes (6% of articles)

®  Simulator validity (3% of articles)

Similarly, Nehring, Ellis & Lashley (2001) describe the use of human patient-simulators in
nursing education as an excellent tool to measure competency in the application of knowledge
and technical skills. Debriefing, or feedback to the students, is as essential for simulation as it is
for instruction in the clinical setting. Nehring et al. (2001) describe the advantages of simulation,
based on the literature, as being able to:

B Visualize and observe the physiological effects on the human body;

m  Observe effects of medications;

B Practice in a safe environment, seeing the consequences when wrong decisions are made;
B Enhance prior learning;

® Improve student confidence, decision-making and critical thinking;

B Provide opportunities for self-study;

m  Utilize structured experiences;

® Involve undergraduate and graduate students;

® Allow for the evaluation of the students’ competencies.

The disadvantages may include:

B Students feel inadequate in handling critical incidents ;
B Students focus on the incident and not the total picture;
B Students sense the artificiality;

m  Cost;

B Only small numbers of students can practice at once;

B Faculty time and training.

There is some research that has shown that clinical performance improved with students who were
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educated with simulators (Steadman, Oyesola, Levin, Miller & Larson, 1999). Further research is
needed on simulation in nursing education and on other innovative teaching strategies.

Greenhalgh (2001) conducted a systematic review of computer-assisted learning with medical
students. The author identified 200 potentially relevant studies from the databases and terms he
used, though only 12 met his criteria of being prospective, randomized studies of medical students,
with objective, predefined criteria. He found that the results with using online education were
mixed, but generally positive. Greenhalgh (2001) concluded that computer-assisted teaching
should be employed by senior (not junior) faculty members, because it needs to be conceptually
integrated with other forms of learning. Yet, younger faculty members are often more computer
savvy than older, more experienced faculty. Therefore, currently these inexperienced faculty
members are frequently the ones in an institution who teach computer-assisted learning. A barrier
that was identified was the ability to engage learners with this methodology. It was strongly
recommended that this method of teaching be used with other traditional methods of teaching,
and not by itself.

Other Evidence

The PR&E Committee worked with the NCSBN Director of Research to construct an online survey
that was sent to all 60 boards of nursing and the LPN and RN nursing educational organizations:
American Association of Colleges of Nursing (AACN), Commission on Collegiate Nursing Education
(CCNE), National League for Nursing (NLN), National League for Nursing Accrediting Commission
(NLNAC), National Organization of Associate Degree Nurses (N-OADN), National Association of
Practical Nurse Education & Service (NAPNES) and National Federation of Licensed Practical
Nurses (NFLPN). This electronic survey was sent out January 26, 2005. A total of 36 boards of
nursing replied to the survey, though not all of the boards replied to every question. A majority
of the boards of nursing replying to the survey defined clinical experiences as “hands-on”
nursing experiences. The boards tended to require higher faculty qualifications for classroom
teaching than for simulation or clinical teaching. While many boards say that “supervised”
clinical experience is defined as a clinical instructor being physically present, a majority of the
boards that responded do not define that term. Of the 31 boards that answered the question
asking whether students should practice on actual patients, 28 said yes, while three said no.
The boards responded that nursing is a practice discipline in which safety is involved, and that
students cannot learn critical thinking without practicing with actual patients. Similarly, when
asked whether students can achieve their objectives in a nursing program without supervised
clinical experiences, 27 said no and four said yes. A large majority of the boards of nursing
favored clinical experiences in prelicensure programs to be across the lifespan. Of the 31 boards
answering this question, 27 thought the experiences should be across the lifespan, while 4 said
that wasn’t important. Therefore, it is clear that a large majority of the respondents think that
direct care of patients across the lifespan is essential in a nursing program.

Yet, there is variability on how structured the boards of nursing should be in requiring clinical
experiences with actual patients. Of the 28 answering the question on whether predetermined
hours should be required, the results were more variable. While 17 said yes, 11 said no. The
nursing boards, by a large majority (19 of the 30 comments), replied that the measure they use
to demonstrate clinical competency of new graduates is graduation from an approved nursing
program. In other words, the boards of nursing say that their approving a nursing program means
presuming that when students graduate they will be clinically competent.

When asked about the future of education, the boards’ responses addressed two major issues:
increasing use of technology for teaching clinical experiences and making the most of clinical
sites and learning centers. The boards of nursing predicted that there would be more clinical
education using simulation, clinical laboratories and online learning. Because of the shrinking
number of clinical sites that are available, the boards anticipated that there would be enhanced
and smarter use of clinical sites by the nursing programs, as well as sharing of sophisticated
simulation centers. One board stated, that the nursing programs and boards of nursing “...will
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need to focus on the quality and not the number of hours.”

Some of the boards predicted an increase in the use of preceptors, along with partnership
agreements between practice and education so that more clinical agency nurses would assist
in the education of students. One board stated that this would require competency updates on
faculty members. Yet, an increased use of preceptors clearly concerned some boards. One board
stated, “I don’t think this speaks well for the profession, to be predominantly apprentice learning
rather than being exposed to research-based clinical education.” Other boards predicted the
future would bring more postgraduate internship or residency programs for newly graduated
nurses.

Thenursing education organizations did notallrespond (two out of five responded) to the electronic
questionnaire; those that did respond did so mainly with comments. One nursing education
organization commented that the clinical nursing literature focuses on competent performance
and student-centered learning in nursing programs, moving away from rigid parameters. Another
organization stated “...it is our responsibility to offer educational opportunities for our members
that encourage innovative teaching strategies, including exploration of clinical settings and
experiences.” None of the nursing educational organizations responded to the question about
whether nursing programs should have clinical experiences where students work with actual
patients. When commenting about the future of nursing clinical education, one organization
responded that their members have difficulty finding acute care settings for pediatrics, obstetrics
and psychiatry, and the programs are exploring alternative experiences. The organizations
lamented the decreased availability of clinical sites for nursing programs and one organization
worried that the nursing shortage would mean less acceptable staffing on units, thus not providing
students with optimal clinical experiences. Another organization predicted that there would be
alternative approaches to teaching clinical application to nursing students because of the nursing
faculty shortage, including an increased use of part-time faculty members and more simulated
experiences.

The American Organization of Nurse Executives (AONE) disseminated the following position
statement, regarding supervised clinical experiences in nursing programs, in September 2004:

Position Statement: Prelicensure Supervised Clinical Instruction

AONE firmly believes that solutions to the nursing shortage require innovation and creative approaches
to education, practice and the delivery of systems of care. We strongly support efforts to address
the shortage that align with the guiding principles that have been developed by the AONE Board to
describe the future work of the nurse. Such initiatives are critical to our ability to secure a competent,
professional workforce that can deliver safe, quality care to populations in our communities.

AONE also believes that the education programs for the nurses of the future will require a balance
of didactic content and supervised clinical instruction. Although innovative approaches may be
developed, it is the position of AONE that all prelicensure nursing education programs must contain
structured and supervised clinical instruction and that the clinical instruction must be provided by
appropriately prepared registered nurses.

Simulation experience

Dr. William McGaghie, Professor at the Northwestern University Feinberg School of Medicine
and a renowned expert on simulation, consulted with the PR&E Committee about simulation and
Committee members participated in a simulation session at Northwestern’s Patient Simulator
Center. The group learned that simulation is a complement to clinical experience, and it’s
valuable because it incorporates deliberate practice, as discussed by Ericcson (2004). Simulation
provides self-paced education with outcomes that are safe for everyone. Educators do not need
the most expensive simulation devices in order to teach clinical practices. Sometimes very simple
devices can be quite valuable. When used correctly, the students can learn how to improve their
practice. While simulation technology works well and helps a great deal with clinical practice,
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Dr. McGaghie stressed that simulation is not a substitute for, but a complement to, supervised
clinical practice. When students experience good simulation before their clinical experiences,
they develop a sense of self-confidence, which was identified in the literature review as being
important. This is a methodology that not only teaches excellent individual performance, but
it enhances team performances. Working in a team was discussed in the literature review as
being essential for nurses. Feedback is the key to both in simulation and in supervised clinical
experiences.

It was clear that the faculty teaching simulation must be trained in this methodology in order
to engage the students and to give excellent feedback. The cost of simulation not only means
the initial investment, but there is ongoing maintenance and training. High fidelity simulation
centers (providing authentic situations) are not universally affordable. It was estimated that
Northwestern University Medical School spends about $1,000 per each hour of simulation
education. Therefore, nursing programs might choose to collaborate with other health care
educators in order to maintain a sophisticated simulation center or choose to purchase less
sophisticated equipment.

Conclusion

Because the mission of the boards of nursing is to protect the public, the boards asked for
guidance with evaluating prelicensure nursing programs that do not provide experiences with
actual patients. Therefore, the NCSBN Practice, Regulation and Education Committee, using
various methodologies, studied clinical education. Premises were identified and terms were
defined. The theoretical literature supported situated learning and practicing deliberately in the
authentic situation, along with the need for specific educational goals. The nursing literature
particularly addressed the importance of feedback and reflection in learning to think critically
and to assist with improving students’ confidence levels. Building interdisciplinary relationships
was identified as important for nurses, and this competency is learned best contextually. The
online and simulation literature supported the complementary use of these methodologies for
teaching prelicensure nursing students, though they cannot take the place of actual patient care.
The survey results showed that boards of nursing strongly support clinical experiences with
actual patients across the lifespan, but they are more divided as to requiring specific hours.
The nursing education organizations did not address the question of whether it is essential for
prelicensure nursing students to practice with actual patients, though their comments were
similar to those from the boards of nursing when asked about the future of clinical education
in nursing. One nursing organization (AONE) took the position that nursing programs should
provide structured, supervised clinical instruction. Meetings with renowned simulation experts
stressed that deliberate, controlled practice with simulators is an important asset for clinical
learning, but that it cannot take the place of learning in the authentic setting.

Recommendations
It is the position of NCSBN that:
B Prelicensure nursing educational experiences should be across the lifespan.

B Prelicensure nursing education programs should include clinical experiences with actual
patients; they might also include innovative teaching strategies that complement clinical
experiences for entry into practice competency.

B Prelicensure clinical education should be supervised by qualified faculty who provide
feedback and facilitate reflection.

B Faculty members retain the responsibility to demonstrate that programs have clinical
experiences with actual patients that are sufficient to meet program outcomes.

B Additional research needs to be conducted on prelicensure nursing education and the
development of clinical competency.
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Attachment B
Meeting the Ongoing Challenge of Continued Competence

Properly conceived and executed, regulation can both protect the public’s interest and support the
ability of health care professionals and organizations to innovate and change to meet the needs of
their patients.

— Crossing the Quality Chasm, 2001

I. Introduction and Purpose

Nursing is a profession that requires the application of substantial knowledge, skills and abilities.
The unsafe or unethical practice of nursing could cause harm to the public unless there is a
high level of accountability (Sheets, 1999). Thus, it is the responsibility of boards of nursing to
hold nurses professionally accountable. The regulation of nursing is all about public protection
and patient safety. As the pace of technological and scientific development accelerates, one
of the greatest challenges to all health care practitioners is the attainment, maintenance and
advancement of professional competence. In 1995, the Citizen Advocacy Center (CAC) asked
the question, “Can the public be confident that health care professionals, who demonstrated
minimum levels of competence when they earned their licenses, continue to be competent years
and decades after they have been in practice?” CAC’s response in 1995 was: “No” (Swankin,
1995). Ten years later, nursing is still seeking an answer.

The National Council of State Boards of Nursing (NCSBN) has long acknowledged continued
competence as a critical regulatory issue for boards of nursing. In an effort to have language
applicable to all practitioners at every level of practice, NCSBN defined competence as “the
application of knowledge and the interpersonal, decision-making and psychomotor skills expected
for the practice role, within the context of public health” (NCSBN, 1996) (See Attachment A for a
chronological listing of NCSBN activities, beginning in 1985).

Continued competence has been studied and discussed. There have been proposed regulatory
approaches but there has not been agreement on what to do about it. The nursing profession
“...has clearly seen the need for continuing competence but has grapple with how this can be
universally accepted by all nurses.” (Bryant, 2005, p. 25) Increasingly, licensing boards are
being challenged to provide assurance to the public that licensees meet minimum levels of
competence throughout their careers, and not only at the time of entry and initial licensure.
Continued competence is a critical challenge for regulatory boards in the 21st century and it is
time to address that challenge.

II. Background

While some boards of nursing have addressed the challenge with state initiatives, there has not
been an elegant national regulatory solution for evaluating continued competence. Why is this
so?

®  Competence is multifaceted and may be difficult to measure.

B The sheer volume of nurses in practice makes it difficult to identify feasible and meaningful,
yet cost-effective, regulatory approaches.

B Thereis no agreement on who should be responsible for continued competence.

® Nursing careers take widely divergent paths, varying by professional roles, settings,
clients, therapeutic modalities and other professional criteria as well as level of health care
delivery.

B In addition, there is the inherent evolution of practice from the new graduate entry-level to
the experienced-focused practice level of competence.
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®m Itis not clear what standard should be used to evaluate continued competence. Should the
standard be based upon:

Current entry-level competency for the profession (i.e., NCLEX)?
Generalist core competency at each licensure level (RN, LPN/VN, APRN)?!
Focused areas of practice?
Essential emerging knowledge?
Some combination of the above?
Something not yet identified and/or articulated?

® [t is not clear how to evaluate whether a standard has been met.

m Itis not clear what to do if a licensee cannot demonstrate continued competence (NCSBN,
1996).

These are challenging issues that NCSBN has been struggling to address (See Appendix A for a
more detailed discussion of these background questions), but after many years there are still
insufficient answers. Rouse observes that a “...perfect solution — simple, effective, inexpensive
and acceptable to all — does not exist and is unlikely to ever be realized.” (Rouse, 2004) A better
approach may be to work around these issues and ask some new questions.

III. New Questions

What are some new questions that may help us look out of, around, under and over the box?
A. How can boards of nursing be more effective in protecting the public?

Boards could be more proactive in providing the public assurance that practitioners continue to be
safe years after completing education and first becoming licensed. When legal authority for nursing
practice was granted to registered nurses at the beginning of the 20th century, and to licensed
practical/vocational nurses mid-century, it brought nursing a new level of professionalism. Now,
at the beginning of the 21st century, in a time of unprecedented challenges and coping with new
knowledge and advancements in technology, knowing that at one point in time a nurse was qualified
is not enough. Boards have a role in assuring the public that licensed nurses meet minimum standards
of competence throughout their professional lives.

B. Assuming there is not a perfect regulatory solution that would guarantee the continued
competence of all nurses, what could the boards require that would be credible with the
public and acceptable to the profession?

In the interest of public protection, jurisdictions have strict requirements for obtaining initial
licensure. However, requirements for licensure renewal are generally less stringent. One approach
is to replace current periodic renewal processes with more substantive requirements for “licensure
maintenance.”

C. Why should nurses have to do more to maintain licensure?

Licensure is a privilege and each licensed nurse has responsibility to the licensing entity granting
the authority to practice and to the public who receives nursing services. This responsibility includes
the duty to attain and maintain licensure. Just as the board identifies the requirements for initial
licensure, the board also identifies the requirements to renew licensure. Currently, for most boards,
that means paying a fee and avoiding serious disciplinary action. Requiring a licensee to maintain
licensure means the board would need to articulate credible and meaningful requirements for ongoing
licensure.

! Generalist core competence could consist of those content areas that course all nursing roles and all nursing
settings for each level of licensure.
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D. What could demonstrate licensure maintenance?

Licensure maintenance could include multiple elements, but should start with an assessment of the
nurse’s practice to direct professional development activities. In 1991, NCSBN first articulated that
learning strategies, such as continuing education, should be selected on the basis of assessment to
identify learning needs.

E. What are activities that have credibility with the public and are meaningful to nurses?

The public needs assurance that nurses have current knowledge and are safe practitioners. The nurse
needs the incentive of value added to a nurse’s career and practice. Accordingly, the public looks for
requirements that demonstrate currency and ability to practice safely. Nurses would benefit from
requirements that are relevant to the nurse’s practice, promote professional development and can be
used to meet the multiple demands of employers, boards and others.

F. Licensure maintenance rather than continued competence — isn’t this just semantics?

How language is used is important for how a proposal is perceived. For example, if a nurse does
not obtain continuing education (CE) hours, does that really mean that he or she is incompetent? Or
does it mean the nurse didn’t take CE courses? If a nurse takes the requisite continuing education
course, does that show that the nurse is really competent? Or does it mean that the nurse signed an
attendance sheet at a class?

Talking about continued competence makes professionals feel singled out and vulnerable. The concept
of continued competence is intended to encourage practitioners to maintain their practice. But it is
threatening to many. There is fear of the licensing board. There is fear of losing one’s livelihood.
There is fear of failure.

Licensure maintenance implies universality, something required of everyone. It may allow people to
get past the rhetoric and focus on the real challenge — the identification of substantive content for
renewal requirements.

IV. Who is Asking?

Ben Shimberg, who was a nationally recognized expert in testing, credentialing and professional
regulation, first became interested in continued competence in 1967 because of the work of
a governmental commission created to address the question of “medical obsolescence.” That
commission stated that simply making educational opportunities available was not enough —
there had to be incentives to insure that physicians and other health professionals kept up-to-
date and maintained the skills to deliver high quality care (CAC, 1996). In 1970, the U.S. Public
Health Service called for the development of more sophisticated approaches tied to relicensure
or recertification (suggesting the consideration of peer review, reexamination, self assessment
and supervisory assessment as well as continuing education) (CAC, 1996).

The NCSBN Nursing Practice & Education (NP&E) Committee considered the measurement of
competence from an empirical and standard-setting perspective in the 1991 Paper “The NCSBN
Conceptual Framework for Continued Competence.” This Paper stressed the importance of both
assessment (to determine learning needs) as well as strategies to promote continued competence
(NCSBN, 1996).

In “Reforming Health Care Workforce Regulation: Policy Considerations for the 21st Century,” the
Pew Task Force on Health Care workforce Regulation recommended, “(3) States should base their
practice acts on demonstrated initial and continued competence... [and] (7) States should require
each regulatory board to develop, implement and evaluate continuing competence requirements
to assure the continuing competence of regulated health care professionals...” (Pew, 1995).

In 1996, the Essential and Continued Competence Subcommittee completed a new Position Paper
entitled “Assuring Competence: A Regulatory Responsibility,” that incorporated the definition
of competence referenced above, standards for competence (see Appendix B) and a Model for

83

Business Book | NCSBN 2005 Annual Meeting

Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports

Practice, Regulation and Education (PR&E) Committee — Attachment B: Meeting the Ongoing Challenge of Continued Competence

84

Individual Competence Evaluation (NCSBN, 1996).

In 1998, the NP&E Committee, building upon previous NCSBN work, developed the Continued
Competence Accountability Profile (CCAP). CCAP was a portfolio approach where the nurse
applied the steps of the nursing process — assessment, planning, implementation and evaluation
— to the nurse’s own professional development (NCSBN, 1998). CCAP was presented at the 1998
Area Meetings as an alternative to continuing education. The response of the Membership at that
time was that the concept was interesting, with many excellent elements. However, CCAP was
viewed as too complex and not administratively feasible as a regulatory approach to continued
competence.

The Institute of Medicine (IOM) stunned the nation in 1999 with, To Err is Human: Building a
Safer Health System, which reported that between 44,000 and 98,000 people die each year from
preventable medical errors (IOM, 1999). This Report addressed a whole range of errors from
omissions to commissions to inappropriate therapies. A major concern identified is the length
of time between the discovery of more effective treatments and their incorporation into routine
patient care. This has direct implications for how practitioners stay current in their knowledge and
skills. The IOM recommended the implementation of periodic reexamination and relicensing of
physicians, nurses and other providers based on competence and knowledge of safety practices,
and to work with certifying and credentialing organizations to develop more effective methods to
identify and take action when providers are unsafe (I0M, 1999).

In Crossing the Quality Chasm: A New Health System for the 21st Century, the Institute of Medicine
observed that “There are no consistent methods for ensuring the continued competence of health
professionals within the current state licensing functions or other processes” (I0M, 2001).

In April 2003, the IOM issued another Report entitled Health Professions Education — A Bridge to
Quality, which viewed professional competency assurance as the shared responsibility of public
and private sectors.

Recommendation #4: All health professions boards should move toward requiring licensed
health professionals to demonstrate periodically their ability to deliver patient care — as
defined by the five competencies defined by the Committee? — through direct measures of
technical competence, patient assessment, evaluation of patient outcomes and other evidence-
based assessment methods. These boards should simultaneously evaluate the different
assessment methods (IOM, 2003).

Recommendation #5: Certification bodies should require their certificate holders to maintain
their competence throughout the course of their careers by periodically demonstrating their
ability to deliver patient care that reflects the five competencies, among other requirements
(IOM, Bridge, 2003, p. 9).

Keeping Patients Safe: Transforming the Work Environment of Nurses acknowledged that
“prelicensure or pre-employment education cannot provide sufficient frequency and diversity of
experiences... in the performance of every clinical nursing intervention needed for every clinical
nursing intervention needed for patients.” (IOM, Nurses’ Work Environment, 2003, p. 203). This is
amplified in the face of the growth of new knowledge and technology.

The NCSBN research project, Evaluating the Efficacy of Continuing Education Mandates (Smith,
2003) revealed how professionals perceive they have attained professional development. That
study showed that work experience is a stronger contributor to the growth of abilities than
continuing education, working with mentors or self-study. This research was used to support
the continued competence approach used in the current NCSBN Model Nursing Practice Act and

2The authors of the IOM Report believe that all health care professionals should be educated to deliver patient
centered care, as members of an interdisciplinary team, emphasizing evidence-based practice, quality improvement
approaches and informatics (I0OM, 2003).
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Model Nursing Administrative Rules, adopted by the 2004 NCSBN Delegate Assembly, require 960
practice hours rather than continuing education (NCSBN, 2004).

In 2004, the Citizen Advocacy Center (CAC) presented the CAC Road Map to Continued Competence,
built upon ten principles:

1. Using collaboration among a broad base of stakeholders

For the purpose of quality

Using evidence-based approaches

That build upon what works

With a uniform definition of competence across all health field professions
It must be mandated to be successful

It must be a clinician responsibility that positively develops careers.

® N o v B W N

The cost should be borne by health professionals, using licensing fees to pay for competency
assurance

9. Due process must be respected and balanced with the public’s right to know

10. Licensing boards should have ultimate authority (CAC, 2004).

The CAC Road Map consists of a two phased plan built upon the action areas of conducting
research, seeking legislative and regulatory mandates, using evidence-based methods to
demonstrate continuing competence, changing education programs, financing, continued
competence programs and reforming continuing education programs (CAC, 2004). The plan
includes national meetings to build consensus and identify priorities as well as pilot projects
to study the reliability, validity and accuracy of various assessment and assurance methods
(CAC, 2004). The targeted destination to be reached via the road map is “a destination where
all health care professionals periodically demonstrate their competence through one of a variety
of acceptable methodologies.” (CAC, 2004). A final resource put forward by CAC is a five-step
model for the individual practitioner that includes routine periodic assessment, the development
of a personal plan, the implementation of a personal plan, documentation of all steps and
demonstration/evaluation of competence (CAC, 2004).

V. Review of Approaches Already in Use

NURSING REGULATION

Currently, the most common continued competence requirement for nursing licensing boards
is continuing education, which is required of RNs by 25 boards and of LPN/VNs by 24 boards.
Of these, 12 boards require specific subject matter as part of licensure maintenance (NCSBN,
2002). Other nursing board approaches to continued competence include requiring a specified
number of practice hours (21 boards for RNs, 22 board for LPN/VNs; also see NCSBN Models) or a
nursing refresher course if a nurse who has had an inactive license seeks to return to practice (24
boards for both RNs and LPN/VNs). Three states require a competency examination under specific
circumstances (e.g., an extended number of years out of practice) (NCSBN, 2002). Several states
have completed continued competence initiatives or have an initiative under way.

Although the Colorado Board of Nursing discontinued its continuing education requirement in
1994 because it found no evidence that it was effective in assuring continued competence, as
noted above (Karen Brumley, personal communication February 1994), other states continue to
have CE requirements. For example, the Arkansas Board of Nursing’s recent work on continued
competence determined to keep continuing education requirements for nurses holding active
licensure. The Arkansas Board must recognize the approval bodies that approve the continuing
education programs that are used to meet this requirement. More information regarding the
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Arkansas CE requirements can be found at www.arshn.org (personal communication Faith
Fields).

The Kentucky Board of Nursing held a number of open forums in 1997 to examine competency
issues. A professional portfolio including skills assessment inventories, peer review, formal
nursing courses and continuing education was developed. Currently, the continued competence
requirements for Kentucky, which is moving to an annual renewal process, offers a number of
alternative activities that nurses can select (ranging from continued education hours to research
to publication to a combination of CE and work evaluation) (Spur, 2004). The Texas Board of Nurse
Examiners was authorized by the Texas Legislature to offer grants for conducting pilot programs
to study the questions (1) What constitutes basic competency and (2) Can valid and reliable
methods of measurement be developed? (Green, 1999) The eight funded projects considered
tests, skill demonstration, peer evaluation, critical thinking skills tests and portfolios. Currently,
the Texas Board of Nurse Examiners is authorized to recognize, prepare or implement continuing
competency programs for license holders and may require participation in continuing competency
programs as a condition of renewal of a license. Such programs may allow a license holder to
demonstrate competency through various methods, including targeted continuing education
programs, consideration of the license holder’s professional portfolio (including certifications).
The board may not require more than a total of 20 hours of continuing education in a two-year
period and may not require more than 10 hours consisting of classroom instruction in approved
programs (Texas Administrative Code, Title 22 Part II, Chapter 216).

The North Carolina Board of Nursing has a project underway, based on a determination that
continued competence is both an evaluative process carried by the nurse, employer and board of
nursing and a self-directed and ongoing process by the nurse for purposes of licensure renewal.
Their pilot project includes a broad-spectrum sample of nurses from a variety of settings who are
expected to complete a self-assessment and action plan. The board has developed a number of
tools to support nurses in reflective practice — defined as “a process for the assessment of one’s
own practice to identify and seek learning opportunities to promote continued competence.”
After six months, the nurses will be assessed as to how they have implemented their work plans.
The North Carolina Board of Nursing plans to seek legislation in 200,5 with implementation in
2006 (NCSBN, 2005).

In Ontario, the College of Nurses and other health colleges were mandated to develop and
implement continued competence programs in the 1990s. The Ontario College of Nursing
developed a reflective practice and portfolio model that began as a voluntary program and is now
mandatory as part of the licensure renewal process.

OTHER HEALTH PROFESSIONS

Many health professions continue to require continuing education (CE) as the primary continued
competence activity. According to the Federation of Chiropractic Licensing Boards (FCLB), doctors
of chiropractic are required to have a certain number of hours of continuing education in order
to qualify for licensure renewal in most U.S. jurisdictions (FCLB, 2005). Optometric licensing
boards use continuing education to certify the continuing competence of licensed optometrists.
The American Association of Regulatory Boards of Optometry (ARBO) found that state boards
were duplicating work when many boards approved the same CE courses every year. In response,
ARBO created the Council on Optometric Practitioner Education (COPE), a national clearinghouse
for all CE courses of a statewide, regional or national scope, to prevent duplicative efforts by
state boards (ARBO, 2001). Similarly, the Association of Social Work Boards (ASWB) created its
Approved Continuing Education (ACE) Program to provide a national system to review and approve
the providers of continuing education programs for social workers. Approved providers include
universities, professional associations and both for-profit and not-for-profit organizations. ASWB
does not approve individual courses. Most social work boards require social work continuing
education (ASWD, 2002).
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One of the first health professions to look for new approaches to continued competence was the
Commission on Dietetic Registration who first developed self-assessment modules in 1989. Their
first step was to identify the scope of practice of an experienced dietician. Then they developed a
self-assessment module, using case studies, to evaluate the dietician’s performance. An important
aspect was establishing a feedback system allowing the dietician to receive an individualized
commentary on their performance. The Commission has gone on to develop a variety of modules
focusing on key areas of dietary practice (CDR, 2005).

Continuing competence requirements for physical therapists is most often through continuing
education and practice hours. The Federation of State Boards of Physical Therapy (FSBPT) passed
amotion atits 2004 Annual Meeting to support regulatory boards in the development of standards
for measuring continuing competence. FSBPT has also developed standards for competence and
some tools to support ongoing competence, including a jurisprudence examination and a self-
assessment examination that is being currently being tested in pilot states (FSBPT, 2002).

Continuing Professional Development (CPD) for pharmacists is an approach to lifelong learning
that is being discussed as a possible model for use in the United States. CPD does not replace
continuing education, but quality-assured CE is an essential component of CPD. Rouse believes
that a quality improvement of the existing system for pharmacist CE can be achieved (Rouse,
2004)3. In addition, the National Association of Boards of Pharmacy is developing a self-
assessment examination for pharmacists.

The National Certification Board of Occupational Therapists (NCBOT) developed a portfolio
approach that requires occupational therapists (OT) to accumulate a set number of professional
development activities for each renewal cycle. Half of the activities must be directly related to the
delivery of occupational therapy services. NCBOT provides a number of tools and case studies on
their web site to assist practitioners in the development of their professional portfolios (NCBOT,
2005).

The Federation of State Medical Boards established a Special Committee on the Evaluation of
Quality of Care and Maintenance of Competence in 1998. This group defined competence as,
“Possessing the requisite abilities and qualities (cognitive, noncognitive and communicative).”
They also considered the concept of dyscompetence, which they defined as “failing to maintain
acceptable standards in one or more areas of professional physician practice,” and incompetence,
defined as “lacking the requisite abilities and qualities ...to perform effectively in the scope of
professional physician practice.” The Committee’s recommendations included to develop and
implement methods to identify physicians who fail to provide quality care and to identify the
dyscompetent physician. In addition to providing opportunities for improving physician practice
in problem areas, they recommended that state medical boards develop programs to enhance
overall physician practice (FSMB, 2005).

The members of the American Boards of Medical Specialties (ABMS) have, until recently,
concentrated on initial certification. Since 1998, the physician specialty boards have been moving
toward periodic recertification to maintain board certification. In 2000, ABMS Member Boards
approved the establishment and basic elements of a system for “Maintenance of Certification.”
This system would eventually replace periodic recertification (Brennan, 2004). Member Boards
are working on establishing specialty-specific requirements and processes for “Maintenance of
Certification” or MOC. There are four components to the MOC: 1) evidence of professional standing
(e.g., unrestricted license); 2) Evidence of a commitment to lifelong learning and involvement
in periodic self-assessment to guide learning; 3) evidence of cognitive expertise based on an
examination and 4) evidence of evaluation of performance in practice (ABMS, 2005).

3Pharmacy continuing education is approved by the Accreditation Council for Pharmacy Education, which also
offers a service to link pharmacist to appropriate CE courses.
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II1. New Directions

NCSBN 2005 MIDYEAR MEETING

Continued competence was a major discussion at the 2005 Midyear Meeting. Small groups of
participants were asked to discuss three questions. The first question was: Is it the duty of the
board of nursing to assure consumers that competence is maintained throughout the lifetime of the
license? Each table of participants talked about this question and each table reported on their
discussions. The majority of participants said yes, boards do have such a duty or they indicated
that it was a shared responsibility. There were some attendees who perceived continued
competence as an employer responsibility. One person asked, in the face of the nursing shortage,
how vigorous the process should be.

The second question for discussion was: Describe how your Practice Act & Rules address the
maintenance of competence. The identified approaches were: minimum practice hours; mandatory
reporting of unsafe practice; standards on the expected knowledge, skills and abilities; continuing
education requirements and “pay your fees and stay out of trouble.” The most common approaches
in current use were continuing education requirements and minimum practice hours.

The third discussion question was: What are the essential components of an effective regulatory
model for the maintenance of competence? The most common element reported was some form of
assessment (examples included: self assessment, core competency tests for practicing nurses,
Dorothy Del Bueno’s model, measurement processes, measurement tools, core competency
measurement by an affective-cognitive-sensory monitor and regional assessment centers). Other
suggested elements were portfolios, demonstration and observation, general guidelines provided
by Member Boards, tracking systems, manage or remove the non-competent nurse, evidence
based discipline, remediation courses, Web-based resources and continuing education.

FYO5 STRATEGIC INITIATIVE

The 2004 Delegate Assembly adopted a strategic plan to guide the organization for the next three
years. Part of that plan is “Strategic Initiative IV: Position NCSBN as the premier organization to
measure entry and continuing competence of nurses and related health care providers.” Utilizing
the Balanced Scorecard strategic management model, a strategic objective was developed by the
Board of Directors to accomplish this initiative. The following Strategic Objective was assigned
to the Testing Services Department: “Strategic Objective 2: Develop an assessment instrument to
measure continued competence of RNs and LPN/VNs.”

Based on this directive, the NCSBN Testing Department is developing a practice analysis of post
entry-level nurses. In addition, a public opinion survey regarding public perceptions of continued
competence for nurses is in the process of being conducted. As part of the usual development
process for a job analysis, at least two subject matter expert meetings are expected to occur this
summer: One meeting to develop a comprehensive list of LPN/VN nursing activity statements
to assess LPN/VN practice, and the other to develop a comprehensive list of RN nursing activity
statements to assess RN practice. After comprehensive lists of RN and LPN/VN nursing activity
statements have been developed, post entry-level RNs and LPN/VNs will be surveyed regarding
the frequency and importance of nursing activities. Data collection is scheduled for FY06 with
initial reports expected in late spring/early summer of 2006. The purpose of the job analysis
is to describe the practice of experienced nurses with the idea of developing an assessment
instrument for experienced nurses. What is learned from this study may be very useful for devising
a continued competence regulatory model.

VII. Discussion

Unlike other health professions which number in the thousands, there are more than two million
nurses in the United States. Such huge numbers have tremendous impact on the resources
needed, and thus the approaches used to assure continued competence of nurses. It is estimated
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that less than 20% of nurses are professionally certified. Thus, the medical model is not a good
fit for nursing.

The NCSBN strategy of analyzing the practice of experienced nurses is a crucial first step toward
the development of a regulatory model. It will help us describe the practice of an experienced
nurse. That will inform whatever model is eventually developed.

NCSBN has been looking at continued competence since 1985. Physicians first began to focus
on continued competence in 1998. Since then, several member boards of the American Boards
of Medical Specialties began to require periodic reexaminations to maintain board certification.
Other medical specialties are also moving in this direction. Most physicians are board certified, so
that 85-90% of physicians could be assessed by mandatory periodic recertification examinations
allowing this approach can be used as the primary continued competence mechanism for doctors.
Boards of medicine have to develop continued competence mechanisms for the much smaller
number of practitioners who are not board certified.

The CAC Road Map put forward in 2004 is very similar to the steps of the CCAP portfolio approach
developed by NCSBN in the late 1990s.“ So, one possibility for nursing is for NCSBN to revisit the
CCAP and the portfolio approach. However, the criticisms that were raised in 1998 would still be
concerns today: it is a paper trail, it is difficult to quantify and it raises questions of reliability
and validity. While developing a portfolio can be an enriching experience, it can also be seen as
busy work with little relation to actual practice.

What the Pew Task Force, the Institute of Medicine and the Citizens Advocacy Center advocated
is the periodic demonstration of competence. There is more than one way to demonstrate
competence. There are formal examinations, but there are also self-assessment tests and
reflection upon one’s practice. There are open book tests that look less at what you can recall and
more at how you think, and how you synthesize and apply knowledge. In the current health care
environment, isn’t how a nurse problem-solves, and where she or he goes to find answers, more
important than just retained facts?

Assessment results do not have to determine “in or out.” Results could be used to provide
feedback and direction to the nurse. Boards could provide licensees time to study and work on
improvement and then reassess. Boards would have to make challenging policy decisions about
how long, number of tries and how to deal with nurses who cannot meet requirements. If the
licensure maintenance requirements are reasonable, substantive and rationally related toward
meeting the goal of assuring the currency of nurses, it is the role of the board of nursing to
enforce those requirements.

Periodic assessment is not an unrealistic expectation — it is opportunity for quality improvement.
Continuous quality improvement is a logical requirement for licensure maintenance.

VIII. Conclusions

We are living in a complex, complicated world. Given a constant onslaught of new knowledge and
technology, an individual’s success in completing nursing education, passing an examination and
meeting other requirements at one point in time is not enough. Licensure renewal and staying out
of trouble is not enough. Licensees need to demonstrate that they are taking substantive steps to
maintain licensure.

Some nurses will ask, “Where is the evidence we aren’t competent?” It is true that research is
needed to study the practice of experienced nurses. Research is needed to assure that there
is evidence to support that a continued competence strategy is effective. It is disingenuous
to suggest that in the current environment, and in the face of startling, frightening statistics

“ The CAC is taking on even more daunting a challenge than NCSBN, because it is trying to move multiple health
professions to implement continued competence requirements.
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involving error that assuring the maintenance of continued competence of health professionals,
including nurses, is not needed. Patient safety initiatives must address individual competency as
well as system redesign and improvement. IOM has identified five competencies for all health care
professionals (patient centered care, interdisciplinary team, evidence-based practice, quality
improvement and informatics). This may provide a starting place for determining substantive
requirements for licensure maintenance.

Boards of nursing cannot go it alone. This has to be a collaborative effort. Nurses, employers,
educators, nursing organizations, CE providers, consumers and boards of nursing are all
stakeholders and have perspectives to share and expertise to offer. Stakeholder buy-in to any
regulatory model is important. But the bottom line is that only governmental licensing boards
have the authority to enforce change.

Appendices

A. NCSBN Timeline — Continued Competence Activities
B. Discussion of Continued Competence Challenges

C. Principles and Premises Identified in Previous NCSBN Documents
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Appendix A
NCSBN Timeline — Continued Competence Activities

NCSBN has struggled with the concept of continued competence for many years, having explored
the regulatory rolein continued competence, and attempted to develop some practical approaches
toward implementing a regulatory role. Those activities are summarized in this timeline.

1985 — The first NCSBN Paper was published.

1991 — The NCSBN Conceptual Framework for Continued Competence considered the measurement
of competence from an empirical and standard-setting perspective. This Paper stressed the
importance of both assessment (to determine learning needs) as well as strategies to promote
continued competence.

1993 — The Nursing Practice and Regulation Committee (NP&E) presented A Paradigm Shift
Regarding Competence, which advanced the licensee’s responsibility for individual competence.
The board of nursing role was envisioned as that of a collaborator with licensees and employers.
The licensee’s responsibility for self-assessment was the focal point of a goal to facilitate
collaboration.

1994 — The NP&E Committee incorporated work from 1991-1993 in the revision of the NCSBN
Model Nursing Practice Act and Model Nursing Administrative Rules.

1995 — The Essential and Continued Competence Subcommittee presented a definition of
competence, standards for competence and a Model for Individual Competence Evaluation, along
with the working draft of a new Paper on continued competence.

1996 — The Essential and Continued Competence Subcommittee completed a new Position Paper
entitled Assuring Competence: A Regulatory Responsibility.

1998 — The NP&E Committee, building upon previous NCSBN work, developed the Continued
Competence Accountability Profile (CCAP), which was presented at the 1998 Area Meetings as an
alternative to the continuing education approach. The response of Member Board representatives
at that meeting was that the concept was interesting, with many excellent elements, but it was
too complex in administrative feasibility to be an effective way for boards to approach continued
competence. CCAP was tabled.

1999 — The NP&E Committee used the continued competence framework — competence
development, competence assessment and competence conduct — in developing the Uniform
Core Licensing Requirements.

2003-2004 — The PR&E Models Revision Subcommittee incorporates a practice requirement
in the revised models, based upon NCSBN research showing that professionals rely largely on
practice experience for professional development. The subcommittee viewed this as a transition
position and anticipated that with additional research and information, a different regulatory
approach would evolve.

2004 — The NCSBN Board of Directors directed staff to prepare an updated Paper and to explore
approaches for assessment of continued competence.
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Appendix B
Discussion of Continued Competence Challenges

While some boards of nursing have moved forward with state initiatives, there has not been a
national, “elegant” regulatory solution for evaluating continued competence. Why is this so?

There is not agreement on who should be responsible for continued competence.

Traditionally, professional organizations have promoted professional development. The
problem is that those professionals who seek out such development are not likely to be
the professionals who experience problem practice. The regulatory role in continued
competence is also needed because licensing boards have the authority to enforce
requirements. Both, and more, are needed. Continued competence needs to be a
collaborative effort.

The sheer volume of nurses makes it difficult to identify feasible and meaningful yet cost-
effective requlatory approaches.

Unlike other health professions which number in the thousands, there are more than two
million nurses in the United States. Such huge numbers have tremendous impact on the
resources needed, and thus the approaches used to assure continued competence.

It is not clear what standard should be used to evaluate continued competence.

Nursing careers take widely divergent paths, varying by professional roles, settings, clients,
disease conditions and therapeutic modalities as well as level of health care delivery. In
addition, there is the inherent evolution of practice from the new graduate entry-generalist
level to the experienced-focused practice level of competence. Considering these multiple
characteristics, should the standard be based upon:

m A standard based upon the current entry-level competency for the profession?

This standard makes sense from the perspective that the renewed license is no different
in what it authorizes and represents to the consumer than the initial license. For some
types of health provider roles, the repeated validation of a focused area of practice will
suffice, e.g., the Emergency Medical Technician (EMT) has a focused role in which an
EMT may be called upon for any EMT skills on any day, in any situation. Some argue that
since a nursing license authorizes a nurse to practice in any role, in any setting and with
the mobility of all professionals, nurses can and do change their roles, etc. Therefore, a
nurse should continuously meet current entry competency.

m A standard based on a generalist core competency for the profession?

This approach acknowledges that nursing has great breadth and depth of knowledge
and scope of practice, and would focus on what is needed across roles and settings.!

B A standard based on the competence needed for safe and effective practice in the focused
area of practice?

This approach makes sense in that it would require the board to focus on the nurse
having the knowledge, skills and abilities needed in the current area of practice are
sufficient such that safe and competent care is delivered. This would seem to benefit
the consumer — requirements that have no relationship to daily practice become an
academic education, and may even detract (by using time and resources) from the
advancement of needed knowledge, skills and abilities. But is this a de facto limited
license? What if a nurse does change practice focus between renewals?

B A standard based on essential emerging knowledge?

t1tis likely that these might wellinclude fundamental nursing principles, critical thinking, interpersonalinteractions,
94 and communication skills, as well as legal and ethical issues.
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This approach acknowledges that there is a constant generation of new medical
evidence that may completely outdate previous nursing strategies. Should the board, in
collaboration with nursing organizations, educators and employers, select essential new
concepts to require of all nurses?

B Astandard based on a combination of the above?

This approach, selecting the most positive elements of two or more of the above may the
best approach to assure the public that nurses are continually prepared to provide safe
and competent nursing care.

B Jtis not clear how to evaluate whether a standard has been met.

A major concern for nursing boards and nurses alike is that of resources. The aim should
be to select continued competence activities that would bring the most value to the public.
Should boards try to deal with all licensees on a regular basis (recognizing that this often
means a shallow, superficial sweep)? Would it be more effective to do periodic in-depth
interactions with a selected group of licensees? If periodic in-depth interactions are done,
the next concern is how to choose the selected group of licensees. Should it be a random
selection for review, or could competence assessment “triggers” be identified (e.g., nurses
changing their practice focus, nurses working in high-risk areas or nurses working in
isolation)? Should assessment focus on critical practices that are used infrequently (e.g.,
CPRin a psychiatric setting) or routine practices used every day?

And what should be the goal with continued competence requirements? Is it competence
assurance or competence promotion or something else, e.g., requiring assessment and
learning strategies related to the five critical competencies identified by the Institute for
Medicine? (IOM, 2003)

m Jtis not clear what to do if a licensee cannot demonstrate continued competence.

From a regulatory perspective, this is the most challenging decision. If continued
competence expectations are promulgated as regulatory requirements, what if a licensee
cannot meet the requirements? Should the licensee be given a period of time to upgrade
knowledge and skill? If so, what is that licensee’s legal status during the interim period?
Should this interim status be public information? What if the licensee is unable to meet
requirements after the interim period? At what point does a board have to intervene to
separate a licensee from practice in order to protect the public?

From: National Council of State Boards of Nursing. (1996). Assuring Competence: A regulatory
responsibility. Chicago: Author
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Appendix C
Principles and Premises Identified in Previous NCSBN Documents

Guiding Principles and Premises

These concepts, identified in previous NCSBN work, continue to be applicable to current nursing
practice and regulation, and were considered in the work of the 2004 PR&E Models Revision
Subcommittee as well as in the development of this Paper.

The primary responsibility of boards of nursing is to protect the public.

Licensure is a privilege, not a right; therefore, each licensed nurse has responsibility to the
licensing entity granting the authority to practice and to the public who receives nursing
services.

Boards have a role in assuring the public that licensed nurses meet minimum standards of
competence throughout their professional lives.

Regulatory approaches to continued competence, in order to be viable, must be:
Administratively feasible
Publicly credible
Professionally acceptable
Legally defensible
Economically affordable.

Attaining, maintaining and advancing competence is a joint responsibility between the
individual nurse, employer, licensing board, educator and profession.

In addition, the following statements identify other premises considered in developing the
revised models:

96

The public expects safe and competent nursing care.

The public expects boards of nursing to regulate the practice and monitor the competence of
nurses throughout their careers.

The nurse is responsible for maintaining competence in nursing practice through the
process of life-long-learning. It is an essential component of professional accountability.

Professional accountability also requires nurses to recognize limitations and place
themselves in settings and roles that allow them to function safely.

Minimum, essential competence for safe practice includes elements such as critical
thinking, interpersonal relations, basic nursing principles and aspects of jurisprudence/
ethics.

Continued competence requirements apply to endorsement, renewal and reinstatement of
licensure.

Reentry into nursing practice following a significant period of absence from practice
requires evidence of current knowledge, skills and abilities.

What constitutes “minimal, essential” varies over time, just as advances in knowledge and
technology vary over time.

Excellence is desirable but is within the purview of the professional rather than the
regulatory community. Collaboration between the professional and regulatory communities
is both logical and reasonable since growth and excellence are on a continuum with
minimal, essential.
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In addition to the definition of competence, the following standards were identified in 1996:
The nurse is expected to:

1. Apply knowledge and skills at the level required for a particular situation.
Indicators:
Determines actions needed to achieve desired outcomes
Performs nursing activities in a safe/effective manner
Demonstrates current knowledge necessary to provide safe client care
Delegates in accordance with established guidelines

Collaborates with appropriate professionals to attain client health care outcomes.

2. Demonstrate responsibility and accountability for practice and decisions.
Indicators:
Exhibits ethical behavior
Assures client welfare prevails
Establishes and maintains therapeutic boundaries
Limits practice to current knowledge, skills and abilities
Clarifies expectations of the role
Intervenes when unsafe nursing practice occurs
Practices within the legal authority granted by the jurisdiction
Implements professional development activities based on assessed needs.

3. Restrict and/or accommodate practice if cannot safely perform essential functions of the
nursing role due to mental or physical disabilities.

Indicators:

Identifies abilities necessary to perform the essential functions of the nursing
practice role

Implements accommodations when needed
Safely performs essential functions of the nursing practice role

Limits practice when accommodations are not sufficient to enable safe performance
of essential functions of the nursing practice role.

From: National Council of State Boards of Nursing. (1996). Assuring Competence: A regulatory
responsibility. Chicago: Author
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Attachment C
Practical Nurse Scope of Practice White Paper

April 2005

Nancy Spector, DNSc, RN
Director of Education, NCSBN

Introduction

At the December 2-4, 2003, NCSBN Board of Directors meeting, one key action of the Board
was stated as, “Based on the 2003 LPN/VN Practice Analysis findings, the Board discussed the
expanding role of PNs, questioned whether PNs receive adequate preparation for practice and
if regulatory boards need to reevaluate the PN scope of practice. The Board approved a focus
group to be convened to identify PN practice and education issues and provide the board with
options for next steps.” Therefore, a practical nurse (PN) focus group was convened in Chicago to
discuss the findings of the 2003 LPN/VN Practice Analysis (Smith & Crawford, 2003) and to make
recommendations to the NCSBN Board of Directors.

One of the recommendations of the PN focus group was to write a White Paper about the focus
group discussion of the scope of PN practice and highlighting any PN data that has either been
collected here at NCSBN or by external groups. By distributing this White Paper widely to all the
stakeholders, the focus group anticipated that it would stimulate an important dialogue about the
PN scope of practice. One of the issues that the focus group would like to be addressed is the wide
disparity inthe PN scope of practice in the nurse practice acts and the nursing administrative rules.
The focus group also hoped there would be discussion of developing a national PN curriculum
and of educating practice about the role of the PN.

April 29, 2004, PN focus group

SCHEDULE OF THE MEETING

An experienced focus group facilitator helped to plan the focus group, presided over the group
that day and assisted with the various reports from the group. The facilitator, Richard English,
from Surrey, England, was chosen because of his expertise in facilitation and his objectivity. He is
not a nurse, nor does he live in the United States, so it was anticipated that his fresh perspective
would stimulate rich discussions that otherwise might not occur.

To ensure the broadest possible range of experience and knowledge, participants were selected
from a range of nursing-related disciplines across the United States. The full list of participants
isin Appendix I to this Report. There was representation from the boards of nursing, the National
League of Nursing Accrediting Commission (NLNAC), the National Association of Practical Nurse
Educationand Service (NAPNES), NCSBN, NCSBN’s Exam Committee, NCSBN’s Practice, Regulation
and Education (PR&E) Committee, Joint Commission’s Longterm Care Accreditation, Institute for
the Future of Aging Services, National Federation of Licensed Practical Nurses (NFLPN) and the
American Organization of Nurse Executives (AONE).

The group members were aware of the background of this meeting. All members were supplied
with a copy of the 2003 PN Practice Analysis and a detailed discussion guide was prepared
that gave direction to the group discussion. The event was specifically designed to allow for the
maximum participation of delegates and thus a large amount of time was spent on small group
work. Dr. Spector, director of education at NCSBN, and Mr. Richard English, the facilitator, worked
closely in planning the meeting, and they devised an algorithm (Appendix II) for preparing for
the discussion. To allow for return travel, the day was scheduled to finish early — by 4:30 pm
— and this necessitated an early start with a working breakfast. This worked very well and, in
spite of the volume of work to be undertaken, the day finished slightly ahead of time and most
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participants were able to stay until the close of the meeting.

To help delegates to understand the background of the study and of the relationship to the NCLEX®
test plan, presentations were given by June Smith, PhD, RN, former NCSBN associate director of
research services, and Casey Marks, PhD, NCSBN associate executive director of operations.

GROUP SESSIONS

Considering that many of the delegates had never met prior to this event, the group bonded
quickly, with all the breakout sessions generating many good ideas. The various groups were
asked to look at the four main questions posed in the discussion guide, and the findings of each
session are summarized here. Throughout all group discussions the ideas of listening to the
consumers in this debate and putting patient safety first, were implicit in all decisions that are
made.

Discussions by the PN focus group members included:

1. What do the findings of the 2003 LPN/VN Practice Analysis mean, considering the scope of
practice of LPN/VNs?

Group 1 — Yellow Group

B [sthere a difference between the reports from LPN/VNs about their practice, versus
what is actually happening? There was considerable discussion about this, and some
thought the employers’ surveys and the panel of experts validated the findings of the
LPN/VN survey.

m Are LPN/VN roles expanding? Are LPN/VNs being educated adequately for practice in
the long-term care settings or the acute care settings? Some thought there was a gap
between practice and education.

® Some boards of nursing have looked at RNs placing LPN/VNs in bad positions by asking
them to practice outside their scope of practice. The group asked whether boards of
nursing are seeing more discipline cases with LPN/VNs, regarding scope of practice.
Some boards of nursing are, while others are not.

B The bottom line is that safety of the patient must be considered; this is a regulatory
question.

® Consider the difference between the “care plan” and the “service plan.” What is
nursing? What is not nursing? Who decides which is which?

B The question of adequate supervision was raised. Oftentimes an LPN/VN may be
supervised by someone who doesn’t understand the legal scope of practice.

Group 2 — Blue Group

B What precisely is meant by “scope?” It is a legal term and refers to the body of
knowledge in a profession and it is mandated by legislation.

B “Scope” encompasses the nurse’s judgment and is affected by the setting, staff mix, etc.

m When legislating “scope,” one must think towards the future, at least five years in
advance.

B “Knowledge” can’t be delegated, though technical tasks, etc. can be. Delegation is an
important part of this discussion of “scope of practice.”

B Consider the patient. Our responsibility is to protect the patient.
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Group 3 — Red Group

B What do these findings mean? It is hard to generalize because it varies from jurisdiction
to jurisdiction and facility to facility. Do these facilities make their decisions based on
the practice act and rules and regulations in that state?

B Thereis a variance between education and practice of the LPN/VN. Practice evolves over
time. A third of LPN/VNs need more education to practice in entry-level jobs.

B RNs don’t have an understanding of the LPN/VN scope of practice.

B What are the differences between LPN/VN practice? Does the RN think more critically?
The intangible differences (i.e., synthesis, application, critical thinking) are harder to
measure.

® Supply and demand issues often drive using the LPN/VN in a more expanded role,
sometimes outside their legal scope of practice.

m Safety is the most important consideration in all of this discussion.

Summary of Group Discussion: The delegates concluded that the practice of LPN/VNs is evolving
and they questioned whether there is a gap between education and practice. Further, all three
groups mentioned safety and protection of the patient as the most important consideration in
these discussions. One group asserted that RNs and facilities don’t always understand “scope
of practice issues,” and many of the delegates lamented that often employers and RNs don’t
understand the responsibilities associated with delegation and supervision. The groups made
the point that the survey represented the perceptions of LPN/VNs, and some questioned
whether this was necessarily an accurate vision of what is happening in practice. One group
thought the discussion of scope of practice would be clearer were we able to specifically spell
out the differences between LPN/VNs, yet the delegates realized that there are hard-to-measure
intangibles.

2. What are the implications of the 2003 LPN/VN Practice Analysis, related to the LPN/VN scope
of practice, to NCSBN?

Group 1 — Yellow Group

B Why is the core curriculum of the LPN/VN so inconsistent?

®  Why are the LPN/VN scopes of practice in different states so inconsistent?
m Isthere a better regulatory model?

B Are practice acts too restrictive?

B What are the drivers of change?

®  More clarity with delegation is needed.

B More information on transition from education to practice is needed.

Group 2 — Blue Group

B Revisit the model practice act and rules to differentiate basic differences of the RN/LPN.
Don’t leave the nursing assistants out of the loop.

® A white paper on LPN/VN and RN differences would be helpful.

B Raise the level of discussion between the boards of nursing so as to address the
inconsistency with practice acts and rules and regulations.

B NCSBN should create dialogue between the consumers, education, regulation and
practice to address this scope of practice issue. Patient rights were specifically
addressed, referencing the American Nurses’ Association “Social Policy Statement.”
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B NCSBN should be a clearinghouse for LPN/VN data, including NCSBN data (from the
Taxonomy of Error, Root Cause Analysis and Practice Responsibility or TERCAP project,
Profiles of Member Boards and Research Services), as well as other organizations that
might collect such data.

Collaboration with other groups and organizations was stressed.

Drivers of society were discussed, such as the economy and technology.
Group 3 — Red
m We need to tap the resources of other groups — be a resource of data.
m Is the Member Board Profiles publication collecting enough data on LPN/VNs?

B First and foremost, the concern of NCSBN should be safety. Can NCSBN encourage states
to collect and analyze data regarding practice issues/complaints?

B The LPN/VNs stated that they were best prepared for direct patient care, documentation,
care planning and medications. They stated they were least prepared to interact about
the patients and to supervise the care of others. These are important aspects for nursing
education/regulation/practice to address.

B Delegation should be addressed by NCSBN.
B Labor Unions may be an issue.

B We can’t look at LPN/VNs in isolation.

Summary of group discussion: NCSBN needs to revisit the model rules regarding scope

of practice of the LPN/VN versus that of the RN. NCSBN should summarize their own data
regarding PN practice, as well as look at the findings of studies of other groups. NCSBN
should create a dialogue about LPN/VN scope of practice between the boards of nursing,
consumers, educators and practice. Again, clarifying delegation came across strongly, as
well as NCSBN’s goal being to address patient safety. Two of the groups also mentioned the
importance of not just looking at the LPN/VN practice issues in isolation, but with other
health care providers, such as nursing assistants and RNs.

What are the implications of the 2003 LPN/VN Practice Analysis, related to the scope of
practice, for education and practice?

Group 1 — Yellow

®m Increased collaboration and communication.
® Support mentoring.

® Drivers

Practice: third party payers, special interests, consumer, society, quality outcomes
and safety.

Education: best practices, model curriculums.

Group 2 — Blue
® Developed excellent models of current practice, evolving practice and future visions.
® Is regulation futuristic enough to be a driver?

B See Appendix III: The Desired Evolution of Regulation (p. 121)

Group 3 — Red

® Regulation
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Too restrictive.
Boards of Nursing need to be active in order to drive health care decisions.

Mutual recognition is a means of evolving.

B Education
Need more uniform LPN/VN curriculums.
Competencies should be spelled out.

How time is counted should be uniform across programs.

m  Practice
Need to deliver safer care
Do their job descriptions fit the state’s scope of practice?
Are expectations of new graduates too high?

Yet, need to utilize LPN/VNs to their capacity.

Summary of group discussion: There should be stronger links and more collaboration between
education, regulation and practice because of the disconnect between practice and education.
Perhaps there is the need for a national model LPN/VN curriculum and/or best practices. Likewise,
regulation needs to be more proactive in promoting health care decisions. The mutual recognition
model is one way for regulation to continue to evolve. The utilization of the LPN/VN should be
discussed in the practice arenas, especially regarding safe practice. Two of the groups identified
the drivers of health care, including the consumer and quality care, economics, special interests,
education, practice and regulation.

4. What are possible strategies of attaining greater universality regarding the scope of practice
of LPN/VNs, across jurisdictions?

Group 1 — Yellow

B Develop white paper of these discussions and share with stakeholders to open a
discussion.

B Develop model scope of practice and base national curriculum on it.
® Develop PN education best practices/standards.

B Research PN outcomes.

Group 2 — Blue

B Practical nurses need to be at the table when these education/regulation/practice
decisions are being made (e.g., ANA, JACHO, etc.). This seldom occurs.

® Model curriculum — will it work?
m Identify regulatory barriers that inhibit the scope of practice.
® Educate RNs about the LPN/VN scope of practice in that state.

m Likewise, the employer must understand the state’s scope of practice in order to decide
upon the correct qualifications for the job.

Group 3 — Red

B There needs to be better communication of LPN/VN needs with organizations; encourage
more LPN/VN representation on panels, committees, etc., that address health care
issues.

102

Business Book | NCSBN 2005 Annual Meeting
Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports

Practice, Regulation and Education (PR&E) Committee — Attachment C: Practical Nurse Scope of Practice White Paper

B The data at the federal level should clearly differentiate LPN/VN data from RN data.
B There should be more online offerings geared toward the LPN/VN.

® We should establish a forum where educational, practice and regulatory consistency are
discussed in order to increase consistency across the states, increase competency and
ultimately to increase safety.

Summary of the discussion: The overwhelming finding here was that there should be greater
cooperation and communication between all parties and that there is a clear need for a forum
(e.g., a white paper was brought up several times) to facilitate this. PN involvement in panels,
committees, etc., was also felt to be very important. Again, the idea of a model curriculum, or
even a model scope of practice, was discussed. Collecting LPN/VN data and researching the LPN/
VN role was also discussed by two of the groups.

Recommendations to the NCSBN Board of Directors

Based on the discussions that were held that day, the following recommendations were presented,
by motion, to the NCSBN Board of Directors at the July 2004 Board of Directors meeting. The
Board unanimously approved the recommendations:

1.

White Paper: There was strong consensus, both during small group sessions and in the
large group, that the most important recommendation was for NCSBN to write a white
paper capturing the discussion of the day. As much data should be included in this Paper as
possible from the various research projects at NCSBN, thus making it evidence-based.

This White Paper can be used as a vehicle to develop partnerships and begin dialogue about
the scope of practice of LPN/VNs with employers, associations, boards of nursing, nurse
executives and educators. These partnerships can begin to promote mobility of the LPN
through articulation programs, such as those that exist in Texas, Washington, Colorado and
Kentucky.

This White Paper might begin dialogue to create a model LPN curriculum. It was thought
that this would decrease some of the regulatory barriers that exist today. Collaboration and
input from various stakeholders would be important when designing this model curriculum.
Some of the groups to include would be practice, education, boards of nursing and
consumers. Consumer suggestions included AARP, CAC and groups working with Alzheimer’s
disease.

It was this recommendation that stimulated the writing of this White Paper. It will be
disseminated to practice, education and regulatory groups in order to create discussion
about the LPN/VN scope of practice. Other steps taken to make nurses aware of this
discussion have been:

B Articles summarizing the focus group were published in a regulatory journal and in a
publication to all nursing educators from and boards of nursing (Spector, 2004; Spector,
2005).

B PN Focus Group summary on NCSBN Web site (http://www.ncsbn.org/regulation/
nursingeducation_DOE4EEEC95DA434CB223B4CEEAD8B193.htm).

Model Rules: While the group realized that the Model Rules were going to be voted on
in 2004 Delegate Assembly, they emphasized that this should be a dynamic document
that should change as LPN/VN practice changes. Specific LPN/VN-related questions will
be addressed annually at the Practice, Regulation and Education (PR&E) meetings and
appropriate recommendations will be made to the NCSBN Board of Directors.

NCSBN as a Central Clearing House for LPN/VN Data: It was recognized that there are a
lot of LPN data available, but those data haven’t been shared with various groups. Groups
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that collect data on LPN/VNs should collaborate and share their data and NCSBN should
make available all of the shared data. Some groups currently that are collecting data on
LPN/VNs include NCSBN (practice analyses, Profiles of Member Boards, employer surveys,
etc.), NLNAC, NAPNES, workforce data, AACC (American Association of Community Colleges)
and discipline data from boards of nursing discipline. As to the latter source of data, the
group recommended that NCSBN encourage the use of the use of the Taxonomy of Error,
Root Cause Analysis and Practice Responsibility (TERCAP) instrument by all boards of
nursing. One board of nursing has statewide initiatives where they are investigating the
LPN/VN scope of practice. The results of all individual studies, from boards of nursing taken
together, will help us to identify best practices.

The LPN/VN data should be held in one central place. NCSBN should summarize the
available in a readable form and distribute it to all stakeholders. It was emphasized that
stakeholders would benefit by a two- or three-page document summarizing these results,
rather a longer one that is full of raw data and graphs.

Organizations and boards of nursing were contacted, and the following sources of data were
identified and will be included in this Paper:

B June Smith, PhD, RN, former NCSBN associate director of research, collected the
recent NCSBN research that has addressed the LPN/VN role and scope of practice and
summarized it for this Paper.

® NLN, NLNAC, NAPNES and NFLPN were contacted for research data that they might have.

Dr. Lin Jacobson, director of research at NLN, stated that they are conducting a
survey of LPN/VNs, but that it is not yet ready to cite in this White Paper.

NAPNES and NFLPN cited the work done by Seago, Spetz, Chapman, Dyer, Grumbach
(2004) and that study was retrieved.

Dr. Seago provided NCSBN with the first national sample survey of LPN/VNs, from
1984 (Bentley, Campbell, Cohen, McNeill, & Paul, 1984)

B Minnesota Board of Nursing study (McEvoy, 2005).

NCSBN’s Committee Format Should Support LPN/VNs: While there are subcommittees at
NCSBN that support other groups of nurses (e.g., the APRN Subcommittee), there is not a
committee that just addresses LPN/VNs. Concern was expressed that not all LPN/VN issues
are discussed in NCSBN committees. There wasn’t consensus, however, on whether to
have a separate LPN/VN subcommittee of PR&E. While some thought it a good idea, others
worried it would further separate RNs from LPN/VNs. However, there was consensus that
the committees should specifically address LPN/VN issues and the Board should consider
LPN/VNs when committee charges are written and when the committee members are
selected. Consequently, when the NCSBN Board of Directors met in July to name committee
members and to approve committee charges, care was taken to consider LPN/VN members
for committees and to consider their issues with committee charges.

In summary, as can be seen, more questions than answers arose from the PN Focus Group,
though that was to be expected. This was the first time a national group of people with
varied LPN/VN experiences and talents met to discuss the scope of practice of LPN/VNs.
The group proposed, using this White Paper as their forum, to create a dialogue and future
discussions, especially related to developing a national curriculum, advocating for more
LPN/VN regulatory consistency across the states, and educating practicing RNs about the
LPN role.

Some of the problems the groups pointed to are already being addressed at NCSBN. For
example, for two years a subcommittee studied delegation and working with others. They
have written an in-depth Paper, entitled, “Working with Others: A Concept Paper” and they
have developed a proposed article for the NCSBN Model Nursing Practice Act and a proposed
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chapter in the NCSBN Model Administrative Rules. When these are reviewed and approved
by NCSBN Board of Directors and Member Boards, they will be available to guide LPN/VNs,
boards of nursing, education and practice at: www.ncsbn.org. Similarly, the Practice,
Regulation and Education (PR&E) Committee at NCSBN has been studying transition of
education and practice for two years. They have developed a model for transition programs
(available at www.ncsbn.org on the Education page) that addresses:

® The importance of the same mentor for new LPN/VNs.

B The pros and cons of specific versus general knowledge in the structure of transition
programs.

B The ideal placement of transition programs (that is, are the programs best when offered
before or after graduation?).

B The advantages of mandatory versus voluntary transition programs.

Further, the PR&E Committee is continuing to study transition of new LPN/VNs by
investigating the outcomes of specific transition programs.

Available LPN/VN Data

NCSBN LPN/VN DATA FROM RESEARCH BRIEFS

Inan unpublished Paper summarizing NCSBN’s research with LPN/VNs, Smith (2004) reports that
all U.S. states and territories identify a scope of practice for either LPNs or LVNs. However, Smith
(2004) asserts, the practices allowed by those scopes vary widely. While most LPN/VN scopes of
practice stipulate a directed role under the supervision of a registered nurse (RN), many differ in
the areas of care planning, assessment, intravenous (IV) therapy, teaching and delegation. For
example, some states hold the LPN/VN accountable for performing assessments, while others
only allow the LPN/VN to contribute to the assessment by ‘collecting data.’ Similarly, some states
restrict the LPN/VN role in patient education to following a previously developed teaching plan,
while others do not restrict this role. The area with the most disagreement among state scopes,
however, is IV therapy. Some states expect LPN/VN education programs to provide training in IV
therapy and allow LPN/VNs a liberal range of IV tasks in their practice settings, while other states
strictly forbid IV therapy activities and still others allow the performance of various limited IV
therapy tasks after the LPN/VN has completed additional coursework.

Several recent NCSBN research studies have demonstrated a wide variety of LPN/VN practice
patterns throughout the nation. While some of the variation in practice may be attributable to
different state scopes of practice, it is possible that some nursing employers are requiring LPN/
VNs to perform many tasks that exceed their state-mandated scopes of practice.

The 2003 LPN/VN Practice Analysis (Smith & Crawford, 2003) found that 43% of LPN/VNs spent
various proportions of their time performing administrative roles such as coordinator, team
leader or area manager, with 31% working as charge nurses. Respondents to that study reported
spending equal amounts of time providing routine care and managing client care.

A total of 163 activity statements were included in the 2003 LPN/VN Practice Analysis (Smith
& Crawford, 2004). The activity statements were developed by a panel of experts to cover the
full range of possible LPN/VN practice topics. Survey respondents indicated whether or not the
activities applied to their specific work setting and if they did apply, they recorded the frequency
with which they personally performed the activities on their last day of work. Some activities
(such as those relating to care planning, assessment and teaching) were included on the survey
in two ways, one indicating independent performance of the activity and the other describing a
more directed role.

Of those newly licensed LPN/VNs responding to the 2003 LPN/VN Practice Analysis, 48% reported
that they independently developed clients’ plans of care and 83% reported that they contributed
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to the development of clients’ plans of care. In the area of education, 91% reported that they
assisted in or reenforced education to clients/families about safety precautions and 78% reported
that they independently planned and provided education to clients and families on the same
topic. When asked about components of assessment, 84% reported collecting data for initial or
admission health histories and 72% reported comparing the data collected for the health history
to expected norms for decision-making or care planning.

Ten activity items on the 2003 LPN/VN practice analysis addressed various aspects of IV therapy.
Respondents reported involvement in those activities in the following proportions:

B 58% gave IV fluids or IV piggyback medications through peripheral IV lines.

B 32% provided medications through peripheral IV lines by IV push.

B 38% gave IV fluid, IV piggyback or IV push medications though central venous catheters.
B 53% gave total parenteral nutrition (TPN).

B 55% started initial peripheral IV lines on adult clients.

B 47% restarted IV lines on adult clients.

B 19% started or restarted IV lines on pediatric clients (age 16 years or younger).

B 28% administered blood products.

B 40% monitored the transfusion of blood products.

B 74% assessed clients’ IV sites and flow rates.

An Employers Survey (Smith & Crawford, 2004a) and a Practice and Professional Issues Survey
(Smith & Crawford, 2004b) were performed during the fall and winter of 2003. These surveys
were designed to collect the same types of information from nurses in their first six to 18 months of
practice and from nurse employers. Respondents to each of these studies were asked to comment
on the working relationships of RNs and LPN/VNs in their settings. Of those respondents writing
comments about RN and LPN/VN working roles, 39% of employers, 52% of LPN/VNs and 62% of
RNs wrote that RNs and LPN/VNs in their settings held the same role and performed the same
work or that their roles were the same except for specific activities that the RN performed for the
clients of the LPN/VNs, such as admitting assessments or IV medications.

This brief overview of NCSBN research findings illustrates that LPN/VNs are being utilized to
perform tasks that may or may not be included in their state’s scope of practice. These findings
have a number of implications for boards of nursing, nursing education programs and nurse
employers.

NCSBN LPN/VN DATA FROM PROFILES OF MEMBER BOARDS

The 2002 Profiles of Member Boards (Crawford & White, 2003) is a triennial publication that
provides an overview of the regulatory environment of the 60 boards of nursing. These 60 boards
of nursing comprise the Membership of (NCSBN. This rich publication includes LPN/VN data about
the various requirements of the 60 boards of nursing. Relevant LPN/VN data includes:

®  Approval/Accreditation data by boards of nursing.

B Minimum credit hours required for theory courses.

B  Minimum number of clinical experience hours required.

B  Minimum educational requirements of program administrators.
B  Minimum educational requirements of program faculty.

B Mandatory and voluntary articulation programs.
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Student/Faculty ratios.

Boards requiring clinical education facilities to be approved by the board of nursing or
boards that mandate on-site visits be made to clinical facilities.

State requirements for clinical teaching assistants in LPN/VN programs and LPN/VN student-
preceptor ratios.

Regulation of students in clinical settings.

Guidelines for clinical experiences in non-traditional settings.
Curriculum guidelines in LPN/VN nursing programs.

Distance learning guidelines.

LPN/VN criteria by for licensure by examination, including equivalency programs, such as
the military programs.

Eligibility to sit for the NCLEX-PN°® examination, including those from military programs,
limitations on number of times a candidate can sit for the exam and limitations on the
number of times a candidate can attempt to pass the NCLEX-PN® exam without further study.

LPN/VN qualifications for licensure by endorsement.

Eligibility for LPN/VN licensure by endorsement.

Temporary or Interim Permits.

Verification of licensure.

Required course work.

American Disabilities Act guidelines.

Licensure data, such as number of years license is valid, fees and licensure questions.
Continuing education requirements.

Periodic refresher courses.

Competency requirements.

Criminal background checks.

Mandatory reporting of violations of the nurse practice act required in state.
Investigation of complaints.

Standard of proof.

Alternative disciplinary approaches.

Formal disciplinary processes.

Disciplinary remedies.

Characteristics of probation and fees.

Telenursing information.

Information in the 2002 Profiles of Member Boards (Crawford & White, 2003) that is particularly
important to the LPN/VN scope of practice is the question about whether delegation appears in the
nurse practice act or rules and regulations for LPN/VNs. Please see Table 1 for that information.
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Table 1 — Delegation is Addressed for LPN/VNs (Crawford & White, 2003)

Delegation in the Rules, Practice Act Delegation is Inferred

or Other References

Alabama Arizona — Questions referred to scope of

Alaska practice committee — review and recommend

Arkansas to board.

?(;Z:;Ct of Columbia California-VN — In basic nursing program within
supervision content area.

Iowa

Kansas Florida — Listed in statute, board rule.

;Z'::;d(y L9uisiana-PN — Board memo, newsletter, Web

Maryland site.

Massachusetts Missouri — Specific board opinions/decisions,

Montana MSBN newsletter, board position statements,

New Hampshire MSBN Web site, etc.

zgx ]I\;'\;?Zo Pennsylvania — Licensees may not delegate.

New York Virgin Islands — Planning workshop for nurses

North Carolina and employers.

North Dakota L . s

Ohio West Virginia-PN - Published “guidelines on

Oklahoma scope and c.lelegatlon” approved by RN and LPN

Oregon boards, mailed t'o all RNs.and LPNs and used to

Rhode Island answer all practice questions.

South Carolina West Virginia-RN — Special joint publication

South Dakota between RN and LPN boards which includes

Tennessee a scope of practice model and a delegation

Utah model.

Vermont

Washington

Wisconsin

Wyoming

NCSBN SCOPE OF PRACTICE SURVEY RESULTS

In preparation for writing this White Paper the Practice, Regulation and Education (PR&E)
Committee at NCSBN recommended that we conduct an electronic survey of the boards of nursing
and the two LPN/VN organizations to answer some important questions on the LPN/VN scope
of practice. The survey to the two organizations was slightly adapted from the survey to the
boards of nursing. The specific questions on LPN/VN tasks that were addressed (e.g., IV therapy,
administering blood transfusions, etc.) all were questions asked in the 2003 LPN/VN Practice
Analysis (Smith & Crawford, 2003). Since the PN Focus Group was convened to discuss the results
of that survey, it made sense to use those specific task questions in this survey of the boards of
nursing and LPN/VN organizations. The PR&E Committee reviewed the final draft of the survey
and it was sent out electronically in February of 2005. Of the 60 boards of nursing, 48 completed
the survey. The results and individual comments can be reviewed on the Education page of our
Web site, which is www.ncsbn.org. Each question will be summarized here.

Question 1 — Do LPN/VNs independently develop the client’s plan of care?

A large majority of the boards (46 to 2) responded “no” to this question. A large number of
respondents (14) commented that the LPN/VN should contribute to the plan of care, but that
the RN or physician must approve it. One board of nursing said that this might be allowed with
further education of the LPN/VN.
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Question 2 — Can the LPN/VN make changes to the client’s plan of care?

Again, a large majority of the respondents replied “no” (41) to this question, with five saying yes.
Again the preponderance of comments was that the RN must approve changes in the plan of care.
One board of nursing said that LPN/VNs may be allowed to make changes with further education
and another said that it depended on the nature of the change.

Question 3 — Can the LPN/VN decide on the level or type of care needed from a phone
conversation with the client, that is can the LPN/VN perform telephone triage?

Thirty-one boards of nursing answered “no” to this question, while eight replied yes. Four of the
boards said that is was allowed only when protocols or standing orders were in place. Another
said that all abnormal findings must be reported to the physician or RN, while two boards of
nursing said that this may be allowed with further education.

Question 4 and 8 — Can the LPN/VN independently plan and provide education to clients/
families about safety precautions or on ways to manage clients with behavioral disorders?

A majority of the boards of nursing said that LPN/VNs couldn’t provide education about safety
precautions (29), though 11 said yes. Five respondents said that the LPN/VN could provide
education to the clients, but they also said that the total plan of care is the responsibility of the RN.
Two boards of nursing said that the LPN/VN provides routine health information and instruction
recognizing individual differences. One board said that the RN could assign this activity to the
LPN/VN after the RN has determined that the LPN/VN is competent to provide such teaching.

The response for providing education on ways to manage clients with behavioral disorders was
even more skewed; 39 said no, while four said yes. Here, four boards said that the LPN/VN needs
to follow the educational plan developed by the RN supervisor. Some of these can be semantic
issues; for example, one board said, “the regulation states ‘participate in health teaching.”” That
means the LPN/VN and his or her supervisor has to discriminate between “participating” and
“independently planning.”

Questions 5, 6, 7 and 20 — Comparing data collected for health history, psychological
status, potential for violence and the client’s nutritional or hydration status to expected
norms for decision making or care planning?

Table 2 — Boards of Nursing LPN/VN Requirements for Decision Making

Decision-Making or Care Planning Yes No
Compare health history data to norms for decision-making or care planning? 25 17
Compare psychological data to norms for decision-making or care planning? 21 18
Compare potential for violence data to norms for decision-making or care 21 19
planning?

Compare nutritional or hydration status data to norms for decision-making or 29 12
care planning?

See Table 2 for a summary of how the boards differ regarding comparing data to the normal values
and then making decisions or care plans based on that interpretation. The following discussion
summarizes the comments for those questions.

Thirteen of the boards of nursing commented that LPN/VNs could compare the data collected for
the health history to the norms and make decisions or revise the care plan when they collaborate
with the RN or physician. Another said that they could do this if there were prepared guidelines
and another said it could be done if it were a part of the plan.

When asked about comparing psychological status data to norms for decision-making and care
planning, 10 boards said that LPN/VNs could do this in collaboration with the RN or physician.
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Another said that the LPN/VN would need further education to do this and yet another said the
LPN/VN would have to be evaluated to see if he or she had this ability.

Similarly, when comparing the data on potential for violence to norms, for decision-making and
care planning, eight boards indicated that the LPN/VN would need to collaborate with an RN or
physician in order to do this. As in the above question, boards indicated that further education or
evaluation would be needed before LPN/VNs could carry out these functions.

When comparing nutritional or hydration data to the norms and making decisions about the care
plan, 10 boards commented that LPN/VNs could do this, but that they would need to report to the
RN or physician. Another board included the distinction that the RN develops the care plan, while
the LPN/VN contributes to it.

Questions 9 and 10 — Can LPN/VNs monitor and administer transfusions of blood products?

Thirty-six boards of nursing allow LPN/VNs to monitor blood transfusions, though five do not.
However, only 18 boards of nursing allow LPN/VNs to administer blood products, while 22 do
not. One board commented that its law is silent on both issues. Five boards said that LPN/VNs
aren’t taught to monitor blood transfusions in their basic programs so they must document
further training in this area before they are allowed this responsibility. Another three boards say
that LPN/VNs can administer blood transfusions when they provide evidence that they have had
further training.

Questions 11, 12, 13, 14, 15, 16 and 18 all address intravenous (IV) responsibilities: Can
LPN/VNs assess client’s IV site and flow rate? Give a medication through a peripheral IV
line by intravenous piggyback (IVPB) or IV? Provide medications by intravenous push
(IVP)? Give IV fluid or IVPB/IVP medication through a central venous catheter? Give total
parenteral nutrition (TPN)? Start or restart an IV line on a client 16 years or younger?
Restart an IV line on a client 16 years or older?

Table 3 — Boards of Nursing IV Requirements for LPN/VNs

IV Activity Yes No
Assess 1V site and flow rate? 40 3

Give medications through a peripheral line (IV or IVPB)? 39 2

Medications given IVP through a peripheral line? 22 18
Medication given IVPB or IVP through a central line? 23 19
Give TPN? 27 16
Start or restart an IV on a client 16 years old or younger? 29 13
Start or restart an IV on a client older than 16 years? 34 7

As can be seen from Table 3, there is much variation with IV requirements for LPN/VNs in the
boards of nursing, as has been stated (Smith, 2004). Assessing the site and monitoring the flow
rate, along with starting or restarting IVs on adults seem to be the most universal of the IV
responsibilities. Giving medications IVP has the most divergence across the 60 boards of nursing.
Some of the comments with IVs addressed the necessity of the LPN/VN needing further education,
or becoming certified, in order to carry out these functions. One board of nursing stated that its
rules were silent on this issue. Another board of nursing gave a very detailed list of specific drugs
that could be given by LPN/VNs; with these details the RN or pharmacist must mix the medication
and the first dose of all medications must be given by the RN. Other boards also said that the LPN/
VN could administer medications by the IV route as long as they were premixed and prelabeled
and other boards indicated that there were certain medications that LPN/VNs are allowed to
administer by the IV route. Another board of nursing stated that only the LPN/VN who works
in chronic dialysis could give specific IVP medications. Still another board of nursing said that
LPN/VNs could only administer heparin or saline by the IVP route. Another board wrote in detail
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about IV responsibilities being a delegated function; that means then that the RN must make the
decision that the LPN/VN has been adequately trained to carry out these responsibilities. A few
boards of nursing leave the decision to the agencies where the LPN/VNs work.

With TPN, again, three boards commented that the LPN/VN would need to be certified before they
could administer TPN. Another board of nursing said that the RN would have to initiate TPN, but
the LPN/VN could then administer TPN.

On the question referring to starting or restarting IV lines on clients 16 years or younger, six
boards of nursing commented that the LPN/VNs could do so with additional training. Some boards
of nursing had different age requirements: one board said an LPN/VN cannot start or restart an IV
on a client 12 years of age or younger or under 80 pounds; another board just said under 12 years
old. Another board has age two as the cutoff, another has age four and yet another has age 18.
Two boards mention that RNs can delegate this responsibility, but they must verify the training
and competence of the LPN/VN before doing so. Another board specified that the IV could be
started or restarted using a peripheral access device that is three inches or less in length.

Question 17 — Can LPN/VNs lead group discussions?

Twenty boards of nursing allow LPN/VNs to lead group discussions, while 14 do not. Four boards
of nursing said that it depends on the discussion and three more say that it is allowed only if the
LPN/VN has had further education. Three boards of nursing say that the law is silent on that issue.
One board of nursing said that this would be considered “counseling” and that is considered
outside the scope of an LPN/VN. Another said that the RN could delegate this responsibility,
though he or she would have to verify the competency of the LPN/VN.

Questions 26 a-f — Definitions for independent LPN/VN practice, LPN/VN decision making,
assessment by LPN/VN, focused assessment by LPN/VN, delegation and assignment.

Table 4 — Board of Nursing Definitions

Written Definitions? Yes No
Independent practice 10 33
Decision-making 9 34
Assessment 18 27
Focused assessment 9 34
Delegation 27 17
Assignment 11 32

Table 4 lists the number of states that do have written definitions of these terms. The states
that have definitions were asked to provide them, but those comments were too detailed for the
purposes of this Paper; however, the results can be found at www.ncsbn.org, on the Education
page. The following are some highlights of that discussion:

® Independent practice

While one state comments that the LPN/VN practices under the guidance of an RN on a
selected basis, within safe limits, the role of the LPN/VN may be expanded.

Little or no supervision.

® LPN/VN decision making
Makes decisions about care.
Depends on the level.
Linked to the process of delegation.
One state has a decision-making model.

B Focused assessment
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Assessment with recurrent health problems.

Collection of “additional data.”

Initial and ongoing data collection.

Decisions that are focused within the LPN/VN scope of practice.

® Delegation
Transfer of authority.
Delegator retains accountability.

Must delegate to those who are qualified, competent and legally able to perform those
duties.

One board defined it as “assigning.”

B Assignment
Giving others duties to perform.
Person receiving assignment must be authorized to perform that care.
Job description for a particular day.

Questions 29 & 30 — Do you allow your LPN/VNs to delegate or assign?

While 28 boards of nursing allowed their LPN/VNs to delegate, 33 allowed them to assign. Twelve
boards of nursing responded that they do not allow delegation, while seven do not allow LPN/
VNs to assign. Generally, the comments addressed to whom the LPN/VNs can delegate or assign,
including LPN/VNs or assistive personnel (e.g., certified nurse assistants). One board said that
they are requiring the LPN/VN programs to teach delegation information, with a focus on long-
term care.

Questions 27 & 28 — Does your state have provisions for certification of LPN/VNs (i.e., LPN
licensure designation)? If so, is that scope of practice different?

Only six boards of nursing have certification provisions, whereas 36 replied that they did not. Of
those six who do have certification provisions, four allow a broader scope of practice. The specific
certification addressed in the comments was IV certification.

Table 5 — Other LPN/VN Responsibilities Allowed by Boards of Nursing

Activity Yes No
Change/reinsert gastrointestinal tube (g-tube) 30 10
Laser removal of unwanted hair 8 30
Perform a microderm abrasion procedure 6 30
Assist in the removal of body wastes by peritoneal dialysis 31 6
Assist in the removal of body wastes by hemodialysis 30 5
Monitor a client recovering from conscious sedation 25 16

Table 5 lists whether the boards of nursing allow six very specific functions that also were
addressed in the 2003 LPN/VN Practice Analysis (Smith & Crawford, 2003). In the comments
section of the survey, some boards of nursing made some very specific comments, such as, when
referring to the g-tube insertion, “Yes, if the tract is well-healed with no complications such as
infection, etc.” Other boards, for many of these functions, said that they would be allowed if
the LPN/VN had further education. Some boards spelled out their policy on delegation in the
comments section. Other boards commented that they did not have regulations that addressed
these tasks. One board, regarding conscious sedation, said, “We have not addressed this, but I
imagine it is happening.”
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Question 31 — Does your state have a statewide LPN/VN articulation program?

Nineteen boards of nursing stated that they have a statewide articulation program, while 20 said
that they don’t.

In summary, this survey to the boards of nursing and the LPN/VN organizations documents the
wide variance in the practice acts and the administrative rules regarding LPN/VN practice. This
variation particularly seems to exist with allowing LPN/VNs to administer IV medications and
blood transfusions, make decisions based on comparing data to the normal and independently
plan and provide education to clients and their families. The boards of nursing had some
agreement in that they generally didn’t allow the LPN/VN to independently develop the plan of
care, make changes in the plan of care and perform telephone triage.

SEAGO ET AL., 2004, “SURVEY, DEMAND AND USE OF LICENSED PRACTICAL NURSES”

Seago et al., 2004, wrote an excellent, comprehensive document on LPN/VNs that included
demographics, scope of practice and practice acts, education, factors affecting supply and demand
and perspectives of the employers, educations and state boards of nursing. They collected data
from primary and secondary sources and they selected four states where they conducted in-
depth qualitative research, using focus groups and interviews with LPN/VN employers, educators
and state boards of nursing. The complete document can be accessed at http://bhpr.hrsa.
gov/healthworkforce/reports/lpn/LPN1_5.htm. This White Paper will focus on Chapter 3 of that
document, which addresses the scope of practice and practice acts.

The Report states that points of contention surround the words “assessment,” “delegation,” “su-
pervision,” “decision making” and “critical thinking.” NCSBN found that a majority of the boards
responding to this question (28 out of 40 that answered that question) allow “delegation” in
their states, though there was wide variance with “decision-making.” As Seago et al. (2004)
assert, it is difficult to distinguish between collection of data and assessment.

Seago et al. also collected data from the boards of nursing that regulate LPN/VNs and they found
substantial variation in the restrictiveness in the scopes of practice, as was found in the NCSBN
survey. Further, after reviewing the board of nursing practice acts, they found some to be highly
specific, while some were quite vague. Seago et al. (2004, p. 31) defined “restrictiveness” as
“limiting the level of autonomy, flexibility or independence in the practice of LPNs.” These authors
then rated each board of nursing on restrictiveness in Appendix C of their publication, with 4
being the most restrictive and 1 being the least restrictive. They also, in the same appendix, rated
each board of nursing as to specificity (4 most specific; 1 least specific), which they defined as
“explicating defined parameters of practice of LPNs” (Seago et al., 2004, p. 31). Three principal
investigators of the study categorized the practice acts of the boards of nursing and they had
established criteria to denote agreement. On the restrictiveness scale, 15 boards of nursing were
rated as 1 (least), 24 as 2, 11 as 3 and 2 as 4 (most). On the specificity scale, 14 boards were
listed as 1 (least), 20 as 2, 6 as 3 and 12 as 4 (most). Their focus group data from Louisiana,
Massachusetts, California and Iowa indicated that the employers restrict LPN/VN practice even
more than the regulations require.

This publication has some very specific information about board of nursing requirements of LPN/
VNs, such as the results of a board of nursing survey regarding IV medications, as well as an
excellent table showing each state’s specific scope of practice with certain functions (such as
IVs, dressings and care planning), along with requirements of supervisors (such as cosigning
documentation).

Again, these data point to wide variations across the country with LPN/VN regulations for scope
of practice. Interestingly, in their conclusion, Seago et al. (2004) wonder if the expanded scope
of practice of an LPN/VN leads to increased salary in the workplace. In their recommendations,
they suggest that:

B States with the most restrictive scopes of practice should reduce those restrictions, unless it
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is clear that a restriction would negatively impact patient care.
®  Workplaces create teams of LPN/VNs that share the workload.

® The RN and the LPN/VN should have a better understanding of the scope of practice and that
the difference between the workplace scope of practice and the state board of nursing scope
of practice should be clarified.

B Educational work toward standardization of LPN/VN educational preparation.
B States create articulation pathways between the LPN/VN and RN.

®  While LPN/VNs cannot substitute for RNs, many tasks traditionally carried out by RNs can be
carried out by the LPN/VN.

m  While the LPN/VN could be used to augment the workforce during the current nursing
shortage, this will depend on the ability of states to create a more flexible LPN/VN scope of
practice.

B [tis unlikely that the LPN/VN will substantially ease the RN shortage because LPN/VNs fall
into the same worker pool.

B Employers should consider increasing wages when LPN/VNs receive additional training or
education.

m Consider using the LPN/VN predominantly in long-term care, and not in acute care.

B Educate the public about the LPN/VN, both to give them recognition and to encourage
people to pursue a career in practical nursing.

“FIRST NATIONAL SAMPLE SURVEY OF LICENSED PRACTICAL AND VOCATIONAL

NURSES, 1983”

Bentley et al. (1984) conducted the first national survey of LPN/VN data. A survey was sent
to 22,004 LPN/VNs between November 16-23, 1983. Of those sent out, they received 8,240
completed questionnaires back. The sampling design was a two-stage, multiple-frame alphabetic
cluster design, with the population being all licensed LPN/VNs. The lists of LPN/VNs were
obtained by the state boards of nursing in all 50 states and the District of Columbia. There are a
number of tables in this document, though beyond a very brief explanation of the study design
and a summary of the results, there was no analysis of this study, nor were there any conclusions
or recommendations.

The categories of data collected in this survey were:

Number of LPN/VNs

Sex and race

Age

Marital status and children

Employment status

Spouse education

LPN/VN license data

Educational background

Continuing education

Employment settings

Employment titles

Hours and earnings

Temporary employment services
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Status of those not employed
Geographic mobility

Change in employment status

“SCOPE OF LPN PRACTICE STUDY TO IDENTIFY CONGRUENCIES AND INCONGRUENCIES
AMONG LPN REGULATIONS, EDUCATION AND PRACTICE, JANUARY 2005 MINNESOTA
BOARD OF NURSING AND MINNESOTA COLLEAGUES IN CARING

McEvoy’s (2005) Report to the Minnesota Board of Nursing outlined the purpose of the LPN Task
Force, which was to:

Identify congruencies and incongruencies among LPN regulations, education and practice.

Make recommendations based on identification of incongruencies.

This group collected documents that reflect the education, practice and regulation of LPN/VNs in
the state of Minnesota. The group was concerned that the practice of LPN/VNs in that state wasn’t
congruent with their education and the state regulations. Therefore, a random sample of LPNs
in Minnesota according to practice area and geographic area were surveyed. They had a 64.3%
response rate with this survey. Their significant findings included:

Confusion with the terms “observation” and “assessment;” these terms lacked congruency
across education, practice and regulation. Therefore, they recommended that the nature of
observation and assessment needs to be clarified and differentiated from assessment and
observation in RN practice.

Confusion with the terms “delegation” and “supervision” in LPN/VN practice because of
incongruence among regulations, education and practice. They recommended that ongoing
education on the use of supervisory positions is needed, with clear examples of how to
communicate the role differentiation between the LPN/VN and RN.

No consistent statewide trends with urban or rural settings and long-term care and acute
care. Therefore, the Committee recommended that scope of practice be state specific, not
geographic or practice specific. Further study of practical nursing practice in long-term care
and rural acute care is warranted.

Appendices

L.

II.

PN Focus Group Members

Algorithm for Discussion

IT1. The Desired Evolution of Regulation
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Appendix I
PN Focus Group Members

Marcia Hobbs, DSN, RN
NCSBN Board Member Vice President (until August 2004), Kentucky Board of Nursing

Anita Ristau, MS, RN
Executive Director, Vermont Board of Nursing

Marjesta Jones, LPN
NCSBN Board Member Director-at-Large (until August 2004), Alabama Board of Nursing

Claire Glaviano, MN, RN
Executive Director, Louisiana State Board of Practical Nurse Examiners

Mariann Williams, BSN, MPH, MSN, RN
Washington Board of Nursing

Marianna Kern Gracheck
Executive Director, Joint Commission’s Long Term Care Accreditation

Marilyn Smidt, MSN, RN
Director of Nursing Programs, National League of Nursing Accrediting Council (NLNAC)

Donna M. Herrin, NSN, RN, CNAA, CHE
Senior Vice President and Chief Nurse Executive, Methodist Healthcare

Casey Marks, PhD
NCSBN Associate Executive Director — Business Operations

Gregory Tyrone Howard, LPN
President, National Federation of Licensed Practical Nurses (NFLPN)

Patricia Shutt, LPN
President, Nevada State Board of Nursing

Susan C. Reinhard, RN, PhD
Rutgers, The State University of New Jersey

Richard R. Kerr, LPN
President, National Association for Practical Nurse Education and Service (NAPNES)

Mr. Richard English, LCGI
Group facilitator

Lanette Anderson, BSN, JD, RN
Executive Secretary, West Virginia-PN Board of Nursing

Kathy Apple, MS, RN, CAE
NCSBN Executive Director

Rose Kearney-Nunnery, PhD, RN
President, South Carolina Board of Nursing

June Smith, PhD, RN
NCSBN Associate Director of Research Services (until 2004)
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Appendix II

Algorithm for Discussion

Are the findings of the Practice Analysis correct in any or all of the areas shown and in any or all of the States?

<
<
<
<

Are any or all of the examples given genuinely
outside the scope of the LPNs remit?

<
<
<
<

Does it matter that LPNs are practising
outside their remit?

<
<
<
<

From an operational point of view, should
they be undertaking these tasks?

Do we need to change training
and qualifications?

<
<
<
<

How do we then ensure that LPNs are practicing
within the remit? Look at control.

\ 4

Universal
(Implications of cost,
time, applicability).

Local
(Implications of
transfer-ability across
jurisdictions).

118

Why is there a discrepancy between the NCSBN’s

findings and your own experience?

Why not?

So why are they doing them?
Is monitoring and control adequate?

Universal change across all jurisdictions?

Look at developing
new universal
qualification and
training regime.

Look at developing
new local
qualification and
training regime.
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Appendix III
The Desired Evolution of Regulation

Now and/or Desired (Evolving)

Regulation

Jurisdiction Specific NOW

Regulation
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Attachment D

Systematic Review of Studies of Nursing Education Outcomes:
An Evolving Review

The systematic review is anintegral part of evidence-based health care. One of the best definitions
of evidence-bhased medicine (which can be applied to health care in general) is “...the integration
of best research evidence with clinical expertise and patient values” (Sackett, Straus, Richardson,
Rosenberg, & Haynes, 2000, p. 1). This definition is a comprehensive definition that doesn’t just
include the results of the best studies, but it also considers clinical expertise and the patients’
needs. When applying evidence-based health care to nursing education, we should employ the
best studies available, integrated with the expertise of qualified and experienced nursing faculty
and the values and needs of our students.

A systematic review is the ideal overview of several randomized trials of the same intervention
or treatment for the same situation or condition; this overview systematically and critically
reviews and combines all the studies, providing a better answer than the results from just one
study (Sackett et al., 2000). Since there are not a lot of randomized trials available on nursing
education, this systematic review is intended to be a critical analysis of evidence supporting, or
not supporting, nursing education strategies and learning environments. It is important to note
that this is an evolving review that will continually change as more research becomes available.

Systematic reviews consider the strength of the evidence for a particular strategy. Therefore, in
this review the levels of evidence, or hierarchies of the studies, are identified. There are several
ways that researchers classify research studies. One system is to grade the studies on a rating
of I'to V. Level I studies are large randomized control trials (RCTs); level II studies are RCTs with
50 subjects or fewer; level III are smaller cohort or case-control and cohort studies; level IV
evidence come from case reports and low-level case-control and cohort studies; finally, level V
is expert or consensus based on experience, physiology or biological principles. Another system
uses the levels A through D to designate the strength of the evidence. Grade A is the strongest
evidence, while grade D is the weakest (Mayer, 2004).

Many systematic reviews only use randomized controlled trials; however, that would limit the
results in this review. Therefore, in this review, the level of evidence will be rated as adapted
from Gallagher (2003) and Polit & Beck (2004). Gallagher (2003), while writing a clinical article,
used a meaningful, easily understood method of rating studies. To avoid confusion, Polit and
Beck’s description of Level IT nonexperimental studies was used to be more in line with nursing
studies.

It is important for nurses to strongly consider the level of evidence when making decisions to use
research in their practice. Level II or III evidence should not be discounted. If those studies are
done well, they can begin to identify relationships, obtain information about populations and
help us to understand the viewpoints and realities of those under study (Polit & Beck, 2004).
Further studies can corroborate these findings or study the variables in a more controlled design.
For the purposes of this review, the levels of the studies will be identified as:

m Levell. A properly conducted randomized controlled trial, systematic review or meta-
analysis.

B Level II. Other studies, such as quasi-experimental, correlational, descriptive, survey,
evaluation, and qualitative.

B Level III. Expert opinions or consensus statements

The databases used to retrieve these studies were CINAHL, Medline and ERIC. Keywords used
were: education, nursing, teaching, education research, learning methods, learning strategies,
research-based education, and outcomes of education. The Reference Librarian at Rush Medical
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Center School of Nursing assisted in identifying appropriate articles. All issues not available at
the Rush University School of Nursing were ordered.

The following criteria were used to select the studies:

®  Study of educational outcomes.

m Identification of a design.

m  Sample description.

® Comparison being studied or objective of the study (for noncomparison studies).
B Reporting of results.

B English-only studies (including countries outside the United States).
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Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
Angel, B.F., Duffy, N =142 Structured format Outcomes were m Learning characteristics m One of very few studies that m Evidence supporting
M. & Belyea, undergraduate for Health Pattern acquisition of (e.g., age or previous degree) measured critical thinking that supervised clini-
M. (2000). junior nursing Assessment versus knowledge and affected which teaching during clinical experiences. cal experiences with

An evidence-
based project

for evaluating
strategies to
improve knowledge
acquisition and
critical-thinking
performance in
nursing students.
Journal of Nursing
Education, 39,
219-228.

Level IT

students, during
the Fall of 1996.

93% female

86% white
Average age 24
+5.5

unstructured format.

development of critical
thinking skills.

Longitudinal, quasi-
experimental study,
utilizing a pre-/post-test
design.

A Case Study
Questionnaire was
developed to measure
knowledge and to
elicit characteristics of
critical thinking.

strategy was effective.

m Older students and those
without a previous degree
tended to benefit more from
the unstructured approach;
younger students tended to
benefit more from a struc-
tured approach.

m Knowledge and critical
thinking improved after a se-
mester of faculty supervised
clinical experiences.

m Psychometrics of the mea-
surement tools needed to be
cited.

m Students assigned to groups
by a stratified random proce-
dure.

qualified faculty can
improve the critical
thinking of students.

m Teaching strategies
may be affected by stu-
dent characteristics.

Armstrong, S., &
Muller, M. (2002).
A value clarification
on quality within
nursing colleges in
Gauteng. Curationis,
February, 52-68.

Level IT

Stratified
sampling was used
to obtain student
and employer
samples.

Lecturers
were selected
by purposive
sampling.

Funders were
selected by
purposive
sampling.

They developed a
quality audit system
and conducted a
study to describe a
value clarification
on quality within the
Nursing Colleges in
Gauteng.

Data collection included
interviews, naive
sketches and document
analysis.

Data analysis was done

using a modification of

Tesch’s content analysis
procedure.

Guba’s model of
trustworthiness was
used to ensure truth-
value, applicability,
consistency and
neutrality.

Three themes were identified:

m Structure — human
resources, technology,
theoretical learning
facilities, practical learning
facilities and strategy.

m Process - leadership, educa-
tional program, relationship
and research.

® Results/Outcomes - com-
munity outreach, products of
the college, organizational
development and recogni-
tion.

= Methodology to ensure
reliability of the data was
strong.

= Data were collected from
multiple sources.

m Data collection might have
been more consistent across
all subjects.

m Tape recordings might have
been used on all subjects.

This study was able to
validate that structure,
process, and results/
outcomes are important
areas to evaluate for
board approval surveys.

Babenko-Mould,

Y., Andrusyszyn,

M., & Goldenberg,
D. (2004). Effects
of computer-based
clinical conferencing
on nursing students’
self-efficacy,

Journal of Nursing
Education, 43(4),
149-155.

Level IT

Convenience
sample = 42
fourth-year
nursing students
at an Ontario
University.

Control group = 27

Online interven-
tion group = 15.

95% female;
average age of
24 £ 5.

Examination of the
differences in fourth-
year baccalaureate
nursing students’
self-efficacy (or
confidence) in
carrying out nursing
competencies, when
using the addition of
computer conference
discussions,

versus using only
traditional conference
discussions.

Examination of
strengths and
challenges of
computer-mediated
learning (CML).

Design — Pre-/post-test,
quasi-experimental,
nonequivalent group.

Theoretical framework
— Bandura’s theory of
self-efficacy.

Descriptive analysis
was also used to
explore themes
regarding strengths and
challenges of online
learning.

m Self-efficacy for students in
the intervention group was
not found to be significantly
different from that of stu-
dents in the control group.

m In both groups, students’
Self-Efficacy for Profes-
sional Nursing Competences
Instrument (SEPNCI) scores
increased from pretest to
posttest.

m All students agreed (some
strongly) that computer con-
ferencing enhanced learning.

m Four strengths associated
with computer conferencing
were connection, support,
learning and sharing.

m Two challenges of CML were
time and Internet access.

= Content validity only was
established.

m Cronbach’s alpha reliability
coefficients were calculated
for both instruments and
were acceptable.

m While online evaluations
were rated positively by the
students, there were no dif-
ferences between the groups
(traditional and traditional
with CML) regarding self ef-
ficacy for nursing competen-
cies; the study, therefore,
really cannot conclude
that CML can contribute to
increased confidence levels,

though authors conclude this.

m This supports the idea
that clinical practicum
experiences, with qual-
ified faculty, increases
nursing students’ level
of confidence in all
nursing competence
domains.

Online learning need
not be geographically
oriented.

Online learning can be
a positive experience
for nursing students,
though further testing
must be done to deter-
mine if it is as effective
as traditional methods.
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Article

Sample

Comparison
Studied

Study
Procedures

Key
Results

Strengths &
Weaknesses

Implications
for Boards

Benner, P. (2004).
Using the Dreyfus
Model of skill
acquisition to
describe and
interpret skill
acquisition and
clinical judgment
in nursing practice
and education.
Bulletin of Science,

Three studies:

1978-1981

— 21 paired new
graduates &
their preceptors;
51 experienced
nurse clinicians;
11 new gradu-
ates; 5 senior
nursing students

m 1978-1981 — Delin-
eate and describe
characteristics of
nurse performance
at different levels
of education and
experience.

=1988-1994 — (1)
describe nature of
skill acquisition
in critical-care

Qualitative design
(narratives, interviews
& observations)

m 1978-1981 — inter-
views with paired
samples; interviews
and/or participant
observations with the
rest of the sample.

1988-1994, 1996-

= Demonstrated that the Drey-
fus Model is useful for under-

m Novice or first year of educa-

standing learning needs of
students and nurses.

tion — operates from the
perspective of inflexible,
rule-governed behavior.
Advanced Beginner or new
graduate — heightened
awareness of feedback and

This study is a 21-year review
of Dr. Benner’s studies on the
Dreyfus Model. Because of that,

the methodologies weren’t

described in much detail, and

establishing reliability and
validity in this qualitative

study weren’t addressed. These
may have been addressed in

the prior published studies.

m Students learn best
when qualified faculty
provides coaching,
feedback and reflection
throughout nursing
education.

m During the Novice
stage, learning is best
fostered by providing
safe, clear directions
first with simulations,

m1988-1994 1 — Small grou
Technology & — 130 practicin nursing practice 991 Lo g. P frequently experience anxi- followed by situated
Society, 24(3) P 8 X narrative interviews, . " !
ociety, > C d l (2) delineate the P R : ety and fatigue. learning experiences.
188-199 ICU and genera ) individual interviews,
: unit nurses practical knowledge L " | = Competent or one to two
. and participant obser: X . ;
Level II ®1996-1997 — 75 embe.dded in expert vation. years in practice — decides
critical care practice. what is important based on
nurses m1996-1997 past experiences.
— Extension of ® Proficiency or transitional
above study, with stage to Expert — develop
inclusion of other the ability to let the situation
critical-care areas. guide the nurses’ responses.
m Expert or phronesis (practi-
cal wisdom) — the integrated
rapid response is the hall-
mark of expertise.
Bjork, I.T. & Four nurses Development of ® Longitudinal qualita- ® Many omissions and faults m Patient conditions could m The general assump-
Kirkevold, M. employed in practical skills tive study. with their performances vary from one videotape tion that experience

(1999). Issues in
nurses’ practical

different surgical
units of two

of postoperative
ambulation and

m Videotaped the
nurses during the

were seen even on the third
videotape, after eight to 14

to the next; thus, affecting
the complexity of the skill

leads to mastery was
challenged by this

skill development in | Norwegian dressing wounds. skill performance and months experience and 25 performance. study.
the clinical setting. | Hospitals. interviewed nurses experiences with skills. ® The authors didn’t address = Active reflection of
Journal of Nursing and patients after- m The nurses associated learn- inter-rater reliability or their one’s own experi-
Care Quality, 14(1), wards; observations ing with efficiency and motor |  coding system. ence is a premise for
72-84. done three times with aspects of performance. = The selection of the nurses experiential learning.
Level II three to five month u The nurses did not have wasn’t discussed. If reflection is not
intervals. much guided experience, fo.stered, improvement
= Videotaped actions and the units did not encour- will not occur.
were described im- age collaboration. u Similarly, guided
pressionistically and experience or feedback
coded. from qualified practi-
tioners is essential for
improvement.
Buckley, K. M. = Convenience m Investigated dif- m A descriptive com- m Students’ qualitative com- m While instructors weren’t m Students’ needs for
(2003). Evaluation sample of ferences between parative study method ments revealed both positive blinded to the format, all structure, instructor

of classroom-based,
Web-enhanced,

and Web-based
distance learning
nutrition courses
for undergraduate
nursing. Journal of

58 students
enrolled in three
consecutive
nutrition and
health courses.
N=24 in tradi-
tional lecture

the same course

content being deliv-
ered by traditional,
Web enhanced, and
Web-based formats.

m Investigated
differences

was used.

m Qutcomes measured
were exam scores,
overall course grades
and standard course
evaluations.

and negative aspects of
online instruction.

No differences were found in

student learning outcomes.

Web-enhanced courses were

most popular.
Comments showed that

exams were multiple choice

which limited the bias.
= Groups were not equal in
size.

m Students had no choice in the
instructional format, though
assignment to groups was

interaction and a
feeling of belonging
must be addressed
in the development
of distance learning
courses.

Information concern-

Nursing Education, format; N=23 in regarding student - not specified. ing students’ preferred
42(8), 367-370 ; possible sources of student ;
' ' Web-enhanced perceptions of satisfaction are student pro- | ™ Because of small number of learning styles and
Level II format; and experiencing files. learner characteristics cases in each group, it would motivations for learn-
N=11n Web- content via these student motivation and the | take a large effect size tofind [ ing should be solicited

three different
formats.

before selecting the
form and extent of
technology used in a
course.

based format. significant differences.

m Administration of the com-
puter exams and the paper
and pencil exams was starkly

communication process.
Traditional

four-year
baccalaureate

degree program,
second-degree

different.

m Authors attested to adequate

Online nursing courses
can be just as effective

students, reliability and validity of as traditional lecture
and RN BSN the course evaluation tool, courses.
students. though no statistics were

provided; exam psychomet-
rics weren’t cited.
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(2002). Defining
and assessing
professional
competence. JAMA,
287(2), 226-235.

Level I

competence.

m Review current
means for assessing
it and to suggest
new approaches of
assessment.

2001 and referenced
lists of relevant
articles for English-
language studies.

m Excluded articles that
are purely descriptive,
duplicate reports,
reviews, and opinions
and position state-
ments.

and judicious use of communi-
cation, knowledge, technical
skills, clinical reasoning,
emotions, values and reflec-
tion in daily practice for the
benefit of the individual and
community being served.

= Common methods: subjec-
tive assessment by supervi-
sors, multiple-choice exams
evaluating factual knowledge
and abstract problem
solving, and standardized
patient assessments of
physical exams and technical
communication skills.

= Few assessments use
participatory decision-
making measures; few
reliably assess clinical
reasoning, systems-based
care, technology and the
patient-doctor relationship;
and few incorporate the
perspectives of peers and
patients.

m Use of MEDLINE only negates
use of unpublished studies
and dissertations and studies
in other professional disci-
plines.

m Criteria for selecting the
studies allowed for a variety
of types of studies to be
included.

m Can it be generalized to
nursing?

m Future directions in compre-
hensive assessments were
provided.

Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
Epstein, R. M. & 195 relevant ® Propose a definition | m Used the MEDLINE m Definition of “professional m Data retrieval was done by = Might provide good
Hundert, E. M. citations. of professional database from 1966 to competence:” the habitual one researcher. grounding for contin-

ued competence study.

= Provides the boards
with information about
comprehensively
assessing professional
competence in health
care workers.

Girot, E.A. (1995).
Preparing the
practitioner

for advanced
academic study:
The development
of critical thinking.
Journal of Advanced

Level IT

Nursing, 21,387-394.

= Convenience
sample.

m Setting:
England.

m 25 undergradu-
ate nursing
students in the
control group;
15 in interven-
tion group.

Compared the
students’ perceptions
of their critical
thinking development
in a traditional
university setting
and in a short course
setting.

= Comparative quan-
titative study with a
qualitative compo-
nent.

m Semistructured
questionnaires.

Nonuniversity students
defined “critical thinking”
as the ability to analyze the
written text, whereas the
university students viewed
it as having a direct relation-
ship with their own practice.

The university-educated
students reported that they
were more confident in their
critical thinking skills, ques-
tioned their practice more;
receptive to new ideas,
express themselves better,
and were more flexible and
less ritualistic in practice.

m Psychometrics on question-
naires not supplied.

m Essence of questionnaires
needed to be shared.

m Self-reports can be biased,
and need to have corroborat-
ing evidence.

m Beginning evidence
that developing critical
thinking skills requires
time and exposure to
others who are seeking
similar goals.

Critical thinking
should be integrated
throughout the educa-
tional process, rather
than to be taught in
one short course,

and should be taught
collaboratively with
education and service.

Greenhalgh, T.
(2001). Computer
assisted learning
in undergraduate
medical education.

British Medical
Journal, 322(7277),
40-44.

Level I

[Electronic Version].

12 prospective
randomized
studies of
medical students
with objective,
predefined
outcome criteria.

Outcomes of learning
with computer
assistance.

m Systematic review of
published studies,
with 200 potentially
relevant studies.

m All 12 had comparison
groups.

A failure of student engage-
ment can occur because of
online glitches and “dead”
hypertext links.
= Evaluation of unsupervised
students attempting to gain
access from remote sites
should include observation.
m Adequately train these
teachers, and they should be
the senior teachers.

m Barrier to computer-assisted
learning is poor integration
with other forms of learning.

m Sharing of templates within,
and even outside of universi-
ties, should be considered.

m Many of the studies had
methodological problems,
lacked statistical power,
had possible contamination
between the intervention
and control groups, and had
sample attrition

m Systematic review rigorously
reviewed 12 randomized
controlled trials, using a
standard retrieval method
and objective selective
criteria.

m Can it be generalized to nurs-
ing students?

When evaluating
computer-assisted
learning, the schools of
nursing should observe
unsupervised students
from remote sites.

Aim to use a variety
of teaching strategies,
including traditional
methods, along with
computer assisted
learning products.
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Article

Sample

Comparison
Studied

Study
Procedures

Key
Results

Strengths &
Weaknesses

Implications
for Boards

Ironside, P. M.
(2003). New
pedagogies

for teaching
thinking: The
lived experiences
of students and
teachers enacting

narrative pedagogy.

Journal of Nursing
Education, 42(11),
509-516.

Level IT

m 18 students and
15 teachers were
interviewed, to
date.

m Includes teach-
ers and students
from all levels
and types of
nursing schools.

Explored how
teachers and
students experience
enacting a new
pedagogy, Narrative
Pedagogy, and this
article explains

how enacting this
pedagogy offers
new possibilities for
teaching and learning
thinking.

m Audio-taped, un-
structured interviews
face-to-face or by
telephone.

Participants were
asked to “tell about
a time that stands
out for you because it
shows what it meant
to you to teach a
class using Narrative
Pedagogy.”

Further probing:
“What did that mean
to you?” or “Can you
give an example?”

m Questions were
intended to keep par-
ticipants engaged in
their stories without
directing them to
particular aspects or
events.

m Verbatim
transcriptions.

m Data analyzed

using Heideggerian

hermeneutical

phenomenology.

Themes

Thinking as Questioning:

Preserving Perspectival

Openness.

Practicing Thinking: Preserving

Fallibility and Uncertainty.

u These themes describe how
the teachers and students
experienced thinking in
the context of Narrative
Pedagogy and how Narrative
Pedagogy influenced their
thinking.

m Thinking as question-
ing involved persistently
questioning the meanings
and significance of learning
experiences and making
visible that which had “not
been thought of before.”

m The shift is to bring complex-
ity and uncertainty into the
classrooms and clinical situ-
ations, inviting students to
think about nursing practice.

® The emphasis shifts from
the student acquiring the
teacher’s perspective to the
student exploring multiple
perspectives.

m Vague, unclear or conflict-
ing interpretations arising
during analysis were clarified
by referring back to the
interview texts.

m The research team
analyzed the texts and
the interpretations for
coherence, comprehen-
siveness and thoroughness.

In outcomes education
students are taught
that they are safe if
they know what the
teacher told them

to know; with this
pedagogy thinking

is necessary for
knowledge and theory
application.

In the future being safe
in practice might re-
quire nurses to think in
ways that persistently
question practice.
With this pedagogy to
keep students and pa-
tients safe in nursing
practice, teachers ask
the necessary ques-
tions, and content and
knowledge is extended
and enhanced.
Research shows that
nursing faculty often
tell students there is
“no one right answer”
and that it “all de-
pends,” although their
pedagogical practices
often reflect and rein-
force the opposite.

In this pedagogy clear
and concise test items
are constructed that
focus on analytical
thinking.

Issenberg, S.B.,
McGaghie, W. C.,
Petrusa, E. R.,
Gordon, D. L.,

& Scalese, R. ).
(2005). Features
and uses of high-
fidelity medical
simulations that
lead to effective
learning: A BEME
systematic review.
Medical Teacher, 27,
10-28.

Level I

Initial pool of 670
studies, reduced
to 109.

Reviewed and
synthesized
existing evidence in
educational science
to answer what
features and uses of
high-fidelity medical
simulations lead to
the most effective
learning.

m Databases included
ERIC, MEDLINE,
PsychINFO, Web of
Science and Timelit

m 91 search terms and

concepts in their Bool-

ean combinations.

m Hand searching

m Internet searching

= Attention to “gray”
literature

m Use of stringent
criteria for inclusion
of studies.

m Qualitative data
synthesis and tabular
presentation of meth-
ods and outcomes.

Medical simulations facilitate
learning under the right
conditions by:

m Providing feedback

m Repetitive practice

® Curriculum integration

® Range of difficulty

® Multiple learning strategies
m Capture clinical variation

m Controlled environment

m Individualized learning

m Defined outcomes

m Simulator validity and effec-
tive learning correlate

m Rigorous systematic review
with an eight-step pilot
project; methodological
issues were attended to; then
the six-step study phase was
undertaken.

m All coding decisions were
unanimous, and each rater
was blind to the coding deci-
sions of his/her partner.

® Much variation in the
strength of the findings in the
peer-reviewed publications.

m Limits on the published body
of evidence ruled out formal
meta-analysis.

Simulations are valuable
learning experiences
when carried out under
the right conditions.
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Bester, C. J. (2002).
Evaluation of the
effect of a computer-
based teaching
programme (CBTP)
on knowledge,
problem-solving
and learning
approach. Health Sa
Gesondheid, 7(4),
80-97.

Level IT

generic nursing
students in two
educational
institutions in
South Africa.

based teaching
program on
knowledge, problem-
solving skills and
learning approach in
relation to oncology
content.

test/post-test control

group
Research was
conducted in a nurs-
ing practice setting
(control) and under
strictly controlled
circumstances in a

multimedia computer

center and in a prac-
tice and multimedia

center (experimental

groups).
They used six instru-

ments; the reliability

and validity of each
were addressed.

knowledge of problem
solving.

m Computer teaching had a
better effect in controlled
circumstances.

m The students were weak
at identifying potential
problems, and the com-
puter-based teaching did not
promote this ability.

= Recommended that com-
puter-based teaching not be
used in isolation.

m Reliability and validity done
on the instruments was
relatively weak.

m Some results weren’t in-
cluded because partner data
was incomplete.

m There were basic differ-
ences in the time spent using
computer-based teaching
between the intervention
groups and the control group.

m Unclear how assignment to
groups was made.

m Sample size was calculated
using multiple factors.

m Assessments were compre-
hensive.

Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
Joubert, A., Viljoen, | Convenience Evaluated the effect m A quasi-experimental | = Computer teaching made no | = Report was disorganized and | m When used appropri-
M. )., Venter, J. A., & | sample of 120 of the computer- design, using a pre- difference in respondents’ hard to read. ately, computer-based

teaching can increase
knowledge.
Computer-based teach-
ing should not be used
alone, but it should be
used with actual clini-
cal experiences.

Kyrkjebg, J. M.,

& Hanestad, B.R.
(2003). Personal
improvement
project in nursing
education:
learning methods
and tools for
continuous quality
improvement in
nursing practice.
[Electronic Version].
Journal of Advanced
Nursing, 41(1),
88-98.

Level IT

44 first-year

nursing students,
sample selection
methodology was
not documented.

Objective was

to describe the

use of a personal
improvement project
for teaching nursing
students about
continuous quality
improvement.

Students participated
in a two-hour session

introducing them to the

personal improvement
project. They then
participated in
counseling sessions in
week three and seven,
which lasted for one
hour. At eight weeks
the students gave a

10-minute presentation

of their projects. Data
were collected using a
questionnaire.

® Personal improvement
project seems to be an
effective way of introducing
continuous quality improve-
ment knowledge to nursing
students.

® Even those who did not suc-
ceed in achieving a personal
improvement felt they had a
positive learning outcome.

m Teachers’ involvement in the
program is important.

m Self-reports can be biased.

m Important to develop instru-
ments that can measure
change in knowledge.

m Excellent review and integra-
tion of the literature.

m No reports of psychometrics
on their questionnaire.

Possible method of
teaching continuous
quality improvement.

Maag, M. (2004).
The effectiveness
of an interactive
multimedia
learning tool on
nursing students’
math knowledge
and self-efficacy.
CIN: Computers,
Informatics, Nursing,
22(1), 26-33.

Level IT

A convenience
sample of ninety-
six undergraduate
nursing students,
attending two
west coast
universities
participated in
the study. The
students were
mixed gender,
ethnically diverse
and their ages
ranged from 19 to
42 years.

Nursing students
were randomly
assigned to one
of four treatment
groups, all with
computer-based
learning methods:
text only, text and
image, multimedia
and interactive
multimedia.

Described as
experimental
multifactorial study,
though the sample
wasn’t randomly
selected. Instruments:
three investigator
designed criterion-
based tests involving
basic math problems
and drug calculations;
the Mathematical Self
Efficacy Scale (MSES);
Student Satisfaction
Survey, which was
investigator designed.
The scales were

given at intervals, as
described. The results
were analyzed with
descriptive statistics,
one-way analysis of

covariance and one-way

analysis of variance.

m Interactive media presenta-
tion of remedial math and
calculation concepts did
not render statistically
significant increases in mean
math-test scores or math
efficacy at the post treatment
and follow-up treatment
periods.

Results indicated that a
one-hour intervention is

not sufficient to correct the
deep-seated math problem
that has been documented
by educators for many years.
The study showed that the
computer-based learning
modules did not impede the
students’ learning.

m Interactive multimedia group
students were more satisfied
with this method of learning,
though this difference was
not significant.

m Further research is needed
to determine if increased
learning can be achieved
by providing multimodal
online learning modules that
nursing students can use at
their convenience for longer
periods of time.

The investigators
acknowledge that their
results are limited because
of the short treatment time,
a lack of strong student
motivation, and the use of a
small convenience sample.
= Reliability and validity was
established on all the instru-
ments they used.
= It would have been instruc-
tive were they to have had a
fifth comparison group with
face-face learning.
m Extraneous variables, such as
motivation, test anxiety, and
computer attitudes might be
the focus in future studies.

No significant differ-
ences were shown,
either with math
scores, math efficacy,
or satisfaction with the

teaching strategy, with
four different com-

puter-based methods
of instruction.

While there was no

comparison with

face-to-face learning,
these methods
should continue to

be explored as useful
adjunctive teaching
methodologies.
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Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
MaclIntosh, )., Four faculty They studied the first | Longitudinal, m Overall theme of colearning: | ® Some distant professors m There may be benefits

MacKay, E.,
Mallet-Boucher,

M., & Wiggins, N.
(2002). Discovering
colearning with
students in distance
education sites.

members, one
at each distance
site and two at
the main site,
in Canada.
Approximately
90 learners

class of students
that entered an
expanded program

in 1995 and 1999
when they graduated.
They focused on
understanding the

phenomenological
study. Data collection
involved open-ended
questionnaires,
interviews, and focus
groups. Common
themes were generated

Main strength of colearning
was “having a small class
where you really get to know
and work with everyone.

It’s really close-knit and
everyone encourages you to
do your best”.

teaching by teleconference
had less effective contact
with learners; participants
indicated that this did influ-
ence development of colearn-
ing relationships.

Learners came to like

of dividing students
in larger sites into
smaller groups to
foster supportive
interactions present in
smaller groups.

= Interactions with

Nurse Educator, participated phenomenon of by clustering similar ® Being able to study in computers because e-mail professors remain
27(4), 182-186. yearly from three | becoming nurses codes. There were relatively small centers, with provided a link to, and inter- an important part of
Level II sites. within the context approximately 12 to 18 small numbers of learners action with, others, including learning.
of a curriculum audiotaped interviews and faculty, created a family- | professors.
that is oriepted across the sites. like atmosphere that tended | w 5ome nonnursing courses
toward caring and to support learning. are more difficult to tele-
.co-lea.rmng and that ® Findings indicate that conference and teachers
is delivered across . . .. )
. orientation to a multisite accustomed to lecturing
three geographically .
. X program must include content on campus made
distant sites. familiarization with distance learners question the ef-
technologies for both fectiveness of this teaching
students and teachers. strategy.
m Interaction with profes- m The required group projects
sors was important for to build colearning con-
colearning. tributed to a sense of work
overload.
m Reliability of transcriptions
wasn’t addressed.
McDonald, D. D., The sample size They tested how ® A pre-/post-test, dou- | m The results suggest that m The study took place in a = Greater effort should
Wiczorek, M., & started with 78 background noise ble-blind, two-by-two noise and interruption university rather thanin a be made to create envi-

Walker, C. (2004).
Factors affecting
learning during
health education
sessions. Clinical
Nursing Research,
13(2), 156-167.

Level IT

college students.
The final sample
size was 48 (see
strengths and
weaknesses; third
bullet).

Average age — 21.4
(+6.21)

White - 79.5%
Female - 83.3%

Nursing major
-71.8%

and being interrupted
affect learning health
information.

factorial experiment
comparing interrup-
tion (interruption/no
interruption) by noise
(noise/no noise) was
used.

Instruments included
a demographic data
record and the Antibi-
otic Resistance Test,
where content validity
and reliability were
established.

The teaching interven-
tion was a five-minute
videotape on antibiot-
ic-resistance teaching,
and content validity
was established.

= Participants were ran-
domly assigned to one
of the four groups.

m A data recall task was
presented immediate-
ly after the videotape,
which required the
information learned
while watching the
videotape to be
transferred into long-
term memory to be
recalled.

= Analysis of covariance
was used in analysis.

during health teaching
adversely affects the ability
to learn health information.

m The difference in the mean
scores was small, but a lack
of understanding in any one
of the areas could place a
person at risk.

health care setting. Health
care and university environ-
ments might introduce vastly
different intrapersonal fac-
tors that encourage or inhibit
learning.

The study controlled for
confounding factors, such as
different teachers, content,
frequency, and magnitude of
disruption.

The groups, though formed
with random selection, were
uneven regarding having
taken a microbiology course;
therefore, the original find-
ings showed no differences.
They found differences when
they omitted those students
who had taken a microbiol-
ogy course. However, that
decreased their sample size
from 78 to 48.

The distractions and noise
were realistic.

The teaching was only

done by videotape, thereby
negating teacher/student in-
teraction, which could clarify
misperceptions.

ronments with minimal
distraction, especially
when understanding
the health information,
is critical.

m People teaching health
information should as-
sess the environmental
distractions present,
develop plans to
decrease the factors,
complete a cost-ben-
efit analysis for each
option, implement
changes, and evaluate
the effectiveness of
the changes for health-
learning outcomes.
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A comparison of
student outcomes
following problem-
based learning
instruction

versus traditional
lecture learning

in a graduate
pharmacology
course. Journal

of the American
Academy of Nurse
Practitioners, 15(12),
550-556.

Level IT

sample of 12 APRN
students in the
control group and
10 APRN students
in the intervention
group.

has studied problem-
based learning more
comprehensively than
nursing. Therefore,
this study compared
student performance
and satisfaction in
problem-based learn-
ing to a traditional
lecture format in
pharmacology.

was experimental,
post-test only, though
the sample wasn’t
randomly selected.

m They cite that they
didn’t need a pretest
because it was a
homogenous sample.

m The same faculty
member taught each
class.

m The students were
blinded to the fact
that another teaching
method was being
used, and the groups
were 50 miles apart
from each other.

m The Student Satisfac-
tion with Learning
Tool had respectable
content validity and
test-retest reliability.

= No psychometrics
were supplied for the
midterm exam and
final exams.

The Students’ t tests
for independent
samples were used for
analyzing differences.
The teacher did not
know whether she was
grading a control or
experimental exam.

showed no significant differ-
ences between the groups.
= Midterm exams showed
no significant differences
between the groups.
= Final exam grades showed
no significant differences
between the groups.

such a small sample size. The

effect size would have had
to have been large to have
shown significance.

m One intervening vari-
able that the researchers
acknowledged was that the
intervention group were not
only learning new material,
but a new learning method
at the same time. This could
have affected the results.

Since problem-based learn-
ing is thought to improve
critical thinking, the dif-
ference might be seen in

practice, rather than with the

exams.

m The psychometrics of the
exams were not provided.

m Can the results be general-
ized to undergraduate nurs-
ing students?

Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
Miller, S. K. (2003). | Convenience The medical literature | m The study design m Student satisfaction scores m Caution is advised using m This pilot study sug-

gests that problem-
based learning may be
at least as effective as
traditional lecture and
should be explored in
larger studies.

m The evidence did not
support problem-
based teaching
methodologies
over traditional
methodologies.

Murphy, M. (1995).
Open learning:

the managers’ and
educationalists’
perspective.
[Electronic Version].
Journal of Advanced
Nursing, 21(5),
1016-1023.

Level IT

Participants for
this study were
from a college of
nursing and its
clinical links.

Setting was
England.

Describe the feelings
and motivations of
nurse educators and
managers toward
open-learning
programs.

The definition they
used was that open
learning relates

to an educational
philosophy where
the learners have
access not just to
educational products,
but to the means of
shaping their own
learning.

Qualitative study
using guided, stan-
dardized interviews
with an open-ended,
in-depth interview
technique.

m Tape-recorded
interviews were
transcribed verbatim.

m Situation analysis
was used, requiring
detailed, searching
and concrete analysis
of the data collected
to ‘get inside the
information.”

m A theoretical frame-
work was devised that
combines the phi-
losophies of human-
istic education and
Knowles’ andragogical
assumptions for learn-
ing with concepts of
student empowerment
and increasing clinical
competence.

m Both practice and educators
valued open-learning as a
mode of program delivery
appropriate for a practice
profession.

= Both groups confused the
concepts of open and dis-
tance learning.

m All interviewees agreed that
open learning would help
to close the theory-practice
gap.

m The interviewees saw open
learning as a way of empow-
ering the learner.

m The findings showed that
practice and education aren’t
working collaboratively,
but each are functioning
with their own competitive
market in mind.

m Lack of clarity of definition
within both groups as to
what exactly open-learning
is.

m Sample selection process was

not made clear.

m Line-by-line coding of inter-
view transcripts allowed for
comprehensive results.

m Researcher acknowledged
that some would use the
survey method, and yet she
cogently argued that the
survey method hands over
the data collection from the
researcher to the informant.

Researcher acknowledged
the lack of rigor with open
interviews, and yet she
argued that a rigid interview
could be dominated by the
researcher’s agenda.

® Educators and prac-
titioners saw clinical
experiences as vital
in the education of
nurses, and open-
learning would only
be a part of teaching
nursing students.

m Open-learning is often
confused by nurse edu-
cators and managers
as being distance-
learning.
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Article

Sample

Comparison
Studied

Study
Procedures

Key
Results

Strengths &
Weaknesses

Implications
for Boards

Platzer, H. Blake,
D., & Ashford,

D. (2000). An
evaluation of
process and
outcomes from
learning through
reflective practice
groups on a post-
registration nursing
course. [Electronic
Version]. Journal of
Advanced Nursing,
31(3), 689-695.

Level IT

30 students were
followed for two
years in England.

Develop a better
understanding of
the use of groups
and discussions to
facilitate reflective
practice.

m Groups were qualita-
tively evaluated by
the use of in-depth,
semistructured inter-
views.

m Interviews were
audio-recorded and
transcribed. They
were analyzed using
a qualitative software
analysis package (QST
NUD-IST version 3).

m The data were coded
and categorized as
themes emerged.

m The students reported sig-

nificant development in their

critical thinking abilities.
The reported greater
autonomy to question the
status quo.

The participants reported
a less rule-bound approach
to their practice (relates to
Benner’s work).

Their learning in the reflec-

tive practice groups can best
be understood in terms of an

increase in professionalism.

m Self reports can be biased.
= No measurements of critical

thinking were made.

m The reliability of the coding
and categorization was not

discussed.

m Excellent qualitative
evidence to support
the need for students
to reflect in groups and
discussions about their
practice.

Schaefer, K. M.

& Zygmont, D.
(2003). Analyzing
the teaching style
of nursing faculty:
Does it promote a
student-centered
or teacher-
centered learning
environment?
Nursing Education
Perspectives, 24(5),
238-245

Level IT

Sample consisted
of 178 females and
nine males.

Mean age of 50.

m Describe the pre-
dominate teaching
styles of nursing
faculty as either
teacher-centered or
student-centered.

m Compare faculty
teaching styles to
their instructional
methods and to
their stated phi-
losophies.

m Descriptive correla-
tion design with trian-
gulation of methods
was used.

m Principles of Adult
Learning scale (PALS)
was used to measure
teacher or student
centeredness; good
reliability and validity
have been reported
for this tool.

m Questionnaires were
sent to 100 randomly
selected baccalaure-
ate programs accred-
ited by NLNAC to be
given by the dean to
five faculty members.

Participants were more
teacher than student
centered; their written
philosophies revealed both
teacher-centered and stu-
dent-centered approaches.

Faculty used student-cen-
tered language in their
philosophies, oftenin a
teacher-centered context;
therefore, they may have
recognized the need for a
student-centered environ-
ment but had difficulty with
implementation.

A distinction was made
between clinical and class-
room teaching. The authors
questioned whether the
philosophy should change
according to the teaching
venue.

m Nice literature review.

m Investigators met to achieve
consensus about themes with

the narrative data.

m Questionable generalizability
beyond baccalaureate nurs-
ing programs accredited by

the NLNAC.

m Excellent suggestions
were given for assist-
ing faculty to move to a
more student-centered
environment, and
perhaps the boards of
nursing could support
these.

It is helpful for faculty
to regularly share ef-
fective teaching meth-
ods with their peers
in formal and informal
settings.

Simmons, B.,
Lanuza, D., Fonteyn,
M., Hicks, F., &
Holm, K. (2003).
Clinical reasoning in
experienced nurses.
Western Journal of
Nursing Research,
25(6), 701-719.

Level IT

15 experienced
nurses.

Five adult
med-surg units

in a teaching
community
hospital outside a
large Midwestern
city.

Convenience
sample.

Explored cognitive
strategies used by
experienced nurses
as they considered
assessment findings
of assigned patients.
Experienced nurse
was defined as
practicing from two
to 10 years, full-time,
on a medical-surgical
unit.

Qualitative, descrip-
tive design.

The think-aloud
method was used

to assess cognitive
processes.

Participants were
tape recorded by an
investigator to gather
information.

Each audiotape was
transcribed. The text
was methodically
reviewed using the
three steps of protocol
analysis: referring
phrase analysis, as-
sertional analysis, and
script analysis.

The most common thinking
strategies used to reason
about assessment findings
were recognizing a pattern,
judging the value, provid-
ing explanations, forming
relationships, and drawing
conclusions.

Nurses made sense of as-
sessment information by

linking concepts together to

form relationships.

These relationships indicat-
ed the specific information
nurses were concentrating

on and determined the direc-

tion that their reasoning
would take next.

Years in practice is only
one criterion to distinguish
between nursing skill level.

m Three nurses spoke English
as a second language, which

may have affected under-

standing and thinking aloud.
m Few studies of nurses’ clini-
cal reasoning have been con-
ducted in a practice setting
during actual patient care.

m The number of years in

practice may not have been
an appropriate indicator of
skill level, and the authors

acknowledge this.

m While this sample was
of experienced nurses,
it provides insight for
teaching strategies
with clinical reasoning
and critical thinking.

m The think-aloud
method is an effective
way to access the cog-
nitive processes used
in clinical reasoning
and might be used by
faculty teaching nurs-
ing students.

Although previous
research has shown
that expert nurses
chunk information

and employ thinking
strategies to speed the
reasoning process, this
study indicated that
experienced nurses
(who were not experts)
employed similar
techniques
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between January
1 and March 31 of
2002, resulting in
a sample of 601,
with a return rate
of 62.3%.

their educational
preparation for
practice, the types of
transition programs
available, their
involvement in errors,
and they perceived
difficulty with client
assignments.

VNs reported being involved
in errors.

® The two most common
reasons given for errors (for
both RNs and LPN/VNs) were
inadequate staffing and lack
of adequate communication.

m About 20% of all respon-
dents reported that their
current client assignments
were too difficult.

m The two most critical clinical
competencies (significantly
related to being involved
with errors and not being
comfortable with their cur-
rent assignment) were when
nurses reported that they
don’t know when and how
to call a client’s physician or
to work effectively within a
health care team.

m Other results in Report.

making the error, the supervi-
sor of others making errors,
or as the one discovering
errors made by others.”
Therefore, a nurse could have
chosen the error selection
even when he/she didn’t
make the error. Yet, this data
compares to national data on
errors.

m Large, representative sample.

Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards

Smith, J. & Stratified random Examined Survey methodology, m Of the four methods of m Self report surveys can be m Taken with the IOM
Crawford, L. (2003). | samples of 1,000 demographic data and the full instrument distance education (Internet- biased. recommendation
Report of findings RNs and 1,000 and educational is available for review in enhanced, full Internet, u Being involved in errors that health educators
from the practice and | LPN/VNs were variables of newly the publication. linked classrooms, and cor- was defined as “incidents or should teach students
professional issues selected from licensed nurses. The respondence courses), the occurrences that resulted in how to work in inter-
survey spring 2002. | lists of successful | educational variables most frequently reported for harm to clients or had the disciplinary teams,
NCSBN Research candidates on the | were: participation both RNs and LPN/VNs was potential to place a client at this study supports
Brief, 7, 1-46. NCLEX-RN® and in distance learning, Internet-enhanced. risk for harm. You may have how important working
Level II the NCLEX-PN®, the adequacy of ® 49% of RNs and 41% of LPN/ been involved as the one with interdisciplinary

teams is. Not being
able to collaborate
with other members of
the health care team
can put patients at
risk.

Thiele, J. E. (2003).
Learning patterns
of online students.
Journal of Nursing
Education, 42(8),
364-366.

Level IT

m The sample
consisted of 64
students in a
baccalaureate
program for RN
students that
completed a
three-credit
research and
informatics
course.

Learning
outcomes were
compared to
42 generic
students.

m The objective was
to learn how online
courses affect
learners.

m The researcher also
compared students’
learning in a tra-
ditional course to
those in an online
course.

m The study was
conducted during two
sequential semesters.

During each semester,
three face-to-face
class meetings were
conducted. The
remaining 12 classes
were conducted in an
asynchronous format
(via e-mail, group
discussion board or
telephone).

All assignments were
posted online and
required use of Web
resources for comple-
tion.

® Learning outcomes
were measured with
online exams.

m Generic students were
taught the same con-
tent with a traditional
methodology and took
an “almost identical”
exam.

These results indicate that
the learned information
component was higher for the
online students than for the
traditional students.

m Methodology poorly
described.

m The comparison of an RN-BSN
group to a generic group is
inherently flawed.

= The exam procedures
were starkly different: The
RN-BSN students took the
exam online at home, with
no time period; no controls
were placed on the students,
except for personal integ-
rity. Meanwhile the generic
students took a 50-minute
proctored exam.

m K-R reliability for the exam
was acceptable; no validity
data were provided.

m Additional research
with controlled
comparisons between
traditional and online
courses is needed to
expand the knowledge
of the effects of Web-
based education on
learners and learning
outcomes.

m Results of this study
should be used very
cautiously because of
the methodological
concerns.
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Article Sample Comparison Study Key Strengths & Implications
Studied Procedures Results Weaknesses for Boards
Tiwari, A. & The sample The purpose was m The study involved the | Three themes emerged from m Self report data can be m Backwash was dis-

Tang, C. (2003).
From process

to outcome: the
effect of portfolio
assessment on
student learning.
Nurse Education
Today, 23, 269-277.

Level IT

consisted of 70
nursing students
in the Department
of Nursing Studies
in The University
of Hong Kong.

m 21 second year
students were
assigned to the

treatment group.

m 49 third year
students were
assigned to the
comparison
group.

to evaluate the
effectiveness of
portfolio assessment
in enhancing student
learning.

This Paper mainly
addressed the
qualitative data.

use of a nonequivalent
control group design,
as well as a qualita-
tive component.

m Data collection
consisted of the Study
Process Questionnaire
(SPQ) to measure
students’ approaches
to learning; the As-
sessment Preparation
Strategy Question-
naire (APSQ) to find
out how students
prepare for their as-
sessments; and semi-
structured interviews
with selected students
(12) to explore their
experience and
perceptions of the
assessment process.

m The audio-recordings
were transcribed
verbatim to improve
trustworthiness.

the analysis of the interview
transcriptions:

m The students favored the use
of portfolio assessment.

m The process of preparing
portfolios yielded positive
academic and affective
outcomes.

= Unexpected findings in the
form of spontaneous col-
laborative learning during
the process of preparing
portfolios for those students
who lacked motivation.

The positive academic

outcomes were (supported by

qualitative comments):

® Gaining a much better under-
standing.

m Applying what they learn to
their professional practice.

m Learning deeply and mean-
ingfully.

m Conceptualizing at a high
cognitive level.

® Gain in confidence.

m Pleasure, appreciation and
freedom to choose.

biased.

m Intervention was only one
semester.

m Other incidental variables
could have been a factor, as
the authors acknowledge.

m This was only the report of
the qualitative results; the
quantitative results can be
found: Tiwari, A. & Tang, C.
(2001). The power of part-
nership: Enhancing student
learning through assessment
by portfolio. In: Conway, ).
(ed). Research & Develop-
ment in Higher Education:
Vol. 24. Learning Partner-
ships. The Higher Education
Research and Development
Society of Australasia, Inc.,
ACT, pp. 188-194.

cussed, and it implies
that what the students
learn and how they
learn depends very
much on what they
think they will be as-
sessed on; this seems
to be very appropriate
for those nurse educa-
tors who “teach to” the
NCLEX.

The positive academic
and affective outcomes
suggest that the use
of portfolios can have
a positive effect on
learning.

White, A. H.
(2003). Clinical
decision making
among fourth-year
nursing students: an
interpretive study.
Journal of Nursing
Education, 42(3),
113-120.

Level IT

Seventeen senior
nursing students
(16 women, one
man) participated
in the study. No
students had any
type of previous
degree in nursing.
All students were
completing their
last semester of
coursework in

a baccalaureate
program.

They studied the
essential components
of learning clinical
decisionmaking
among nursing
students.

m A qualitative
methodology was
used, Heideggerian
phenomenology, with
hermeneutical analy-
sis.

m The identification
of themes was ac-
complished through
the accepted constant
comparative method.

Five themes were identified

as components associated

with nursing students’ clinical

decision making:

m Gaining confidence in their
skills.

m Building relationships with
staff.

m Connecting with patients.

® Gaining comfort in self as a
nurse.

m Understanding the clinical
picture.

The results of the study
indicate that until students
are able to understand the
clinical picture, their clinical
decision making capabilities
are limited.

The researcher questions
whether traditional clinical
rotations are as effective as a
consistent clinical experience.

Besides using the constant
comparison method to iden-
tify themes, the investiga-
tors asked three students to
verify the themes.
= A model was presented to
encourage further dialogue.
= A more diverse student
sample would have made the
study more generalizable.
This should be considered for
future research.

The importance of
students working with
staff was paramount.

When students gained
confidence, they were
able to shift their focus
from themselves to the
clinical environment.

When students worked
in the clinical area
with patients and
mentors, they gained
in confidence.

When students became
more comfortable in
the clinical environ-
ment, they began to
assume the nursing
role.

Until students
understand the
clinical picture, their
clinical decision-mak-
ing capabilities are
limited. Yet, they need
knowledge, experience
and self-confidence to
understand the clinical
picture.
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Article

Sample

Comparison
Studied

Study
Procedures

Key
Results

Strengths &
Weaknesses

Implications
for Boards

Yates, P. Jackie,

C. Moyle, W. &
Wollin, J. (1997).
Peer mentorship in
clinical education:
outcomes of a pilot
programme for first
year students. Nurse
Education Today, 17,
508-514.

Level IT

55 of 323 first year
students enrolled
in the Bachelor

of Nursing
program agreed to
participate. Eight
peer mentors
were selected
from students in
the second year
of the program

to facilitate the
sessions. The
setting was
Australia. 55
randomly selected
non-participants
served as the
controls.

Examine the potential
of peer mentorship
to assist students to
improve their clinical
learning outcomes.

Five sessions of one
to two hours’ duration
were held every two
to three weeks during
the 14-week semester.

Sessions focused spe-
cifically on strategies
for negotiating the
clinical environment,
promoting learning
from clinical experi-
ence, and debriefing
of events and experi-
ences during clinical
practicums.

Measurement in-
cluded pre- and post-
program question-
naires, a focus group
interview, review of
mentor journals, and
a statistical analysis
of the differences in
clinical ratings be-
tween the participants
and non-participants.

m The program was perceived
to provide a considerable
amount of help to participat-
ing students, particularly
in reducing anxiety and
increasing confidence.

m There were no differences
between the groups related
to clinical instructor ratings.

m Mentors felt the program
had assisted students with
increasing confidence and
reduced anxiety.

m Students were less satisfied
with issues such as timing
and organization of the ses-
sions.

m Students spoke of their
concerns about the need for
practice of clinical skills to
improve their confidence and
reduce anxiety.

m Evaluations were comprehen-
sive.

m Because the protégés were
volunteers, there may have
been a systematic bias.

m Students feel it is
important to integrate
both theory and prac-
tice.

m Most clinical teachers
agree that lack of
confidence and anxiety
can have detrimental
effects on student
learning, and the
strategy of using peer
mentors may assist
with this.

m Support strategies,
which reduce stress for
beginning students are
important in nursing
programs, since they
are likely to contribute
to an improvement in
student performance
and a decrease in
student attrition.
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Conclusion

This is an ongoing project where we are continuing to search for studies that meet the specified
criteria. A limitation of any systematic review is that it is only good as the quality of research
that it covers. As discussed in strengths and weaknesses, oftentimes sample sizes were small and
controls were lacking. The study criteria for this systematic review were not as stringent as some
reviews so that the breadth of the literature could be reviewed. The review identifies strengths
and weaknesses of the studies so that the reader can decide how to use these findings.

Three Level I systematic reviews were identified. Epstein & Hundert (2002) defined “professional
competence” and provided some guidance for boards for assessing the competence of health care
workers. Greenhalgh (2001) identified 12 prospective randomized studies of medical students for
the purpose of evaluating computer-assisted learning. They suggest that computer-based learning
can be effective, though the aim should be to use a variety of teaching strategies. Issenberg et al.
(2005) conducted a systematic review of high-fidelity medical simulations for learning and found
them to be valuable adjuncts to learning when carried out under the right conditions.

Five of the studies provided evidence that qualified faculty were important for teaching nursing
students, though there was no literature about specific qualifications. Two studies specifically
identified the need to improve students’ confidence levels before they can effectively think
critically when caring for patients. Five studies provided evidence that clinical experiences
improve students’ abilities to think critically when caring for patients, though there were no
studies found that investigated specific numbers of clinical hours. Likewise, there were no studies
that evaluated those programs that do not have, or have very limited, clinical experiences. Two
studies found that reflective practice was a very important strategy for teaching nursing students
to critically think. There were four studies that showed no differences in learning outcomes with
online courses versus traditional courses, and one found online courses had significantly better
student outcomes, though that particular study was not well controlled and should be replicated.
Other research investigated some very specific issues, including:

B Validating the need to evaluate structure, process and results/outcomes when evaluating
programs.

m Validating personal improvement courses for teaching continuous quality improvement.
B Decreasing environmental noises and distractions in order to enhance learning.
B Problem-based learning, compared to traditional learning, was investigated.

B Provided good guidelines for assisting the faculty members in moving towards a more
student-centered way of teaching.

B Supported the IOM’s recommendation for the importance of interdisciplinary teams in
health care.

B Supported the use of portfolios for student learning assessment.
B Recommended the “think aloud” strategy for clinical reasoning.

B Supported peer mentors as a way to increase student confidence levels in clinical situations.
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Report of the PR&E Subcommittee on International Nurse Issues

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

In FY02, the PR&E Committee recommended the formation of a special subcommittee to study the
effect of nurses educated outside of the United States on U.S. nursing regulation. The Foreign Nurse
Issues Subcommittee was formed in February 2002 and, in FYO3, developed a Resource Manual
to meet the needs of Member Boards. In FYO4, the International Nurse Issues Subcommittee
(formerly known as the Foreign Nurse Issues Subcommittee) updated the Resource Manual,
reviewed the services of available credentialing evaluation agencies and developed a minimal
data set as guidelines for the level of credential evaluations needed for regulatory purposes.

Subcommittee Process

The Subcommittee conducted a thorough review of the literature on the transition and assimilation
of international nurses. Literature on transition and assimilation of nurses in general was also
reviewed. Surveys of employers, universities, international nurse recruiters, boards of nursing
and professional international nurse organizations were conducted. NCLEX licensure data
regarding international nurses was also reviewed. Representatives from the Commission of
Graduates of Schools of Foreign Nursing (CGFNS) and the Chicago Bilingual Nurse Consortium
discussed specific topics of interest with the Subcommittee.

Subcommittee Findings

A review of the literature on the transition and assimilation of international nurses revealed
a lack of information, though some useful information was obtained. A literature review on
the transition and assimilation of nurses in general indicated some principles that would be
useful with the international nurse cohort. Two separate surveys to employers were conducted.
Initially, a survey to a random sample of 400 hospitals in the United States was done with a
return of 94 (23.5%) (Attachment A). The results of this survey revealed that few of the hospital
employers that completed the survey were recruiting international nurses. Those hospitals that
were recruiting foreign nurses were only recruiting small numbers, sometimes only one or two
nurses at a time. When asked about the challenges of hiring an international nurse, employers
most frequently reported meeting the standards of the immigration process. Other challenges
noted were language barriers, cultural differences, differences in competencies, setting up living
arrangements and lack of recruitment dollars. The poor response rate and the infrequent use of
international nurses by the majority of respondents of the first survey prompted a second survey.
It was thought that possibly international nurses were utilized by the more heavily populated
states. The second survey focused on the employers in the heavily populated states of Illinois, New
York, Texas, California and Florida (Attachment B). For the second survey, a different methodology
was employed. Instead of sending a survey to each employer, an introductory letter was sent to
the employer with instructions to fill out a questionnaire over the Internet. The response rate was
much lower than the first survey (7%). However, the responses of the second survey mirrored the
first. The majority of respondents indicated that they were not using international nurses. The
challenges of using international nurses identified by the second survey were identical to those
in the first survey. Based on both surveys, it appears that there may not be large numbers or large
cohorts of international nurses assimilating into U.S. health care system. Unfortunately, as the
response rates were very small, the results may not be representative of the entire population
of international nurse employers. Other findings of the employers’ survey were: (1) Federal
regulations are perceived to be major barriers for the immigration of international nurses due
to the complexity of the process, the length of time of the process and the frequent changes
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occurring in the process and (2) It appears that hospitals bear the brunt of the assimilation and
transitioning of international nurses.

Other groups surveyed included nurse recruiters, Member Boards and universities. For surveys
sent to nurse recruiters, the response rate was too low for the results to be considered. Member
Boards were also surveyed to determine (1) if they were tracking discipline data of international
nurses (of the Boards responding, all said no) and (2) their perception of the public protection
issues related to international nurses. The issues most frequently cited by Member Boards were
language barriers, cultural diversity, knowledge of regulatory parameters, socialization issues and
technology skills. Twenty-three Member Boards responded (38%). Universities were contacted
regarding the services they provide to international students. Many provided international
students with mentors and support groups as well as opportunities to improve English language
skills. International nurse professional organizations were contacted to determine what services
were provided to assist international nurses. Few of these organizations provided mentoring
services to international nurses.

Although most of the hospital employers surveyed indicated that they are not hiring international
nurses, NCLEX licensure data indicates an increasing number of international nurses are taking
the NCLEX. In 2001, 8,612 first-time RN international nurses took the NCLEX. In 2004, 16,489
first-time RN international nurses took the NCLEX. This increase in the number of international
nurses taking the NCLEX is not compatible with the results of the international nurse employers
surveys conducted by the Subcommittee. Due to the low response rate of the employer survey, the
results may not be valid. However, large numbers of international nurses may be in the ‘pipeline’
of the immigration process, many of whom could possibly become discouraged and drop out of
the process. The likelihood of this being case was supported by a representative of a large nurse
recruiting firm who reported that they usually can only complete the recruitment process for 200
international nurses per year.

Factors Influencing the Assimilation/Transition of the International Nurse

Based on the review of available resources and surveys, the Subcommittee identified factors that
could influence the ease with which international nurses assimilated/transitioned into the U.S.
workforce. They noted that three other transition groups: U.S. new graduate nurses, reentry U.S.
nurses and new employee, were very similar to the international nurses in terms of the factors
influencing assimilation/transition. They were:

B International nurses may work in a capacity other than nursing (e.g., ward clerk, nurse
aide) prior to licensure. Some employers will hire international nurses who have not yet
obtained U.S. licensure as unlicensed health care personnel. This will allow international
nurses a chance to become comfortable with the health care environment and facilitate the
assimilation process.

B Many changes in the immigration system, such as revisions in visa status and new
requirements are challenging to international nurses who are attempting to complete the
immigration process.

® If aninternational nurse’s native language is English, the transition into the U.S. health
care system is much easier. The majority of survey respondents and assimilation/transition
articles referred to the language barrier as a major hindrance to the assimilation of
international nurses.

m [f the international nurses have a social support group, the transition is easier. Several
journal articles described success stories regarding the use of support group for
international nurses. With the support of their peers, they are more easily able to transition
into the U.S. health care system.

B The ease of assimilation/transition can be influenced by employer expectations and
willingness to provide support. Because all individuals are unique, the employer must
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be aware of the needs of individual international nurses. An assessment followed by an
individualized orientation program is preferred.

Current nursing practice, if in an individual nurse’s home country or other country, will give
the individual an advantage in the assimilation/transition process. Whereas a nurse who
has not practiced in some time may need additional competencies in order to assimilate or
transition successfully.

Methods That Facilitate Assimilation/Transition

The Subcommittee determined that there are methods to assist with the assimilation/transition
of international nurses. As noted above, the Subcommittee observed many similarities with the
other transition groups: U.S. new graduate nurses, reentry U.S. nurses and new employees. The
methods are:

Language Classes — Communication barriers lead to frustration for international nurses,
other staff members and patients. Communication skills include medical terminology,
abbreviations (including JACHO abbreviations), colloquial terms, medication names, etc.
Lack of communication skills hinder international nurses from assuming a nurse’s role and
responsibilities.

Preceptors/Mentors — These programs provide support for international nurses. Employees
volunteering to be mentors may initially contact international nurses while they are still in
their home country, similar to pen pals, to answer any questions the international nurses
may have. Upon arrival in the United States, mentors can provide assistance with adjusting
to a new culture by assisting with life activities, and introducing international nurses to
others from their homeland. Mentors need to be trained and when possible, be from the
same country as the new international nurse. Of course, the program can only be successful
if the new nurse is willing to participate. Mentoring is a continuous cycle of support created
by individuals who recognize the difficulties of transitioning into a new venue.

Support Groups — Upon arriving in the United States, international nurses enter into a
different culture and environment. Support groups provide support and camaraderie for
international nurses and allow opportunities to discuss common problems/concerns and to
share information.

Orientation Program — Employers of international nurses should provide an individualized
orientation program. The components should include:

Skills Assessment
Pharmacology
Technology

Orientation to U.S. Health Care System, e.g., types of health care workers, delegation,
etc.

Regulatory information, e.g., NPA, discipline process, etc.

Helpful hints, e.g., using eye contact, understanding some words used have several
meanings, etc.

Cultural Training for both international nurses and employees — Differing cultural norms
are expressed through behaviors and attitudes which in turn influence communications
and affect staff interactions and performance. Both international nurses and employers
must be aware that each culture has a unique sets of beliefs that must be understood if
communication is to be effective. Areas such as handling conflict, decision making and role
expectations must be explored in cultural training sessions.

Assistance with life activities such as getting a driver’s license, finding living quarters
— International nurses enter an entirely new system of living. They may be unfamiliar with 137
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activities of daily living in the U.S. culture. Support with these activities can assist the
international nurse as they adjust to the new culture.

Public Protection Issues

The International Nurse Issues Subcommittee identified the following as the major public
protection issues:

B Assessment of Competencies — Health problems vary from country to country. International
nurses may be trained in dealing with acute care illness, public environment and/or
environmental concerns but may not be familiar with the chronic health problems they
will encounter in the United States. Technology also varies from country to country. The
international nurse may be familiar with the technology in their country but not technology
found in the United States. These different sets of competencies and skills may affect public
safety.

B Language Barriers — A challenge for international nurses is to develop effective
communication skills. This is difficult because medical terminology is different. Technology
and medications have different names. Problems may occur with abbreviations and words
that sound similar, such as atrial and arterial. The inability to communicate a change in a
patient’s condition as well as the inability to communicate that change via writing could
compromise patient safety.

®  Lack of Familiarity with U.S. Health Care System — The home country of the international
nurse may not have a similar health care system to the United States. They may not be
familiar with the many types of health care workers present in the United States or the
process of delegation. They may not have knowledge of a nurse practice act or board of
nursing. When the international nurse practices in the United States, she/he must know
what they can and can’t do. It is important for the international nurse to be aware of the
boundaries of their practice and their responsibilities to their patients.

B Cultural Differences — Each culture maintains different expectations. The difference in
expectations can result in misunderstandings and misconceptions on both the part of the
international nurse and other staff. For instance, international nurses from some cultures
may be reluctant to ask questions, fearing that they would be perceived as rude or become
embarrassed to let someone know she/he does not understand. This may compromise
patient safety.

Highlights of FYO5 Activities

B Reviewed current literature on assimilation and the transition of international nurses into
the U.S. health care system.

® Surveyed Member Boards regarding the transition of international nurses and reviewed the
results.

m Surveyed employers and nurse recruiters regarding their experiences with the transition of
international nurses and reviewed the results.

B Reviewed activities of universities and professional associations regarding the transition of
international nurses.

B Met with the Chicago Bilingual Nurse Consortium.

B Met with the Commission on Graduates of Foreign Nursing Schools.

Attachments
A. Employer (Hospitals) Survey

138 B. Survey to Illinois, California, New York, Texas and Florida Hospitals
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Attachment A
Employers (Hospitals) Survey

400 Surveys Sent

94 Employer Surveys Returned as of March 11, 2005.

1. How many international nurses does your organization hire per year?

4 =1 nurse hired

5 =2 nurses hired
4 = 3 nurses hired
1 =4 nurses hired
2 = 5 nurses hired

1 =6 nurses hired
1 =10 nurses hired
1 =12 nurses hired
1 =14 nurses hired
2 =1-2 nurses hired
1 =1-5nurses hired
1=2-3 nurses hired
1 = Approximately 2-5 nurses hired

1 =3-5 nurses hired

Comments:

We are not hiring international nurses — 10.

We have only hired Canadian nurses — 4.

We have not had any applicants — 2.

We have hired a total of 20 from Philippines.

Attempted to hire 30 from Philippines but [they are] still not here.

We recruited over 50 nurses and lab techs from the Philippines in 1992.
An international nurse was hired in 2004.

Very few, none last year. We currently have only seven on staff all Canadian.
Few available.

None, no shortage of available nursing staff for past two years.

We are a small rural hospital.

We are expecting our first international nurse in first quarter 2005.

We have less than a 1% vacancy rate.

We have been informed by our corporate recruiter that immigration regulations place a
prohibitively long wait on foreign nurses entering the country which has discouraged us
from trying to recruit them.

Free standing psych hospital with only 30 acute in-patient beds.
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We have offered two jobs. We don’t have an annual number for the hospital.

One hired in last three years. Her hushand is on staff as a physician now for last three years.
We are a 25 bed critical access hospital in a village of 6,000 people. Service area 38,000.

Need HI license first.

Through school of nursing — F1 Visa.

2. What challenges do you find when hiring international nurses?

140 "

Immigration and Naturalization Services has made delays exceptionally long. Getting nurses
to pass all exams prior to arriving.

Visa issues, Homeland Security issues.

(1) Visa and work status, (2) Meeting standards.

Immigration issues.

Delay in processing requirements for the United States (passports, visa).
Visa Screen — eligibility to practice. Unable to sit for NCLEX. Border issues.

Acculturation issues including housing, transportation. VISA screen process, long and
unreliable. Problems with border staff being inaccurate, for example: typos in a name
spelling causing delay in getting social security numbers. INS not available by phone to
public. Must go to Charlotte, NC (three-hour drive) and appear at office to ask questions/
seek assistance.

Long processing times with BCIS. Delays at State Department and embassy levels to have
Visa issued. Nurse’s difficulty in passing required exams, particularly Test of Spoken English
(TSE).

They complete their requirements and are gone. Long wait to process application, Visa, etc.
Expense (money and time).

I can recruit Canadian Nurses, but the Immigration process is so multitiered and takes so
long that many of the recruited nurses seek other employment.

Language barrier: ability to understand individuals enunciation, clarity of speaking and
use of vocabulary to mean very different things, frequently not communicating (though
interaction suggests one is).

Cultural differences, language barriers, knowledge-base differences.

Language with dialect although speak English practice in foreign country does not
necessarily match practice in the U.S. and acuity of patients especially for specialty units.

Language barriers related to oral communication. Written skills are generally better.
Cost, language barriers, housing, household.

At a previous facility (VA in Syracuse, New York) we hired international nurses and language
was a barrier at times.

Getting them acclimated to U.S. nursing practices. Cultural changes.
Competencies, language barriers, financial outstay to bring them on.
(1) Staffing needs, (2) Communications, (3) Understanding/skill level regarding all areas.

Occasionally in past have seen issues with cultural differences, language, understanding of
slang by U.S. nurses.

Language and different cultural issues.

Language barriers; educational barriers — school programs; cultural barriers.
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Recruitment dollars.
Never have hired any, but for us it would be the cost.

Time and money: We investigating utilizing Philippine nurses and found this expensive and
not cost efficient. We do not have any international applicants to date nor have we recruited.

Setting up living arrangements; NCLEX; Length of time to process from initial contact to
actual arrival; tend to leave to be with family in other parts of the United States; finding
spouses employment.

Poor communication with the company we worked with to recruit foreign nurses.
Very difficult to recruit international nurses for a small nurse community.

None, they were able to adjust, assimilate and process information, as they are also M.R.
graduates in the Philippines.

We are using none and have no plans to utilize.

We have not had any since any nurse from a foreign country has already been licensed prior
to employment. We have not recruited abroad.

It takes so long to get them through their country’s red tape as well as ours. It is difficult to
predict needs two to three years in the future.

I’ve hired international nurses in other facilities/other towns; they worked out great. We
just don’t do it here.

Length of time of interview to arrival in country; knowledge deficit of specialized areas;
terminology.

Different skill level than in the United States. Medications have different names.
State Department processes.

We have not pursued hiring, but have found common challenges of working with employer’s
attorney and immigration for nursing students.

We have begun to use “Nurse Immigration U.S.A.,” which makes sure legal status/
paperwork is completed, communicates with RN, helps select appropriate placement (city
vs. rural) etc.

Meeting the standard of care.

3. Do international nurses differ from new U.S. graduates?

Yes — 29
No—6

Unknown — 2

Comments:

Cultural and language issues — 6.

They have more, excellent clinical experience — 2.

(1) Very eager and willing to work, (2) Not familiar with equipment.
They seem more professional to me.

Skills appeared to be comparable.

Adaptation to system and practice.

Require more orientation.
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B Strengths and weaknesses differ.

®m All Canadian nurses have had experience.

® Need work with medications and equipment as well as authority roles.
® Some have good and pertinent experiences and BSNs.

®m  Lack familiarity with cultural areas.

m Depending on country of origin, familiarity with terminology.

B Sometimes better trained.

® Two of our international nurses graduated from U.S. programs.

4. Do you permit international nurses to work in a capacity other than nursing (e.g., ward
clerk) prior to licensure?

Yes — 13
No — 29

Comments:

®  We would, but have not recruited yet — 3.

®  Nurse Assistant.

B The International nurse has worked as a CAN and clerk roles.

m  Patient Care Associate.

®  We have an RN from Africa that is now a U.S. citizen, but not licensed, working as a PCT.
B Past experiences, not in Manchester.

m  We have only hired those with license.

m If work eligibility verified/completed, usually occurs same time.

5. Do you prepare current staff to work with international nurses?
Yes — 19

No — 24

Comments:

B Preceptor programs. Cultural and diversity awareness programs.

m Staff was provided with cultural information.

m  We will have education for our nurses.

B Our current Canadian staff has been “briefed” on Canadian recruitment efforts.

®  We also had a large number of doctors from the Philippines that helped with this process.
B Incorporated additional transcultural education into preceptor program.

®  We have a preceptor program to train all preceptors.

B Justinforming. Some staff does not agree with international recruitment.

B Basic preparation for diversity.

B Unstructured guidelines.
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. If yes to number 5, what is included?

Cultural diversity training — 3.
m Staff was provided with cultural information relevant to the new hire.
®  Culture, nutrition, personal interest, religion, climate, language barriers.

® Understanding cultural differences, language differences. Inclusion of staff (new) into
mainstream of community.

® Preceptor classes, cultural diversity, weekly sessions with clinical manager/director and
educators.

B Culture issues. Retention tips.

®  We currently do cultural training related to different areas, but much of this is currently N/A
since we have not had any nurses apply and very few vacancies.

m  Sensitivity and cultural training.

® Unstructured advisement, patience and tolerance, understanding other cultures.
B Basic diversity.

m  Diversity Coordinator, Preceptor Education.

®  Acculturation. How to mentor and precept. Diversity training.

B Transcultural workshops presented to nursing management, nursing education and
preceptors. Transcultural educational content incorporated into preceptor educational
programs.

®  No special training regarding international nurses.

B Our RNs go through preceptor classes to be able to work with new RNs. All staff has
mandatory competencies.

®  We would work with the recruiting agency to provide central education to our staff. We
would also plan to ask members of our medical staff to assist with this education.

B Orientation and in-services on the following: administrations rationale for hiring foreign
graduates; background and competencies of the new hire; job description and job
expectations.

® Review of customs and assimilation needs at staff meeting.

7. Do you have a transition/orientation program to assist international nurses?
Yes — 23

No — 25

Comments:

B Orientation program would be the same as for U.S. nurses — 5.

® Individualize unit orientation plan to meet needs of nurse — 2.

®  We have recently started a “club” for Canadian nurses.

® Through our corporate facility.

® New graduate preceptorship.

® We also provided assistance in preparing them to take state boards.

® Complete a 22 and a half week residency after arrival.
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Orientation only, similar to new grads “Buddy” with other foreign RN as much as possible.
Very individualized.

8. If yes, what is included?

Assistance language skills — 10
U.S. cultural transition — 15
Assistance ADLs — 19
Competency assessment — 24
Working Health care — 15
Knowledge regulation — 17
Nursing Education — 17
Clinical — 19

Classroom — 15

Comments:

® Classroom — 6 days.

m Classroom — 2 weeks.

B Clinical, Individualized, usually 4-6 weeks. Classroom — 8 days. Preceptor Model.

B Clinical — 6 weeks; Classroom — 2.5 days. Introduce nurse to other staff with similar
cultural background.

®m Clinical — 3 month orientation; Classroom — 1 week.

B Clinical — 12 weeks; Classroom — 2 weeks.

®m Clinical — one month — 90 days.

B Clinical — 12 weeks; Classroom — 2 weeks.

® Clinical — One month with precept as needed; Classroom one to two weeks more if needed.

®m  Clinical — 6 weeks; Classroom — 1 week.

®  Clinical — 6 weeks; Classroom — 3 weeks.

®  Clinical — 6 weeks; Classroom — 2 weeks.

® Clinical — 6 months — 1 year; Classroom — 1 and a half weeks.

m Clinical — 22 and a half weeks.

B C(linical: 4-12 weeks; Classroom: 1-2 weeks.

® The length is individualized — 5.

B We are so close to Canada that these nurses are not viewed as “international.”

® Don’t remember how long for both classroom and education. They receive a follow-up at

three months, six months and one year. In Texas I did the ones checked when we recruited
about 60 Canadian nurses in the early 90s.

9. If you checked classroom education, what does it include?
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Medical Terminology — 12

Pharmacology — 13
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Delegation — 15
Priority Setting — 16
Other — 9

Comments:

B Same as new grads — 2.

B Pediatric skills.

® Regulations, patient safety, role of RN at Marshall.

m  Entire orientation.

® Unit based population, specific knowledge requirements, unit based, p/p, etc.
B Roles and responsibilities.

B Mostly cultural acclimation.

®m (ritical thinking modules. Legal aspects. Policy/procedures.

® Cardiac monitoring, fetal monitoring.

® Planned.

® Videotapes, multiple competency test, skills, equipment training.

m State board exam preparation.

10. What other things have you done, in addition to those listed above, that have proven
successful to retaining foreign nurses?

B Provide mentors for them — 4.

®  Buddy with an RN of similar culture to assist with community and orientation. Also assists
with facilitation for housing needs — 3.

B 12 hour shifts, little or no rotational schedules. A new project that we’re implementing is
“Friend at Work.”

m Set up a welcoming network of other nurses, especially established nurses from the
Philippines.

B In-services and support on how to work with a diverse team. Consistent assistance and
support in the clinical area, in finishing their work on time. Support during high unit
activity.

B Acculturation, forums with CWO/HR.

B Flexible scheduling.

®  For our Canadian nurses we have completed a support group.
B Get them from close to home or close to family already here.

® Teach them about eating American food, very rich, some become ill. Many become home
sick, called home frequently, increased phone bill.

®  New to this — “Nurse Immigration USA” does a wonderful job of assistance and transition.
m  Peer support.
® Have tried to provide individual assistance both educational and financial.

B Classes on critical thinking.
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11. Does your orientation/transition program differ from the orientation program provided
to new U.S.-educated nursing graduates?

Yes — 1
No — 15

Comments

B Individualized to meet unique individual requirements — 6.

m Slightly, covers areas we know.

B Federal/state laws and city information. Individual finance tutoring sometimes indicated.
® Value-added components.

B All nurses acting as preceptors for foreign graduates must have attended transcultural
training.

m Pathway extended with fewer patients assigned with preceptor.

® Some residency to acquire pediatric specific skills.

12. Do international nurses stay at your organization as long as new U.S.-educated
graduates?

Yes — 22
No—7

Comments

® Some longer — 2.

m Shorter stay for U.S.-educated graduates.

B We hired RNs from UK in 1993. Several are still with us.

B 2004 is first time use of Philippines. Past experience with Canadian was good.

®  Many are still here.

13. Would you be willing to share your successes?
Yes — 7
No—1

Comments:

B Communication with staff as a whole as well as lessons learned from previous foreign
trained nurses who came here 9-25 years ago.

B Our success is our welcoming staff and managers who take all new grads under their wing
and make them feel safe and secure.

m Staff acceptance and willingness to assist both at work and in community.
®  Connecting them within the organization.

B Adjusting or lengthening orientation/preceptorship until international nurse is competent to
handle a team of patients with minimal assistance.

®  Qur mission, caring environment.
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14. What would help you to transition international nurses into your organization?

More interaction and communications.
Transportation and housing, assistance with language skills.
Assistance with language and computer skills.

Best practice for overcoming language barriers given high fast-paced environment requiring
quick decision making.

I have not tapped into international resources outside of Canada. Our facility is on the
border and would be an excellent resource if immigration weren’t so difficult. I'm not sure
how to go about recruiting in Europe/Asia, but I would be interested.

Continue to look at successful retention programs. Possibly sponsorships. Marketing
targeting these groups.

Success stories from other organizations, what they have done and what has worked well for
them.

Reduction in legal obstacles.
We have a county facility and have no money to recruit abroad.

The nurses that were brought to this facility were very prepared and demonstrated good
skills and medical knowledge. Housing to accommodate the desire to be together in large
numbers and a yard for those with children to play.

Information from successful hospitals.
Resources (e.g., standardized programs, money, materials).

Government assistance/streamline problems described in number 2 — VisaScreen, INS
responsiveness, etc.

Would need to know more about their culture and education.

We would love to have additional nurses from the Philippines. They are excellent bedside
nurses.

Frequent updates regarding changes in immigration rules and regulation as occurs.

Easier regulatory burdens.
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Attachment B
Survey to Illinois, California, New York, Texas
and Florida Hospitals

314 Letters were sent to hospitals. The results are as follows:

22 Employer Surveys Returned

1. How many international nurses does your organization hire per year?

1=1
1=4
1=5
1=10
2=1-2
1=3-4
1=15t020

1 = anywhere from 5-15
1 = approximately 10

One nurse in 2003, four nurses in 2004 and approximately five more in 2005.

Comments:

®  We no longer use international nurses.

® T wentto India and interviewed nurses making offers to 17.
m  We have only hired 2 over the past several years.

m  Never have needed any or tried to hire any.

®  Usually attempt to gain employment, mostly from Canada.

B Has not been a purposeful recruiting strategy at this time. We are investigating the options.
Historically, we have been involved from Canada, Philippines but limited.

m  We work with several agencies to bring them in.

2. What challenges do you find when hiring international nurses?

Comments:

B We sometimes have language barriers. They do not always complete their contract.
Gonzales is a small country Texas town; no movie theatres, only Mexican or fast food, about
the only store is a run down Wal-Mart. The population is mostly black and Hispanic. The
international nurses we got were mostly Filipino, were not accepted by the community.
They were fine clinical nurses and nice people, but were not able to be comfortable in the
community. Interestingly, our lab is all Filipino in the evening, night and weekend shifts. We
introduce them and try to house them in the same area as other Filipino staff so they can get
rides to work (The lab people do not live here, they commute in from cities near by).

B Some language issues. Acclimation to the American lifestyle.

B Language proficiency, Technology.

148 B Processing of immigration papers.
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The time between interview and actual arrival in the United States.

The time delay in bringing these applicants through the immigration process.
Licensure — Becoming accustomed to how things are done here — culture differences.
Licensure, Language, Culture, Orientation and acclimation seem to be more complex.

The biggest challenge is the NYS Education Department who takes three to five weeks even
with multiple calls to issue a license once the exam has been passed. When inquiring with
their office it is obvious the workers there are lacking education about the process. For
example, one nurse waited a long time for the license; we sent the child abuse certificate
five times as requested by the office when we called to inquire what the hold up was. On
the next call I spoke with Liz who said fax me the Visa stamp from her passport and she will
have a license number on the Web site in a few hours. The jobs were offered to our nurses
two weeks prior to 9/11 and the green card process seemed to take forever. Once here,

our biggest challenge is to reassure the nurses that the snow and cold weather is only a
temporary pattern. They are very cold here.

Difficulty in locating organizations who assist in providing international nurses.

We have considered doing this in the past but our main stumbling blocks have been the
increased cost and the time lag between need and start. We are a small hospital and luckily
do not often have more than one or two openings at a time.

Costs of transitioning to United States. It takes considerable time to obtain licensure and
during this time we employ in a nonpatient care status, which means we cannot use as a

nurse and they are not getting paid as a nurse. In our most recent experience, there were
additional family members to support which makes it more of a financial challenge.

Extreme difficulty assimilating them to American medicine. Very subservient, shy, will do
whatever you ask, but no forethought or proactive nursing care. Extremely time consuming
and frustrating for preceptors.

The nurses are ready to be employed but the hiring offer usually falls through due to the
length of time it takes for them to become licensed in NY State. Are often not successful in
the NCLEX exam. The new Visa requirements are obstructive.

Looked at this option once. Found it too expensive, had to wait one year or more for nurse to
arrive, concerned about ability to be comfortable and happy in a small community.

If they come from the Philippines they do rather well, as we have a large Filipino
population. We have recently begun hiring nurses from India, and there is a relatively small
population of this group; however, they are very well trained nurses. Some of the biggest
challenges we see are the language barriers and differences in our processes. We tend to
keep some of them on orientation longer than U.S.-trained nurses.

Cultural differences. Linguistic and language differences. Knowledge of technology —
specifically differences in equipment usually dependent on the country of origin.

3. Do international nurses differ from new U.S. graduates?

Yes — 13
No — 4

Comments:

B From the Philippines they are all BSN prepared, hence better skills and competency. They do

need to adjust to the culture, both clinical and lifestyle, which is part of their orientation.

® Communication ability differs but in a short time is comparable. Our nurses from India are

very hard workers, always smiling and are intelligent. They do not feel entitled.
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The nurses I have hired from the Philippines are experienced nurses with BSN degrees.
The international nurses typically already have several years of experience in nursing.

To a certain extent they do. We have not hired any new foreign graduates; all of them have
worked in their country prior to arriving here. Some of the nurses that have come from
Mexico have the biggest difficulties with the differences in medications.

4. Do you permit international nurses to work in a capacity other than nursing (e.g., ward
clerk) prior to licensure?

Yes — 6
No — 11

Comments:

No experience, but if we had a position available, we would.

Central Processing Tech Support Aide on the floor. This is necessary due to the cumbersome
NCLEX, NYS Education and processes.

We allow them to work on a permit in the level of profession that they are in once they have
a test date set for the exam for NY licensure. They could work in a lower capacity if the visa
issue was taken care of.

If there was an open position that would be appropriate.

We have chosen not to do this because we had a significant failure rate, and some nurses
decided they do not want to become licensed since they make more money here as a
nonlicensed person than they made in their home country.

If they are awaiting results of CGFNS or State Boards. It enhances their transitional process
by allowing them to familiarize themselves to related policies, procedures, culture and staff.

5. Do you prepare current staff to work with international nurses?

Yes — 10
No—6

Comments:

150 "

They are just made aware of the plan.
No experience, but we would.
Have only hired two in the last five years. One is still here.

For three years we waited for them to obtain their green cards and arrive in the United
States. Much of the preparation was informal.

No different than to work with any new nurse in the organization.

Precepting and our ‘On-Boarding’ programs would individualize the match between new
employee and the partners, to support the transition. Possibly another person who has
experience with these issues to support the transition. Our program is individualized to
meet the needs of the orientee, and then to concurrently monitor the process for any needed
changes.

If we were to have one, we would certainly have to provide staff education. Our current
program is to assign all new staff to a preceptor.

We have led classes in cultural diversity for the nurses on the units.

All of our international nurses come to us from the Philippines and we have a very large
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Filipino community in our city and many Filipino nurses.

Attempts are made to buddy them with persons of similarly ethnicity and/or orientation.
Additionally, one focus during the orientation and probationary period is cultural diversity.

6. If you answered yes to question 5 what type of preparation would the staff receive?

Comments:

m  Background information, preceptor to orient them. No formal cultural training.

m  If we did this, I would want the current staff to understand the culture of the nurses hired
and how that affects behaviors and communication.

®m Diversity programs, discussions with myself and the ICU Director who visited India and
offered the jobs.

®  Cultural awareness.

m  Diversity training.

m Clearly defined parameters for their orientation. During the initial orientation in the
classroom, areas are identified for the floor nurses to work with the new nurses on.

B Inour current situation, we trained the nurse to work as a unit secretary and also used her
with record reviews in preparation for JCAHO. We worked with both areas defining what the
nurse was capable of doing and what was expected of her. We emphasized that she was to
have no involvement with patient care.

B Preceptor course.

7. Do you have a transition/orientation program to assist international nurses?

Yes — 11
No—7

Comments:

B They are assigned a preceptor. We try to get them comfortable with the lab staff, get them to
church, invited to go to a movie or out to dinner, etc.

B They received the same nursing orientation that all RNs complete. In addition, the
administration of the hospital assisted with some items below, which are not part of nurse
orientation.

® No nurses, but we put together a support team for a Filipino Medical Technologist. The team
helped her get from place to place and helped familiarize her with the community.

B Preceptor orientation program for all new nurses.

®m [tisourusual program. The difference would be the goal to find the right preceptor/
ambassador to facilitate the international challenges.

m Not specific for international nurses but they go through an extensive orientation to the
facility with a clinical preceptorship which lasts approximately eight to 12 weeks.

®  We tend to put them through an orientation that is similar to a new grad orientation.

8. If you answered yes to question 7 what are included?

Assistance with language skills — 1
U.S. cultural transition — 5

Assistance with ADLs, housing, etc. — 5
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Assistance working within the U.S. nursing system — 5

Competency assessment (priority assessment, physical assessment, clinical skills, etc.) — 9
Working with health care team — 8

Knowledge about regulation/discipline — 7

Nursing Education — 9

Clinical — 10

Classroom — 8

Comments:

B The nurse we currently employ speaks English very well and comes with significant clinical

8a

experience and education. Although she has not obtained her license yet, she is very
knowledgeable and competent.

These are all in our orientation program, which is individualized to meet the needs of the
orientee. Specific language, housing, etc. would depend on the need. In our association with
contract agencies we outline these things as a part of our contracted service with them.

We bring these nurses through international recruiting firms, so some of the items, like
housing and language skills are conducted prior to their arrival.

Topics and activities included are in a language bank made available for patients and staff.
Competency assessment administered by the Department of Organizational Development.
Individualized instruction and supervision in order to assess clinical competency and to
assist the nurse in achieving competency.

If you selected Clinical and Classroom please tell us how long the session is:

Clinical:

B 2 months or longer base on the needs of the new staff.
B 3-4 weeks.

® Up to 3 months.

m 6 weeks to 6 months.

B 4to 8 weeks.

® 1 week core orientation, classroom setting. 1.5 days of HR/organization. The remainder
is clinical, equipment, processes, documentation, etc.

m 6-10 weeks depending on the orientee’s level of experience.
B 6 to 8 weeks.

B 4-6 weeks, or longer, if necessary.

Classroom:

m 2-3 weeks and longer if necessary.
H 16-20 hours.

B Two weeks.

B 4 weeks.

B 3to7days.

B Orientation is unit or clinical area specific and based on competency, experiences.
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Learning labs, Essentials of Critical Care Orientation, Intermediate care programs, ie,
Cardiac specialty programs.

m 2 weeks.

m 1 week.

9. If you checked classroom education what does it include? Please check all that apply.

Medical terminology — 1
Pharmacology — 6
Delegation — 5

Priority Setting — 4
Other — 4

Comments:

Computer system, e-mail system, equipment, policies, regulatory information. Various
clinical classes held throughout the year.

Computer documentation medication administration blood transfusion therapy glucose
testing general hospital orientation.

Policy and procedure review and basic skills for anyone new to the hospital.

10. What other things have you done that have proven successful to retaining foreign

nurses?

Comments:

®  Marry them to locals.

B I believe it has been very helpful that they were hooked up with other Filipino nurses in
the hospital who became their guide so to speak and has been a tremendous help in their
adjustment to the new area.

m  Very little recruitment of foreign nurses.

B Probably not enough of a track record, but we have regular meetings and social events
including our hospital network administrator who is from India, Professors from the local
colleges who are from India, and hospital employees/administrators. We share food and
stories. The hospital also tries to hire the husbands of the nurses into jobs they qualify for.

m  We have provided other financial help such as providing transportation and reimbursing
other expenses such as CGFNS exam, TOEFL, TSE, NCLEX prep exam and ICHP certificate.
Additionally, nurses from her culture have been very supportive.

B Provided a packet to them regarding seeking licensure upon first contact.

B The most effective thing is bringing them into a setting with a large number of people from
their home country. Many of our foreign nurses have family members that already reside in
this community or work in our facility.

® Individualized orientation for all.

B Successful projects/programs with regards to retention of foreign nurses.
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11. Does your orientation/transition program differ from the orientation program provided
to new U.S.-educated nursing graduates?

Comments:

® No—6.

B Yes, it is tailored to the new culture that these new nurses are facing.
m May be longer.

B Not significantly.

m  Somewhat. If more education is needed in delegation skills, or understanding of
medications, etc. the preceptor and director works with the new employee.

m Differences between orientation/transition programs for international nurses and new U.S.
educated nursing graduates.

12. Do international nurses stay at your organization as long as new U.S.-educated
graduates?

Yes — 7
No—5

Comments:
m longer — 2.
B Too early to tell, they have three-year contracts.

B Only two nurses in the past several years. One stayed about two years and the other just
arrive this past October and are still in transition.

B Once they arrive, most are committed to us for a minimum of three years.

13. What do you think has proven most successful for you in acclimating international
nurses into your organization?

Comments:

®  We are not successful.

® The kind of orientation that they go through, the personal interview that is done by our HR
Director in person accompanied by a tenured Filipino RN at our hospital.

B Taking an interest in them as humans, including the nurses in outside activities/dinners,
supporting them as they cook occasionally at the local restaurant. Assuring they have good
housing and being an advocate for them in negotiating the American systems: specifically
Social Security Administration and the NYS Education Departments.

B Financial support and treatment with professional respect during transition.
B We change preceptors and units until we find a fit.
m  Peer support.

B Proximity to the Canadian border, 12 hour shift availability, organized labor contracts,
salaries.

B Individualization for the preceptor and clinical match.
B The extensive individualized orientation and connection with other international nurses.

® The staff who works with them initially. We have just really begun the process of bringing
nurses from places other than the Philippines.
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Success in acclimating international nurses.

14. What would help you to transition international nurses into your organization?

Comments:

So, far everything we are doing has resulted in a very positive experience for both the
hospital and the nurses. We can improve in sharing our recruiting plans with our current
nurses on staff.

If they had a ‘buddy’ or mentor here. Living with a sponsoring family may help them
acclimate.

We are in a rural upstate location and previously, the nursing department was made up of
female, middle-aged, white, U.S.-born nurses. The RNs are unionized and initially NYSNA
had offered help with a transitional program that they had used in the NYC area. Although
NYSNA does not want nurses to do mandatory overtime, neither do they want to welcome
foreigners upstate. I believe it may be somewhat isolated to the current representative; it
is sad that they are so unsupportive of attempts to hire adequate numbers of qualified staff.
Everyone may have benefited from a more formal transition program.

A more expeditious process for obtaining licensure.

Addressing cultural issues is a challenge, not sure what the answer is. Language is a barrier
as well. English courses and medical terminology courses prior to coming to work.

More time for assessment and training.
Hearing what they have to say their needs are.

If we were to get an international nurse, I believe the primary issue would be language. We
would verify skills to assure competency and then assign preceptor to help assimilate to our
culture.

Programs/behaviors that would be helpful in the transition of international nurses.
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Report of the PR&E Delegation and Assistive Personnel
Subcommittee

Recommendations to the Delegate Assembly
1. Adopt the proposed Model Act and Rules for Delegation and Nursing Assistant Requlatory Model
Rationale

Providers of health care must maximize the use of every health care worker to meet the
public’s increasing need for accessible, affordable, quality health care. There is a place for
appropriately trained and supervised assistive personnel. Nurses coordinate and supervise
the delivery of nursing care in many settings. Nurses typically have the broadest interface
with patients in acute care, long-term care and many community settings, and work with

a variety of assistive personnel who may be delegated nursing tasks. The regulation of
assistive personnel to promote uniform training and oversight is a logical activity of boards
of nursing. The regulation of nursing should include nursing practice by licensed nurses and
the selected nursing functions performed by nursing assistive personnel.

2. Adopt the proposed Delegation Position Paper.
Rationale

Nurses work with and through others, resulting in multiple interactions and relationships
with a variety of health team members, clients and families. The Subcommittee has
described the means by which such an interaction and communication is achieved as

an interface (Webster, p. 610). One important type of nursing interface with others is
delegation. This Paper discusses the elements that need to be in place for delegation to be
used, including the authority. Many of the interfaces in traditional practice settings, such as
hospitals and nursing homes, involve delegation. In other settings, there may not be clear
lines of authority. It is important that the nurse understand the type of interface that is
expected in a role and setting, because this has significant consequences for how he or she
may approach the role as well as the accountability of the nurse. This Paper identifies the
elements a nurse should consider in using delegation and other types of interfaces.

Background

The critical nature of the regulatory issues raised by the use of nursing assistive personnel has
been long recognized by the National Council of State Boards of Nursing (NCSBN). The NCSBN
Nursing Practice & Education Committee developed a concept paper on delegation in 1990.
Since then, a number of committees and projects have focused on related topics. In 1997, the
Unlicensed Assistive Personnel Task Force developed strategies to support Member Boards in
addressing unlicensed assistive personnel (UAP) issues including an updated Position Paper and
several resource documents related to delegation and unlicensed assistive personnel.

NCSBN research findings that a variety of methodologies are being used to prepare assistive
personnel, that 10-20% of assistive personnel are performing activities considered outside the
range of assistive personnel practice and that adequacy of preparation for supervision of care
was the lowest rated of all activities by both newly licensed nurses and employers raised the
concerns with the NCSBN Practice & Regulation Committee in 2003. The PR&E Models Revision
Subcommittee also identified the need to revisit the issues of delegation and assistive personnel
and recommended to the Board of Directors that a NCSBN group explore the broader topic of how
nurses work with and through others. And at the 2003 NCSBN Annual Meeting, the delegates
adopted a resolution proposed by the Kentucky Board of Nursing that NCSBN develop a Position
Paper on the regulation of nursing assistive personnel which includes model act and rule/
regulations with a report to the 2004 Delegate Assembly.

In September 2003, the NCSBN Board of Directors charged a new PR&E Delegation Subcommittee

Members

Cheryl Koski, MN, RN, CS, Chair
Wyoming, Area I

Sue Deroen, RN, BSN
Kentucky, Area III

Julia George, RN, MSN
North Carolina, Area III

Judith Hiner, RN, CNA, BC
Kansas, Area II

George Herbert, MA, RN, APN, C
New Jersey, Area IV

Janette E. Wackerly, RN, MBA
California-RN, Area I

Board Liaison

Mary Bubaugh, MSN, RN
Kansas, Area II

Staff

Vickie Sheets, JD, RN, CAE
Director of Practice and Regulation

Relationship to Strategic Plan

Strategic Initiative II
Promote evidence-based regulation that
provides for public protection.

Strategic Objective 2
Support Member Board adaptation of
best practices.

Meeting Dates

= November 17-18, 2004

= January 31 - February 2, 2005
= March 29-31, 2005

= April 25-27, 2005
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to collect information about how nurses work with assistive personnel, study how delegation
is currently being implemented, and analyze the congruence between education, practice and
regulation in the use of delegation. The Subcommittee was also directed to develop content
related to delegation for the NCSBN Model Nursing Practice Act and Model Nursing Administrative
Rules and suggest ways to reconnect education to practice in terms of delegation.

At its first meeting, the PR&E Delegation Subcommittee developed a plan to meet this charge.
Given the breadth of the project, the Subcommittee recommended a two-year process, with an
update report to the 2004 Delegate Assembly. In FYO5, the Subcommittee completed its final
Position Paper and regulatory model for assistive personnel (presented as an additional article
and a chapter for the NCSBN Models).

Highlights of FYO5 Activities

® Developed Paper, Working with Others: Delegation and Other Health Care Interfaces — A
Concept Paper.

® Developed a regulatory model for nursing assistants, presented in a new article for
the NCSBN Model Nursing Practice Act and a chapter for the NCSBN Model Nursing
Administrative Rules.

m Distributed documents for external review and feedback.

m Invited external groups to attend in person or via conference call, a meeting day with the
Subcommittee to dialogue about its work.

® Review and incorporated selected comments in final documents.

® The PR&E Delegation Subcommittee met April 25-26, 2005, which was after the board
mailing.

B Reviewed comments about the delegation Paper from Member Boards and external
stakeholders.

m Reviewed comments about the model for the regulation of nursing assistive personnel from
Member Boards.

m  Held two conference calls to provide opportunity for stakeholders to call in comments.
®  Met with guests from the American Association of Medical Assistants.
® Incorporated comments as deemed appropriate in the paper and model.
® Developed two templates
Decision tree for delegating to nursing assistive personnel

Decision tree for accepting assignment to supervise

Future Activities

B None — Subcommittee has completed its charge.

Attachments

A. Delegation: Working with Others — A Position Paper
Appendix A — Review of Member Boards Statutes and Rules/Regulations

Appendix B — Summary of Position Statements Regarding Assistive Personnel and
Delegation

Appendix C — Literature Review
Appendix D — Case Law Review
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Appendix E — Individuals Who Provided Comments on Working with Others: A Position

Paper
Appendix F — Definitions
Proposed Model Act and Rules for Delegation and Nursing Assistant Regulatory Model

Delegation Decision Tree

Accepting Assignment to Supervise
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Attachment A
Working with Others: A Position Paper

Executive Summary

KEY CONCEPTS

1. Boards of Nursing regulate nursing practice.

2. State Nurse Practice Acts determine what level of licensed nurse is authorized to delegate.

3. Delegation is a complex skill requiring sophisticated clinical judgment and final accountability for client care. Nursing education
should include delegation theory and opportunities for case studies and simulated exercises. However, the application of delegation
theory to practice must occur in a practice setting, where the nurse has clinical experience to support decision-making and the
authority to enforce the delegation.

4. There is both individual accountability and organizational accountability for delegation. Organizational accountability relates to
providing sufficient resources, staffing, appropriate staff mix, implementation of policies and role descriptions, opportunity for
continuing staff development and creating an environment conducive to teamwork, collaboration and client-centered care.

5. To delegate is to transfer authority to a competent individual for completing selected nursing tasks/activities/functions. To assign is
to direct an individual to do activities within an authorized scope of practice. Assignment (noun) describes the distribution of work
that each staff member is to accomplish in a given work period.

6. The practice pervasive functions of assessment, planning, evaluation and nursing judgment cannot be delegated.

7. The steps of the delegation process include assessment of the client, the staff and the context of the situation; communication to
provide direction and opportunity for interaction during the completion of the delegated task; surveillance and monitoring to assure
compliance with standards of practice, policies and procedures; and evaluation to consider the effectiveness of the delegation and
whether the desired client outcome was attained.

8. The variation in the preparation, regulation and use of nursing assistive personnel presents a challenge to nurses and assistants
alike. Consistent education and training requirements that prepare nursing assistive personnel to perform a range of functions will
allow delegating nurses to know the preparation and skill level of assistive personnel, and will prepare nursing assistants to do this
work.

9. Delegation is one type of interface between nurses and other health care personnel. There are other types of interfaces, and nurses

need to assess other types of interactions to identify the nursing role and the responsibility for the particular type of interface.

THE POSITION OF NCSBN
B State Boards of Nursing should regulate nursing assistive personnel across multiple settings.

B There are other types of interfaces with health care providers and workers in settings where there is not a structured nursing

organization. In some settings, health care plays a secondary role. Nurses need to assess other types of interactions to identify the
nursing role and responsibility for the particular type of interface.

Delegation is the act of transferring to a competent individual the authority to perform a selected nursing task in a selected
situation, the process for doing the work. Assignment describes the distribution of work that each staff member is to accomplish in a
given time period.

Nursing assistive personnel, regardless of title, should receive adequate basic training as well as training customized to the specific
work setting. Basic education should include how the nursing assistant functions as part of the health care team, with an emphasis
on receiving delegation. Individuals who successfully complete comprehensive educational and training requirements, including
passing a competency examination, will be certified as nursing assistive personnel.
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Working with Others: A Position Paper

But in both [hospitals and private houses], let whoever is in charge keep this simple question in her
head, (not, how can I always do this right thing myself, but) how can I provide for this right thing to
be always done?

- Florence Nightingale

I. Introduction

The importance of working with and through others and the abilities to delegate, assign, manage
and supervise have never been as critical and challenging as in the complex and complicated
world of 21st century health care. Recent decades have seen an upheaval in health care triggered
by an escalation of new knowledge and technology. There has never been a greater demand for
nursing. At the same time, the numbers of nurses is not keeping pace with the growing needs for
nursing services.

Nurses are present most continuously with clients and hold a tradition of using a variety of
nursing assistive personnel in order to meet the needs of more clients than one nurse can care
for alone. Today the world is facing a critical nursing shortage. Unlike the cyclic shortages that
occurred periodically throughout the 20th century, this shortage is compounded by an aging
nurse population, an increased need for nursing services due to changing demographics (e.g.,
the increased survival rate of people with chronic diseases as well as people generally living
longer), more nursing care being delivered in nonhealth care settings, and a “war for talent” with
other health and service professions. The profession of nursing must determine how to continue
providing safe, effective nursing care with decreased numbers of nurses caring for increased
numbers of clients.

Working with others has always been a fundamental aspect of nursing, and traditionally the major
type of interaction has been the nurse delegating to competent others. This Paper provides an
analysis of the complex concepts related to delegation, and is intended as a resource for boards
of nursing in the regulation of nursing. It provides nurses and employers with information that
will assist them in making informed decisions about using nursing assistive personnel to provide
safe, competent nursing care. The Paper builds upon historical and conceptual NCSBN papers
on delegation by reaffirming the delegation decision-making process while adapting it to the
realities of the current nursing workplace. It discusses issues impacting the preparation of nurses
to delegate as well as the use of delegation in the management of nursing care.

The Paper, and its companion piece, the draft article and chapter for the NCSBN Model Nursing
Practice Act and Model Administrative Rules, propose a regulatory model for the oversight of
nursing assistive personnel in agencies and facilities with structured nursing organizations (i.e.,
settings which have designated chief nursing officer). This Paper refers to individuals working
with nurses in these settings as Nursing Assistive Personnel (NAP).

This Paper also addresses nurses working in settings that do not have organized nursing
structures, where nurses have struggled to determine the appropriate nursing role. It provides
guidance to nurses working in non-acute health settings, social support agencies and other
settings where there is not a structured nursing organization. While delegation has been the
traditional type of interface with assistive personnel, this Paper provides a template for nurses
to evaluate other types of interfaces with health team members and other workers, referred to
in this Paper as Unlicensed Assistive Personnel (UAP). Working with UAP in these settings is a
source of confusion and frustration for nurses, and the subject of many calls to boards of nursing.
This Paper proposes a template to guide nurses in these situations.

Boards of nursing have jurisdiction over licensed nurses and the nursing care they provide. In
facilities with a structured nursing organization, there are multiple nurses (including the chief
nursing officer) who all are accountable to their licensing board. The board of nursing is the logical
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agency to regulate assistants to nurses in these settings. Distinction is made between nursing
assistive personnel who work in settings with structured nursing organizations (hospitals, long-
term care/nursing homes, hospice and home care) and unlicensed assistive personnel who work
in other types of settings. This is related to the recommendation that boards of nursing should
regulate nursing assistive personnel. The roles, titles and settings of all unlicensed assistive
personnel are varied, and while the board would have jurisdiction over the licensed nurse working
in those environments, the board would not have jurisdiction over non-nurse program providers
and personnel. It is important to assist nurses in understanding the nature of nursing roles and
accountabilities in these settings.

The Paper concludes with position statements and recommendations for continued work needed
to develop and promote approaches to effectively working with others. The Paper, the regulatory
model and the templates look to the future. The objective is to protect the public through licensing
of individual nurses and through the regulation of a continuum of nursing care.

II. Background

Nursing home reform was initiated by the Omnibus Budget Reconciliation Act of 1987 (OBRA),
OBRA provided amendments to the Social Security Act (SSA) for Skilled Nursing Facilities (SNF)
and Nursing Facilities (NF) that established requirements for the training and competency
assessment of nursing aides working in long term care facilities. These requirements included
that all nurse aides who work in Medicare and Medicaid funded nursing homes complete a State-
approved training program that are a minimum of 75 hours (that includes 16 hours of supervised
clinical training), pass a competency examination, and receive certification from the State where
they are employed. State aide registries reside in different agencies in different states. Currently,
there are thirteen (13) boards of nursing managing the registries. Home health aides are also
included in the state registries, but there is no regulation of nurse aides working in acute care as
well as other settings (0IG, 2002).The first NCSBN resource to address delegation was a concept
paper written in 1990 by the Nursing Practice & Education Committee that discussed concepts
and presented a delegation process. In 1996, a special subcommittee was convened to revisit
the topic and update the Paper. In 1998, the Subcommittee produced a Delegation Folder that
included a curriculum outline for teaching delegation to both nurses and assistive personnel
(who receive the delegation). Other tools included a decision tree, a summary of the Five Rights
of Delegation, glossary and bibliography. These widely cited documents provided a firm base for
advancing concepts about working with others in the 21st century (NCSBN, 1998).

The Office of Inspector General published a Report, Nurse Aide Training, in November 2002. Its
findings included the following:

B Nurse aide training has not kept pace with nursing home industry needs.
B Teaching methods are often ineffective, clinical exposure too short and unrealistic.

m [n-service training may not be meeting federal requirements.

The OIG recommended that the Centers for Medicare & Medicaid Services (CMS) improve nurse
aide training and competency evaluation program requirements. CMS reviewed a draft of this
Report and concurred with the recommendations and indicated CMS would consider appropriate
vehicles to implement a response (0IG, 2002). NCSBN concurs with this recommendation.

In September 2003, the NCSBN Board of Directors charged the Practice, Regulation & Education
(PR&E) Delegation Subcommittee to develop a Position Paper, model legislative and administrative
rule language pertaining to delegation and the regulation of nursing assistive personnel. This
board action was in response to the increasing use of nursing assistive personnel, a resolution
adopted by the 2003 NCSBN Delegate Assembly* and concerns brought to the board by the NCSBN
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Practice, Regulation & Education Committee and the PR&E Models Revision Subcommittee. Given
the breadth and scope of the project, the Subcommittee recommended a two-year process, with
an update report to the 2004 Delegate Assembly and a final Position Paper and resources for
consideration by the 2005 Delegate Assembly. This work is the culmination of that effort.

II1. Premises

The following premises guided the Subcommittee deliberations:

A.

J.

Consumers have a right to health care that meets legal standards of care regardless of the
setting. The safety and well-being of the client/client group must be the central focus of all
decisions regarding delegation of nursing tasks and functions to nursing assistive personnel
(NCSBN, 1997).

State Nurse Practice Acts and Nursing Administrative Rules/Regulations define the legal
parameters for nursing delegation (ANA 1994). Most states authorize registered nurses
to delegate. Many states also authorize licensed practical/vocational nurses to delegate
in specified settings and/or circumstances (NCSBN, 1997). Provision of any care that
constitutes nursing or any activity represented as nursing is a regulatory responsibility of
boards of nursing.

Nursing is an outcome driven, knowledge-based, process discipline that is context
dependent and requires critical thinking. Nursing cannot be reduced solely to a list of
tasks. The licensed nurse’s specialized education, professional judgment and discretion are
essential for quality nursing care (NCSBN, 1997).

There is a need and a place for competent, appropriately supervised nursing assistive
personnel in the delivery of affordable, quality health care (NCSBN, 1997).

All decisions related to delegation of nursing tasks must be based on the fundamental
principle of protection of the health, safety and welfare of the public that is the underlying
principle of nursing regulation. Decisions to delegate nursing tasks/functions/activities

are based on the needs of clients, the stability of client conditions, the complexity of the
task, the predictability of the outcome, the available resources to meet those needs and the
judgment of the nurse (NCSBN, 1997).

It is imperative for the delegating nurse to have an understanding of what the NAP’s
credential represents in terms of education and demonstration of skill. The supervising
nurse also needs to be informed regarding the nursing assistive personnel’s education and
competency.

The skill and art of delegation need to be developed, with both didactic content and
opportunity to apply theory in a simulated context. The effective use of delegation
requires a nurse to have a body of practice experience and the authority to implement the
delegation.

Nursing employers need to recognize that a newly licensed nurse is a novice who is still
acquiring foundational knowledge and skills. In addition, many nurses lack the knowledge,
skill and the confidence to delegate effectively, so ongoing opportunities to enforce the
theory and apply the principles of delegation is an essential part of employment orientation
and staff development as well as a topic for continuing education offerings, mentoring
opportunities and other continued competence strategies.

The practice pervasive functions of assessment, planning, evaluation and nursing judgment
cannot be delegated (NCSBN, 1997).

While a licensed nurse must be actively involved in and be accountable for all managerial

The 2003 Kentucky Board of Nursing resolution was that NCSBN develops a Position Paper on the regulation of
nursing assistive personnel which includes model act and rule/regulations with a report to the 2004 Delegate
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decisions, policymaking and practices related to the delegation of nursing care, there is
both individual accountability and organizational accountability for delegation (JONA,
1999; ANA 2005). Organizational accountability for delegation relates to providing
sufficient resources, staffing, appropriate staff mix, implementation of policies and role
description, opportunity for continuing staff development and creating an environment
conducive to teamwork, collaboration and client-centered care.

IV. Data Collection

SURVEY OF BOARDS OF NURSING

NCSBN Member Boards were surveyed regarding needs and concerns pertaining to delegation and
nursing assistive personnel. An electronic survey was distributed by e-mail in November 2003
asking for input regarding delegation and nursing assistive personnel. The critical challenges
identified by respondents included:

B Evolving work settings, with expanded use of nursing assistive personnel, fragmentation in
regulation, the use of untrained personnel in some settings (e.g., schools, jails, community
homes), and nursing assistive personnel in physician offices.

B Variation in terminology and titles.

® Lack of standardized training and competency assessment issues.

B Accountability and responsibility issues.

® Lack of understanding by employers regarding the scope of issues and problems.

® RN discomfort with the delegation process and lack of both authority and time to
appropriately delegate and provide adequate supervision.

The survey respondents suggested a variety of resources that would be helpful to address these
challenges, ranging from an updated Position Paper to standardized curriculums to standards for
use and training across all settings.

REVIEW OF CURRENT STATE NURSE PRACTICE ACTS AND RULES/REGULATIONS

Member Board Nurse Practice Acts and Nursing Administrative Rules/Regulations documents were
reviewed for the terms delegation, direction, assignment, supervision, management and nursing
assistive personnel (nursing assistants, nurse aides and unlicensed nursing assistive personnel)
(see Appendix A — Analysis of Nurse Practice Acts and Administrative Rules Regarding Nursing
Assistive Personnel and Delegation).

Forty-eight (48) boards have some reference to delegation in either the nurse practice act or rules;
of these, 35 boards references appear in nurse practice acts and 43 boards references appear in
the rules. Forty-four (44) boards included a definition of delegation in either the practice act or
rules. Thirty-nine (39) boards authorized delegation by RNs; 23 boards authorized delegation
by LPN/VNs. Fifteen (15) boards addressed delegation in standards of nursing practice. Thirty-
two (32) boards addressed delegation or supervision in the grounds for discipline. Five boards
specifically addressed delegation in the curriculum portion of education rules. Six boards inferred
delegation when no specific language exists. One state advised that nurses do not delegate in
that jurisdiction.

Thirty (30) boards have separate portions of the act or rules that address delegation, often
providing criteria for delegation. Twelve boards provide lists of nursing functions that may be
delegated or lists of nursing tasks that should not be delegated. Some states are silent regarding
delegation in Nurse Practice Act, but have lengthy rules about the topic. Currently, 13 nursing
boards manage the nurse aide registry in their respective states. Twenty-five (25) address nurse
aide/nursing assistant training, 20 boards medication aides, and 23 boards have sections of the
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law or rules regulating some aspect of nurse aide/nursing assistant activities.

There is much variation in the titles of nursing assistive personnel (e.g., unlicensed nursing
personnel, nursing assistant, nurse aide, patient care attendant, patient care aide, etc). At least
two states license nursing assistive personnel and three states have a second level of nursing
assistive personnel. Ten boards have one or more advisory opinions addressing delegation,
supervision or nurse aides/nursing assistants. Other resources include guidelines (eight boards),
and decision trees (eight boards).

There was no clear consensus as to the best regulatory approach. A quagmire of semantics
permeates delegation and the use of assistive personnel. Some states’ use of delegation reflects
how that term is defined in this Paper. Other states define delegation as what a nurse can direct
another licensed nurse to do. In one state, nurses never delegate; in others only RNs may
delegate. There are nursing assistants, certified nurse assistants, nurse aides, nurse techs, nurse
extenders, medication aides, medication assistants, and the list of titles goes on and on. It is
no wonder that nurses and other members of the health care team are confused, to say nothing
of the public. But is nursing practice really that different from state-to-state? Do the nursing
assistive personnel in one state really work that differently than the nursing assistive personnel
in a neighboring state?

OTHER RESOURCES

A number of nursing organizations have developed position statements and guidelines regarding
delegation and nursing assistive personnel. The Subcommittee reviewed and analyzed various
organization position statements regarding delegation and nursing assistive personnel. See
Appendix B, Analysis of Position Statements Regarding Nursing assistive personnel and
Delegation. In addition, other professions were contacted regarding other approaches for working
with unlicensed personnel

Surprisingly, an extensive literature search did not identify many recent articles published
on delegation. The main concepts addressed in the literature included the implementation of
delegation, staff mix, education and training, and regulation. The results of the literature review
are available in Appendix C.

A legal case review was conducted. There were not a great number of cases on point, none
involving nurses. The cases tended to vary by different fact patterns and courts. In some, the
person receiving the delegation was perceived to have been practicing a profession without a
license. In others, the professional was held accountable for aiding and abetting unlicensed
practice. There were also cases that found it appropriate for unlicensed personnel to perform
tasks or functions under the direct supervision and responsibility of a professional (see Appendix
D).

STAKEHOLDER PERSPECTIVES

The Subcommittee identified numerous stakeholders including recipients of care, families,
nurses, other members of the health care team, employers, nurse liability insurers, legislators
and other policy makers as well as nursing assistive personnel themselves. As part of its external
outreach, comments and feedback on a draft of this Paper were requested of stakeholders (see
Appendix E).

In addition, the Subcommittee members and staff conducted focus groups of nurses, nursing
assistants and nurse managers to get input from nurses working in a variety of clinical settings
regarding delegation. The common themes were that nursing assistants feel prepared to provide
routine cares effectively. Student nurses may receive theory regarding delegation in nursing
education programs but not opportunities to apply the theory in clinical settings. New nurses
are not prepared to delegate — this is a skill that must be developed post graduation, e.g., by
working with a mentor. Many participants in the focus groups believed that nursing assistants
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need more training. Another theme was that communication was identified as being a critical
factor in successful delegation.

Stakeholders were also offered the opportunity to meet with the Subcommittee, either in person
or via telephone conference call. Comments from those interactions are also summarized in
Appendix E.

V. Delegation Decision-Making Process

A. PREPARATION

Delegation is a complex skill requiring sophisticated clinical judgment and final accountability
for patient care. Delegation and supervision content can be presented in a didactic educational
setting through theory and through case studies and exercises. It is part of the curriculum for all
RN educational programs. However effective delegation cannot be practiced in a limited clinical
learning experience. Delegation is best learned through actual work with colleagues. Effective
delegation requires experience as a practicing nurse (Grumet, 2005).

An ongoing nursing delegation process allows for the nurse to accomplish nursing care for more
clients than one individual could provide alone. The first consideration is the authority to delegate
that comes from the jurisdiction’s Nurse Practice Act and Nursing Administrative Rules.

Secondly, both the delegating nurse and the nursing assistive personnel receiving delegation
should be prepared to enter the nursing delegation process. The nurse is prepared to delegate
through appropriate education, skills and experience, which include the following:

®  Understanding of the delegation process.
B Understanding of the role and scope of functions of the nursing assistive personnel.
B Beingin a line of authority that allows the nurse to enforce the delegation.

B Necessary knowledge, skill and professional judgment to perform the nursing tasks/
functions/activities to be delegated.

B Access to pertinent client information.

B Access to pertinent staff information as well as relevant agency policies, procedures and
guidelines.

®  Opportunity to provide communication, surveillance and supervision.

B Consistent availability of the nurse to the nursing assistive personnel for consultation and
procedural direction.

The nursing assistive personnel should also be prepared to receive delegation. This includes the
following:

® Appropriate education, skills and experience, including:
The assistant’s role and scope of functions.
The relationship between the assistant, the nurse and the health care team.

Once there is documented/demonstrated evidence of the nurse’s current competency in the
use of delegation and the nursing assistant’s current competency in receiving delegation, it is
appropriate to begin the steps of the delegation process.

B. PROCESS

The steps of the delegation process used by the nurse are outlined below.
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Step One — Assess and Plan

An understanding of client needs is a critical aspect of determining appropriate nursing tasks/
functions/activities to delegate to nursing assistive personnel. Assessment includes:

B The nature, complexity, variability and urgency of care.
B Priority of long and short term client care needs.
m Level of clinical decision making.

m Level of predictability of client’s health care status and patterns of response to health care
interventions.

B Range and severity of potential adverse outcomes associated with the performance of the
task/activity/function.

B Range and complexity of actions required to intervene if adverse outcomes occur.
®  Nature and likelihood of any emergency or risk management responses.
m  Active client/family involvement in decision making.

B Therapeutic benefits and risks associated with delegating task/function/activity.

Similarly, the delegating nurse needs to have information about the staff members’ knowledge,
skills and abilities. Assessment includes:

B The cognitive and technical abilities needed to perform the task/function/activity.
m Information as to the level of responsibility and scope of the assistive person’s role.
® Context in which the nursing task/function/activity is to be performed.

® Expected outcomes of the nursing care task/function/activity.

B Potential adverse effects of both delegated task and client condition (so assistant can be
eyes and ears for nurse).

The nurse should have an appreciation of the client care context as well as the resources available
for support of the provision of nursing care. Using all this information, the nurse plans for the
episode of care, specifying each task and the knowledge and skills required to perform the task.
If the nurse determines that client needs can be met while maintaining safety for both the client
and nursing staff, the nurse proceeds to step two.

Step Two — Communication

The nurse provides directions and addresses any unique client requirements and characteristics,
and clear expectations of:

B How the task is to be accomplished .

®  When and what information is to be reported, including:
Expected observations to report and record.
Specific client concerns that would require prompt reporting.

Priorities for accomplishing tasks, while acknowledging the need for flexibility should
client conditions or needs change.

The nurse individualizes the communication to the nursing assistive personneland client situation
and assesses the assistant’s understanding of expectations, providing clarification if needed. The
nurse’s communication should be clear, concise, correct and complete (Hansten & Jackson, 2004,
p.174). The nurse should verify comprehension with the nursing assistive personnel (Zimmerman,
27), and communicate his or her willingness and availability to guide and support assistant.
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Finally, the nurse assures appropriate accountability by verifying the person receiving the
delegation accepts the delegation and the responsibility that accompanies it.

Communication must be a two-way process. Nursing assistive personnel should have the
opportunity to:

B Ask questions regarding the delegation and seek clarification of expectations if needed

® Inform the nurse if the assistant has not done a task/function/activity before, or has only
done infrequently.

B Ask for additional training or supervision.

m  Affirm understanding of expectations, including those regarding communication of specific
client concerns as well as progress toward completion of the delegation.

B Determine the communication method between the nurse and the assistive personnel when
the two are located at different sites.

B Determine the communication and plan of action in emergency situations.

The final aspect of communication is that of documentation. Timely, complete and accurate
documentation of provided care facilitates communication with other members of the health care
team and records the nursing care provided.

Step Three — Surveillance and Supervision

The purpose of surveillance and monitoring is related to nurse’s responsibility for client care
within the context of a client population. The frequency of observations varies with needs of client
and experience of assistant. In determining the level and nature of appropriate supervision, the
nurse considers the:

B Client’s health care status and stability of condition
B Predictability of responses and risks

B Setting where care occurs

m Availability of resources and support infrastructure.

m  Complexity of the task being performed.

The nurse supervises the delegation by monitoring the performance of the task or function and
assures compliance with standards of practice, policies and procedures. The nurse determines
frequency of onsite supervision and assessment based on the needs of the client, the complexity
of the delegated function/task/activity and the proximity of location and needs of the nurse’s
location.

The nurse is responsible for:

B Timely intervening and follow-up on problems and concerns. Examples of the need for
intervening include:

A task not completed in a timely manner.
The implementation of a task/function/activity not meeting expectations.

Unexpected change in a client’s condition.

B Alertness to subtle signs and symptoms (which allows nurse and assistant to be proactive,
before a client’s condition deteriorates significantly).

B Awareness of assistant’s difficulties in completing delegated activities early rather than
later (which facilitates addressing problems and allowing completion of delegation).
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Providing adequate follow-up to problems and/or changing situations is a critical aspect of
delegation.

Step Four — Evaluation and Feedback

In considering the effectiveness of delegation, the nurse addresses the following questions:

Was the delegation successful?
Was the task/function/activity performed correctly?
Was the client’s desired and/or expected outcome achieved?
Was the outcome optimal, satisfactory or unsatisfactory?
Was communication timely and effective?
What went well; what was challenging?
Were any problems or concerns; if so, how were they addressed?
Is there a better way to meet the client needs?
Is there a need to adjust the overall plan of care, or should this approach be continued?
Were there any “learning moments” for the assistant and/or the nurse?

Was appropriate feedback provided to the assistant regarding the performance of the
delegation?

Was the assistant acknowledged for accomplishing the task/activity/function?

C. ADAPTATION OF THE DELEGATION DECISION-MAKING PROCESS

For a model process to be useful, it has to be realistic. When one considers the hundreds of
decisions made by a nurse in daily practice, going through all these steps for each is impossible.
Therefore, the Subcommittee members offer the following:

The assignment, typically developed by a nurse manager or charge nurse from the previous
shift, is used in many work settings. Assignments are based on the client needs, available
staff and resources, job descriptions, scope of practice for licensed nurses and scope of
functions for nursing assistants. The assessment of staff resources for assignments is based
largely on the organization’s evaluation of an employee’s credentials upon hire and periodic
performance evaluations.

The nurse must determine the level of supervision, monitoring and accessibility she or he
must provide for assistive personnel. There is a difference in the level of supervision related
to the different roles of licensed nurses and assistive personnel as well as routine tasks
versus delegated tasks and the proximity of the supervising nurse. The nurse continues to
have responsibility for the overall nursing care.

To delegate effectively, nurses need to be able to rely on knowing nursing assistive
personnel’s credentials and job descriptions, especially for a first time assignment.
Nursing administration (typically through human services/personnel) has responsibility for
validating credentials and qualifications of employees. This is especially important in work
settings where nurses frequently work with temporary staff or with other facility employees
on an irregular basis.

Effective nurses are selective, identifying those situations that require thoughtful
application of the delegation process.

Traditionally, one nurse has done all the steps in the delegation process for him/herself. In
today’s fast paced health care environment different nurses may do different steps (all steps
need to be accomplished).
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D. IMPORTANT CAVEATS

The art and science of nursing is complex and knowledge based, thus the nursing process in
its entirety cannot be delegated. The practice-pervasive functions of assessment, planning,
evaluation and nursing judgment cannot be delegated.

Discrete health care tasks/functions/activities may be delegated if it is within the nurse’s
scope of practice. The nurse cannot delegate functions and activities not in the nurse’s
scope of practice.

Delegation is client specific. Having done a task for one client does not automatically mean
an assistive person can do the task for all clients. In addition, delegation is also situation
specific: doing a task for one client in one situation does not mean the nursing assistive
personnel may perform the task for this client in all situations.

The more complex or unpredictable the care and the care environment, the more likely
nursing care should be provided by a licensed nurse.

A task delegated to an assistive person cannot be redelegated by the assistive person

A huge challenge for the delegating nurse is the current variation in nursing assistant
preparation and training — frequently, a nurse cannot assume one assistant’s training is the
same as another assistant’s training.

Trust is central to the working relationships between nurses and assistive personnel. Good
relationships have two-way communication, initiative, appreciation and willingness to help
each other. Breakdown in communication may occur when assistive personnel work with
more than one nurse. Many assistive personnel are task-oriented and are not trained to
prioritize orders from nurses, so need guidance as to how to order activities (Potter & Grant,
2004).

The nursing assistant has responsibility not to accept a delegation that he/she knows is
beyond his/her knowledge and skills. The nursing assistant is expected speak up, and ask
for training and assistance in performing the delegation, or request not to be delegated a
particular task/function/activity.

Nurses who were educated under a primary care model may not realize what they do not
know about delegation. “In a 1995 nationwide survey of more than 40 EDs, 78% of the
RNs indicated their delegation skills as good or excellent, yet 35% scored poorly on an
accompanying test that evaluated their related knowledge” (Zimmerman, 10).

Both nurses and nursing assistants need the appropriate interpersonal and communication
skills and organizational support to successfully resolve delegation issues.

An effective delegator recognizes that “an assistant is a resource for achieving results”
(Linney, 1998).

“Nurses have come to realize that doing tasks is not the essence of nursing... The profession
is entering another phase of evaluation. It is learning to work with others, with new
technologies, and in new settings in new ways” (Hansten & Jackson, 2004, p. 23).

VI. OTHER TYPES OF INTERFACES

Nurses work with and through others, resulting in multiple interactions and relationships. The
means by which such an interaction and communication is achieved is an interface (Webster,
p. 653). It is important that the nurse determine the type of interface that is expected in a
nursing role because this has significance for how he or she may approach the role as well as
the accountability of the nurse. Many interfaces include delegation in settings with structured
nursing organization. But more and more nursing is provided in settings where there is not a
structured nursing organization. Sometimes, the nurse working in a setting without structured
nursing organization has a position with both the opportunity and authority to delegate and
supervise unlicensed assistive personnel. In other settings, however, the nurse’s position does
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not provide the opportunity to supervise or the authority to enforce delegations. These latter
situations can cause confusion of role, responsibility and accountability for the nurses working
in these situations with unlicensed assistive personnel.

Teaching — The nurse whose only interface with staff membersis a teaching functionis accountable
for the content and the methods used in teaching. A nurse brought in for this special function does
not have the opportunity to enforce the learning. Looking at how staff members apply what they
have learned to their practice and functions is an important outcome that can be used to evaluate
the teaching effectiveness, but this type of teaching usually does not provide an opportunity to be
involved in staff follow-up.? Examples of this type of episodic teaching are: teaching staff selected
procedures in an assistive living facility; adult day care setting where the primary focus of the
setting is not health care; and a nurse working for an equipment company who trains staff to use
a new technology.

Accepting an assignment to supervise — There are situations when a nurse may be assigned to
supervise a staff member who has been delegated tasks by another licensed provider (e.g., in a
physician’s office). There are other situations where the authority to provide tasks or procedures
(that would be considered nursing in a health care environment) has been granted by a statute or
rule/regulation separate from the Nurse Practice Act or rules/regulations (e.g., a school secretary
being directed by the school principal to give medications to a student). Situations where a
nurse is responsible for supervising unlicensed assistive personnel who have been delegated
tasks by another licensed provider can be professionally uncomfortable as well as challenging.
There may be a lack of clarity on how the nurse is expected to be involved. These situations fall
outside of traditional delegation and assignment. These situations require a reasoned analysis to
determine the nurse’s role and responsibility. They have much to do with the culture and working
relationships that have developed.

The nurse is responsible for the decision whether to accept an assignment to supervise. The nurse
should verify that he or she has the authority to supervise. The nurse should determine that the
supervised activity is within the nurse’s scope of practice, that the nurse is appropriately educated
and competent to perform and supervise the activity. The nurse should have the opportunity and
proximity to provide the appropriate level of monitoring. The nurse should decline an assignment
to supervise if the nurse:

m Does not have to the authority to intervene and take corrective action if needed

B Has never performed that activity to be supervised

Does not have the opportunity and/or proximity to provide effective monitoring

B Would not be able to intervene if there were a problem.

Real life situations may involve a nurse caught in the ethical dilemma of knowing that she/he
should not accept an assignment to supervise but also knowing that to refuse could cause a threat
to her/his employment. On one hand, the nurse could be disciplined for accepting an assignment
beyond the nurse’s personal scope of practice and/or accepting an assignment that presents a risk
to the client. On the other hand, the nurse could experience the loss of livelihood with resultant
implications for the nurse and her/his family’s economic security. Nurses should be aware of
different options and strategies in dealing with these situations and make informed decisions.

If there were client harm, the nurse’s accountability would focus on the elements of supervision.
One example of situations where the nurse may be supervising staff performing activities
delegated by others is the nurse working with medical assistants in a physician’s office. Here,
the physician has delegated procedures and tasks to a medical assistant and assigns supervision
to the nurse. The school nurse is another example of a nurse providing nursing services in a
setting where health care is secondary to the primary purpose of providing education. A school

’The episodic teaching referenced above should not be confused with the teaching provided in formal nursing
education programs that involve student clinical and require ongoing instructor supervision and interaction.
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nurse might determine it necessary to decline supervision of an individual whose authority to
do a procedure comes from the principal and statutes/rules governing education. One example
of negotiating the expected interface would be that the nurse suggests providing instruction to
perform a task with a return demonstration rather than supervise.

Another concern is regarding individuals with functional disabilities who need interventions that
enable a client to remain in an independent living environment. Tasks and functions that go
beyond the typical activities of daily living and would be considered nursing interventions in
health care settings may be considered health maintenance functions? (HMF) or tasks in assisted
living settings. The Texas Board of Nurse Examiners has developed rules to address this type of
interface, where the nurse is required to do the initial assessment and then unlicensed assistive
personnel do the HMF as well as activities of daily living (ADL). The Oregon Board of Nursing
enacted rules specifically to provide guidance for nurses who teach noninjectable medication
administration to unlicensed personnel as well as standards for the delegation of specific tasks
of nursing care to unlicensed persons.*

In summary, to determine the nature of an interface with another health care provider, the nurse
should consider:

B What is the nurse’s scope of practice and role?

B What is the nurse’s experience and education related to the proposed activity?

B s there a line of authority and where is the nurse in it?

B What aspect of care is being implemented?

B Does the nurse have the power to enforce decision-making?

B Does the nurse have the necessary resources, access to monitoring and ability to follow-up?

B [sita limited contact or an ongoing relationship?

VI. DISCUSSION

Many nurses are reluctant to delegate. This is reflected in NCSBN research findings and the
literature review as well as in anecdotal accounts from nursing students and practicing nurses.
There are many contributing factors, ranging from not having educational opportunities to learn
how to work with others effectively to not knowing the skill level and abilities of nursing assistive
personnel to simply the work pace and turnover of clients. At the same time, NCSBN research
shows an increase in the complexity of the nursing tasks/functions/actions performed by assistive
personnel. With the demographic changes and resultant increase in the need for nursing services
plus the nursing shortage, nurses cannot provide the needed care without assistive support.

VII. CONCLUSIONS

The topic of delegation has never been timelier. Delegation is a management tool. Used effectively,
it can result in safe and effective nursing care, free the nurse for attending to more complex client
care needs, develop the skills of nursing assistive personnel and promote cost containment for
the organization. There is no clear consensus as to the best regulatory approach for the regulation

3Texas Rules Chapter 225 provide for an RN assessment for determining whether clients living in an independent
living environment have requirements for activities of daily living, health maintenance activities or nursing tasks.
If a client requires ADH or HMF, delegation by the nurse is not required. If a client requires nursing tasks, then RN
involvement in the ongoing care is required.

“The regulatory approach in Oregon Rule 851-047-0000 addresses delegation to unlicensed persons in settings
where an RN is not regularly scheduled and not available to provide direct supervision. In the Oregon rules, the RN
is responsible for assessing a client situation to determine whether or not delegation of a task of nursing can be
safely done, safely implementing the delegation process by following the Oregon Board’s process for delegation,
and for reporting unsafe practices to the facility owner, administrator and/or the appropriate state authorities.
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of nursing assistive personnel and delegation at this time. However, facing a shortage of epic
proportions, the nursing community needs to plan how we can continue to accomplish nursing
care while assuring the public access to safe, competent nursing care. This Paper and the proposed
model language provide a first step.

VIIIL. POSITION OF THE NATIONAL COUNCIL OF STATE BOARDS OF NURSING

A.

It is the position of the National Council of State Boards of Nursing (NCSBN) that the state
boards of nursing should regulate nursing assistive personnel across multiple settings, as
set forth in proposed Article XVIII, Chapter Eighteen of the NCSBN Model Nursing Practice
Act and Nursing Administrative Rules.

Rationale:

Many licensed nurses work with nursing assistive personnel in facilities and agencies

where there is a nursing organization that comprises a major portion of the institutional
infrastructure. The board of nursing is responsible for the regulation of nursing care, thus the
board of nursing is the logical entity to regulate assistants to nurses in these environments. The
proposed regulatory framework for nursing assistive personnel will enhance public protection
by supporting the delegating/supervising nurse and nursing assistive personnel in these health
care settings. Developing national standards for basic training and competency testing for
nursing assistive working in these settings will promote consistency and safety among nursing
assistive personnel.

There are other types of interface with health care providers and workers in settings where
there is not a structured nursing organization and where health care plays a secondary role,
e.g., group homes, adult day care and assisted living facilities. In these settings, the nurse’s
role is typically not one of delegation. Nurses need to assess other types of interactions to
identify the nursing role and responsibility for the particular type of interface.

Rationale:

These are challenging settings for nurses and nursing regulation. Boards of nursing do not
have authority over the personnel in charge of these programs, but they do have jurisdiction
over the licensed nurses who work in these settings. The nurse’s role is often episodic, often
one of teaching or consulting. The nurse is not in a position of authority to delegate or enforce
the delegation, more often the nurse advises. There is an interaction between the nurse and

the agency workers — but it is a different sort of interface than delegation. The focus of these
homes and facilities is the support of daily living by providing meals, offering opportunities for
social interaction and meeting housekeeping, laundry and other personal needs in a “homelike”
setting. There are other types of settings where there is not a nursing structure but there is a
nurse role to provide nursing services. This Paper offers a template to assist nurses to evaluate
a role, the type of interface and articulate the nurse’s responsibility in a particular setting.

One of the competencies identified by the Institute of Medicine (IOM) for all health care
professionals is working within the health care team. Knowing the characteristics and roles

of different providers and identifying how they relate to the nursing role is an important step
toward mastering this competency. For nurses working in other types of settings, where the
emphasis is on support of living and health care is secondary, knowing the characteristics and
roles of different workers is also an important step toward effective teamwork.

Delegation is the act of transferring to a competent individual the authority to perform a
selected nursing task in a selected situation, the process for doing the work. Assignment
describes the distribution of work that each staff member is to accomplish on a given shift or
work period.

Rationale:

The management strategy of delegation is a tool nurses use to direct others in the provision
of nursing care and is defined as transferring authority to a competent person to perform a 17 3
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selected task in a selected situation. In previous NCSBN papers, “assigning” the verb, was
defined as the act of designating nursing activities to be performed by another nurse consistent
with that nurse’s scope of practice. Using the verb assign in this manner is a variation of
delegation. Since the process for both is the same, this Paper uses the verb “delegate” to
describe the process of working through others and the noun “assignment” to describe what a
person is directed to do, (reflecting the common usage of language among nurses working in
clinical settings.

Nursing assistive personnel, regardless of title, should receive adequate basic training as
well as training customized to the specific work setting. Basic education should include how
the nursing assistant functions as part of the health care team, with an emphasis on how

to receive delegation. Nursing assistive personnel Individuals who successfully complete
comprehensive educational and training requirements, including passing a competency
examination, will be certified as nursing assistive personnel.

Rationale:

Nursing assistive personnel provide services to vulnerable clients, often of an intimate nature.
It is difficult work. Better education and training will better prepare nursing assistants to do this
work. Individuals who complete the education, training and competency evaluation discussed
above earn the recognition of a title and the responsibility of a range of functions.

In addition, it is imperative for the delegating and supervising nurse to have an understanding
of what a nursing assistant credential represents in respect to training and demonstration

of skill, something that is currently difficult to do. The use of nursing assistive personnel is
expected to increase. It is very important that nurses have an accurate estimation of at least
their training, and ideally their experience, to be able to effectively direct the services nursing
assistive personnel provide.

IX. RECOMMENDATIONS
The PR&E Delegation Subcommittee makes the following recommendations:

A. That the NCSBN Delegate Assembly adopts the following position statement that appears in

Section VIII of this Paper.

. That research is needed in the following areas:

1. Research to identify best practices for use of nursing assistive personnel.
2. Research to study the outcomes of delegation from:

a. Perspective of client

b. Perspective of nurse

c. Perspective of nursing assistive personnel

d. Perspective of employer.
3. Research to support staff mix, other staffing concerns.

4. Outcomes research to look at medication assistant errors (e.g., frequency, type and
cause).

5. Quantify client outcomes — well-being, not having problems (what works)
Rationale:

Data is needed to identify the safest ways to work with assistive personnel to accomplish
what nurses alone cannot do.

C. That the following resources be developed:

1. National discipline tracking
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D. That

Rationale:

NCSBN includes tracking of discipline taken against nursing licenses as part of Nursyse®.
This is one of the benefits of NCSBN Membership for boards of nursing. NCSBN does

not track assistive personnel actions. The only national reporting available is through
the Healthcare Integrity and Protection Data Bank (HIPDB), but boards are charged a
fee for each inquiry, which is cost prohibitive given the numbers of nursing assistants.
Although NCSBN has previously explored the possibility of tracking assistive personnel
discipline actions, the Board of Directors did not find this to be feasible at that time.
The Subcommittee recommends revisiting this issue. More information available about
this mobile population would support board of nursing review of applicants for nursing
assistant certification.

Toolbox (includes updating of previous NCSBN delegation resources)
a. How to delegate

b. How to receive delegation

Information about how other states regulate (e.g., see Attachment A)
Models for monitoring and coaching nursing assistive personnel

a. Curriculum content outlines

b. Nursing students

c. Practicing nurses

d. Nurses returning to practice

e. Nursing assistive personnel
Rationale:

Nurses are not born delegators — it is a skill that must be learned, practiced and
mastered. Assistive personnel also need resources to support them in their work.
Nurses and assistive personnel, as well as other health care personnel, need to learn
teamwork and how to work together.

boards of nursing and/or NCSBN pursue the following collaborations:

Work with stakeholders, state agencies and legislatures toward placement of nursing
assistive personnel regulatory frameworks with the board of nursing.

Rationale:

Thirteen boards of nursing currently manage the nurse aide registries created by OBRA in
the late 1980s. Some boards are involved in other aspects of requlating nursing assistive
personnel. Adequate stakeholder buy-in and consensus is needed to make this happen.

Work with the Center for Medicare and Medicaid and other federal agencies to revisit
OBRA regulations.

Work with state agencies that currently regulate nursing assistive personnel.

Work with the American Nurses Association, the American Association of Colleges

of Nursing, the National League for Nursing, the American Organization of Nurse
Executives and other nursing organizations to promote innovation in how nursing
students learn how to work with assistants, including delegation, as well as theory
application as part of clinical studies

Rationale:

The current requlatory system for assistive personnel is fragmented at best and absent at
worse. It is time to revisit OBRA, to promote other approaches to develop comprehensive
basic training and competency assessment for assistive personnel. CMS has acknowledged
the need to upgrade the OBRA requirements, providing a window of opportunity for
collaboration.
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5. Educators of health professionals, allied health and paraprofessionals and assistive
personnel need to collaborate to better prepare students to work as a health care team.

Rationale:

It is not conscionable to train practitioners and assistants in silos and then expect them to
instantly work together effectively after graduation. Valuing the contributions of all health
team members must begin when they are students.

Appendices

. Review of Member Boards Statutes and Rules/Regulations

. Summary of Position Statements Regarding Assistive Personnel and Delegation

A

B

C. Literature Review
D. Case Law Review

E. Individuals Who Provided Comments on Working With Others: A Position Paper

F. Definitions
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Appendix A

Review of Statutes and Rules/Regulations (Spring 2004)

Board

Delegation
Definition

RN Scope

LPN/VN
Scope

Delegation
Section

Task Lists
Can or
Cannot

NA Section

NA Registry

NA
Ed/Training

Cert or Lic
NA

Med Asst

Discipline
Grounds

Other
Resources

AL

X

AK

X

AS

AZ

AR

CA-RN

CA-VN

co

CT

DE

DC

FL

GA-PN

GA-RN

GU

HI

>

ID

IL

IN

IA

KS

KY

X IX|IX|X<X|X|X<|X<|Xx<

XX |IXx<|X>x<|Xx

>

LA-PN

LA-RN

ME

MD

MA

MI

XX |X><|>|Xx

XX |X><|>x|Xx

MN

MS

XXX |X|X|Xx<]|Xx<

MO

MT

>

NE

NV

NH

XXX |>X|>X|Xx

NJ

NM

XX |X>x<|>x<|Xx

XXX |><|>x|Xx
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Task Lists
D i LPN/VN D i NA Li Discipli h

eleg?t.ion RN Scope / elega.mon Can or NA Section | NA Registry Cert or Lic Med Asst iscipline Other
Definition Scope Section

B
oard Ed/Training NA Grounds Resources
Cannot

NY
NC X X X X X X X X X X X X
ND
NMI
OH X X X X X X X

OR X X X X X X X X X
PA
PR
RI X
SC
SD X
N
X X X X X X
ut
VT
VI
VA X X X X X X
WA
WV-PN
WV-RN
WI
wy
Totals 44 39 23 30 12 23 18 25 13 20 32 19

XX |X>x<|Xx
>
>
>

>

XXX |>x|Xx
X< | x|

KEY

Delegation definition — NPA or rules include a definition of delegation.

RN scope — RN authorized to delegate.

LPN/VN scope — LPN/VN authorized to delegate.

Delegation section — Entire section or chapter of statute and/or rules devoted to delegation.

Task lists can or cannot do — Statute and/or rules includes either a list of what tasks can be delegated or a list of what cannot be delegated.
NA section — Entire section or chapter of statute and/or rules devoted to assistive personnel.

NA registry — Board of nursing responsible for Nurse Aide Registry.

NA ed/training — Statute and/or rules addresses the education and training of assistive personnel.

Cert or Lic NA — Board either certifies or licenses nursing assistants.

Med Asst — Regulation of medication assistants by the board (interpreted broadly — if statute or rule addressed medication administration or
reminding by assistive personnel, was included).

Discipline Grounds — Board’s grounds for discipline in statute and/or rules specifically reference delegation/supervision.
Other Resources — Board has developed resources to support nurse delegation (e.g., decision trees). 179
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Appendix B

Summary of Position Statements Regarding Assistive Personnel and Delegation (Fall 2003)

Medical-Surgical
Nurses

forces and evolving
health care reform
provide opportunity

to analyze nurses’
traditional roles and
assume responsibility
for judicious delegation
of nursing tasks to UAP.

The RN uses
professional judgment
to determine what to
delegate.

traditional nursing
roles does not
replace RNs with
UAP; it gives RN
the opportunity for
appropriate support
for the delivery of
nursing care.

classifications

with the activities
that will be delegated.
Competency of UAPs
should be evaluated
annually and provided
ongoing education.

patient outcomes from
nursing care. RNs must
participate in decisions
regarding UAP job
descriptions and UAP
job duties within the
clinical setting, and be
knowledgeable about
the competency of each
UAP and intervene when
needed

. .. Delegation . .. Nursin - .

Organization .g. / . UAP Role UAP Titles UAP Training g Accountability Regulation
Decision Making Education

Academy of Globalization of market | Redesign of Variety of job Must be commensurate RNs are accountable for Support the control

and monitoring of UAP
through the use of
existing mechanisms
that regulate nursing
practice (state board
of nursing), including
the clarification of the
delegation process and
what may be delegated
and restrictions.

American
Association of
Spinal Cord Injury
nurses (AASCIN)
1995

Budgetary and resource
considerations not
valid reasons for
wrongful delegation;
RN does not have to
teach UAP who do not
demonstrate the ability
to learn and perform
care.

RNs asked to
increase delegation
and use of UAPs;
UAP not substitute
for RN; UAP should
be under direct
supervision of RN;
UAP role varies by
setting.

m Nursing aides

m Personal care
attendants

® Family members
u Friends

m Appointees of the
client

At request of client or
client’s agent the RN
may teach the client’s
care to UAP. The client
or agent then accepts
responsibility for the
UAP supervision and
the type and quality of
UAP care; exception
when UAP is from an
agency

The RN has a legal scope
of practice and a legal
authority to perform
nursing acts; UAPs do not

Employers and RNs
who participate in
wrongful delegation
should be sanctioned

American
Federation of
Teachers (AFT),
1995

The RN must remain
the single authority
over delegation of
nursing tasks and
responsibilities to
UAP based on the
nurse’s evaluation

of the training and
competencies of the
unlicensed person and
the nature of the tasks
to be performed.

Performance of non-
nursing duties such
as environmental
maintenance;
clerical tasks;

and directly
assisting patients
with ADL such as
hygiene, feeding
and ambulation.
Increasingly licensed
personnel are

being pressured

to inappropriately
delegate.

Standardized
job titles and job
description are
needed

Minimum education
and training
requirements needed
at state level

The RN retains
responsibility for all tasks
he/she delegates

American Nurses
Association (ANA)
1997

Direct patient care
activities are delegated
by the RN and involve
ADL; indirect patient
care activities focus
on environmental
maintenance, such

as housekeeping,
transporting clerical,
and stocking. In
delegation the RN uses
professional judgment
to determine the
appropriate activities
to delegate.

UAP provide support
services to the RN;
in virtually all health
care settings UAP
are inappropriately
performing functions
within the legal
scope of nursing.

The nursing profession
should define and
supervise the
education, training and
utilization of UAP

The RN is responsible
and accountable

for the provision of
nursing practice.
The RN supervises
and determines the
appropriate use of
UAPs. Therefore, it is
responsibility of the
nursing profession
to establish and the
individual RN to
implement standards
for the practice and
utilization of UAPs.

Definitions of nursing
in state practice acts.
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Organization Delt?g.a Lz . UAP Role UAP Titles UAP Training "“’““F Accountability Regulation
Decision Making Education
American Never delegate a The RN shall have = Dialysis Assistive personnel The RN is accountable UAP must function
Nephrology nursing care activity either instructed the technicians in dialysis need not and responsible under the state nurse
Nurses’ that requires the UAP in the delegated | w patient care be licensed; but must for all delegated practice act; ANNA
Association specialized skill, activity or verified technicians complete a standard nursing care activities prefers specific
(ANNA) 1983, judgment and decision- | the UAP competency. u Reuse technicians | Pro8ram of education and interventions language referring
revised and making of an RN or Administration and training for UAP — must be present in to UAP in dialysis

reaffirmed 2003

the core nephrology
principles needed to
recognize and manage
real or potential
complications.

of medications is
beyond the scope of
practice of UAP, and
shall be limited to
those medications
considered part

of the routine
hemodialysis
treatment (e.g.,
normal saline and
heparin via the extra
corporeal circuit
and intradermal
lidocaine).

u Nephrology
technologists (All
under supervision
of RN)

in dialysis preferable
in a junior college

or vocational school
with ongoing CE
requirements.

the patient care area

for ongoing monitoring
and evaluation of the
patient’s response to the
therapy. The RN is legally
accountable and clinically
responsible for the
complete documentation
of the entire nursing
process.

settings.

Arizona Nurses
Association (ANA)
1992, renewed
2002

Delegation presumes
the delegator has
greater knowledge and
a delegated task is only
a subcomponent of a
larger whole

Written job
descriptions with
clear parameters
that define and limit
the responsibilities
of the position.

RNs should never
delegate to any
member of the health
team a function for
which that person is
not qualified.

Core curriculum
developed and
supervised by RN that
includes but is not
limited to:

= Communication

= Customer service

m Safety

m Clinical practice
issues.

RN is originator of
delegation and retains
responsibility for
outcomes.

The employing
organization has a
responsibility to assure
that the appropriate
training, orientation

and documented
competencies are in place
for the UAP so that the
RN can be reasonably
assured that the UAP can
function safely.

Association of
periOperative
Registered Nurses
(AORN) 1995,
reaffirmed 1999

Restructuring of
traditional roles

does not replace
perioperative RNs, but
provides opportunity
to focus leadership
skills on coordinating
patient care and
directing activities of
the nursing team. The
perioperative RN may
delegate appropriate
patient care activities.

Perioperative RNs
define and supervise
the training and
utilization of UAP who
provide direct and
indirect care in the
perioperative setting.
UAP must receive
appropriate training
and demonstrate
competency before
assuming new

and expanded
responsibilities, and
must be commensurate
with the delegated
activities.

Perioperative RNs are
accountable for patient
outcomes resulting from
nursing care provided
during the perioperative
experience.
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2003

and maintenance of
maximal physical,
psychosocial and
spiritual health.”

consists of those
tasks that require
additional training
and demonstration
of competence prior
to being performed
by the UAP (includes
insertion catheters,
NG feedings, bowel
programs, single
dressing changes,
glucose testing, ECGs
and bladder scans).

settings under the
supervision of RN.

m Nurse aide training
certificate or a mini-
mum of documented
four weeks on the
job training

m CPR training

m Additional training
prior to performing
tasks in secondary
scope of care

= Demonstrated
initial and ongoing
competence in both
categories.

Organization Delt?g.a Lz . UAP Role UAP Titles UAP Training "“’““F Accountability Regulation
Decision Making Education

Association of UAPs needed to Basic scope ADL Institutional, Qualifications: Tasks delegated by

Rehabilitation “achieve the goal of tasks plus support residential, = HS diploma or RN shall not exceed

Nurses (ARN) assisting individuals of RN assessment; outpatient and equivalent any restrictions in the

1995, revised in the restoration secondary scope community scope of care as set

forth by the state.

Association of
Women’s Health,
Obstetric and

Clear written
parameters for direct
supervision by RNs;

Need written job
descriptions that
clearly delineate

UAP should be
clearly identifiable
to patients as

Orientation and
training of UAPs,
including didactic

UAPs work under
supervision of and are
accountable to RN. The

Need to evaluate
state practice act
to ensure that UAP

Organization of
Nurse Executives
(MONE) 1994,
2002

remains with the
licensed nurse.

occur within

the delegatee’s
job description,
organizational
policies and
procedures.
Individual health
care facilities
need flexibility
in developing
institution specific
programs.

by nursing leadership
in individual facilities.

debates have focused
on primary area of
accountability and
decision making.

Neonatal Nurses includes lengthy list the duties, unlicensed. content, knowledge RN remains responsible job descriptions and
(AWHONN) 1997, of nursing activities responsibilities, base evaluation and accountable for the delegated activities are
2000 that should not be qualifications, skills and clinical skills overall nursing care. consistent with rules
delegated. and supervision of verification consistent and regulations.
UAPs. with performance

expectations and role

responsibilities.
Massachusetts Supervision of UAP Delegation must Should be determined Differing concerns and MA Board of

Registration in Nursing
has regulations

on delegation and
supervision.

National
Association of
Neonatal Nurses
(NANN), 1999

RN may assign or
delegate tasks to
assistive personnel
based on the assessed
patient need, the
potential for harm, the
complexity of the care
and the knowledge and
skill of the UAP.

Tasks based on
needs, potential for
harm, complexity
and UAP KSAs

m Nursing assis-
tants

m Nursing Aides

m Orderlies

Also list as assistive
personnel LPN/VNs,
respiratory
therapists (RTs) and
emergency medical
technicians (EMTs).

UAP in this area must
have appropriate
education in the

care of the high-risk
newborn and family,
even when carrying out
support services for
the RN.

Neonatal RN responsible

for the assessment,
planning delivery and
evaluation of newborn
care.

National
Association of
School Nurses
(NASN)

Key factors for effective
and competent use of
assistive personnel

are role definition,
adequacy of training
and appropriate
delegation and
supervision.

Assistive personnel
can be used

to supplement
professional school
nursing services
but should not be
used to supplant
school nurses or be
permitted to practice
nursing without a
license.

m School staff
m Clerical aides

® Health/nursing
assistants (HA)
Also listed as
paraprofessionals
are: LPN/VNs,
Certified Nurses
Aides and RNs
who do not meet
requirements for
school nurses.

The professional
school nurse should
take lead in helping
school districts
determine whether and
how to use assistive
health personnel.

The school nurse is

the only one who can
legally delegate nursing
activities to assistive
personnel.

State nursing practice
acts determine scope
of practice and what
nursing activities may
be delegated or given
to assistive personnel.
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Organization Delt?g.a Lz . UAP Role UAP Titles UAP Training "“’““F Accountability Regulation
Decision Making Education
New Jersey The RN may transfer RNs must develop m Nurse aides Require education The RN retains NJ Board of Nursing,
State Nurses responsibility for and implement = Orderlies developed, taught accountability for the the same that governs
Association carrying out specified standards, policies u Assistants and evaluated by outcomes of care. nursing, should
(NJSNA) 1995, tasks to UAP to assist and procedures for . RNs. UAP preparation regulate UAPs.
revised 1999 health care consumer | UAPs to assist health | ™ Technicians is skill-oriented to
through delegation of | care consumer = Home health assist health care
nursing tasks. RN in in meeting basic aides consumer in meeting
charge of delegating needs. UAP does not | In hospitals, LTC, basic human needs.
has confidence in practice nursing and | schools, prisons or UAP competency is
the UAP and has does not provide community settings | evaluated by an RN
adequate time allowed. | total nursing care. etal. and does not require a
Delegation may be written examination.
direct or in-direct.
New York Does not address Concern regarding Identification of Forums RNs accountable for
State Nurses delegation, speaks shift in use of UAPs tasks, patients, should be the delivery of safe,
Association of RN assignment of to more complex circumstances in which | established to | competent care to those
(NYSNA) 1996 tasks and care to other | tasks and patients care can be assigned to | prepare RNs patients entrusted to
members of nursing with higher acuity. UAPs is responsibility | to use UAPs them.
staff, including UAP. RNs must express of the nursing appropriately.
concern when the profession — RNs
inappropriate use of need to be involved
UAPs is suggested or in establishing the
employed. parameters of care and
in the standardization
of preparation.
Oncology Nursing | RN validates UAP Performance of Nurse retains Use existing
Society (ONS) competency, completes | repetitive, common accountability for mechanisms for
1997, revised ongoing client tasks and procedures delegated tasks and regulation of nursing
2000, 2002 assessment, provides that do not require decisions. practice to regulate
ongoing supervision the professional UAPs.
of UAP, performs judgment of an RN.
evaluation of client
response to care and
interprets and makes
decisions regarding
care.
Society of Perform duties m GI assistants
Gastroenterology under direct, on-
Nurses and site supervision of
Associates (SGNA) delegated patient
1996, 2001 care.
Society of Oto- Lists criteria to be Supports safe and Promotes UAP RN accountable for
rhionolaryngology | considered in decision | appropriate use of education and training patient safety, nursing
and Head-Neck to use UAPs. UAP, supervised by programs consistent care and maintains
Nurses (SOHN), RN who identifies with SOHN mission responsibility for
1996, 2003 tasks and [level of] and vision. patient assessment, care
supervision. planning and evaluation.
The American Increased in recent u Certified nurses Recommend Recommend Nurses ultimately Recommend Board
Association of years partially due aide standardized that nursing responsible for the provide guidance and
Nurse Attorneys to managed care and | @ Home health aide | curriculum and schools add provision of nursing care. | direction, including

(TAANA)

decreased Medicare
reductions; used in
more settings, doing
more complex tasks;
supervising nurses
have increased
responsibility.

m Personal care
assistant

m Personal care
attendant

m Certified
phlebotomist

m Clinical assistant

m Nursing
Assistant

m Orderly

testing by state;

similar to OBRA 1987
requirements for long
term care assistants.

team nursing
to curriculum
and/or
supervision
and
delegation to
assist working
with UAPs.

criteria for determining
what can be delegated,
what cannot, and
direction on the type of
supervision needed.
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Tri-Council(1995) Must be made by Increased use due to Nurses accountable Board of nursing
RN based on the economic pressures; for all nursing care
patient, the task, the increased concerns provided including
preparation of the UAP | about role and use policies, procedures and
and other factors. of UAP. standards.
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Appendix C
Literature Review

When “delegation” is entered as a keyword in search engines such as CINAL, MEDLINE, ABI-
INFORM, LEXIS-NEXIS, EBSCO host, ERIC, and Psych INFOR, many articles come up until the
search years are limited to 1998-2004. Surprisingly, an extensive literature review did not
identify many recent articles published on delegation. The main concepts addressed in the
available recent articles include:

Implementation

Delegation “dos and don’ts” — protect your practice (MNA Online Publications)

Moen (2001) references both ANA and NCSBN work in writing about how to make delegation
work.

Buppert (2004) writes from the APRN perspective of whether it is safe to delegate to UAP
and the business implications.

Clarke (2003) discusses several high-profile research studies linking nursing staffing and
client safety.

Parsons (1998) described increased confidence in RN delegation after training using a
Nursing Assessment Decision Grid, as well as increasing job satisfaction experienced by RNs
relative to autonomy and promotional opportunity.

Staff Mix

Changes in staff mix (with increase numbers of nursing assistive personnel) causes role
confusion for both RNs and assistants (Zimmerman, 2000; Potter& Grant, 2004; Hall,
1998); especially when job descriptions/level of training and expectation are unknown
(Thomas & Hume, 1998; Barter, McLaughlin & Thomas, 1997).

Thomas, et al, (2000) states that RNs do no feel confident with UAP skills.

Unruh (2003) notes that the number of LPNs has decreased and may contribute to increased
workload for RNs.

Bernrueter & Cardona (1997) observed a dramatic rise in the number of UAP with mixed
feelings from RNs about UAP value.

Potter & Grant (2004) note that UAP working with multiple RNs can cause UAP confusion
(because UAP are not taught to prioritize, they are task oriented).

Kido (2001) suggests making staff mix public knowledge.

Clarke (2003) observes more RNs equal less adverse outcomes.

Communication

Good communication helps nurture the RN and UAP relationship (Thomas & Hume, 1998;
Potter & Grant, 2004).

Parsons, 1998, notes that lack of communication makes relationships poor (UAP not
relaying information because they are not trained to recognize things that nurse are and RNs
are not trained how to deal with less skilled workers).

Emphasis on group function may help improve RN-UAP interactions (Anthony, Casey, Chau &
Brennan, 2000).
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Education/Training

There is a lack of UAP education, or a lack of consistency of UAP education (Thomas, et al,
1998; Kido, 2001).

Education of UAP recommended (Barter, McLaughlin and Thomas, 1997).

Another barrier is the lack of RN educational preparation regarding delegation skills
(Thomas & Hume, 1998; Hopkins, 2002; Anthony, Standing & Hertz, 2001).

Recommend teaching delegation skills (Thomas & Hume, 1998; Parsons, 1998; Anthony,
Standing & Hertz, 2001).

Barter, McLaughlin & Thomas (1997) suggest that UAP have formal training with a defined
scope.

Hopkins (2002) developed a continuing education tool.

Conger (1999) adjusted the Nursing Assessment Decision Grid NADG 1993/1994, to teach
nursing students delegation tools.

The U.S. Department of Labor’s Occupation Outlook Handbook advises that minimum
education and training is generally required for entry-level nursing, psychiatric and
home health aides, that job prospects will be very good because of fast growth and high
replacement needs, but that earnings are low.

Kopishke (2002) provides a historical perspective on the use of nursing assistive personnel
and how nurses must prepare themselves to head the team of caregivers found in today’s
acute care facilities.

Numerous continuing education offerings address delegation and supervision.

Regulation

There is a need to work with Boards of Nursing to assure regulatory language is clear to
support delegation to UAP in OR setting (Habgood, 2000).

Recommendations that states mandate minimal educational requirements and competency
evaluation for UAP in acute care settings, with a movement to establish national regulation
of educational requirements to ensure the competency of UAP in acute-care hospitals
(Thomas, Barter & McLaughlin, 2000).

The best foundation for teaching what can and cannot be delegated is the nursing practice
act in the state (Hall, 1996).

The National Council of State Boards of Nursing adopted its first delegation paper in 1990.
The Paper was updated in 1997, and in 1998, a Delegation Resource folder was developed
(included the Paper, curriculum outline for teaching delegation to both delegating nurses
and the recipients of delegation, decision tree, decision grid and other resources).
Delegation was also addressed in the NCSBN Model Nursing Practice Act and Model Nursing
Administrative Rules in 2004.
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Appendix D
Review of Case Law

Tom Abram, attorney with Vedder, Price, Kaufman & Kaufman in Chicago, provided a legal case
review in 2004 regarding delegation and nursing assistive personnel. A case law search found
no cases holding a nurse accountable for actions performed by a UAP whether or not the activity
was delegable according to the state statutes. Two Illinois cases, People v. Stults, 683 N.E.2d
521 (Ill. App. Ct. 1997) and People v. Cryns, 763 N.E. 2d 904 (Ill. Ct. 2002) discussed actions
brought against unlicensed personnel for practicing nursing without a license (neither involved
delegation). This review was updated with materials from the Federation of Associations of
Regulatory Boards (FARB) in 2005.

Some cases were identified where courts have addressed the use of UAP in other professions.

m In State ex inf. Danforth v. Dale Curteman, Inc., 480 S.W.2d 848 (Mo.,1972) unlicensed
individuals claiming to be technicians working under the supervision of ophthalmologists
were found to have illegally engaged in the practice of optometry.

B The appellate court affirmed the trial court’s decision to revoke the physician’s license after
he ordered an unlicensed person to administer injections to clients, holding that “when a
doctor directs an unlicensed person to perform a medical act, the question is not whether
the unlicensed person may be disciplined for the act, but whether the doctor’s conduct is
unprofessional...” Kolnick v. Board of Medical Quality Assurance, 161 Cal. Rptr. 289 (Cal. Ct.
App. 1980).

m Inthe presence of conflicting evidence, a jury found that a client’s injury was not caused
by a flu shot administered by an unlicensed and untrained individual. The appellate court
affirmed because it could not state the jury was clearly wrong. However, in its opinion, the
court stated that the standard of care that nurses are subject to is the same as the standard
applied to physicians. Novak v. Texada, et. al., 514 So.2d 524 (Ct. App. La. 1987).

® In Portable Embryonics, Inc. v. J.P. Genetics, Inc., 810 P.2d 1197 (Mont., 1991) unlicensed
individuals claiming to be technicians who performed non-surgical bovine embryo transfers
were found to have illegally engaged in the practice of veterinary medicine.

® Adoctor was convicted of aiding and abetting unlicensed medical assistants in the illegal
practice of medicine. People v. Gandotra, 14 Cal.Rptr.2d 896 (Cal.App.2 Dist., 1992)

B The Colorado Supreme Court found that an unlicensed lab technician was not a “health
care professional,” within the meaning of a statute designed to protect individuals
from negligent acts of health professionals but that the statute still applied under the
circumstances of the case. Scholtz v. Metropolitan Pathologists, P.C., 851 P.2d 901 (Colo.
1993).

B The appellate court affirmed the trial court decision that unauthorized dentistry took place
when a dentist authorized the unlicensed assistant’s acts, and inadequately supervised,
was held to be unprofessional conduct by a dentist, Fotovatjah v. State of Washington, 1998
Wash. App. LEXIS 1689 (Wash. App. 1998).

® However in PM&R Associates v. Workers’ Comp Appeals Board, 94 Cal.Rptr.2d 887 (Cal.
App.5 Dist., 2000) doctors use of unlicensed medical assistants to assist physicians in
performing physical therapy tasks was not illegal.

®  And in State Farm Mut. Auto. Ins. Co. v. Universal Medical, 881 So.2d 557 (Fla.App. 3 Dist.,
2004), unlicensed medical assistants authorized to administer physical modalities under
the direct supervision and responsibility of a physician.

B Adiscipline of a veterinarian who had allowed an unlicensed veterinary technician to
position a dog for x-ray and to operate an x-ray machine was upheld on appeal. Gilman v.
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Nevada State Board of Veterinary Medical, 89 P.3d 1000 (Nev., 2004).

® In People v. Santi, 785 N.Y.S.2d 405 (N.Y., 2004), a doctor was convicted of aiding and
abetting an unlicensed medical assistant in the illegal practice of medicine.
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Appendix E
Individuals Who Provided Comments on Working with Others: A
Position Paper

Submitted Written Comments:

Dale Austin, Senior Vice President and Chief Operating Officer, Federation of Sate Medical Boards of
the United States

Jean E. Bartels, PhD, RN, President, American Association of Colleges of Nursing (AACN)

Linda Bell, RN, MSN, Clinical Practice Specialist, American Association of Critical-Care Nurses (AACN)
Marilyn A. Bowcutt, RB, MSN, President, American Organization of Nurse Executives (AONE)

Myra Broadway, JD, MS, RN, Executive Director, Maine State Board of Nursing

Vicki Buchda, MS, RN, Mayo Clinic

Patricia Calico, DNS, RN, Branch Chief, Advanced Nurse Education, Division of Nursing, Bureau of
Health Professions, HRSA

Dan Coble, RN, PhD, Executive Director, Florida State Board of Nursing

Rene Cronquist, RN, JD, Assistant Director for Nursing Practice, Minnesota State Board of Nursing
Bridget Culhane, RN, MN, MS, CAE, Oncology Nursing Society (ONS)

Norma Freeman, Nursing Policy Consultant, Canadian Nurses Association (CNA)

Barbara R. Grumet, BA, JD, Executive Director, National League for Nursing Accrediting Commission
(NLNAC)

Connie Kalanek, PhD, RN, Executive Director, North Dakota State Board of Nursing

Lorinda Inman, MSN, RN, Executive Director, lowa State Board of Nursing

Wanda Miller, RN, MA, FNASN, CSN, Executive Director, National Association of School Nurses
Barbara Newman, RN, MS, Director of Nursing Practice, Maryland Board of Nursing

Kim Powell, RN, Montana State Board of Nursing

Susan A. Randolph, MSN, RN, COHN-S, FAAOHN, President, American Association of Occupational
Health Nurses Inc. (AAOHN)

Anita Ristau, MS, RN, Executive Director, Vermont State Board of Nursing
Pamela Randolph, RN, MS, Education Consultant, Arizona State Board of Nursing

Mary Jean Schumann, MSN, RN, MBA, CPNP, Director — Department of Nursing Practice and Policy,
American Nurses Association (ANA)

Debra Scott, MS, RN, Executive Director, Nevada State Board of Nursing
Margaret Walker, MBA, BSN, RN, Executive Director, New Hampshire State Board of Nursing

Kathy Weinberg, RN, MSN, Associate Director — Nursing Practice/Nursing Education, Iowa Board of
Nursing

Marla Weston, MS, RN, Executive Director, Arizona Nurses Association

Barbara Zittel, RN, PhD, Executive Secretary, New York State Boards for Nursing

Participated on April 26, 2005, Conference Call:
Myra Broadway, JD, MS, RN, Executive Director, Maine State Board of Nursing

Dean M. Burgess, MSN, RN, COHN-S, Professional Practice Manager, American Association of
Occupational Health Nurses Inc. (AAOHN)

Nancy Ciarrocca, Academy of Medical-Surgical Nurses (AMSN), Pinnacle Health
Ginny Delorimier, Minnesota

Rita Gallagher, PhD, RN, C, Senior Policy Fellow, American Nurses Association (ANA)
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Gayle Kincaide, Executive Director, Association of Women’s Health, Obstetric and Neonatal Nurses,
(AWHONN)

Carol Marshall, MSN, RN, Lead Nursing Consultant for Practice, Texas Board of Nurse Examiners

James McCoy, Public Policy/Advocacy Manager, American Association of Occupational Health Nurses
Inc. (AAOHN)

Ann Walker-Jenkins, Legislative Associate, Association of Women’s Health, Obstetric and Neonatal
Nurses (AWHONN)

Jo Ann Webb, RN, MHA, Director, Federal Relations & Policy, American Organization of Nurse
Executives (AONE)

Debra Werner, RN, MSN, Assistant Director/Practice Unlicensed Assistive Personnel, New Mexico
State Board of Nursing

Janet Wolken, Practice Administrator, Missouri State Board of Nursing

Met with the PR&E Delegation Subcommittee on April 26, 2005, at NCSBN offices:

Donald A. Balasa, JD, MBA, American Association of Medical Assistants

Judy A. Jondahl, MS, RN, CLNC, American Association of Medical Assistants
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Appendix F
Definitions

B Accountability is being responsible and answerable for actions or inactions of self or others
in the context of delegation (NCSBN, 1997). There are different levels of accountability:

Licensed nurse accountability involves compliance with legal requirements as set

forth in the jurisdiction’s law and rules governing nursing. The licensed nurse is also
accountable for the quality of the nursing care provided, for recognizing limits of
knowledge and experience and for planning for situations beyond the nurse’s expertise
(NCSBN, 2004). Licensed nurse accountability includes the preparedness and obligation
to explain or justify to relevant others (including the regulatory authority) one’s
judgments, intentions, decisions, actions and omissions... and the consequences of
those decisions, actions and behaviors (SA, 2004).

Nursing assistive personnel accountability relates to being answerable for the
assistant’s actions and behavior.

Organizational accountability relates to providing sufficient resources, staffing,
appropriate staff mix, opportunity for continuing staff development and creating an
environment conducive to teamwork, collaboration and patient-centered care.

B Assignment describes the distribution of work that each staff member is to accomplish on a
given shift or work period.

B Competence is the ability of the nurse to act with and integrate the knowledge, skills,
values, attitudes, abilities and professional judgment that underpin effective and quality
nursing and is required to practice safely and ethically in a designated role and setting (SA,
2004).

Licensed nurse competence is built upon the knowledge gained in a nursing education
program and the experiences of implementing nursing care. The nurse must know
herself or himself first, including strengths and challenges, assess the match of her or
his knowledge and experience within the requirements and context of a role and setting,
and gain additional knowledge as needed and maintain all skills and abilities needed to
provide safe nursing care. Competence requires the application of knowledge and the
interpersonal, decision-making and psychomotor skills expected for the practice role
(NCSBN, 1996).

Nursing assistive personnel competence is built upon formal training and assessment,
orientation to specific settings and groups of patients, interpersonal and communication
skills, and the experience of the nurse aide in assisting the nurse provide safe nursing
care.

B Client directed care is a situation in which a client maintains all or most of self-care
responsibilities, including direction of unlicensed nursing assistive personnel (NCSBN,
1997).

B Delegation is transferring to a competent individual the authority to perform a selected
nursing task in a selected situation. The nurse retains accountability for the delegation
(NCSBN, 2004).

B Education infers the transfer of generic information and skill, and includes components of
information (teaching) and skill training and assessment (training).

®  Nursing care tasks/functions/activities are those nursing interventions that may be
delegated/assigned to nursing assistive personnel and are not restricted or prohibited by
legislation, regulation and/or agency policy (adapted from SA, 2004).
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B Medication assistant is an individual who receives specialized training preparing for a role
in administering oral and topical medications and who works under the supervision of a
licensed nurse.

® Nursing assessment is “the gathering of objective and subjective information relative to
a client, confirmation of the data, and communication of the information” (NCLEX-RN°® Test
Plan, 2004).

® Nursing assistive personnel are unlicensed personnel to whom nursing tasks are delegated
and who work in settings with structured nursing organizations.

® Professional judgment is the intellectual (educated, informed and experienced) process
that a nurse exercises in forming an opinion and reaching a clinical decision based upon an
analysis of the available evidence (SA, 2004).

B Rescission of delegation is the process of taking back a delegation, typically due to serious
change in client condition (stable to unstable), nature of therapies or other situation
requiring change in planning for a group of clients.

B Range of functions are the tasks and activities learned in an approved nursing assistant and
competency evaluation program that are typically performed by nursing assistive personnel
for clients who are stable and predictable, supervised by a licensed nurse who may need to
limit the range of tasks based on client needs.

m Scope of practice is the parameters of the authority to practice granted to a nurse through
licensure.

m Supervision is the provision of guidance or direction, oversight, evaluation and follow-up by
the licensed nurse for the accomplishment of a nursing task delegated to nursing assistive
personnel.

Direct Supervision involves the presence of the licensed nurse who is working with
other nurses and/or nursing assistive personnel to observe and direct the assistant’s
activities. The proximity of this supervision is such that immediate intervention is
possible if problems occur (SA, 2004).

Indirect supervision occurs when the licensed nurse is not present and supervision

is provided by other than direct observation of the nurses and/ or nursing assistive
personnel. The absence of proximity of the licensed nurse requires processes being in
place for the direction, guidance, support and monitoring of the LPN or nursing assistive
personnel activities (SA 2004).

m Surveillance and monitoring is the process of observing and staying attuned to client status
and staff performance.

m  Teaching/providing information is to impart knowledge, to cause to know something
(Merriam Webster, p. 1281).

Works Cited
Mish, F.C. (ed.).(2003). Merriam-Webster’s Collegiate Dictionary (11th ed.) Springfield, MA:
Merriam-Webster, Inc.

National Council of State Boards of Nursing (1996). Assuring competence: A regulatory
responsibility. Chicago: Author.

National Council of State Boards of Nursing (1997). Delegation concepts and decision-making
process. Chicago: Author.

National Council of State Boards of Nursing (2004). Model nursing practice act and model
nursing administrative rules. Chicago: Author.
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Attachment B

Proposed Model Act and Rules for Delegation and Nursing
Assistant Regulatory Model

Attached please find a proposed article for the NCSBN Model Nursing Practice Act and a proposed
chapter for the Model Nursing Administrative Rules. This document is a companion piece to the

Paper, Working with Others: A Position Paper, and presents a model approach for the regulation of
nursing assistive personnel.
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Draft Model Language: Nursing Assistive Personnel

Article XVIII. Nursing Assistive Personnel

Chapter Eighteen — Nursing Assistive Personnel

Section 1. Delegation. Delegation is a management technique used
by licensed nurses to work with nursing assistive personnel in a
variety of health care settings.

a. The registered nurse may delegate nursing care tasks/
functions/activities to nursing assistive personnel, regardless
of title, that are appropriate to the level of knowledge and
skill of the nursing assistive personnel and are within the
range of functions as defined by the board for the level of
nursing assistive personnel.

b. The licensed practical/vocation nurse may, in limited settings,
delegate nursing care tasks/functions/activities to nursing
assistive personnel, regardless of title, that are appropriate
to the level of knowledge and skill of the nursing assistive
personnel and are within the range of functions as defined by
the board for the level of nursing assistive personnel.

***States vary as to whether LPN/VNs are authorized to delegate.
Because the review of board of nursing statutes showed that a
majority of boards do allow LPN/VN delegation in specified settings,
they are included in this section.

b. Those nursing care tasks/functions/activities that may be
delegated to nursing assistive personnel are determined by
criteria to be put forth in rule.

***Article XVIII of the Model Nursing Practice Act (MNPA) and Chapter
Eighteen of the Model Nursing Administrative Rules (MNAR) address
how licensed work with nursing assistive personnel and requirements
for nursing assistive personnel.18.1 Criteria for determining nursing
tasks/functions/activities that may be delegated:

a. Knowledge and skills of the nursing assistive personnel;

b. Verification of the clinical competence of the nursing assistive
personnel by the employing agency;

c. Stability of the patient’s condition that involves predictability,
absence of risk of complication, and rate of change.

d. The variables in each service setting that include but are not
limited to:

1. The accessible resources and established policies,
procedures, practices and channels of communication
that lend support to the type of nursing tasks/functions/
activities being delegated to nursing assistive personnel.

2. The complexity and frequency of care needed by a given
patient population.

3. The proximity of patients to staff.
4. The number and qualifications of staff.
5. The accessibility of the licensed nurse.

e. Nursing tasks/functions/activities that inherently involve
ongoing assessment, interpretation or decision-making that
cannot be logically separated from the procedure(s) are not to
be delegated to nursing assistive personnel.

Section 2. Nursing assistive personnel — individuals employed
within a health care, residential or community support context
that includes a component of direct hands-on care and performing
delegated nursing care tasks set forth by the board in administrative
rules. Nursing assistive personnel work under the supervision of a
registered nurse or, in limited settings, a licensed practical nurse.

*x*States currently vary as to what types of nursing assistive
personnel are regulated.

This section identifies standards for nursing assistive personnel.
18.2 Purpose of Standards

a. To communicate board expectations and provide guidance for
nursing assistive personnel

b. To articulate board criteria for evaluating nursing assistive
personnel actions and behavior when providing nursing care
under the supervision of a licensed nurse.

***Standards promulgated by boards of nursing provide a broad
framework and provide notice to nursing assistive personnel, nurses,
and employers as to board expectations regarding the use of assistive
personnel.
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Article XVIII. Nursing Assistive Personnel

Chapter Eighteen — Nursing Assistive Personnel

Section 3. Nursing Assistive Personnel Registry. Each individual
who successfully meets all requirements for certification shall be
entitled to be listed on the Nursing Assistive Personnel Registry as
a certified nursing assistant (CNA), certified nursing assistant II
(CNA-II) or medication assistant — certified (MA-C).

a. Anapplicant whose certificate or listing in another
jurisdiction has been disciplined or who has had a criminal
conviction may not be eligible for certification.

b. Before listing nursing assistive personnel on the Nursing
Assistive Personnel Registry, the board shall investigate and
act upon each application for certification.

c. The board shall require the periodic renewal of certifications
and updating of listings in the registry on a biennial basis.

18.3. Nursing Assistant Registry.

a. The board shall determine policies and procedures for
the operation of the registry. Certified Nursing Assistants,
Certified Nursing Assistants II, and Medication assistant
— certified shall all be listed on the registry.

**xStates may choose to operate three separate registries or include
alllevels of nursing assistive personnel on one registry. The advantage
of having one registry is that tracking of individuals with multiple
certificates would be facilitated. However, this may not be possible if
different agencies are responsible for managing different categories
of nursing assistive personnel.

b. Duty to Report — nursing assistive personnel shall report to
the board criminal convictions substantially related to the
functions of their work.

Section 4. Certified Nursing Assistant (CNA) Range of Functions.
Nursing assistive personnel function within a range of tasks
and activities that are typically performed by nursing assistive
personnel for patients and that are learned in basic certified
nursing assistant education and training as set forth in rule.
A licensed nurse may need to limit the range of tasks based on
patient needs, situation or available resources and shall supervise
all nursing tasks/functions/activities.

***The delegating/supervising nurse is accountable for decisions
made and actions taken in the course of delegation and supervision.

***Employers may choose to limit or restrict but cannot expand the
range of functions articulated by the board.

18.4 Standards for Assistive Personnel
The nursing assistant:

a. Performs nursing tasks and functions within the range of
functions authorized in the Nurse Practice Act and rules
governing nursing.

b. Demonstrates honesty and integrity in performing nursing
tasks/functions/activities

c. Bases nursing tasks/functions/activities on education,
training and the direction of the supervising nurse.

d. Accepts accountability for one’s behavior and actions while
assisting the nurse and providing services to patients.

e. Performs delegated aspects of patient’s nursing care.
f.  Assists in observing patients and identifying patient needs.

g. Communicates progress toward completing delegated nursing
tasks/functions/abilities, as well as any problems or changes
in a patient’s status.

h. Seeks clarification if unsure of expectations.

i. Uses educational and training opportunities as available.

j. Takes preventive measures to protect client, others and self.
k. Respects client’s rights, concerns, decisions and dignity.

. Functions as a member of the health care team, contributing
to the implementation of an integrated health care plan.

m. Respects client property and the property of others.

n. Protects confidential information unless obligated by law to
disclose the information.
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Article XVIII. Nursing Assistive Personnel

Chapter Eighteen — Nursing Assistive Personnel

Section 5. Certified Nursing Assistant II (CNAIL) Range of Functions.
A certified nursing assistant with additional education and training
as prescribed in rule may perform more complex nursing skills
with emphasis on sterile technique, elimination, oxygenation,
and nutrition that are learned in a certified nursing assistant 1I
education and training program and are performed under the
direct supervision of a licensed nurse.

Section 6. Medication Assistant — Certified (MA-C) Range of
Functions. A certified nursing assistant or certified nursing
assistant II, with additional education and training as set forth in
rule, may administer medications as prescribed by an authorized
provider within the parameters set forth in rule. A licensed nurse
shall supervise the medication assistant-certifed.

***Any state restrictions regarding the type and route of medications
to be administered by a medication assistant-certifed should be
placed here. Other state restrictions may address the licensure level
required of supervising nurses.

18.6 Medication Administration by Medication Assistants -
Certified (MA-C)

a. A medication assistant — certified may perform a task
involving the administration of medications if:

1. The medication assistant - certified’s assignment is
to administer medications under the supervision of a
licensed nurse in accordance with provisions of this act
and rules; and

2. The delegation is not prohibited by any provision of this
act and rules.

***Medication assistant — certified may work under the supervision
of another professional in some limited settings. Most, however, work
in facilities where licensed nurses provide supervision.

b. A medication assistant — certified shall not perform a task
involving the administration of medication if:

1. The medication administration requires an assessment
of the patient’s need for medication, a calculation of the
dosage of the medication or the conversion of the dosage;

2. The supervising nurse is unavailable to monitor the
progress of the patient and the effect on the patient of the
medication; or

3. The patient is not stable or has changing nursing needs.

c. A medication assistant — certified who has any reason to
believe that he or she has made an error in the administration
of medication shall follow facility policy and procedure to
report the possible or known error to the appropriate superior
and shall assist in completing any required documentation of
the medication error.

***xThe tracking of medication errors assists in the identification of
any system issues that contributed to the error as well as identifying
any need for retraining or remediation of the MA-C.

d. Medication Administration Policies

1. Medication assistant — certified shall report to the
supervising nurse:

(a) Signs or symptoms that appear life-threatening;
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Article XVIII. Nursing Assistive Personnel

Chapter Eighteen — Nursing Assistive Personnel

(b) Events that appear health threatening; and

(c) Medications that produce no results or undesirable
effects as reported by the patient.

2. Alicensed nurse shall supervise medication assistant
- certified.

3. Aregistered nurse shall review periodically the following:
(a) Authorized provider orders; and

(b) Patient medication records.

Section 7. Certified Nursing Assistants (CNA), Certified Nursing
Assistants-II (CNA-II), and Medication assistant — certified (MA-C)

a. The board of nursing shall regulate the preparation and
competency assessment of nursing assistive personnel in this
state.

b. The board shall issue certification to qualified applicants.

c. The board shall adopt rules regarding the certification of
nursing assistive personnel, including educational, training,
and other qualifications for certification that will ensure that
the nursing assistive personnel are competent to perform
safely within the range of functions.

d. The board shall conduct state and federal criminal
background checks on all applicants.

e. The board will adopt an application process in rule.

f.  Upon meeting all requirements and successful completion of
the basic certified nursing assistant education, training and
competency assessment prescribed in rule, an applicant shall
be certified as a certified nursing assistant.

g. Upon meeting all requirements and successful completion of
additional education, training and competency assessment
prescribed in rule, an applicant shall be certified as a certified
nursing assistant II.

h. Upon meeting all requirements and successful completion of
additional education, training and competency assessment
prescribed in rule, an applicant shall be certified as a
medication assistant certified.

i. A person may not use the titles certified nursing assistant,
certified nursing assistant II, medication assistant-certified
or the abbreviations CNA, CNAII or MA-C unless the person
has been duly certified under this section.

18.7 Certified Nursing Assistants.

a. Basic Training Required of all Certified Nursing Assistants

1. Classroom Training. All nursing assistive personnel shall
have instruction in the following areas:

(a
(b)
(c)
(d)
(e)
()
(8)

Role of the nursing assistant
Client and resident rights
Legal and ethical duties
Culturally sensitive care
Range of functions
Interpersonal communication

Receiving delegation and working as a member of the
health care team

(h)

(i) Basic nursing skills, including taking and recording
vital signs, measuring and recording patient/resident
height and weight, recording intake and output,
recognizing and reporting abnormal changes in body
functioning

Basic safety skills, including infection prevention

(j) Personal care skills, including feeding, hydration,
skin care, dressing, grooming and toileting.

(k)

() Promotion of patient/resident independence

Caring for the client or resident environment.

(m) Basic restorative skills, including transfer,
ambulation, maintaining range of motion and
positioning

(n) Characteristics that may put the patient or resident at
risk include but are not limited to:

i. Patient cognitive impairment

ii. Patient sensory deficits or impairments
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Chapter Eighteen — Nursing Assistive Personnel

iii. Communication limitations

iv. Altered level of consciousness

v. Agitation or combativeness
(o) Working with agitated or combative clients
(p) Restraints
(q) End of life care

(r) Documentation of vital signs, weights, intake and
output, and other routine observations

(s) Mental health and social service skills
(t) Caring for the cognitively impaired

(u) Dealing with developmentally disabled
(v) Dealing with behavior problems

(w) Basic emergency procedures.

2. Clinical experience. All nursing assistive personnel shall
have supervised practical training, with early, realistic
exposure to the job requirements. The clinical experience
shall include the full range of nursing assistive skills
needed in the workplace.

***Additional clinical training in the assigned work setting is
recommended as part of job orientation to assist the certified nursing
assistant to adapt to the work setting. This training would focus on
the type of setting, the health care team the certified nursing assistant
is joining, the types of patient care typically provided, including
information specific to disease processes or patient characteristics
the assistant is likely to see.

b. Additional Education and Training for Certified Nursing
Assistant IT shall include:

1. Role of the certified nursing assistant II in providing
nursing care as established routines for stable,
predictable patients with limited risk of complication and
change under the supervision of a licensed nurse.

2. Oxygen therapy

3. Sterile technique

4. Wound care

5. Suctioning

6. Trach care for patient with well established trachs
7. Assisting with peripheral IV fluids

***Assisting with peripheral 1Vs refers to the set-up of equipment and
discontinuing IVs. It does not include venipuncture or hanging IVs.
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8.
9.

10.

Urinary catheterization
Gastrostomy and other feeding

Elimination procedures

c. There shall be supervised clinical experiences.

d. Each applicant shall test out for each skill area.

e. Additional Training for medication assistant — certified shall
include:

1.

10.

11.

12.
13.
14.
15.

Role of the medication assistant — certified, including
medication administration as a delegated nursing function
under nursing supervision and the following acts that
cannot be delegated to medication assistant — certified:

(a) Conversion or calculation of drug dosage.

(b) Assessment of patient need for or response to
medication.

(c) Nursing judgment regarding the administration of
PRN medications.

Rights of individuals
Legal and ethical issues

Agency policies and procedures related to medication
administration.

Functions involved in the management of medications,
including prescription, dispensing, administration and
self-administration.

Principles of safe medication storage and disposal of
medication.

Reasons for medication administration

Classes of drugs, their effects, common side effects and
interactions

Reporting of symptoms or side effects.

Techniques to check, evaluate, and record vital signs as
part of safe medication administration

The rights of administration, including right person,
right drug, right dose, right time, right route and right
documentation.

Documentation of medication administration
Prevention of medication errors
Incident reporting

Location of resources and references
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Article XVIII. Nursing Assistive Personnel

Chapter Eighteen — Nursing Assistive Personnel

16. Overview of the state agencies involved in the regulation
of medication administration

17. Supervised clinical experience in administering
medications.

Section 8. Education and training program approval. The board
shall adopt rules governing the approval of education and training
programs for certified nursing assistants (CNA), certified nursing
assistant II (CNA-II) and medication assistive-certified (MA-C).

18.8 Certified Nursing Assistant Education and Training Programs.

a. A certified nursing assistant training program shall be
conducted in a manner to assure that clients receive safe and
competent care.

b. To be approved by the board, certified nursing assistant
education and training programs shall provide:

1. Curriculum and clinical experience as described in rule
18.7a.

2. Documents each student’s demonstration of skills by
completion of the certified nursing assistant skills
checklist required by rule 18.9.

3. Competency assessments for the level of program
provided.

c. To be approved by the board, certified nursing assistant II
education and training programs shall provide:

1. Curriculum and clinical experience as described in rule
18.7h.

2. Documents each student’s demonstration of skills by
completion of the certified nursing assistant skills
checklist required by rule 18.9.

3. Competency assessments for the level of program
provided.

d. To be approved by the board, a medication assistant
— certified education and training programs shall provide:

1. Curriculum and clinical experience as described in rule
18.7c.

2. Documents each student’s demonstration of skills by
completion of the certified nursing assistant skills
checklist required by rule 18.9.

3. Competency assessments for the level of program
provided.

e. All programs shall provide:
1. Instructors who meet the requirements of 18.h.

2. Classroom and clinical facilities that meet the
requirements of 18f.

203

Business Book | NCSBN 2005 Annual Meeting
Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports

PR&E Subcommittee on Delegation and Assistive Personnel — Attachment B: Model Language for the Regulation of Nursing Assistive Personnel
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3. Maintenance of records to verify class completion and
competency evaluation. Maintenance of records that
record the disposition of any complaints regarding the
training program.

A basic certified nursing assistant education and training
program preparing certified nursing assistants shall consist of
a minimum of:

1. 120 hours of hours of classroom instruction that meet the
requirement of 18.7a.1.

2. 80 hours of supervised clinical experience that meet the
requirements of rule 18.7a.2.

An education and training program preparing certified nursing
assistant II shall consist of a minimum of:

1. 120 hours of hours of classroom instruction that meet the
requirement of 18.7.b.

2. 80 hours of supervised clinical experience that meet the
requirements of 18.7b.

An education and training program preparing medication
assistant — certified shall consist of:

1. 120 hours of hours of classroom instruction that meet the
requirement of 18.7.c.

2. 80 hours of supervised clinical experience that meet the
requirements of 18.c.

Organization and Administration. Approved certified nursing
assist, certified nursing assistant I and medication assistant
- certified and a state approved educational institution, an
independent contractor or a health care agency, may conduct
competency evaluation programs.

Program Coordinator. Certified nursing assistant, certified
nursing assistant II, and medication assistant — certified
education, training and competency evaluation programs
coordinator shall:

1. Hold a current, unencumbered registered nurse license in
the state.

2. Have at least two years of full time experience as a
registered nurse in a health care agency or nursing
education program.

3. Have at least two years experience relevant to areas of
responsibility.

Program Instructors. Certified nursing assistant, certified
nursing assistant II and medication assistant — certified
instructors shall:
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1. Hold a current, unencumbered registered nurse license in
the state

2. Have a minimum of two years practice experience in a
health care facility.

3. Have at least one year clinical experience relevant to
areas of responsibility.

4. Provide documented evidence of preparation for teaching
adults.

5. Be listed on the state registry for certified nursing
assistant, certified nursing assistant I and medication
assistant — certified instructors.

6. Have completed periodic training updates.
. Classroom and Clinical Facilities

1. The resources, facilities and services of the education
institutions or health care agency shall be available to
the certified nursing assistant I and II, and medication
assistant — certified training and competency evaluation
programs in order to meet the purpose of the program.

2. The education and training programs shall receive
adequate financial support for faculty, other support
personnel, equipment, supplies and services.

3. The agencies and services used for clinical experiences
shall be adequate in number and of the kind to meet the
education and training program’s curricular objectives.

m. Application for certified nursing assistant, certified nursing
assistant IT and medication assistant — certified Education and
Training Programs Approval. An applicant seeking to establish
a certified nursing assistant, certified nursing assistant II, or a
medication assistant — certified training program must submit,
at least 90 days before the date the program is expected to
begin:

1. A completed application on a form provided by the board
for each type of program, that includes

(a) Summary of the rationale, philosophy and purpose of
the program

(b) Faculty qualifications

(c) Program outline, including program title, type
of program, objectives, content and teaching
methodology

(d) A copy of the curriculum and other instructional
materials.
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(e) A copy of the certified nursing assistant skills,
certified nursing assistant II and/or medication
assistant — certified checklist to be used to measure
student clinical skills

(f) Program location
(g) A description of the classroom and clinical facilities.
(h) A schedule of classroom and clinical instruction hours

(i) The fee prescribed in chapter 14 of these rules.

2. Within 90 days of receipt of the application, the board
will advise the applicant whether additional information is
needed to complete the application. Once the application
is complete, the board will provisionally approve the
program if it meets the requirements of the intended
program type. A program that has received provisional
approval is authorized to conduct training until the
board’s final decision on the application for approval.

3. The board will conduct a review of the training facilities
and personnel of a provisionally approved program during
the first education and training offered by that program.

4. If the program is determined to meet all the requirements
of 18.8 the program will be granted full approval.

5. The board will notify the program of any deficiencies.

(a) If there are deficiencies, the program will be allowed
<> time for correction. The program will notify the
board when the deficiencies have been corrected.

(b) The board will conduct a follow-up site visit to
verify that the program provider has corrected the
deficiencies.

(c) If after follow-up review, the program has not
corrected the deficiencies, the board will deny
approval of the program.

(d) A program provider whose application has been
denied may request a hearing under (state APA) to
appeal the denial of training program approval.

Program Changes. The board shall approve changes in an
approved certified nursing assistant I, certified nursing
assistant II, or medication assistant — certified training
program. The program provider shall submit a description

of the proposed change in curriculum or other substantive
change to the board for review at least 60 days before the
program provider plans to implement the changes. The board
will base its approval on whether the proposed change meets
the requirements of 18.8.
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Periodic Training Program Evaluation. To insure compliance
with the standards for certified nursing assistant, certified
nursing assistant II and medication assistant — certified
programs:

1. Each program coordinator shall submit a report every year
regarding the program’s operation and compliance with
the board rules.

2. Each program shall be surveyed by representatives of
the board and evaluated for ongoing approval every two
years.

3. If a program is cited by [applicable state agencies] or by
the Center for Medicare and Medicaid Services (CMS),
a copy of all deficiencies relating to certified nursing
assistant, certified nursing assistant I and medication
assistant — certified shall be appended to the report.

4. A copy of the survey visit report will be made available to
the education and training program.

Withdrawal of Approval. The board shall withdraw approval
of certified nursing assistant, certified nursing assistant II
and medication assistant — certified education and training a
programs when:

1. The board determines that there is not sufficient evidence
that the program is meeting standards.

2. The program does not permit unannounced survey visits
or if the education institution or health agency loses state
approval or licensure

3. The board shall provide due process rights and adhere
to the procedures of the State Administrative Procedures
Act, providing notice, opportunity for hearing and
correction of deficiencies.

4. The board may consider reinstatement or approval of
a training and competency evaluation program upon
submission of satisfactory evidence that the program
meets the standards for the type of program.

Closing of Education and Training Programs

1. Voluntary

(a) Notification to the board, in writing, stating the
reason and planned date of intended closing

(b) Continue program until the committed class schedule
for currently enrolled students is completed

(c) Notify board of final closing date at least 30 days
prior to final closing.
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(d) The board shall be notified regarding custody and
retention of records.

2. Other Closing — If the board denies or withdraws approval
of any type of training and competency evaluation
program, the educational institution or health agency
shall:

(a) Close the program after the graduation of all students
currently enrolled or

(b)

Close the program after the transfer of students to
approved programs.

Submit to the board a list of students transferred to
approved program and date of transfer

()

Consider the date on which the last student was
transferred the closing date of the program

(d)

(e) Comply with the requirements of all applicable
state and federal rules and notify the state that the
requirements have been fulfilled and give date of final

closing.

(f) Comply with the requirements of 18.k.1d.

Section 9. Certified Nursing Assistant, Certified Nursing Assistant
II and Medication Assistant — Certified Competency Evaluation.
The board of nursing shall set forth in rule criteria for acceptable
certified nursing assistant, certified nursing assistant II and
medication assistant — certified competency evaluations.

18.9 Certified Nursing Assistant, Certified Nursing Assistant II and
Medication Assistant - Certified Competency Evaluation.

a. To be approved by the board, a certified nursing assistant
competency evaluation shall:

1. Meet the following criteria:
(a)
(b)

Cover the topics addressed in rule 18.8.a.

Examination that is psychometrically sound and
legally defensible

()

Based upon an incumbent job analysis conducted
periodically

(d)

Include a practical examination demonstrating the
applicant’s clinical nursing assistant skills.

2. The competency evaluation will be administered by the
board or by a person approved by the board.

3. Notification to the applicant of the applicant’s
performance on the competency evaluation, identifying
those portions, if any, the applicant did not pass.

b. To be approved by the board, a certified nursing assistant II
competency evaluation shall:

1. Meet all the requirements of 18.9.a.1.b-d, 18.9.a.2 and
18.9.a.3.

2. Cover the topics addressed in rule 18.8.b.
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g. Certified Nursing Assistant II Skills Checklist

To be approved by the board, a medication assistant
- certified competency evaluation shall:

1. Meet all the requirements of 18.9.a.1.b-d, 18.9.a.2 and
18.9.a.3.

2. Cover the topics addressed in rule 18.8.c

The board may contract with a test service for the
development and administration of a competency evaluation.

The board shall determine the minimum passing standard on
the competency evaluation.

Certified Nursing Assistant Skills Checklist

1. A certified nursing assistant training program shall
maintain a nursing assistant skills checklist that records
the performance of each student. The nursing assistant
skills checklist shall include:

(a) Each of the skills listed in 18.7.
(b) The date each skill was practiced or demonstrated.

(c) The student’s satisfactory or unsatisfactory
performance of a skill each time it was practiced or
demonstrated.

(d) The name and signature of the instructor who
supervised the student’s performance of a skill.

2. After a student has completed a certified nursing assistant
education and training program, the program provider
shall provide a copy of the certified nursing assistant
skills checklist to the student.

1. A certified nursing assistant II training program shall
maintain a nursing assistant II skills checklist that records
the performance of each student. The nursing assistant II
skills checklist shall include:

(a) Each of the skills listed in 18.7b.
(b) The date each skill was practiced or demonstrated.

(c) The student’s satisfactory or unsatisfactory
performance of a skill each time it was practiced or
demonstrated.

(d) The name and signature of the instructor who
supervised the student’s performance of a skill.

2. After a student has completed a certified nursing assistant
I training program, the program provider shall provide
a copy of the nursing assistant skills checklist to the
student.
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h. Medication Assistant — Certified Skills Checklist

1. A medication assistant - certified education and training
program shall maintain a medication assistant - certified
skills checklist that records the performance of each
student. The medication assistant — certified skills
checklist shall include:

(@)
(b)
()

Each of the skills listed in 18.7c

The date each skill was practiced or demonstrated

The student’s satisfactory or unsatisfactory
performance of a skill each time it was practiced or
demonstrated

(d)

The name and signature of the instructor who
supervised the student’s performance of a skill.

2. After a student has completed a medication assistant
- certified education and training program, the program
provider shall provide a copy of the nursing assistant
skills checklist to the student.

Section 10. Certification. The board of nursing shall develop a
certification process in rule.

18. 10. Application for Certification.

a. An applicant for certified nursing assistant shall submit to the
board:

1. A completed application form

2. Successful completion of an approved certified nursing
assistant education and training program

3. Successful completion of a certified nursing assistant
competency evaluation

4. Applicable fees
5. Applicant’s fingerprint information.

**xPrepare educational materials for applicants that describe the
purpose of fingerprinting, the procedures for screening, places to get
fingerprinted, and that the applicant is responsible for any costs from
local law enforcement, the state agency and the FBI.

b. An applicant for certified nursing assistant II shall submit to
the board:

1. A completed application form

2. Successful completion of an approved certified nursing
assistant IT education and training program

3. Successful completion of a certified nursing assistant II
competency evaluation

4. Applicable fees

5. Applicant’s fingerprint information
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An applicant for medication assistant — certified shall submit
to the board:

1. A completed application form

2. Successful completion of an approved medication
assistant — certified education and training program

3. Successful completion of a medication assistant — certified
competency evaluation

4. Applicable fees
5. Applicant’s fingerprint information.
Temporary certification.

1. The board may issue a temporary certification to an
applicant who has submitted all other requirements
including state criminal background check, and is waiting
for the federal criminal background report.

2. Temporary certification is valid for six months from the
date of issuance or until a permanent certification is
issued or denied, whichever occurs first.

A certificate shall not be issued to an applicant who has
been convicted the following most serious felonies which are
a permanent bar to becoming a certified nursing assistant,
certified nursing assistant II or medication assistant

- certified in this state:

1. Murder
Felonious assault
Kidnapping

. Rape/sexual assault

2
3
4
5. Aggravated robbery
6. Sexual crimes involving children
7. Criminal mistreatment of children or vulnerable adults
8

. Exploitation of vulnerable individual (e.g., financial
exploitation in an entrusted role).

A certificate shall not be issued to an applicant who has who
has been convicted of the following serious felonies who has
not received an absolute discharge from the sentences for the
following felony convictions < > years prior to the date of filing
the application:

1. Drug trafficking
2. Embezzlement

3. Theft
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4. Arson.

g. The boards shall evaluate the behavior underlying plea
bargains and lesser offenses on a case-by-case basis,
considering any mitigating and/or aggravating factors in their
decision making.

***These requirements are consistent with the recommendations in
the proposed NCSBN Model Criminal Background Checks Paper.
h. Acceptance of Out of State Certificates

1. The board may issue a certificate to a nursing assistant
who has a current certificate or an equivalent document
issued by another state if the board receives an
application pursuant to 18.10a. and determines that the
applicant meets the requirements of this rule.

2. The board shall evaluate felony convictions according to
Rule 18.10 e-g.

i. Certification renewal.
1. The certified nursing assistant shall submit to the board:
(a) Arenewal application on a board form
(b) The applicable fee

(c) Averified statement that indicates whether the
applicant has been convicted of a felony during the
period of time since becoming certified or renewing
the certification.

(d) Evidence of completion of <> hours of continued
education.

***federal OBRA requirements are 12 hours per year. States
may require additional hours.

(e) Evidence of completion of <> hours of work as a
nursing assistant.

***Federal OBRA requirements are eight hours per year.
States may require additional hours.

(f) Upon satisfactory review of the application, the board
will renew the certification and update the Nursing
Assistive Personnel Registry.

2. The certified nursing assistant II shall submit to the
board:

(a) Arenewal application on a board form

(b) The applicable fee
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(c) Averified statement that indicates whether the
applicant has been convicted of a felony during the
period of time since becoming certified or renewing
the certification.

(d) Evidence of completion of <> hours of continued
education.

(e) Evidence of completion of <> hours of work as a
nursing assistant.

(f) Upon satisfactory review of the application, the board
will renew the certification and update the Certified
Nursing Assistant II Registry.

j. Lapsed certification. A nursing assistant who has not
maintained a current certification but wishes to be reinstated:

1. If the certification has been lapsed for less than <>, the
nursing assistant may apply and meet the requirements of
18.10 e.

2. If the certification has been lapsed for more than <>, the
nursing assistant shall be required to repeat training and
competency evaluation for the desired level.

3. The Medication Assistant — Certified shall submit to the
board:

(a) Arenewal application on a board form.
(b) The applicable fee.

(c) A verified statement that indicates whether the
applicant has been convicted of a felony during the
period of time since becoming certified or renewing
the certification.

(d) Evidence of completion of <shours of continued
education.

(e) Evidence of completion of <> hours of work as a
nursing assistant.

(f) Upon satisfactory review of the application, the
board will renew the certification and update the
medication assistant — certified registry.

Section 11. Disciplinary Procedures

a. Purpose

1.
2.

To protect the public from unsafe nursing assistants

To assure minimum competence of certified nursing
assistants, certified nursing assistants II, and medication
assistant — certified.

To provide a process to resolve complaints regarding
nursing assistants.
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1.

7.

1.
2.
3.

b. Authority
For any one or a combination grounds the board shall have
the authority to:

File a letter of concern if the board believes there is
insufficient evidence to support direct action against the
certified nursing assistants, certified nursing assistants
I1, and medication assistant — certified.

Indicate on the certificate and registry the existence
of any substantiated complaints against the certificate
holder.

Deny certification or recertification, suspend, revoke
or accept the voluntary surrender of a certificate if a
certified nursing assistant, certified nursing assistant
II or medication assistant — certified commits an act of
unprofessional conduct.

Refer criminal violations of this article to the appropriate
law enforcement agency.

Revoke the certificate or not issue a certificate or
recertification to an applicant who has committed serious
felonies as set forth in rule.

. In addition to any other disciplinary action it may take,

impose a civil penalty of not more than one thousand
dollars per violation.

Recover costs of case prosecution.

c. Grounds for denial, suspension, revocation or other discipline
of nursing assistant include the inability to function with
reasonable skill and safety for the following reasons:

Substance abuse/dependency

Client abandonment

Client abuse

Fraud or deceit, which may include but is not limited to:
(a) Filing false credentials

(b) Falsely representing facts on an application for initial
certification, reinstatement or certificate renewal.

(c) Giving or receiving assistance in taking the
competency evaluation

Client neglect, abuse or abandonment
Boundary violations

Performance of unsafe client care.
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8. Performing acts beyond the certified nursing assistant,
certified nursing assistant II or a medication assistant
- certified range of functions or beyond those tasks
delegated under provision of Article XVIII, section 1 of
this Act.

9. Misappropriation or misuse of property

10. Obtaining money or property of a client or resident by
fraud, misrepresentation or duress

11. Criminal conviction
12. Failure to conform to the standards of nursing assistant.
13. Putting clients at risk of harm

14. Violating the privacy or failing to maintain the
confidentiality of client or resident information.

Disciplinary Process. The shall comply with the provisions
of the <STATE> Administrative Procedures Act for taking
disciplinary actions against certificates.

Disciplinary Records. The board shall maintain records of
disciplinary actions and make available all public findings of
abuse, neglect or misappropriation of client property, or other
disciplinary findings, and any statement disputing the finding
by the nursing assistant listed on the registry.

Disciplinary Notification. The board will notify the [relevant
state and federal agencies] of the disciplinary action.
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Attachment C

Decision Tree — Delegation to Nursing Assistive Personnel

Step One - Assessment and Planning

Are there laws and rules in place that
support the delegation?

+ Yes +

If not in the licensed nurse’s scope of practice, then cannot
delegate to the nursing assistive personnel (NAP). Authority
to delegate varies; so licensed nurses must check the
jurisdiction’s statutes and regulations.

Is the task within the scope of the delegating nurse?

3 Yes 3

Do not delegate.

Has there been assessment of the client needs?

v Yes v

Assess client needs and then proceed to a
consideration of delegation.

Is the delegating nurse competent to
make delegation decisions?

NN

v Yes y

Do not delegate until evidence of appropriate education
available, then reconsider delegation;
otherwise do not delegate.

Is the task consistent with the recommended criteria for
delegation to nursing assistive personnel (NAP)? Must meet
all the following criteria:

Is within the NAP range of functions;

Frequently recurs in the daily care of a client or group of
clients;

Is performed according to an established sequence of
steps;

Involves little or no modification from one client-care
situation to another;

May be performed with a predictable outcome;

Does not inherently involve ongoing assessment,
interpretation, or decision-making which cannot be
logically separated from the procedure(s) itself; and

Does not endanger a client’s life or well-being.

Do not delegate.

v Yes y

Does the nursing assistive personnel have the
appropriate knowledge, skills and abilities (KSA)
to accept the delegation?

Does the ability of the NAP match the
care needs of the client?

Do not delegate until evidence of education and
validation of competency available, then reconsider
delegation; otherwise do not delegate.

+ Yes +

Are there agency policies, procedures and/or
protocols in place for this task/activity?

+ Yes +

Do not proceed without evaluation of need for policy,
procedures and/or protocol or determination that it is in the
best interest of the client to proceed with delegation.

Is appropriate supervision available?

i

* Yes +

Do not delegate.

Proceed with delegation*.

* Nurse is accountable for the decision to delegate, to implement the steps of the delegation
process, and to assure that the delegated task/function/action is completed competently.
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The Delegation Decision Tree on the other side of this Paper represents the first step in the delegation process. The other three steps are
summarized below.

Step Two - Communication
Communication must be a two-way process

The nurse: The nursing assistive personnel Documentation:
B Assesses the assistant’s understanding of B Ask questions regarding the Timely, complete
How the task is to be accomplished delegation and seek clarification of | and accurate
When and what information is to be reported, including expectations if ne.eded ) documentation of
Expected observations to report and record ™ Inform the nurse if th? assistant has | provided care
Specific client concerns that would require prompt reporting. Ezlsodrznzraht:ssI(()/rlf;m;f)]::/ii(f:::awxntl = Facilitates
B Individualizes for the nursing assistive personnel and client situation 5 Ack for’ additionaIVtrainin orq y cqmmumcatlon
B Addresses any unique client requirements and characteristics, and _ & with other
clear expectations of: Supervision members of the
L . . . B Affirm understanding of expectations health care team
B Assesses the assistant’s understanding of expectations, providing . -
clarification if needed B Determine the communication B Records the
. . N S . method between the nurse and the i
B Communicates his or her willingness and availability to guide and . s nursing care
assistive personnel provided

support assistant.
B Assures appropriate accountability by verifying that the receiving
person accepts the delegation and accompanying responsibility

B Determine the communication
and plan of action in emergency
situations.

Step Three - Surveillance and Supervision

The purpose of surveillance and monitoring is related to nurse’s responsibility for client care within the context of a client population. The nurse
supervises the delegation by monitoring the performance of the task or function and assures compliance with standards of practice, policies and
procedures. Frequency, level and nature of monitoring vary with needs of client and experience of assistant.

The nurse considers the: The nurse determines: The nurse is responsible for:

B Client’s health care status and B The frequency of onsite B Timely intervening and follow-up on problems and
stability of condition. supervision and assessment concerns. Examples of the need for intervening include:

B Predictability of responses and based on: Alertness to subtle signs and symptoms (which
risks. Needs of the client. allows nurse and assistant to be proactive, before a

B Setting where care occurs. Complexity of the delegated client’s condition deteriorates significantly).

B Availability of resources and function/task/activity. Awareness of assistant’s difficulties in completing
support infrastructure. Proximity of nurse’s delegated activities.

B Complexity of the task being location. Providing adequate follow-up to problems and/or
performed. changing situations is a critical aspect of delegation.

Step Four - Evaluation and Feedback
Evaluation is often the forgotten step in delegation.

In considering the effectiveness of delegation, the nurse addresses the following questions:
B Was the delegation successful?
Was the task/function/activity performed correctly?
Was the client’s desired and/or expected outcome achieved?
Was the outcome optimal, satisfactory or unsatisfactory?
Was communication timely and effective?
What went well; what was challenging?
Were there any problems or concerns; if so, how were they addressed?
Is there a better way to meet the client need?
Is there a need to adjust the overall plan of care, or should this approach be continued?
Were there any “learning moments” for the assistant and/or the nurse?
Was appropriate feedback provided to the assistant regarding the performance of the delegation?
Was the assistant acknowledged for accomplishing the task/activity/function?

218

Business Book | NCSBN 2005 Annual Meeting
Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports

PR&E Subcommittee on Delegation and Assistive Personnel — Attachment D: Decision Tree — Accepting Assignment to Supervise Unlicensed Assistive Personnel

Attachment D

Decision Tree — Accepting Assignment to Supervise Unlicensed Assistive Personnel

Have you estahlished the delegated authority of the
unlicensed assistive personnel (UAP)? Choose A or B.

A. Has the procedure or task been delegated to the UAP by
another authorized provider (such as the physician or
other authorized provider)?

B. Has the authority to perform the procedure or task been
provided by statute or regulations (e.g., education,
assistive living, or other rules)

o
e}

|

If the authority to the UAP does not come

=
o

—>

Y Yes v

from one of these options, do not supervise.

Are there laws and rules in place that
support the supervision?

+ Yes *

Is the task within the scope of the supervising nurse?

If not in the licensed nurse’s scope of practice, then
cannot supervise the unlicensed assistive personnel (UAP).
Authority to supervise varies; so licensed nurses must check

the jurisdiction’s statutes and rules/regulations.

+ Yes +

Does the nurse have the competencies to supervise the
procedure or task?

Yes
/ \

Do not supervise until nurse obtains and documents
additional education, then consider supervision.

Does the nurse have the authority to supervise the
UAP’s performance of the procedure or task, direct the
UAP in correct performance of the procedure or task and
take any needed corrective action?

Do not supervise.

* Yes ¢

Does the nurse have the resources needed to accept this
assignment to supervise? (Staff, time, technology, proximity)

Do not supervise until adequate resources
are allocated for the task.

Y Yes )

Must answer yes to both:

B Does the UAP have the appropriate knowledge, skills
and abilities (KSA) to accept the delegation?

B Does the ability of the UAP match the care needs of
the client?

Do not supervise.

v Yes v

Can this procedure or task be performed
without repeated nursing judgment?

Do not supervise.

v Yes v

Are there agency policies, procedures and/or protocols in
place for this task/activity?

Y Yes v

Do not proceed without evaluation of need for policy,
procedures and/or protocol, or determination that it is in
the best interest of the client to proceed with delegation.

Is the nurse willing to accept the assignment to supervise?

Y Yes Y

Do not supervise.

Proceed to supervise*.

AN NNNEED

Do not proceed until this can be negotiated.

* Nurse is accountable for decision to accept the assignment to supervise, for monitoring so the
task or procedure is performed correctly, and that there is appropriate follow-up on problems.
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The Decision Tree on the other side of this Paper represents the first step in the accepting an assignment to supervise. The other steps are
summarized below.

Accepting an Assignment to Supervise

The nurse supervises by monitoring the performance of the task or function and assures compliance with standards of practice, policies and
procedures. Frequency, level and nature of monitoring vary with needs of client and experience of assistant.

The nurse considers the: The nurse determines: The nurse is responsible for:

m Client’s health care status and stability | ® The frequency of onsite supervision ® Timely intervening and follow-up on
of condition and assessment based on: problems and concerns. Examples of

B Predictability of responses and risks Needs of the client the need for intervening include:

m Setting where care occurs Complexity of the delegated Alertness to subtle signs and

symptoms (which allows nurse and
B Availability of resources and support assistant to be proactive, before

infrastructure. Proximity of nurse’s location a client’s condition deteriorates
significantly).

function/task/activity

®  Complexity of the task being
performed. Awareness of assistant’s difficulties
in completing delegated activities

Providing adequate follow-up
to problems and/or changing
situations is a critical aspect of
delegation.

The nurse is responsible for the decision whether to accept an assignment to supervise. Nurses should be aware of different options and
strategies in dealing with these situations and make informed decisions.

The nurse should be prepared to provide feedback to the delegating provider regarding the effectiveness of the task or procedure. This
feedback may include whether:

The task/function/activity was performed correctly.

The client’s desired and/or expected outcome was achieved.

There were any problems or concerns; if so, how were they addressed.

There are suggestions for adjusting the plan of care.
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Report of the Advanced Practice (APRN) Advisory Panel

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

InJanuary 2002, the Board of Directors approved the criteria and process for a new review process
for APRN certification programs. The criteria represented required elements of certification
programs that would result in a legally defensible examination suitable for the regulation of
advanced practice nurses. Subsequently, the APRN Advisory Panel has worked with certification
programs to ensure the legal defensibility of APRN certification examinations and to promote
communication with all APRN stakeholders regarding APRN regulatory issues.

Highlights of FYO5 Activities

® Updated the APRN Comment Paper and placed it on the Member Only side of NCSBN’s
Web site.

®  Completed the APRN Resource Manual and placed it on the Member Only side of the
NCSBN Web site.

B Conducted the annual survey of certification programs.
® Held the APRN Roundtable in Chicago on May 5, 2004.

m Determined that the new Acute Care Pediatric Nurse Practitioner Examination developed by
the Pediatric Nursing Certification Board meets the NCSBN certification criteria.

B Provided feedback to the Model Rules Subcommittee regarding the draft APRN Model
Administrative Rules.

® Developed and initiated implementation of the Board-approved Educational Plan for
Member Boards regarding APRN regulatory issues.

B Met with the National Association of Clinical Nurse Specialists to discuss common issues
and concerns.

m Developed a draft APRN Vision Paper on the future of APRN regulation.

m Developed an APRN Listserve to enhance communication among Member Boards regarding
APRN regulatory issues.

B Reviewed and gave feedback regarding the NP and CNS Job Analysis Study.

m  Reviewed the NONPF Acute Care Nurse Practitioner competencies and recommended that
the Board of Directors endorse them.

Future Activities
B Complete the Vision Paper on APRN regulation.
® Continue the APRN Roundtable.

B Maintain and enhance communication among APRN stakeholders, Member Boards and
NCSBN.

Attachments

None

Members

Katherine Thomas, MN, RN, Chair
Texas, Area III

Patty Brown, RN, BSN, MS
Kansas, Area II

Ann Forbes, RN, MSN

North Carolina, Area III

Marcia Hobbs DSN, RN

Kentucky, Area III

Randall Hudspeth, MS, APRN-BC
Idaho, Area I

Sheila Kaiser, RN, CRNA, MS
Massachusetts, Area IV

Laura Poe, MS, RN

Utah, Area [

Kim Powell, RN, MS, ACNP-C
Montana, Area I

Cristiana Rosa, RN, MSN
Rhode Island, Area IV

Cathy Williamson, RN, CNM, MSN
Mississippi, Area III

Janet Younger, PhD, RN, CPNP
Virginia, Area III

Charlene Hanson, EdD, RN, CS, FNP,
FAAN; Georgia, Consultant

Board Liaison
Polly Johnson, MSN, RN
North Carolina, Area III

Staff

Nancy Chornick, PhD, RN, CAE
Director of Practice and Credentialing

Carin Zuger, Credentialing and
Education Coordinator

Relationship to Strategic Plan

Strategic Initiative I

Facilitate Member Board excellence
through individual and collective
development.

Strategic Objective 1

Conduct Regulatory Leadership and
Governance Education in Accordance
with Three-Year Plan.

Strategic Initiative II
Promote Evidence-Based Regulation
that Provides for Public Protection.

Strategic Outcome B
Support Member Board adaptation of
best practices.

Strategic Initiative III
Enhance the organizational Culture to
Support Change and Innovation.
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Report of the Awards Panel

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

In FYO1 the Board of Directors established the Awards Panel to review and evaluate the NCSBN
Awards Program. The Panel was charged with developing an awards program that ensured
consistency and fairness, and celebrated the contributions and accomplishments of the
membership. The panel has continued to refine the award categories, objectives and eligibility
criteria.

Highlights of FYO5 Activities
m  Selected the 2005 Award recipients.

B Reported the Panel’s selection for the 2005 Award recipients to the Board of Directors.

m Identified executive officers who are eligible to receive the Executive Officer Service
Recognition Award.

® Collaborated with the Communications Department to redesign the Awards Brochure to be
consistent with NCSBN branding efforts.

m Developed templates for each Award category to provide additional structure and create a
standardized electronic nomination process.

B Facilitated two Awards Panel conference calls and one onsite meeting.

®  Launched the Awards Program in February and promoted the program at the Midyear
Meeting.

B Determined there were sufficient award categories to recognize Member Board staff and
Board Members.

B Revised the criteria for the Regulatory Achievement Award to include “active participation
in NCSBN activities.”

® Changed the name of the Service Recognition Award to Executive Officer Recognition
Award. Revised the award criteria to recognize years of service in the Executive Officer role,
beginning at five years of service and at five-year increments thereafter.

m Determined the award symbol for the Executive Office 30 Year Award.
m Identified boards of nursing celebrating a centennial anniversary of nursing regulation.

®  Completed minor revisions to the Awards templates and brochure.

Attachments

None

Members

Marty Alston
West Virginia-RN, Area II

Iva Boardman, RN, MSN
Delaware, Area IV

Joan Bouchard, MSN, RN
Oregon, Area I

Libby Lund, MSN, RN
Tennessee, Area III

Lori Scheidt, BS
Missouri, Area II

Staff

Alicia Byrd, BSN, RN
Member Relations Manager

Meeting Dates

= October 4, 2005 (Conference Call)

= November 4, 2005 (Conference Call)
= April 20, 2005
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Report of the Bylaws Committee

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

The Bylaws Committee has been a standing committee since 2001 and is charged with reviewing
and making recommendations on proposed bylaw amendments as directed by the Board of
Directors or Delegate Assembly. For FYO4, the Board of Directors directed the Committee to
further articulate the language related to run-off balloting in the voting procedures. The Delegate
Assembly for FYO4 provided no direction to the Committee.

The Bylaws Committee did propose additional clarifying language related to run-off balloting to
the Standing Rules of the Delegate Assembly that were approved by the Board of Directors for
presentation at the 2005 Delegate Assembly.

Highlights of FYO5 Activities

B Met via conference call on January 20, 2005.
B Reviewed the current run-off balloting procedure.
B Reviewed and discussed proposed additional language from the Parliamentarian.

m Draft revised language was presented to the Board of Directors in February 2005. The Board
of Directors asked for further clarification.

B Final revision was reviewed by the Committee via e-mail and was presented to the Board of
Directors for approval at their May 2005 meeting.

Future Activities

B None scheduled at this time.

Attachment
A. Revised Standing Rules of the Delegate Assembly

Members

Laura Rhodes, MSN, RN, Chair
West Virginia-RN, Area II

Laurette Keiser, RN, MN
Pennsylvania, Area IV

Charlene Kelly, PhD, RN
Nebraska, Area II

Patricia LeCroy, MSN, RN
Alabama, Area III

Nancy Smith, PhD, RN, BC, FAAN-P
Colorado, Area I

Board Liaison
Polly Johnson, MSN, RN
North Carolina, Area III

Staff

Kathy Apple, MS, RN, CAE
Executive Director

Chrissy Ward, Executive Office
Relations/Meeting Manager

Beth DeMars, Executive Office
Meeting Coordinator

Meeting Dates
= January 20, 2005, Conference Call
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Attachment A
Revised Standing Rules of the Delegate Assembly

1. Credentialing Procedures and Reports

A. The President shall appoint the Credentials Committee, which is responsible for
registering and accrediting delegates and alternate delegates.

B. Upon registration, each delegate and alternate shall receive a badge and the
appropriate number of voting cards authorized for that delegate. Delegates authorized
to cast one vote shall receive one voting card. Delegates authorized to cast two votes
shall receive two voting cards. Any transfer of voting cards must be made through the
Credentials Committee.

C. Aregistered alternate may substitute for a delegate provided the delegate turns in
the delegate badge and voting card(s) to the Credentials Committee at which time the
alternate is issued a delegate badge. The initial delegate may resume delegate status by
the same process.

D. The Credentials Committee shall give a report at the first business meeting. The
report will contain the number of delegates and alternates registered as present with
proper credentials and the number of delegate votes present. At the beginning of each
subsequent business meeting, the Committee shall present an updated report listing
all properly credentialed delegates and alternate delegates present and the number of
delegate votes present.

2. Meeting Conduct

A. Meeting Conduct

1. Delegates must wear badges and sit in the section reserved for them.

2. All attendees shall be in their seats at least five minutes before the scheduled
meeting time.

3. There shall be no smoking in the meeting room.

4. All cellular telephones and pagers shall be turned off or turned to silent vibrating
mode. An attendee must leave the meeting room to answer a telephone.

5. Adelegate’s conversations with nondelegates during a business meeting must take
place outside the designated delegate area.

6. All attendees have a right to be treated respectfully.

3. Agenda
A. Business Agenda

1. The Business Agenda is prepared by the President in consultation with the
Executive Director and approved by the Board of Directors.

B. Consent Agenda
1. The Consent Agenda contains agenda items that do not recommend actions.

2. The Board of Directors may place items on the Consent Agenda that may be
considered received without discussion or vote.

3. Anitem will be removed from the Consent Agenda for discussion or vote at the
request of any delegate.

4. Allitems remaining on the Consent Agenda will be considered received without

226 discussion or vote.

Business Book | NCSBN 2005 Annual Meeting
Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports
Bylaws Committee - Attachment A: Revised Standing Rules of the Delegate Assembly

4. Motions or Resolutions

A.

Only delegates, members of the Board of Directors and the Examination Committee may
present motions or resolutions to the Delegate Assembly. Resolutions or motions made
by the Examination Committee are limited to those to approve test plans pursuant to
Article X, Section 1(a) of the Bylaws of NCSBN.

. All motions, resolutions and amendments shall be in writing and on triplicate motion

paper signed by the maker and a second. All motions, resolutions and amendments must
be submitted to the Delegate Assembly Chair and the Parliamentarian. All resolutions
and nonprocedural main motions must also be submitted to the Chair of the Resolutions
Committee before being presented to the Delegate Assembly.

The Resolutions Committee, according to its Operating Policies and Procedures, shall
review motions and resolutions submitted before Wednesday, August 3, 2005, at 4:00
pm. Resolution or motion-makers are encouraged to submit motions and resolutions to
the Resolutions Committee for review before this deadline.

The Resolutions Committee will convene its meeting on Wednesday, August 3, 2005, at
4:00 pm and schedule a mutually agreeable time during the meeting to meet with each
resolution or motion-maker. The Resolutions Committee shall meet with the resolution
or motion-maker to prepare resolutions or motions for presentation to the Delegate
Assembly and to evaluate the resolution or motion in accordance with the criteria in
its operating policies and procedures. The Committee shall submit a summary report
to the Delegate Assembly of the Committee’s review, analysis and evaluation of each
resolution and motion referred to the Committee. The Committee report shall precede
the resolution or motion by the maker to the Delegate Assembly.

. If a member of the Delegate Assembly wishes to introduce a nonprocedural main

motion or resolution after the deadline of 4:00 pm on Wednesday, August 3, 2005, the
request shall be submitted under New Business; provided that the maker first submits
the resolution or motion to the Chair of the Resolutions Committee. All motions or
resolutions submitted after the deadline must be presented with a written analysis
that addresses the motion or resolution’s consistency with established review criteria,
including, but not limited to, the NCSBN mission, purpose and/or functions, strategic
initiatives and outcomes; preliminary assessment of fiscal impact and potential legal
implications. The member submitting such a motion or resolution shall provide written
copies of the motion or resolution to all delegates. A majority vote of the delegates
shall be required to grant the request to introduce this item of business. Note: The
Resolutions Committee shall advise the Delegate Assembly where the required analyses
have not been performed and/or recommend deferral of a vote on the motion pending
further analysis.

5. Debate at Business Meetings

A.

Order of Debate: Delegates shall have the first right to speak. Nondelegate members and
employees of Member Boards including members of the Board of Directors may speak
only after all delegates have spoken.

Any person who wishes to speak shall go to a microphone. When recognized by the
Chair, the speaker shall state his or her name and Member Board or organization.

No person may speak in debate more than twice on the same question on the same
day, or for longer than four minutes per speech, without permission of the Delegate
Assembly, granted by a majority vote without debate.

A red card raised at a microphone interrupts business for the purpose of a point of
order, a question of privilege, orders of the day, a parliamentary inquiry or an appeal.
Any of these motions takes priority over regular debate.
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E. Atimekeeper will signal when the speaker has one minute remaining and when the

allotted time has expired.

6. Nominations and Elections

A. Adelegate making a nomination from the floor shall have two minutes to list the

qualifications of the nominee. Written consent of the nominee and a written statement
of qualifications must be submitted to the Committee on Nominations at the time of the
nomination from the floor.

. Electioneering for candidates is prohibited except during the candidate forum.

. The voting strength for the election shall be determined by those registered by 5:00 pm

on Wednesday, August 3, 2005.

. Election for officers, directors and members of the Committee on Nominations shall be

held Thursday, August 4, 2005, from 7:45 to 8:45 am.

. A majority vote is required for the election of an Officer or Director. If no candidate

receives the required vote for an office and repeated balloting is required, the President
shall immediately announce run-off candidates and the time for the run-off balloting.
Run-off balloting shall proceed as follows:

®m If no candidate for Officer or Area Director receives a majority on the first ballot, the
run-off shall be limited to the two candidates receiving the highest number of votes.

m If, on the first ballot, only one candidate for Director-at-Large receives a majority, a
run-off shall be limited to the two candidates receiving the next highest number of
votes.

® If no candidate for Director-at-Large receives a majority on the first ballot, the run-
off shall be limited to the four candidates receiving the highest number of votes.

® If no candidate receives a majority on the second ballot, another run-off shall be
limited to the three candidates receiving the highest number of votes. If only one
candidate receives a majority on the third ballot, another run-off shall be limited to
the remaining two candidates;

®m  Or, if one candidate receives a majority on the second ballot, a third run-off shall be
limited to the two candidates receiving the highest numbers of votes.

®m In case of a tie vote, a position shall be chosen by lot.

7. Forums

A. Scheduled Forums: The purpose of scheduled forums is to provide information helpful

for decisions and to encourage dialogue among all delegates on the issues presented at
the forum. All delegates are encouraged to attend forums to prepare for voting during
the Delegate Assembly. Forum facilitators will give preference to voting delegates who
wish to raise questions and/or discuss an issue. Guests may be recognized by the Chair
to speak after all delegates, nondelegate members and employees of Member Boards
have spoken.

. Open Forum: Open forum time will be scheduled to promote dialogue and discussion on

issues by all attendees. Attendee participation determines the topics discussed during
an Open Forum. The president will facilitate the Open Forum.

. To ensure fair participation in forums, the forum facilitators may, at their discretion,

impose rules of debate.
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Report of Commitment to Ongoing Regulatory Excellence (CORE)

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

The Commitment to Ongoing Regulatory Excellence project (CORE) was approved by the FY02
Board of Directors to provide an ongoing performance measurement system for nursing regulators.
Founded on an earlier project, the Commitment to Public Protection through Excellence in
Nursing Regulation project, CORE utilizes data collected periodically from boards of nursing and
stakeholders and identifies best practices in the provision of regulatory services. By promoting
excellence in the provision of regulatory services boards can improve their management and
delivery of safe, effective nursing care to the public.

In 2004, boards of nursing were surveyed regarding the five functions of boards: (1) discipline,
(2) practice, (3) education program approval, (4) licensure and (5) governance. Six groups of
stakeholders that were directly affected by board actions were surveyed in 2003 and will be
surveyed in 2005. These six groups include: (1) employers, (2) nursing programs, (3) associations,
(4) nurses, (5) nurses who were the subjects of complaints and (6) persons who made a complaint.
Random samples of these stakeholders are surveyed to gain their perspectives about interactions
with their board of nursing and about the effectiveness of nursing regulation in general.

Highlights of FYO5 Activities

B Based on results from past surveys and the expert opinion of the Committee members,
discussed and approved revisions by the CORE Committee to the six surveys of
stakeholders. Revisions will be incorporated into the surveys of stakeholders that will be
conducted in 2005.

® Discussed with NCSBN’s Marketing & Communications Director ways to market CORE’s best
practices results as a means of encouraging all boards to participate in the project.

m Created a promotional handout describing CORE and its benefits.

B NCSBN staff contacted representatives from states who attended the 2005 Midyear Meeting
and solicited their cooperation in providing lists of stakeholders for the 2005 survey.

® Committee members telephoned boards that did not participate in the 2003 survey to
encourage participation in the CORE project.

B Began compiling a Best Practices Tool Kit. The Tool Kit is a collection of tools (i.e., examples
from states) for identifying, assessing and applying relevant evidence for better decision
making by nursing boards.

B Began process of identifying and recruiting new CORE Committee members to replace two
members who can no longer participate on the Committee.

Future Activities

m  Collect stakeholder lists from boards of nursing. Boards will be asked to provide samples of
specific groups of stakeholders including nurses, employers and state associations. These
sample groups will be surveyed to capture their perspectives about specific types of board
of nursing performance.

m Collect stakeholder data in 2005.

Members

Cynthia Morris, MSN, RN, Chair
Louisiana-RN, Area III

Lanette Anderson, D, BSN, RN
West Virginia-PN, Area II

Kay Buchanan, MN, RN
Minnesota, Area II

Katie Daugherty, MN, RN
California-RN, Area I

Lori Scheidt, BS
Missouri, Area II

Board Liaison
Constance Kalanek, PhD, RN
North Dakota, Area II

Staff

Kevin Kenward, PhD
Director of Research

Esther White
Research Project Coordinator

Richard Smiley, MS, MA
Research Statistician

Relationship to Strategic Plan

Strategic Initiative II

Regulatory Effectiveness. NCSBN will
assist Member Boards to implement
strategies to promote regulatory
effectiveness to fulfill their public
protection role.

Strategic Outcome A
Increase the number of Member Boards
participating in CORE.

Strategic Outcome B
Support Member Board adaptation of
best practices.

Strategic Outcome C

Identify linkages among regulatory
functions, best practices, standards of
excellence and outcomes.

Meeting Dates

= February 24-25, 2005
= May 5-6, 2005

= July 7-8, 2005
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® Undertake a review of past CORE reports and responses to further identify possible
questions that can be considered for deletion from the surveys.

m Develop promotional materials using quotes and interviews with CORE Committee members
from NCSBN’s 2004 Midyear Meeting.

B Modify and refine data collection tools for collection of board data in 2006.
®  Provide both board and stakeholder surveys online.

m  Review all CORE surveys and determine if some of the questions asked of boards should be
asked as part of the Board Profiles survey or as part of the TERCAP questionnaire.

® Examine whether or not to conduct a survey of Consumers (e.g., patients and clients) as part
of the set of stakeholder surveys.

Attachments
A. CORE Timeline and Activities

B. States Providing Stakeholder Lists
C. Boards Responding CORE Surveys
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Attachment A
CORE Timeline and Activities - 2005

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

NCSBN & CORE
COMMITTEE TASKS

Develop Stakeholder
Surveys

BOARDS OF NURSING TASKS

Provide Names & Addresses
of 800 Currently Licensed
Nurses

Provide Names of 100 Persons
Who Made a Complaint to the
Board

Provide Names of 100 Nurses
Who Have Been the Subject of
a Complaint

Provide Names & Addresses of
100 Employers

Provide Names & Addresses of
25 Associations

Provide a List of All Nursing
Education Programs in the
State

NCSBN TASKS

Conduct Surveys

Analyze Survey Data _
Report Results in
Aggregate & by State
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Attachment A

CORE Timeline and Activities - 2006

Jan Feb Mar Apr May Jun Jul Aug Sep

Oct

Nov

Dec

NCSBN & CORE
COMMITTEE TASKS

Develop Stakeholder
Surveys

BOARDS OF NURSING TASKS

Complete Discipline Survey

Complete Licensure Survey

Complete IT Survey

Complete Practice Survey

Complete Education
Program Survey

Complete Budget Survey

Complete Governance Survey

NCSBN TASKS

Conduct Surveys

Analyze Survey Data

Report Results in
Aggregate & by State
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Attachment B
States Providing Stakeholder Lists

Survey Completed

by Year Completed
. No Participation 17
. Participated in 2000 20
D Participated in 2003 4

|| Participated in 2000 & 2002 10

! Georgia-RN Board of Nursing provided lists of stakeholders in 2000.
2 Texas-RN Board of Nursing provided lists of stakeholders in 2000 and 2002.
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Attachment C
Boards Responding to CORE Surveys

Survey Completed
by Year Completed

. No Response to Any Survey
. Responded in 2000%2
D Responded in 2003%2
|| Responded in 2000 & 2002

! California-RN Board of Nursing provided lists of stakeholders in 2000 and 2003.
2 Texas-VN Board of Nursing provided lists of stakeholders in 2000 and 2003.
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Report of the Examination Committee

Recommendations to the Delegate Assembly

None. This report is for information only.

Background

As a standing committee of NCSBN, the Examination Committee is charged with providing
psychometrically sound and legally defensible entry-level nurse licensure assessments to NCSBN
Member Boards. In order to accomplish this outcome, the Committee monitors the NCLEX-RN®
and NCLEX-PN® examination process to ensure policies, procedures and standards utilized by the
program meet and/or exceed guidelines proposed by the testing and measurement industry. The
Examination Committee investigates potential future enhancements to the NCLEX® examinations,
establishes international testing locations, recommends passing standards for English Language
Proficiency examinations used by Member Boards and monitors all aspects of the NCLEX
examination process including: item development, examination security, psychometrics and
examination administrationto ensure consistency with the Member Boards’ need for examinations.
The Examination Committee approves item development panels and recommends test plans to
the Delegate Assembly.

Additionally, the Committee oversees the activities of the Item Review Subcommittee, which in
turn assists with the item development and review process. Individual Examination Committee
members act as Chair of the Item Review Subcommittee on a rotating basis. Highlights of the
activities of the Examination Committee and Item Review Subcommittee activities follow.

Highlights of FYO5 Activities

Assessed Entry-level Nurse Competence by the NCLEX® Examinations.

NCLEX-PN°® Test Plan and Passing Standard

In the fall of 2004, the NCSBN Board of Directors voted to revise the passing standard for the
NCLEX-PN examination. The new passing standard is -0.42 logits on the NCLEX-PN logistic
scale, 0.05 logits higher than the previous standard of -0.47. This standard took effect on
April 1, 2005, in conjunction with the new Delegate Assembly approved 2005 NCLEX-PN® Test
Plan. NCSBN increased the passing standard in response to changes in U.S. health care delivery
and nursing practice that have resulted in the increased acuity of clients seen by entry-level PNs.
After considering all available information, the NCSBN Board of Directors determined that safe
and effective entry-level PN practice requires a greater level of knowledge, skills and abilities
than was required in 2002, when NCSBN last evaluated the NCLEX-PN passing standard.

The NCSBN Board of Directors used multiple sources of information to guide its evaluation and
discussion regarding the change in passing standard. As part of this process, NCSBN convened
an expert panel of nine nurses to perform a criterion-referenced standard setting procedure. The
panel’s findings supported the creation of a higher passing standard. NCSBN also considered the
results of a national survey of nursing professionals including nursing educators, directors of
nursing in acute care settings and administrators of long-term care facilities.

Continuously Improved Development and Administration of the NCLEX Examinations.

Evaluated and Monitored NCLEX Examination Policies and Procedures

The Committee evaluated the efficacy of the Board of Directors approved examination-related
policies and procedures as well as Examination Committee policies and procedures. New policies
were created to reflect processes associated with the NCLEX examination practice analyses.
Additionally, revisions were made to pertinent procedures in order to reflect improvements in
processes that needed to be changed or refined during the eleventh year of the administration of
NCLEX via computerized adaptive testing.

Examination Committee

Anita Ristau, MS, RN, Chair
Vermont, Area IV

Teresa Bello-Jones, JD, MS, RN
California-VN, Area I

Jessie Daniels, MA, BSN, RN
Minnesota, Area II

Claire Doody-Glaviano, MN, BSN, RN
Louisiana-PN, Area III

Sheila Exstrom, PhD, MA, BSN, RN
Nebraska, Area II

Faith Fields, MSN, RN

Arkansas, Area III

Mary Kay Habgood, PhD, MSN, BSN, RN
Florida, Area III

Rula Harb, MS, RN

Massachusetts, Area IV

Lorinda Inman, MSN, RN

IA, Area II

Pamela Randolph, MS, RN, CPNP
Arizona, Area I

Board Liaison
Myra Broadway, JD, MS, RN
Maine, Area IV

Item Review Subcommittee
Cheryl Anderson, MS, BSN, RN
California-VN, Area I

Louise Bailey, MEd, RN
California-RN, Area I

Beverly Foster, PhD, MN, MPH, RN
North Carolina, Area III

Karen Gilpin, MSN, CNAA, RN
Kansas, Area II

Sylvia Homan, MSN, RN, MSCE
Alabama, Area III

Jean Houin, RN

Louisiana-PN, Area III

Mary Ann Lambert, MSN, RN
Nevada, Area I

Carmen Lopez, MSN, RN, CNP
Puerto Rico, Area IV

Maris Lown, MS, RN

New Jersey, Area IV

Teri Murray, PhD, RN
Missouri, Area II

Renee Olson, LPN

North Dakota, Area II

Donna Roddy, MSN, RN
Tennessee, Area III

Linda Shanta, MSN, RN

North Dakota, Area II

Joan Sheverbush, MSN, RN
Kansas, Area II

Eve Sweeney, RN, MSN, CS
Rhode Island, Area IV
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Calvina Thomas, PhD, RN

Arkansas, Area II1

Sandra Webb-Booker, PhD, MSN, BSN
RN, Illinois, Area II

Barbara Zittel, PhD, RN
New York, Area IV

Staff

Casey Marks, PhD, Associate Executive
Director of Business Operations

Kristin Garcia, Testing Services
Operations Manager

Fay Green, NCLEX Administration
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Relationship to Strategic Plan

Strategic Initiative I

Facilitate Member Board excellence
through individual and collective
development. (Member Boards).

Strategic Objective 2
Facilitate timely information sharing
and networking opportunities.

Strategic Initiative IV

Position NCSBN as the premier
organization to measure entry and
continuing competence of nurses
and related health care providers.
(Competence)

Strategic Objective 1
NCLEX is the premier examination for
entry into practice.

Strategic Objective 4
Explore innovations in testing to
measure entry-level competency.
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Time Length for the NCLEX-RN

NCSBN implemented the time change of six hours for the NCLEX-RN examination on October 1,
2004. This implementation resulted from NCSBN’s Board of Directors approval of the Examination
Committee’s recommendation to extend the time limit of the NCLEX-RN examination to six hours.
The recommendation was based on the increasing number of RN candidates running out time and
the introduction of alternate item formats that will require more time for completion. The number
of RN candidates running out of time has decreased significantly since the introduction of the
additional hour for the administration of the RN examination in October 2004 with only 2.6% of
RN candidates for the October-December 2004 quarter having run out of time, compared to 6.4%
for the quarter in 2003.

Monitored All Aspects of Examination Development.

Conduct NCLEX-RN Practice Analysis

Practice Analysis Methodology Experts reviewed and approved the NCSBN process and procedures
for conducting the 2005 RN Practice Analysis Study. An RN Panel of Experts was selected from
the names submitted by Member Boards. The RN Panel of Experts met February 23-25, 2005 to
develop a comprehensive list of nursing activity statements as well as to approve the survey form.
The Examination Committee reviewed and approved a list of activity statements and the survey
form that will be used for the 2005 RN practice analysis.

Conducted Committee and Item Review Subcommittee Sessions

Intheinterest of maintaining consistency regarding the manner in which NCLEX examination items
are reviewed before becoming operational, members of the Examination Committee continue to
chair Item Review Subcommittee meetings. The Committee and the Subcommittee: (1) reviewed
RN and PN operational and pretest items; (2) provided direction regarding RN and PN alternate
items and (3) made decisions addressing revisions to content coding, Operational Definitions for
Client Needs, Cognitive Codes and Integrated processes and the NCLEX Style Manual. In addition,
the Subcommittee and staff currently review 100% of all validations for pretest items and 25% of
all validations of operational pool items scheduled for review. Assistance from the Item Review
Subcommittee continues to reduce the Examination Committee item review workload, facilitating
the efforts of the Examination Committee toward achieving defined goals.

As the item pools continue to grow, review of operation items is critical to assure that the
item pools reflect current entry-level nursing practice. To this end, the number of Item Review
Subcommittee meetings will remain at five for the upcoming year. The length of the meeting has
stabilized at three and a half days and the number of volunteers serving on the Subcommittee has
increased to 19. Orientation to the Subcommittee occurs annually as well as at each meeting.

Monitored Item Production

Under the direction of the Examination Committee, RN and PN pretest items were written and
reviewed by NCLEX Item Development Panels. NCLEX Item Development Panels productivity can
be seenin Tables 1 and 2. In addition, the Item Review Subcommittee reviewed real examinations
for face validity and provided reports to the Examination Committee. As part of the contractual
requirements with test service, items that use alternate formats have been developed and
deployed in item pools. Information about items using alternate formats has been made available
to Member Boards and candidates in the NCLEX® Candidate Bulletin and on the NCSBN Web site.
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NCSBN Item Development Sessions Held At Pearson VUE

Table 1 — RN Item Development Productivity Comparison

Year Writing Item Items Review Items
Sessions Writers Produced Sessions Reviewed

April 02 — March 03 4 47 2,611 7 1,542

April 03 — March 04 2 23 1,097 5 1,446

April 04 — March 05 1 12 301 4 1,415

Table 2 — PN Item Development Productivity Comparison

Year Writing Item Items Review Items
Sessions Writers Produced Sessions Reviewed

April 02 — March 03 3 33 1,476 6 1,547

April 03 — March 04 2 24 968 5 1,611

April 04 — March 05 1 11 430 3 2,124

Evaluated Item Development Process and Progress

The Committee evaluated item development sessions conducted by test service. Committee
representatives attended and monitored each of the item development sessions and provided
feedback to the Committee and to the test service. Overall, panelists and Examination Committee
representatives in attendance have rated item development sessions favorably.

NCLEX-PN°® Detailed Test Plan

The Examination Committee reviewed and approved the 2005 National Council of State Boards of
Nursing Detailed Test Plan for the NCLEX-PN°® Examination. In February 2005, the detailed test plan
was made available to the public and distributed to Member Boards.

Monitored the Development of Operational NCLEX Item Pools

The Examination Committee monitored the configuration of RN and PN operational item pools.
The process of configuring operational item pools involves only a few variables, however,
the quality control checks performed afterward are based upon both nursing content and
psychometric variables. The resulting operational item pools were evaluated extensively with
regard to these variables and were found to be within operational specifications. To ensure that
operational item pools and the item selection algorithm were functioning together as expected,
simulated examinations were evaluated. Using these simulated examinations, the functioning of
the algorithm was scrutinized with regard to the distribution of items by test plan subcategory;
it was concluded that the operational item pools and the item selection algorithm were acting
in concert to produce exams that were within NCSBN specifications and were comparable to
exams drawn from previous NCLEX item pool deployments. These conclusions were reenforced by
replicating the analyses using actual candidate data. The Examination Committee will continue to
monitor performance of the NCLEX examinations through these and other psychometric reports
and analyses.

Member Board Review of Items

Boards of nursing were provided with opportunities to conduct reviews of representative NCLEX
items in April and October of 2004. Member Board review was scheduled at Pearson Professional
Centers during specific, predefined time periods. Activities included reviewing and commenting
on newly developed items and simulated operational examinations. Boards referred items for
Examination Committee review for one of the following reasons: “not entry-level practice,” “not
consistent with the nurse practice act” or for “other reasons.” Items referred for “not entry-level
practice” reasons were reviewed by an additional item review panelin advance of the Committee’s
review. Staff provided the Committee with feedback on all items queried as part of the review

Strategic Initiative V

Advance NCSBN as the leading source
of data, information and research
regarding nursing regulation and
related health care issues.

Strategic Objective 1

Conduct research that provides evidence
regarding regulatory initiatives that
support public protection.

Strategic Objective 1

Conduct a research study to determine
if there is a NCLEX performance
differential between U.S.-educated ESL
graduates and non-ESL graduates and if
there is, to identify contributing factors.

Strategic Initiative VI

Advance NCSBN as a key partner in
nursing and health care regulation in
the United States and internationally.

Strategic Objective 2
Administer NCLEX effectively and
efficiently at international sites

Meeting Dates

Examination Committee

= October 27-29, 2004

= November 30, 2004 (Conference Call)
= December 7, 2004 (Conference Call)
= January 26-28, 2005

= March 16-17, 2005 (Conference Call)
= April 27-29, 2005

= July 21, 2005 (Conference Call)

Item Review Subcommittee

= December 7-10, 2004

m March 1-4, 2005

= May 10-13, 2005

® June 21-24, 2005

= August 23-26, 2005

Joint Research Committee
= March 14, 2005
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process. The Committee provided direction on the resolution of each Member Board question and
concern reviewed.

In the spring of 2004, six Member Boards referred items to the Examination Committee. In the fall
of 2004, three Member Boards referred items. Staff provided Member Boards with feedback on
the Committee’s decisions on all referred items. The Examination Committee strongly encourages
each Member Board to take advantage of the semiannual opportunities to review NCLEX items.

Item Related Incident Reports

Electronically filed incident reports may be submitted at Pearson Professional Centers when
candidates question item content. Pearson VUE and NCSBN staff investigate each incident and
report their findings to the Examination Committee. At the October 2004 Committee Meeting,
four PN items were reviewed and retained and eight RN items were reviewed, with six of the eight
items retained. At the January 2005 Committee Meeting six PN items were reviewed with four of
the six items retained and five RN items were reviewed with three of the five items retained.

Joint Research Committee (JRC)

The JRC is a small group of NCSBN and Pearson VUE testing staff along with a selected group of
prestigious testing industry experts that reviews and conducts psychometric research to provide
empirical support for the use of the current NCLEX as well as to investigate possible future
enhancements.

Several new pieces of research have either been completed or are in a near final draft stage.
Examples include: research to statistically detect items that may have been exposed using the
unexpectedness of a response in conjunction with deviations from expected item response times,
procedures to identify optimal item pool configurations under NCLEX operational conditions,
review of experimental Differential Item Functioning procedures that address unexpected changes
across the ability spectrum within identified groups, examination of how much items change
in difficulty over time and development of a procedure to detect such changes. The number of
research proposals received in the last year has been significantly larger than it has been in
recent years. Efforts are underway to maintain and continue this growth.

Recently, the JRC has had an opportunity to showcase some of this work. Six research papers on
The Operational Considerations in Computerized Adaptive Testing were submitted to the American
Educational Research Association (AERA). The research was accepted and was presented as
a symposium at the AERA’s national meeting in Montreal, Canada. AERA is an internationally
recognized professional organization with the primary goal of advancing educational research
and its practical application. Acceptance in the program not only helps NCSBN share testing
best practice expertise worldwide, but also allows NCSBN to forge ahead in psychometric testing
solutions through the collective strength of internal and external stakeholders. Furthermore,
collaborating on psychometric testing issues with external communities allows NCSBN to remain
at the forefront of Computerized Adaptive Testing.

Monitored all Aspects of Examination Administration.

Monitored Procedures for Candidate Tracking: Candidate Matching Algorithm

The Examination Committee continued to monitor the status and effectiveness of the candidate-
matching algorithm. On a semiannual basis, Pearson VUE conducts a check for duplicate candidate
records on all candidates that have tested within the last six months. The most recent check
covered the period from October 1, 2004 through March 31, 2005, and compared over 84,000
candidate records. The result of that check revealed that there were no duplicate candidate records
and that no repeat candidate records were treated by the system as separate individuals.

This check serves as a reminder of the importance of each board of nursing to carefully review
candidate records for accuracy at the time of eligibility declaration. Accurate registration records
are required for first-time and repeat candidates in order to properly enforce the waiting period
between examinations and to ensure items previously seen by a candidate are not re-administered
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in subsequent administrations within a year.

Candidate Tutorial

The NCLEX candidate tutorial has been modified to be interactive and available to all candidates
via the Internet. This new opportunity will allow candidates to experience and use the tutorial
exactly as it is presented during the examination before they go to a test center.

Monitored the Security of the NCLEX Examination Administrations and Item Pools

The Examination Committee monitored investigations of potential security incidents, reviewed
final reports from test service and made determinations and recommendations regarding security
of the NCLEX examination administrations and item pools. In FYO5, NCSBN engaged the services
of an organization that specializes in test security to provide an external security audit of the
NCLEX examination program. Although NCSBN’s policies, processes and procedures were found
to meet or exceed security standards for licensure examinations, the Examination Committee is
reviewing suggestions to enhance certain elements of NCLEX security. For FYO5, no incidents
occurred which were deemed to compromise NCLEX examination administration or the security
of item pools. NCSBN and Pearson VUE will continue to vigorously monitor this to ensure NCLEX
examination security.

Compliance with the 30/45 Day Scheduling Rule

The Examination Committee monitors compliance with the 30/45-day scheduling rule. For the
period of October 1, 2004 to March 31, 2005, there were 11 candidates scheduled out of compli-
ance, out of 84,699 candidates testing. A dedicated department at Pearson VUE continues to
analyze center utilization levels in order to project future testing volumes and meet the testing
needs of all of their testing clients. As an early indicator of center usage, Pearson VUE reports to
NCSBN staff on a weekly basis when sites go over 60% capacity levels.

Responded to Member Board Inquiries Regarding NCLEX Examination Administration

As part of its activities, the Committee and NCSBN Testing Services staff responded to Member
Boards’ questions and concerns regarding administration of the NCLEX examinations. The Exami-
nation Committee has continued to follow up on post-test service transition activities and has
responded to various inquiries regarding system enhancements.

More specific information regarding the performance of NCLEX test service, Pearson VUE, can
be found in the “Annual Report of Pearson VUE for the National Council Licensure Examinations
(NCLEX®),” available in Attachment A of this report.

Set Performance Benchmarks for Existing English Proficiency Examinations — IELTS.

In FYO4, the Examination Committee reviewed information related to the minimum degree of
English proficiency necessary to function safely and effectively as an entry-level nurse. The
Committee then deliberated and recommended to the NCSBN Board of Directors a minimum
passing score for the TOEFL. This type of activity continued as part of the FYO5 strategic initiatives
through recommendation of a passing standard for The International English Language Testing
System (IELTS) examination.

NCSBN contracted with the Buros Institute at the University of Nebraska to perform the study,
which was conducted October 30-31, 2004, in Chicago. The recommendations of this panel reflect
the level of English language proficiency, as measured by IELTS, they believed necessary for
entry-level nurses to possess in order to be able to perform important nursing responsibilities
safely and effectively. It is important to note that the standard is intended to reflect the minimum
level of English proficiency necessary for safe and effective entry-level practice, not the level of
proficiency necessary for nurse candidates to take the NCLEX examination.

IELTS is an examination designed to assess English language ability in examinees for which English
is not their native language. The English that IELTS is designed to measure is not exclusively
North American English, but rather a more general English as used in Great Britain, Ireland,
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New Zealand and Australia, as well as North America. IELTS covers four different language skills
(Listening, Reading, Writing and Speaking) and reports a degree of proficiency in each using
“band scores” that range from 0 — 9. The meaning of those scores is provided in Table 3.

Table 3 — IELTS Band Scores

Band 9 — Expert User
Has fully operational command of the language: appropriate, accurate and fluent with complete
understanding.

Band 8 — Very Good User

Has fully operational command of the language with only occasional and unsystematic
inaccuracies and inappropriacies. Misunderstandings may occur in unfamiliar situations. Handles
complex detailed argumentation well.

Band 7 — Good User

Has operational command of the language with occasional inaccuracies, inappropriacies and
misunderstandings in some situations. Generally handles complex language well and understands
detailed reasoning.

Band 6 — Competent User

Has generally effective command of the language despite some inaccuracies, inappropriacies
and misunderstandings. Can use and understand fairly complex language, particularly in familiar
situations.

Band 5 — Modest User
Has partial command of the language, coping with overall meaning in most situations, though is
likely to make many mistakes. Should be able to handle basic communication in own field.

Band 4 — Limited User
Basic competence is limited to familiar situations. Has frequent problems in understanding and
expression. Is not able to use complex language.

Band 3 — Extremely Limited User
Conveys and understands only general meaning in very familiar situations. Frequent breakdowns
in communication occur.

Band 2 - Intermittent User

No real communication is possible except for the most basic information using isolated or short
formulae in familiar situations and to meet immediate needs. Has great difficulty in understanding
spoken and written English.

Band 1 — Non User
Essentially has no ability to use the language beyond possibly a few isolated words.

Band 0 — Did not attempt the test
No assessable information provided.

Initially, the panel was lead through a discussion of what does minimal English proficiency mean
in the context of safe and effective entry-level nursing. This was supplemented with a discussion
of the activities that had been identified by NCSBN practice analyses as being within the scope of
entry-level practice. After the panel identified critical nursing activities in which communication
plays an important role, the panel was provided with training regarding their role in the standard
setting exercise. For each test module, the panelist was required to complete several practice
questions before providing the ratings that were to be used. Two standard setting procedures
were employed, a modified Angoff (1971) method for the Listening and Academic Reading subtests
and a modified Analytical Judgment Method (Plake & Hambleton, 2000) for the Speaking and
Academic Writing subtests.
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After reviewing the results from the standard setting panel and information regarding IELTS band
scores used by other English speaking countries for nurses and other health-related professionals,
the Examination Committee decided to approve a band result of 6.5 overall with a minimum of
6.0 in any one module as the NCSBN recommended passing standard for the IELTS examination.
The NCSBN Board of Directors approved the Committee’s recommendation. A full report regarding
setting performance benchmarks for the IELTS examination can be found in Attachment B of this
report.

Investigated NCLEX Performance Differential Between U.S.-Educated English as a Second
Language (ESL) Graduates and non-ESL graduates.

At the 2004 Delegate Assembly, the following resolution was passed: “The Examination Com-
mittee of NCSBN conduct a research study to determine if there is an NCLEX performance
differential between U.S.-educated ESL graduates and non-ESL graduates and if there is, to ident-
ify contributing factors.” Pursuant to that resolution, pass rate, item latency and Differential Item
Functioning (DIF) analyses were conducted based upon U.S.-educated candidates.

NCSBN does not have access to empirical assessments of English proficiency for NCLEX
candidates; however, the NCLEX application does ask the candidate’s primary language. They are
four possible responses: “English,” “English & Another Language,” “Another Language” and no
response. Typically, only a small percentage of candidates indicate that their primary language is
a language other than “English” or “English & Another Language.”

To be consistent with the research question posed by the 2004 NCSBN Delegate Assembly
resolution, only U.S.-educated NCLEX candidates were considered for this study. The inclusion
of internationally educated examinees would confound the effects of language with potential
curriculum effects. Nursing education curricula in other countries, presumably, is designed
for the scope of nursing practice in that country, not the United States. Also, to prevent failing
candidates from being included in the analysis multiple times and negatively impacting results,
only first-time candidates were included in the data analyses. Using only first-time, U.S.-educated
candidates has the added advantage of meeting the same criteria used by NCSBN to calibrate new
items.

Pass Rates

Using 2003 and 2004 calendar year data (Tables 4 and 5), NCLEX-RN and NCLEX-PN pass rates
were computed by the candidate’s self-reported primary language status. For first-time, U.S.-
educated candidates, the highest pass rates were for those examinees that either indicated that
English alone was their primary language or did not identify their primary language category. Pass
rates for candidates who indicated that either “another language” was their primary language or
that “English & another language” were their primary languages was typically 10-15% lower.

It is a consistent finding over the years, that people who self-report to be multilingual (with
English as one of their primary languages), had slightly lower pass rates than those people who
self-report that English is not their primary language. It might be that these two groups represent
a single category with regard to their English proficiency, but have differences in the standards
that they apply to “what is considered to be one’s primary language.” Similarly, it may be that
what separates performance of these candidates is how they choose to present their language
ability to the world (e.g., perhaps one group is trying to “put their best foot forward”). In either
case, NCSBN has no definitive data on their English proficiency, however, these groups historically
pass at a lower rate than candidates who self-report English language proficiency only.
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Table 4 — NCLEX-RN® Pass Rates and Volume for First-time, U.S.-Educated Examinees
by Primary Language Category

2003 2004
Pass % # Tested Pass % # Tested
English 87.8% 66,462 86.0% 75,617
English & Another Language 76.0% 3,714 76.3% 3,898
Another Language 76.3% 1,328 77.1% 1,681
Missing/Did Not Answer 86.9% 5,227 84.6% 5,985
Total 87.0% 76,731 85.3% 87,181

Table 5 — NCLEX-PN° Pass Rates and Volume for First-time, U.S.-Educated Examinees
by Primary Language Category

2003 2004
Pass % # Tested Pass % # Tested
English 89.7% 37,990 90.8% 42,305
English & Another Language 72.7% 3,062 75.7% 3,351
Another Language 76.2% 807 76.9% 901
Missing/Did Not Answer 88.2% 2,221 87.5% 2,736
Total 88.2% 44,080 89.4% 49,293

Item Latencies

Table 6 displays mean item response time for the three groups of interest. As expected, average
item response time for the “Another Language” group is higher than the “English” and “English
& Another Language” groups. Though not definitive, this would suggest that these candidates are
taking longer to comprehend and respond to item stimuli. This use of extra time on a per item
basis is cumulative and results in the higher proportion of candidates who run out of time or take
maximum length examinations as seen in Table 7.

Table 6 — Item Response Time for First-time, U.S.-Educated Examinees by
Primary Language Category

Rel\::::sffrlinme SD N

RN PN RN PN RN PN
English 60.16 57.15 17.05 17.00 75,617 42,305
English & Another Language 72.50 73.96 19.65 20.69 3,898 3,351
Another Language 75.10 76.64 20.96 20.06 1,681 901
Total 61.21 58.90 17.69 18.14 87,181 49,293

® Total also includes those first-time, U.S.-educated candidates that did not indicate the category in which they belong.
B Mean Item Response Time is the ratio of total item time (including pretest) over the number of items.

Although there is a time limit to complete the NCLEX examination, the speed with which
candidates answer questions has been shown previously not to impact candidate performance
(Bontempo, 2003). Also, when a candidate runs out of time or “RO0Ts,” the unanswered items
are not marked as wrong because on an adaptive test the items are selected based upon the
candidate’s responses to the earlier questions, thus candidates are not explicitly penalized for
not completing a maximum length examination. The decision by NCSBN to increase the amount
of time on the NCLEX-RN should result in a reduction in the percentage of people running out of
time.
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Table 7 — Exam Termination Type for First-time, U.S.-Educated Examinees
by Primary Language Category

% Ending Normally % ROOT % Max Item
RN PN RN PN RN PN
English 84.70 86.96 1.44 0.43 13.86 12.61
English & Another Language | 82.50 78.84 5.03 2.54 12.47 18.62
Another Language 83.16 82.91 5.47 2.33 11.36 14.76
Total 84.58 86.27 1.72 0.64 13.69 13.09

B Total also includes those first-time, U.S.-educated candidates that did not indicate the category in which they belong.

® “Ending Normally” means that the pass-fail decision was made with at least 95% certainty.

B ROOT means “Ran Out Of Time.” People that run out of time must demonstrate that their ability estimate has been above passing over the last 60
items of their test.

B Max Item means that the test ended because the person took the maximum number of items. Pass-fail decisions from maximum length tests are
less than 95% certain.

Differential Item Functioning (DIF)

Differential Item Functioning is a method use to detect whether there is a difference in the
probability of correctly answering a question across two groups of examinees after the ability
of the two groups has been matched or controlled. This permits item-level bias to be detected.
The procedure employed here compares calibrations based on the English only group with the
calibrations based upon the ESL group. Using the standard errors for each pair of calibrations,
a joint standard error was computed which was used to determine if the two calibrations were
significantly different. The test was run with and without corrections for the accumulation of Type
1 error (Alpha).

Type 1 error occurs when a difference or effect is erroneously detected due to chance when
drawing from a random sample. An alpha level of 0.05 (sometimes conceived of as a 95%
confidence interval) indicates that the researcher is willing to accept a Type 1 error five times
in 100. When performing several statistical tests within the same experiment, the probability
of finding a difference when there is in fact no difference increases with each additional test
performed. If 100 statistical tests were performed, one would expect to find that five of the tests
would show a difference just by chance. Using the Bonferroni correction method, the alpha level
of each individual test is adjusted downwards to ensure that the overall, experiment-wise, risk
for a Type 1 error remains 0.05. Even if more than one test is done, the chance of erroneously
finding a significant difference continues to be 0.05.

When performing DIF analyses, the sample size is important. When the number of responses per
item is small, only very large bias effects can be detected. When the number of responses is large,
then smaller bias effects can be detected. Given the number of U.S.-educated candidates who
reported that their primary language was “Another Language” or “English & Another Language,” it
seemed useful to combine these groups into a generic ESL category. Also given that the pass rates
for the “English & Another Language” group was below the pass rate for the “Another Language”
group, it seemed reasonable that this group might claim that they are also disadvantaged by
language. The increase in statistical power attributable to the increased sample size seemed to
outweigh the potential decrease in homogeneity of the ESL sample because it would permit more
test items to be considered and the items could be calibrated with greater precision. Despite the
limitations of the DIF methodology, it was the only appropriate method sensitive enough, given
available examination information to detect nontrivial performance difference between groups of
linguistically distinct candidates.

The data selected for analysis were the responses from first-time, U.S.-educated candidates taking
the examination between April 1 and September 30, 2004. This sample was selected because it
reflected a single item pool for each test (RN and PN) and contains a higher volume of examinees
than the October — March time period. Combining language groups did help to boost the samples
to sizes adequate to detect differences. Items for which there were fewer than 20 responses
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were excluded from the analyses. As a result, 76 RN and 54 PN items could not be analyzed. Of
the 2,000 items in the RN operational pool, 1,924 were analyzed. Of the 1,700 items in the PN
operational pool, 1,646 were analyzed.

The results, presented in Table 8, without the correction for the Type 1 error show no difference
in the probability of a correct response for most (82-83%) of the items. The items that did show a
difference were evenly split between providing an advantage for English speaking candidates (8-
9%) and ESL candidates (8-9%). After the Bonferroni correction was used, only a trivial number
of items continue to show a difference between groups and would not contribute to pass rate
differences between groups

Table 8 — Detection of DIF using an Item Recalibration Strategy for First-time,
U.S.-Educated Examinees by Primary Language Category

RN PN
Operational Pool 2,000 1,700
Excluded for Sample Size 76 54
Analyzed 1,924 1,646

Without Correction for Type 1 Error

No Difference 1,605 (83%) 1,343 (82%)

Advantage English 162 (8%) 152 (9%)

Advantage ESL 157 (8%) 151 (9%)
Using Bonferroni Correction for Type 1 Error

No Difference 1,901 (99%) 1,641 (100%)

Advantage English 13 (<1%) 4 (<1%)

Advantage ESL 10 (<1%) 1 (<1%)

In addition to these three sets of analyses it should be noted that all NCLEX items are evaluated for
potential bias and sensitivity as part of the NCLEX item development process. The first evaluation
of items for sensitivity takes place at NCLEX item writing and review panels. Then all items are
evaluated by an independent panel of reviewers who are trained in the sensitivity review process
prior to pretesting or any exposure to candidates. Any items that may be identified as unclear
or insensitive at this juncture are forwarded to NCSBN’s Examination Committee for further
evaluation. Next items undergo a check for statistical item bias. Any items that are identified as
exhibiting statistical item bias are review by another independent panel of experts who represent
the various ethnic groups taking the NCLEX examinations. Items, which this NCLEX-DIF panel
identifies as exhibiting potential bias, are referred to NCSBN’s Examination Committee for final
disposition. The checks for sensitivity and potential bias in the NCLEX item development process
are among the most rigorous in the standardized testing industry.

In addition to checks for sensitivity and potential bias, the level of readability for operational
item pools is also considered. Because the purpose of the NCLEX examinations is to measure
nursing ability, not reading ability, the reading demands of the test should not be so high that
the readability of the text becomes a barrier to otherwise qualified candidates. Consequently,
the difficulty of an item should be governed by the nursing content rather than the semantic or
syntactic complexity of the text. To address this concern, NCSBN assesses the readability of each
operational item pool before the pool is deployed for use. This is accomplished by evaluating
three simulated tests from the new item pool: a minimum-length easy test, a maximum-length
borderline difficulty test and a minimum-length difficult test. Because the items for these tests
are from very different sections (with regard to item difficulty) of the item pool, it is unlikely
that there would be overlapping items across the three tests. These items (approximately 18%
of an operational pool) are then considered as a representative sample of the items in the
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operational pool. The samples are then analyzed using the Fry Readability Index (FRI) and the
Lexile Framework®.

The FRI considers readability as a combination of sentence length and the number of syllables
per word. The average number of syllables and the average sentence length across the three
samples are computed and these numbers are plotted on a chart to produce a grade-level
readability estimate. The average readability of these three simulated tests is considered to be
representative of the readability of the operational item pool. Lexiles® also consider readability as
a function of sentence length and the word difficulty, but rather than using the number of syllables
as an indicator of word difficulty, Lexiles use the frequency with which words are actually used in
the written language. The Lexile Analyzer software is used to determine the readability of each
simulated test in Lexiles. The average readability of the three simulated tests is considered to be
representative of the readability of the operational item pool. By policy, the readability level of
the PN item pool should not exceed 8th grade reading level (with a corresponding range on the
Lexile scale) and the readability level of the RN item pool should not exceed 10th grade reading
level (with a corresponding range on the Lexile scale). All operational NCLEX item pools are in
compliance with readability policy.

As expected, the sum of these analyses indicate that there is some relationship between lack
of English language proficiency and NCLEX performance. This is an expected finding due to the
fact that the examination is produced in English. Evidence in this study suggests that other
language candidates do take more time to respond to items on a per item basis than “English
Only” candidates, tend to run out of time more often than do “English Only” candidates and pass
at a lower rate than “English Only” candidates, however, this does not support the contention
that Other language candidates are somehow disadvantaged in their ability to pass the NCLEX.
Results here imply that the same construct of nursing ability is in effect across all language groups.
Given that the hierarchy of item difficulty is the same across groups, yet there is a disparate pass
rate, one might hypothesize that lack of English proficiency may be a noticeable impediment to
acquiring nursing knowledge and skills in U.S. nursing programs.

The DIF and item latency analyses presented are standard testing industry procedures for
identifying group performance bias for examination items. This research was not able to identify
any contributing factors beyond obvious issues of language competency that may impact
performance on the NCLEX examinations because candidates are not being negatively impacted
by English language status. Results of this study indicate that the policies and procedures for the
maintenance of NCLEX item pools are effective in providing examinations that are psychometrically
sound and legally defensible assessments of entry-level nurse competence.

Administered NCLEX Effectively and Efficiently at International Sites.

Beginning January 1,2005, NCSBN began to schedule candidates at international test centers. The
three locations of these centers are Hong Kong, China; London, England; and Seoul, South Korea.
These three centers meet the same security specifications and follow the same administration
procedures as the professional centers located in Member Board jurisdictions. NCSBN staff
conducted site visits at all three international centers to meet test center and regional managerial
Pearson VUE staff. A total of 10 Beta examinations were administered across all three centers. All
test center procedures were performed in accordance with NCSBN administration expectations.

On January 17, 2005, all three international centers began administration of the NCLEX
examinations. For calendar year 2005, a total of 4,500 NCLEX candidates are expected to
schedule examination appointments in the international test centers. For the January through
March time period, the number of internationally scheduled NCLEX examinations was 1,713,
exceeding quarterly projections of 1,125 by almost 53%. Candidate volume, pass rates and
country of education for international testing centers are provided in Tables 9 and 10. Country of
education, as reflected in Table 10, indicates that, as expected, candidates from the Philippines
comprise the vast majority of candidate volume in the London and Hong Kong centers, while
Korean candidates comprise the total candidate volume at the test center in Seoul. These patterns
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of candidate test center usage are in line with Examination Committee expectations when initial
test centers were selected. Please note that information in Tables 9 and 10 reflect information for
NCLEX-RN candidates exclusively. As of March 31, 2005, no NCLEX-PN candidates had scheduled
examination administrations in any of the three international test centers.

Table 9 — January-March 2005 Test Center Candidate Volume & Pass Rates

Exams Taken Exams Passed Pass Rate
Test Center 1st Time All 1st Time All 1st Time All
Hong Kong 310 351 207 228 66.8% 65.0%
Seoul 210 264 155 196 73.8% 74.2%
London 122 165 71 88 58.2% 53.3%
All International Centers 642 780 433 512 67.5% 65.6%
All Domestic Centers 23,636 31,462 19,593 22,633 82.9% 71.9%

Table 10 — January-March 2005 Test Center Candidate Volume by Country of
Education for International Centers

Test Center
Hong Kong Seoul London
Rank Country Volume Country Volume Country Volume
1 Philippines 293 Korea 264 Philippines 89
2 India 28 - - UK 26
3 Thailand 9 - - India 17
4 Taiwan 8 - - Nigeria 5
5 China 4 - - South Africa
All Others 9 (0] 23
Total 351 264 165

Table 11 reflects the number and proportion of candidates who tested in international test
centers by the jurisdiction by of intended licensure. During the first three months of 2005, 26
of 60 Member Boards had applicants for licensure who received an NCLEX examination in an
international test center.

Table 11 — January-March 2005 Candidate Volume by Jurisdiction of Intended Licensure

Jurisdiction Number of Candidates Percent of Total Candidates
New York 280 359
California RN 197 25.3
New Mexico 89 11.4
Vermont 61 7.8
Northern Mariana Islands 28 3.6
Pennsylvania 21 2.7
Illinois 13 1.7
Georgia-RN 12 1.5
Texas 12 1.5
Maryland 11 1.4
Alaska 9 1.2
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Florida 8 1.0
New Hampshire 8 1.0
Nevada 7 0.9
Colorado 3 0.4
New Jersey 3 0.4
North Carolina 3 0.4
Ohio 3 0.4
Arizona 2 0.3
District Of Columbia 2 0.3
Massachusetts 2 0.3
Oregon 2 0.3
Arkansas 1 0.1
Hawaii 1 0.1
Kentucky 1 0.1
Wisconsin 1 0.1
Total 780 100

From a test center security and administration perspective, international test centers have
performed in line with expectations for domestic test centers. Using incident reports as a broad
measure of test center performance, between January 1 and March 31 2005, international centers
had a rate of 16 incidents per 100 examination administrations as compared to domestic centers
that had an incident rate of 20 per 100 examinations administered. Incident reports encompass
all nonstandard test center activity, from the admittance of trivial comfort aids, such as tissue,
into the testing room, to serious potential security incidents, such as cheating. No security
incidents were recorded in international test centers during this time period.

Educated Stakeholders about the NCLEX Examination Program and Related Products/Services.
Presentations

NCSBN Testing Services staff conducted more than 11 NCLEX informational presentations.
Additionally, staff has exhibited at eight conferences during FYO5. These opportunities assist
NCSBN’s Testing Services department to educate stakeholders as well as recruit for NCSBN Item
Development panels.

Publications
The Committee continues to oversee development of various publications that accurately reflect
the NCLEX examination process.

NCLEX Invitational

For the past five years, Testing Services staff has coordinated and hosted an NCLEX Invitational
in order to provide Member Boards, educators and other stakeholders an opportunity to learn
about the NCLEX Program. The 2004 NCLEX Invitational was held on September 13, 2004 at
the Fairmont Hotel San Francisco. Although this year’s Invitational did not break last year’s
attendance record of 252 participants, 221 attendees from Member Boards, nursing education
programs and nurse/health care recruiters did attend for 2004. The FY06 NCLEX Invitational is
scheduled for Monday, September 19, 2005, at the Hilton New Orleans Riverside.

NCLEX® Program Reports

The Committee monitored production of the NCLEX Program Reports. NCLEX Program Reports were
modified to reflect operational test plan and passing standard changes made to the examination
during the course of the year. NCLEX Program Reports were distributed to subscribing nursing
education programs during the current fiscal year in October 2004 and April 2005.
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Several actions have been taken to increase the number of programs subscribing to NCLEX Pro-
gram Reports: (1) The Testing Services department automatically sends new programs a letter
and brochure introducing them to the product; (2) NCSBN proactively verifies contact informa-
tion; (3) The NCSBN Web site now has a section that describes NCLEX Program Reports and how
to subscribe and (4) Program Reports have been promoted whenever NCSBN staff exhibits at
meetings or holds an NCLEX Invitational.

NCLEX Unofficial Quick Results Service

Boards of nursing, through NCSBN, offer candidates the opportunity to learn their unofficial
results (only official results are available from the boards of nursing) through the NCLEX Quick
Results Service. A candidate may call or use the Internet to access their unofficial result after two
business days from completion of their examination. Currently, 39 boards of nursing participate in
offering this service to their candidates. For the last six months approximately 75,000 candidates
utilized this service.

Future Activities

m  Continue to monitor all administrative, test development and psychometric aspects of the
NCLEX examination program.

m Evaluate enhancements to NCSBN examination process.
B Evaluate NCLEX outreach initiatives.

B Evaluate existing and additional international testing locations.

Attachments
A. Annual Report of Pearson VUE for the National Council Licensure Examinations (NCLEX®)
B. IELTS Passing Standard Report

Appendix A: Group Discussion of Minimally Competent Candidate — Summary of Group
Discussion

Appendix B: Evaluation Comments
Appendix C: Panelists’ Round 2 Data for Each IELTS Module
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Attachment A
Annual Report of Pearson VUE for the National Council Licensure
Examinations (NCLEX")

This report represents Pearson VUE’s full second year of providing test delivery service for the
NCLEX® examination program to the National Council of State Boards of Nursing (NCSBN). This
report summarizes the activities of the past year.

Pearson VUE Organizational Change

Julie White, RN, MSN, was promoted to fill the position of NCLEX Content Manager. She has been
with Pearson VUE and the NCLEX project since Pearson VUE began item development for the
NCLEX examinations in 2001. She brings a wealth of nursing expertise and previous management
experience, as well as her item-development experience on this contract, to her new position.

Test Development

Psychometric and statistical analyses of the NCLEX data continue to be conducted and documented
as expected. We successfully conducted a standard-setting workshop last fall with a panel of
expert judges and made recommendations for the new passing score on the NCLEX-PN® exam
(which took effect April 1, 2005).

In addition to continuing to develop multiple-choice items, we are also developing items in
alternate formats (fill-in-the-blank calculation, multiple response, drag-and-drop ordered
response and chart/exhibit items). Our biggest item-development challenges are ensuring
that we produce the traditional and alternate format items in quantities sufficient to meet our
contractual obligations, and to develop them at targeted levels of difficulty. To that end, we are
intensifying our staff-education efforts (supplementing internal resources with external training
consultants as necessary). We are also increasing our content-development staff levels and are
currently recruiting for two and a half full-time positions (one of which is to replace a content
developer who recently left Pearson VUE).

NCLEX Examination Operations

Pearson VUE added three International Pearson Professional Centers to our testing network to
help launch the NCLEX international program. There are currently sites in London, Seoul and Hong
Kong. The site in London opened January 3, 2005, and the Seoul and Hong Kong sites opened and
delivered their first exams on January 17, 2005. These additions raise the number of Pearson
Professional Centers delivering the NCLEX to 205, total.

Pearson VUE Visits to NCSBN
m September 29 - October 1, 2004 (PN Standard Setting Meeting)

® October 27-29, 2004 (Examination Committee Business Meeting)
® December 7-10, 2004 (Item Review Subcommittee Meeting)

B January 26-28, 2005 (Examination Committee Business Meeting)
® March 1-4, 2005 (Item Review Subcommittee Meeting)

® March 14, 2005 (Joint Research Committee Meeting)

m  April 27-29, 2005 (Examination Committee Business Meeting)

B May 10-13, 2005 (Item Review Subcommittee Meeting)

B May 12, 2005 (Contract Evaluation Meeting)
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B June 21-24, 2005 (Item Review Subcommittee Meeting)
B August 23-26, 2005 (Item Review Subcommittee Meeting)

B The first Tuesday of every month there is an operations conference call with Pearson VUE
and NCSBN.

m A conference call with Pearson VUE and NCSBN content staff is scheduled for every Tuesday.

B Other visits and conference calls on an as needed basis.

Summary of NCLEX Examination Results for the 2004 Calendar Year

Longitudinal summary statistics are provided in Tables 1 to 8. Results can be compared to data
from the previous testing year to identify trends in candidate performance and item characteristics
over time.

Compared to 2003, the overall candidate volumes were higher for both the NCLEX-RN® (about
+15.1%) and NCLEX-PN® (about +9.8%). The RN passing rate for the overall group was 0.9
percentage points lower for this testing period than for the same period in 2003 and the passing
rate for the reference group was 1.7 percentage points lower for this period compared to 2003.

The PN passing rate for the overall group was 1.4 percentage points higher for this testing period
than for the same period in 2003 and the passing rate for the reference group was 1.1 percentage
points higher than the previous year’s passing rate. These passing rates are consistent with
expected variations in passing rates and are heavily influenced by demographic characteristics
of the candidate populations and by changes in testing patterns from year to year.

The following bullet points are candidate highlights of the 2004 testing year for the NCLEX-RN
examination:

® Overall, 143,553 NCLEX-RN examination candidates tested during 2004, as compared to
124,737 during the 2003 testing year. This represents an increase of about 15.1 percent.

B The candidate population reflected 87,175 first-time, U.S.-educated candidates who tested,
as compared to 76,719 for the 2003 testing year.

® The overall passing rate was 70.2 percent in 2004, compared to 71.1 percent in 2003. The
passing rate for the reference group was 85.3 percent in 2004, as compared to 87.0 percent
in 2003.

m  Of the total group, 47.9 percent and 51.3 percent of the reference group ended their tests
after a minimum of 75 items were administered. This is about the same as the 2003 testing
year in which 47.5 percent of the total group and 51.2 percent of the reference group took
minimum length exams.

B The percentage of maximum length test takers was 14.8 percent for the total group and 13.7
percent for the reference group. This is this is slightly higher than last year’s percentages
(13.8 percent for the total group and 12.7 percent for the reference group).

® The average time needed to take the NCLEX-RN examination during the 2004 testing period
was 2.3 hours (or two hours, 18 minutes) for the overall group, and 2.06 hours (or two
hours, 4 minutes) for the reference group.

B Atotal of 50.6 percent of the candidates chose to take a break during their examinations.

® Overall, 3.2 percent of the total group and 1.7 percent of the reference group ran out of time
before completing the test. These percentages of candidates timing out were slightly lower
than the overall cumulative percentages for candidates during the 2003 testing year.

® Ingeneral, the NCLEX-RN examination summary statistics for the 2004 testing period
indicated patterns that were similar to those observed for the 2003 testing period. These

Business Book | NCSBN 2005 Annual Meeting

Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports
Examination Committee - Attachment A: Annual Report of Pearson VUE for NCLEX®

results provide continued evidence that the administration of the NCLEX-RN examination is
psychometrically sound.

The following bullet points are candidate highlights of the 2004 testing year for the NCLEX-PN
examination:

Overall 62,112 PN candidates tested in 2004, as compared to 56,579 PN candidates tested
during 2003. This represents an increase of about 9.8% percent.

The candidate population reflected 49,289 first-time, U.S.-educated candidates who tested
in 2004, as compared to 44,078 for the 2003 testing year.

The overall passing rate was 79.9 percent in 2004, compared to 78.5 percent in 2003 and
the reference group passing rate was 89.3 percent in 2004, compared to 88.2 percent in
2003.

There were 56.8 percent of the total group and 61.9 percent of the reference group who
ended their tests after a minimum of 85 items were administered. This is higher than the
2003 testing year in which 55.3 percent of the total group and 60.1 percent of the reference
group took minimum length exams.

The percentage of maximum length test takers was 16.1 percent for the total group and 13.1
percent for the reference group. This is higher than last year’s percentages (17.0 percent for
the total group and 14.0 percent for the reference group).

The average time needed to take the NCLEX-PN examination during the 2004 testing period
was 2.08 hours (or two hours, 5 minutes) for the overall group and 1.89 hours (one hour, 53
minutes) for the reference group.

Overall, 1.4 percent of the total group and 0.6 percent of the reference group ran out of time
before completing the test.

In general, the NCLEX-PN examination summary statistics for the 2004 testing period
indicated patterns that were similar to those observed for the 2003 testing period. These
results provide continued evidence that the administration of the NCLEX-PN examination is
psychometrically sound.
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Table 1 — Longitudinal Technical Summary for the NCLEX-RN® Examination: Group Statistics for 2004 Testing Year

RN Jan 04 - Mar 04 Apr 04 - Jun 04 Jul 04 - Sep 04 Oct 04 - Dec 04 Cumulative 2004
Overall lli‘tsn::: Overall 1:?'::; Overall LStSTI:'; Overall ﬁtsng:: Overall 1:?'::;
Number Testing 31,891 18,358 | 34,869 22,762 54,247 | 39,089 22,546 6,966 | 143,553 87,175
Percent Passing 69.9 87.0 73.4 88.5 74.3 83.9 56.0 78.1 70.2 85.3
Average # Items Taken 125.8 118.8 120.0 115.5 124.5 121.7 133.0 129.1 125.0 120.1
% Taking Min. # Items 47.8 53.0 50.9 54.6 47.6 49.5 44.3 46.7 479 51.3
% Taking Max. # Items 14.9 13.4 12.7 12.0 14.6 14.1 18.7 17.6 14.8 13.7
Average Test Time 2.35 2.06 2.16 191 2.22 2.07 2.82 2.47 2.33 2.06
% Taking Break 51.2 40.1 44.6 34.6 46.6 40.6 68.5 55.4 50.6 40.1
% Timing Out 4.3 2.0 3.0 1.3 3.0 19 2.6 1.3 3.2 1.7

Table 2 — Longitudinal Technical Summary for the NCLEX-RN® Examination: Group Statistics for 2003 Testing Year

RN Jan 03 - Mar 03 Apr 03 - Jun 03 Jul 03 - Sep 03 Oct 03 - Dec 03 Cumulative 2003
Overall ﬁtsng:: Overall 1:;“:‘; Overall ﬁtSTI:I; Overall ﬁtsng:: Overall 1:;“:‘;
Number Testing 26,085 14,905 31,440 20,201 47,882 36,287 19,330 5,326 | 124,737 76,719
Percent Passing 69.1 87.1 74.3 90.1 76.6 86.5 54.9 78.2 71.1 87.0
Average # Items Taken 124.8 118.5 119.0 113.2 122.0 120.1 135.6 1271 123.9 118.5
% Taking Min # Items 41.7 52.3 50.5 54.6 48.2 49.6 40.8 46.6 47.5 51.2
% Taking Max # Items 13.7 12.5 121 10.9 13.4 13.3 17.6 15.8 13.8 12.7
Average Test Time 2.30 2.02 2.10 1.84 2.21 2.06 2.65 2.26 2.3 2.0
% Taking Break 49.9 39.2 43.7 331 46.9 40.9 62.6 48.5 49.2 39.0
% Timing Out 4.3 1.9 3.0 1.2 3.0 1.9 6.4 3.4 3.8 1.8

252

Business Book | NCSBN 2005 Annual Meeting
Mission Possible: Building a Safer Nursing Workforce through Regulatory Excellence



Section II: Committee Reports
Examination Committee - Attachment A: Annual Report of Pearson VUE for NCLEX®

Table 3 — Longitudinal Technical Summary for the NCLEX-RN°® Examination: Item Statistics for 2004 Testing Year

Operational Item Statistics

RN Jan 04 - Mar 04 Apr 04 - Jun 04 Jul 04 - Sep 04 Oct 04 - Dec 04 Cumulative 2004
Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev.

Point-Biserial 0.20 0.09 0.20 0.08 0.19 0.08 0.17 0.07 N/A N/A

Z-Statistic 0.25 2.50 0.24 2.55 0.35 2.75 0.12 2.37 N/A N/A

Average Item Time (secs) 67.6 15.9 64.9 16.8 64.6 16.6 74.8 26.8 N/A N/A

Pretest Item Statistics

# of Items 335 447 662 130 1,574

Average Sample Size 743 699 802 651 748

Mean Point-Biserial 0.09 0.08 0.06 0.09 0.07

Mean P+ 0.68 0.64 0.69 0.66 0.67

Mean B-Value -0.96 -0.65 -1.05 -0.96 -0.91

SD B-Value 1.56 1.53 1.53 1.70 1.56

Total Number Flagged 138 177 339 51 705

Percent Items Flagged 41.2% 39.6% 51.2% 39.2% 44.8%

Table 4 — Longitudinal Technical Summary for the NCLEX-RN® Examination: Item Statistics for 2003 Testing Year

Operational Item Statistics

RN Jan 03 - Mar 03 Apr 03 - Jun 03 Jul 03 - Sep 03 Oct 03 - Dec 03 Cumulative 2003
Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev.

Point-Biserial 0.20 0.08 0.21 0.09 0.20 0.09 0.20 0.08 N/A N/A

Z-Statistic 0.24 2.53 0.22 2.50 0.31 2.69 0.09 2.24 N/A N/A

Average Item Time (secs) 66.1 15.4 64.4 16.9 63.8 16.7 69.5 16.6 N/A N/A

Pretest Item Statistics

# of Items 320 329 1,012 129 1,790

Average Sample Size 602 666 490 554 547

Mean Point-Biserial 0.09 0.09 0.08 0.11 0.09

Mean P+ 0.70 0.69 0.65 0.61 0.66

Mean B-Value -1.05 -1.03 -0.84 -0.66 -0.90

SD B-Value 1.51 1.63 1.61 1.60 1.60

Total Number Flagged 126 148 449 39 762

Percent Items Flagged 39.4% 45.0% 44.4% 30.2% 42.6%
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Table 5 — Longitudinal Technical Summary for the NCLEX-PN° Group Statistics for 2004 Testing Year

PN Jan 04 - Mar 04 Apr 04 - Jun 04 Jul 04 - Sep 04 Oct 04 - Dec 04 Cumulative 2004
Overall lli‘tsn::: Overall 1:?'::; Overall LStSTI:'; Overall ﬁtsng:: Overall 1:?'::;
Number Testing 13,137 10,064 12,464 9,131 21,800 18,690 14,711 11,404 62,112 49,289
Percent Passing 779 88.2 76.0 87.7 84.1 91.2 78.9 88.6 79.9 89.3
Average # Items Taken 116 110.6 116.4 110.2 111.3 107.6 116.3 1111 114.3 109.5
% Taking Min. # Items 55.4 60.7 55.1 62.0 60.3 64.0 54.2 59.3 56.8 61.9
% Taking Max. # Items 17.4 141 17.3 13.6 14.2 11.9 16.8 13.6 16.1 131
Average Test Time 2.11 1.90 2.17 1.93 1.92 1.78 2.21 2.01 2.08 1.89
% Taking Break 47.9 38.8 50.6 41.0 39.2 33.3 52.4 44 46.5 38.3
% Timing Out 1.4 0.6 1.8 0.8 0.9 0.4 19 0.9 1.4 0.6

Table 6 — Longitudinal Technical Summary for the NCLEX-PN° Group Statistics for 2003 Testing Year

PN Jan 03 - Mar 03 Apr 03 - Jun 03 Jul 03 - Sep 03 Oct 03 - Dec 03 Cumulative 2003
Overall ﬁtsng:: Overall 1:;“:‘; Overall ﬁtSTI:I; Overall ﬁtsng:: Overall 1:;“:‘;
Number Testing 12,119 8,903 10,646 7,496 20,796 17,759 13,018 9,920 56,579 44,078
Percent Passing 76.1 86.9 73.8 86.2 83.8 90.7 76.3 86.5 78.5 88.2
Average # Items Taken 119.1 113.3 118.2 112.2 1119 108.4 117.8 113.1 116.0 111.1
% Taking Min # Items 52.2 57.8 53.1 58.9 59.4 63.0 53.4 58.1 55.3 60.1
% Taking Max # Items 19.2 15.6 18.1 14.3 14.4 12.3 18.4 15.6 17.0 14.0
Average Test Time 2.16 194 2.13 1.90 1.98 1.83 2.22 2.02 2.1 19
% Taking Break 50.5 40.9 51.2 40.8 42.6 36.6 53.2 45.1 48.3 40.1
% Timing Out 1.7 1.0 1.9 1.0 1.1 0.5 1.6 0.7 1.5 0.7
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Table 7 — Longitudinal Technical Summary for the NCLEX-PN° Examination: Item Statistics for 2004 Testing Year

Operational Item Statistics
PN Jan 04 - Mar 04 Apr 04 - Jun 04 Jul 04 - Sep 04 Oct 04 - Dec 04 Cumulative 2004
Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev.
Point-Biserial 0.21 0.09 0.20 0.07 0.21 0.07 0.19 0.08 N/A N/A
Z-Statistic 0.13 2.44 0.12 2.44 0.20 2.50 0.14 2.25 N/A N/A
Average Item Time (secs) 64.7 17.8 64.8 18.2 61.5 17.1 65.5 19.6 N/A N/A
Pretest Item Statistics
# of Items 368 278 523 409 1,578
Average Sample Size 616 740 807 620 702
Mean Point-Biserial 0.11 0.12 0.11 0.10 0.11
Mean P+ 0.67 0.67 0.65 0.61 0.65
Mean B-Value -0.85 -0.94 -0.72 -0.49 -0.73
SD B-Value 1.33 1.46 1.32 1.61 1.43
Total Number Flagged 113 75 161 136 485
Percent Items Flagged 30.7% 27.0% 30.8% 33.3% 30.7%
Table 8 — Longitudinal Technical Summary for the NCLEX-PN° Examination: Item Statistics for 2003 Testing Year
Operational Item Statistics
PN Jan 03 - Mar 03 Apr 03 - Jun 03 Jul 03 - Sep 03 Oct 03 - Dec 03 Cumulative 2003
Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev. Mean | Std. Dev.
Point-Biserial 0.21 0.08 0.21 0.08 0.22 0.08 0.21 0.09 N/A N/A
Z-Statistic 0.09 2.48 0.07 2.42 0.16 2.54 0.12 2.41 N/A N/A
Average Item Time (secs) 64.8 18.8 65.6 18.2 61.8 17.1 65.2 18.2 N/A N/A
Pretest Item Statistics
# of Items 296 259 534 375 1,464
Average Sample Size 672 609 745 592 667
Mean Point-Biserial 0.11 0.13 0.12 0.13 0.12
Mean P+ 0.64 0.67 0.65 0.66 0.65
Mean B-Value -0.80 -0.86 -0.71 -0.86 -0.79
SD B-Value 1.52 1.35 1.43 1.48 1.45
Total Number Flagged 82 68 142 111 403
Percent Items Flagged 27.7% 26.3% 26.6% 29.6% 27.5%
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conduct the project.

Introduction

The purpose of this report is to document the procedures and analyses undertaken to assist
NCSBN in setting the cut score for the International English Language Testing System (IELTS).
The report summarizes the procedures and results of a standard-setting study conducted October
30-31, 2004. The report also provides recommendations for the establishment of a cut score for
the IELTS based on the results of the October 30-31 study.

Information About the IELTS

The International English Language Testing System (IELTS) has been chosen by NCSBN as a
method to determine minimal competency in English language proficiency for nurses for whom
English is a second language. This test could be used by state boards of nursing to identify nurses
who meet minimal expectations for English language proficiency as part of the eligibility for
licensure. Because the IELTS is to be used to make decisions about individual nursing candidates,
NCSBN has recognized the importance of using scientifically accepted methods for setting these
performance standards that aid in this decision process.

IELTS is comprised of four modules: Listening, Reading, Writing and Speaking. The Listening
and “Academic” Reading Modules of the exam each contain 40 multiple-choice, short answer
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and completion items. The “Academic” Writing Module consists of two tasks. Task 1 requires the
preparation of a response of at least 150 words. For this task, test takers are asked to interpret
a diagram or table and present the information in their own words. Task 2 requires a minimum
of 250 words and is the more heavily weighted of the two writing tasks. For Task 2, test takers
are asked to respond to a point of view or argument by presenting a solution and justifying their
opinion. The Speaking Module is a one-on-one interview consisting of three parts: introduction
and interview, individual long-term speaking and a two-way discussion. The writing performance
is scored for three elements on a 9-point rubric. The speaking performance is scored for four
elements on a 9-point rubric. Items on the Listening and Reading Modules are each valued at one
point and total scores for each module are converted to a band score of 0-9. For each test taker,
an overall band score is calculated from the equally weighted four individual band scores.

The purpose of this study was to provide a range of reasonable cut scores to NCSBN staff. This
report focuses on the results of the standard-setting study for the IELTS conducted October 30-31,
2004. The report provides an overview of the methods and procedures for the study and includes
arecommendation for a range within which a reasonable cut score may be set. Reasonable, in this
case, is a cut score that will serve to identify the nurses for whom English is a second language
who have attained the language skills necessary to safely and effectively act as entry-level nurses
in the United States.

Methods and Procedures

Overview of Standard-Setting Methods

The recommended range of cut scores for each module is based on two methods for estimating
a cut score that were used in this study. Each method relies on different assumptions and is
unique to the type of assessment (i.e., objectively scored versus subjectively scored). The use
of methods that are appropriate given the nature of the measurement within a given module
provides a more defensible range of possible cut scores within which NCSBN staff can determine
the final cut score. These methods included: (a) a modified Analytical Judgment method (Plake &
Hambleton, 2000) and (b) a modified Angoff (1971) method. Each of these methods is described
briefly below.

Analytical Judgment Method

The Analytical Judgment method used is a modification of the method described by Plake and
Hambleton (2000). This method entails asking practicing nurses to classify entry-level nurses’
performance into defined categories. Classification is first at a broad level and then narrowed
down to identify the performance that would likely be produced by a target entry-level nurse.
This method was used for the Writing and Speaking Modules of the IELTS for the October 30-31,
2004, workshop.

Yes/No Variation of the Angoff Method

The Yes/No Variation of the Angoff method (Impara and Plake, 1997) entailed using nurses to
examine each item on the test and estimate how a typical borderline “Minimally Competent”
entry-level nurse for whom English is a second language will perform on that item. For the IELTS,
panelists were asked (after a training activity) to conceptualize a specific minimally competent
nurse with whom they had worked or supervised. Keeping this entry-level nurse in mind, they
were directed to indicate, for each item, whether the entry-level nurse they had in mind would
answer the item correctly or not (Right or Wrong). This was done for the multiple-choice, short
answer and completion items the nurses rated. After an initial rating, actual performance data
(proportion answering each item correctly) from a representative sample of over 8,000! IELTS
test takers was provided to the panelists. After seeing the data, the panelists were asked to make a

Test takers in this sample include candidates for professional positions and college admissions in addition to nurse
candidates.
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second estimate of whether the “Minimally Competent” entry-level nurse would answer correctly
or not. The second estimate could be either the same or different from their first estimate. These
data provide a reality check to ensure that expected performance is not set either unrealistically
high or low because the nurse has misjudged how hard or easy the item actually is. The cut score
is based on the second estimate and is calculated by summing, for each panelist, the number of
“Right” items and then averaging those values across the panelists. This value typically represents
the lower boundary of the recommended cut score range. This method was used for the Listening
and Academic Reading Modules of the IELTS for the October 30-31, 2004, workshop.

Overview of Procedures

The procedures describe how each of the standard-setting methods was completed. Analytical
Judgment and Yes/No data were collected after orientation and practice activities during the
standard-setting workshop on October 30-31, 2004. An evaluation of the workshop was also
conducted.

Panelists for the workshop consisted of a panel of 27 nurses and one public member. The 27
nurse panelists were selected by NCSBN such that they collectively represented a cross-section
of the nation’s nurses who speak English is a second language or they supervise nurses for whom
English is a second language. The average years of nursing experience for this panel was 15 years
with a range of one to 33 years.

During the workshop, (a) the panelists were told the purpose of the meeting; (b) the test
specifications were reviewed; (c) a process for helping the panelists conceptualize the “Minimally
Competent” entry-level nurse was undertaken; (d) specific training in the item performance
estimation procedure was provided; (e) panelists made their analytical judgments on the
performance assessments; (f) panelists made Yes/No estimates for multiple-choice, short answer
and completion items and (g) panelists evaluated the standard-setting workshop.

Orientation and Training

The workshop began with Barbara Plake describing the importance of the standard-setting task
and discussing the procedures that would take place over the next day and a half. This orientation
included reviewing the content of the panelists’ packets (agenda, table of specifications of the
test, description of student proficiency levels and various forms to be completed). Anne Wendt
from NCSBN discussed with the panelists the expectations for the entry-level nurse in order to
frame the professional requirements for nurses taking the IELTS. After Anne’s discussion, Beryl
Meiron from IELTS discussed the table of specifications for the IELTS with the panelists, informing
them of the structure, content and scoring of the four modules of the exam.

Following the discussion of the Table of Specifications, Plake began the discussion of the
Minimally Competent Candidate (MCC). She used several metaphors to help panelists come to
an understanding of the cut score process and the conceptual underpinnings of identifying the
MCC. The initial training on the conceptualization of the MCC began by dividing the panelists
into four groups of seven, one for each of the four components of the IELTS. The groups were
asked to visualize the specific Minimally Competent Candidate with whom they have interacted,
consider a specific module of the IELTS and describe the aspects of the language concept the
MCC would do well on and those aspects the MCC would find challenging. Panelists were given
approximately 45 minutes to articulate the knowledge, skills and abilities of the MCC relative to
the table of specifications for the test. Once they finished with this process in their small groups,
the overall group was reconvened to consolidate their small group discussions into a uniform
conceptualization of the MCC. The purpose in seeking more refined behavioral descriptions of
the MCC was so that all panelists would have a common understanding of the skills of entry-level
nurses. This consolidated discussion was transcribed and copies were provided to panelists prior
to their operational judgments to use as a reference (see Appendix A).

Once the panelists indicated that they understood the basic structure of the standard-setting
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process, the initial training for the panelists began. At this point, Chad Buckendahl led the training
for the Analytical Judgment and Yes/No methods, practicing the process. Buckendahl engaged the
panelists in activities designed to demonstrate the importance of considering item difficulty when
setting passing scores. These activities provided the panelists with concrete examples of how an
item is structured as well as how the difficulty of the concept may influence performance.

As a practice activity for Yes/No ratings, multiple-choice, short answer and completion items
were included. For each item, panelists indicated a “Right” or a “Wrong” (R or W) for the specific
“Minimally Competent” entry-level nurse they had in mind. An “R” suggested the panelist believed
the entry-level nurse would answer the item correctly and a “W” indicated the panelist believed
the entry-level nurse would answer incorrectly. Panelists were told that variability among the
panel was expected, that MCCs were not expected to all be the same in their ability to answer
questions, so some may be able to respond correctly and others not for a particular item.

The panelists were then provided with actual performance data on each item. The performance
data consisted of the proportion of IELTS test takers? who had answered each item correctly
(called p-values). The practice test consisted of items that had a range in difficulty similar to
the range found in the operational test. After discussion of all practice items, the panelists were
shown the impact of several possible cut scores. The impact data were based on cumulative
percentages that were derived from the sample of IELTS test takers’ performance on these items.
This was followed by more discussion of the test and the task.

Buckendahl continued the practice activity to include an example of the Analytical Judgment
method. Panelists were given 10 “marker” papers across the range of score points that represent
the performance of test takers on Writing Task 2. Panelists then classified the papers into three
categories, “Incompetent”, “Competent” and “Very Competent.” This was the broader classifica-
tion. Panelists were then asked to go back to their “Incompetent” papers and select the one paper
that represented the “best” performance among those papers. They were then asked to go back to
the papers they classified as “Competent” and select the one that represented the “worst” perfor-
mance among those papers. This refined classification produces a distribution of score judgments
around the point of focus for the study, the Minimally Competent Candidate’s performance. After
these broad and refined classifications, panelists were given their individual score judgments
and the average score for the group. This feedback was the same type of information that panel-
ists would receive during the operational rounds. This completed the training.

Operational Ratings

After lunch, the panelists began the operational portion of the standard-setting workshop with
the Listening Module of the International English Language Testing System (IELTS). Copies of
the test and a separate answer key for the multiple-choice, short answer and completion items
were distributed. The Listening Module is an auditory measure of listening comprehension. The
audio portion was played and panelists answered the items as the passages were read aloud.
Once the audio recording was completed, the panelists made their first round Yes/No ratings.
As the panelists made their ratings, their rating forms were collected and the ratings entered
into a computer program designed to compute the cut score. After the panelists completed their
first round of ratings, their rating forms were individually returned and actual performance data
were provided and explained. The actual performance data included item p-values from nearly
8,000 IELTS test takers. Panelists then made their second (final) rating of the 40-item Listening
Module.

The next module completed by the panelists was the Speaking Module of the IELTS. This module
consisted of 15 video-recorded interviews. Panelists viewed the interviews and recorded notes
onto forms unique to each candidate interviewed. The forms facilitated the identification of the
MCC by providing a frame of reference for candidate performance. The panelists selected four

?Test takers in this sample include candidates for professional positions and college admissions, in addition to
nurse candidates.
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interviews (two that were the best of the “Incompetent” and two that were the worst of the
“Competent”) that would form the basis for their recommendation of a passing score for that
module of the assessment. After the panelists completed their first round of selections, their
rating forms were collected and ratings were entered into a computer program. Their rating forms
were returned and their individual mean score and the group mean score were provided and
explained. The panelists then made their second rating of the Speaking Module.

The last module for the first day of the workshop was the Academic Reading Module of the IELTS.
Copies of the test and a separate answer key for the multiple-choice, short answer and completion
items were distributed. The panelists made their first round Yes/No ratings. As the panelists
made their ratings, their rating forms were collected and the ratings entered into a computer
program designed to compute the cut score. After the panelists completed their first round of
ratings, their rating forms were individually returned and actual performance data were provided
and explained. The actual performance data included item p-values from over 12,0003 IELTS test
takers. Panelists then made their second rating of the 40-item Academic Reading Module. This
concluded the activities for Day 1 of the workshop.

Panelists reviewed the Writing Module of the IELTS exam on the second day. The Writing Module
consists of two tasks. A passing score was identified for each of the writing tasks. Panelists were
given a total of 40 papers for Task 1. The panelists selected six papers (three that were the best
of the “Incompetent” and three that were the worst of the “Competent”) that would form the basis
for their recommendation of a passing score for Task 1 of the Writing Module. After the panelists
completed their first round of selections for Task 1, their rating forms were collected and ratings
were entered into a computer program. Their rating forms were returned and their individual
mean score and the group mean score were provided and explained. The panelists then made
their second rating for Task 1 of the Writing Module. For Task 2 panelists were given 30 papers.
The process was repeated and the panelists chose six papers from the Task 2 set. Again, upon
completion of their first round selections, individual mean scores and group mean scores were
shared with the panelists and they made their second round ratings for Task 2. This concluded the
operational portion of the standard-setting workshop.

Evaluation and Conclusion of Workshop

The final activity for the panelists was the completion of an evaluation form. After finishing their
item ratings and evaluation forms, materials were collected. After the evaluations were completed
the workshop was concluded. Certificates of participation were provided to the panelists as
evidence of their participation in the workshop.

Results

Panelists utilized two methods for the four modules of the IELTS. For the Listening and Academic
Reading Modules, the panelists provided Yes/No item performance estimates before and after
being given actual performance data (p-values) and impact data (cumulative percents). For the
Speaking and Academic Writing Modules, the panelists made broad and refined classifications
of examinee performance before and after receiving their individual and group rating data. The
recommended cut scores from each module are shown below.

Listening

The recommended cut score for the Listening Module is based on the Yes/No ratings from the
selected and constructed response items. Providing actual performance data between Rounds 1
and 2 for listening appeared to have little influence on the panelists as the second round cut score
stayed the same. Panelists received their individual ratings and feedback in raw scores, however,
the converted band score is also reported in Table 1.

3Test takers in this sample include candidates for professional positions and college admissions in addition to nurse
candidates.
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Table 1 — Change in cut score mean and standard deviation between Rounds 1 and 2 for the

Listening Module.

Round Cut score Sta|.1dafrd % below Band Score
Deviation
1 29 4.07 67% 6.5
2 29 4.00 67% 6.5

The cut scores and associated ranges within which the final cut score might be set as a result of
using the Yes/No method are shown in Table 2. If the cut score were set at the average final value
across the panel, it would be 29 (SD = 4). The impact of this cut score would be that 67% of the
examinees that took the IELTS Listening Module would be classified as being “Incompetent.”
Note this does not provide specific information on the percent of nursing candidates because
this sample included all examinees. If the cut score were set at one standard deviation below the
average cut score (25) the impact would be that 49.5% of examinees would be classified as being
“Incompetent.”

Table 2 — Listening Round 2 cut score and impact within two standard deviations (cut scores
are rounded to closest half point).

Range Cut Score Impact (% below) Band Score

2 SD Below 21 33.3% 5.5

1 SD Below 25 49.5% 6

Average 29 67.0% 6.5

1SD above 33 83.5% 7.5

2 SD above 37 95.9% 8.5
Reading

The recommended cut score for the Academic Reading Module is based on the Yes/No ratings
from the selected and constructed response items. Impact data may have influenced panelists
between Rounds 1 and 2, as the second round resulted in a lower score mean and a higher standard
deviation. Panelists received their individual ratings and feedback in raw scores, however, the
converted band score is also reported below in Table 3.

Table 3 — Change in cut score mean and standard deviation between Rounds 1 and 2 for the
Academic Reading Module.

Round Cut score Sta'.ld?rd % below Band Score
Deviation
1 26 391 69.6% 6.5
2 24 5.45 62.7% 6.5

The cut scores and associated ranges within which the final cut score might be set as a result
of using the Yes/No method are shown in Table 4. If the cut score were set at the average final
value across the panel, it would be 24 (SD = 5.45). The impact of this cut score would be that
62.7% of the examinees who took the IELTS Academic Reading Module would be classified as
being “Incompetent.” Note: this does not provide specific information on the percent of nursing
candidates because this sample included all examinees. If the cut score were set at one standard
deviation below the average cut score (19) the impact would be that 42.2% of the examinees
would be classified as being “Incompetent.”
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Table 4 — Academic Reading Round 2 cut score and impact within two standard deviations (cut
scores are rounded to closest half point).

Range Cut Score Impact (% below) Band Score
2 SD Below 13 14.6% 5
1 SD Below 19 42.2% 5.5
Average 24 62.7% 6.5
1 SD above 29 78.6%
2 SD above 35 93.4%

Speaking

The recommended cut score using the Analytical Judgment method for the Speaking Module is
shownin Table 5. Panelists were asked to identify two speaking performances that were the worst
of the “Competent” performances and the two best of the “Incompetent” performances. Those
averaged scores resulted in a first round cut score of 5.5 with a standard deviation of 0.7. These
values are represented in band scores. Panelists were given feedback data on their individual cut
score and the mean of the panelists’ cut scores. They were then given the opportunity to change
the performances they identified as the worst of the “Competent” performances and the best
of the “Incompetent” performances. This resulted in the second round cut score of 5.6 with a
standard deviation of 0.67.

Table 5 — Change in cut score mean and standard deviation between Rounds 1 and 2 for the
Speaking Module.

Round Cut score Standard Deviation
1 5.5 0.70
2 5.6 0.67

Table 6 shows the range of results for two standard deviations above and below the recommended
Round 2 cut score.

Table 6 — Speaking Round 2 cut score within two standard deviations (cut scores are rounded
to closest half point).

Range Band Score
2 SD Below 4.5
1SD Below 5.0
Average 5.5
1 SD above 6.5
2 SD above 7.0

Writing

The cut scores using the Analytical Judgment method for the Task 1 Writing Module are shown
in Table 7. Panelists were asked to identify three writing performances that were the worst of
the “Competent” performances and the three best of the “Incompetent” performances. Those

averaged scores resulted in a Round 1 cut score of 5.2 and a standard deviation of 0.53. Panelists
were given feedback data on their individual cut score and the mean of the panelists’ cut scores.
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They were then given the opportunity to change the performances they identified as the worst of
the “Competent” performances and the best of the “Incompetent” performances. This resulted in
the Round 2 cut score of 5.3 with a standard deviation of 0.49.

Table 7 — Change in cut score mean and standard deviation between Rounds 1 and 2 for the

Task 1 Writing Module
Round Cut score Standard Deviation
1 5.2 0.53
2 5.3 0.49

The cut scores using the Analytical Judgment method for the Task 2 Writing Module are shown
in Table 8. Panelists were asked to identify three writing performances that were the worst of
the “Competent” performances and the three best of the “Incompetent” performances. Those
averaged scores resulted in a Round 1 cut score of 5.4 and a standard deviation of 0.34. Panelists
were given feedback data on their individual cut score and the mean of the panelists’ cut scores.
They were then given the opportunity to change the performances they identified as the worst of
the “Competent” performances and the best of the “Incompetent” performances. This resulted in
the Round 2 cut score of 5.4 with a standard deviation of 0.35.

Table 8 — Change in cut score mean and standard deviation between Rounds 1 and 2 for the
Task 2 Writing Module.

Round Cut score Standard Deviation
1 5.4 0.34
2 5.4 0.35

The two scores taken from Task 1 and Task 2 in the Writing Module of the IELTS are combined into
one overall band score. In the computation of the overall band score for writing, the Task 1 band
score is weighted a third and the Task 2 band score has a weight of two-thirds. A conversion grid
has been developed by IELTS to convert the two independent band scores from the writing tasks
into one band score for the Writing Module. For the purpose of this standard-setting workshop,
the final band score was calculated using the panelists’ cut score for each task and multiplying
it by the weighting for each task and summing those scores. The final recommended band scores
are shown in Table 9.

The pooled standard deviation was calculated to determine the amount of error present in
combining the two cut scores for the Writing Module. The pooled standard deviation for each
round is shown in Table 9.

Table 9 — Recommended combined band scores and pooled standard deviation for the Writing

Module.
Round Pooled Standard Deviation Final Band Score
1 0.63 5.3
2 0.60 5.4

Table 10 shows the range of cut score values for the Writing Module that would be consistent with

the results of the standard-setting workshop.
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Table 10 — Writing Module Round 2 band score within two standard deviations (cut scores are
rounded to closest half point).

Range Band Score
2 SD Below 4.0
1SD Below 5.0
Average 5.5
1 SD above 6.0
2 SD above 6.5

Workshop Evaluation

At the conclusion of the Standard-setting Workshop, panelists completed an evaluation form
consisting of six parts. Part 1 focused on the orientation and training; Parts 2 and 3 focused on the
levels of confidence, comfort and length of time for Rounds 1 and 2 of the Analytical Judgments;
Parts 4 and 5 focused on Rounds 1 and 2 of the Yes/No ratings and on the levels of confidence
and comfort in making the performance estimates and on the amount of time allowed to make
the ratings; and Part 6 assessed the overall workshop quality. An open-ended item asking about
recommended changes that might be made to improve the workshop or make future workshops
run more smoothly was also included at the end of Part 6.

Part 1: Training

On a scale ranging from 1-6, where 1 = Very Unsuccessful and 6 = Very Successful, on average,
the panelists rated all components of the training as a 5.1 or higher (Orientation mean = 5.3,
Training on Method mean = 5.2, Description of MCC mean = 5.1, Practice with Method mean = 5.2,
Interpretation of Feedback mean = 5.2 and Overall Training mean = 5.2).

Panelists also rated the adequacy of the time provided for training and orientation. On a 6-point
scale, where 1 = Totally Inadequate and 6 = Totally Adequate, all ratings equaled or exceeded
4.8 (Orientation mean = 5.0, Training on Method mean = 5.0, Description of MCC mean = 4.8,
Practice with Method mean = 5.0, Interpretation of Feedback mean = 5.0 and Overall Training
mean = 5.0).

When asked to rate the amount of time allocated to training, the average rating was 2.0, where a
value of 2 was “The right amount of time was allocated to training.” A value of 1 = too little time
was allocated to training and 3 = too much time was allocated to training. Of the 28 panelists who
responded, five felt that too much time was allocated to training and four felt too little time was
allocated to training.

Part 2: Analytical Judgments

The panelists’ confidence in their ability to provide their Analytical Judgments was a mean of 3.7
on a 4-point scale (1 = Not Confident and 4 = Confident). The average Comfort rating on the 4-
point scale (1=Uncomfortable and 4 = Comfortable) for the Analytical Judgments was 3.8.

The final item in Part 2 asked about the adequacy of time allocated for completing their initial
estimates of group performance. On the 4-point scale (1 = More time needed and 4 = More than
enough time was allotted), the average rating was 2.6.

Part 3: Round 1 Analytic Ratings

The panelists’ confidence in their ability to provide meaningful Analytic ratings in Round 2 was
3.8 (mean) on a 4-point scale (1 = Not Confident and 4 = Confident). The average Comfort rating
on the 4-point scale (1=Not Comfortable and 4= Comfortable) for the Round 2 ratings was 3.8.
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The final item in Part 3 asked about the adequacy of time allocated for making the item ratings.
On the 4-point scale (1 = More time needed and 4 = More than enough time was allotted) the
average rating was 3.0.

Part 4: Round 1 Yes/No Ratings

When asked about their levels of confidence and comfort in making their Round 1 performance
estimates, the mean ratings were both 3.6. The mean for the allocation of time for making the
Round 1 rating was 2.9.

Part 5: Round 2 Yes/No Ratings

Panelists’ mean level of confidence and comfort in making their Round 2 performance estimates
was 3.8. The mean for the allocation of time for making the Round 2 rating was 3.1.

Part 6: Overall Evaluation of the Standard-Setting Workshop

The first item in Part 6 asked about the panelists’ confidence in the cut score that would result
from their Round 2 ratings. The average level of confidence was 3.5 on a 4-point scale (1 = Not
Confident and 4 = Confident). Thus, the average panelist indicated he or she was more than
“Somewhat Confident” about the appropriateness of the passing standard. All but three panelists
rated this item as a 3 or 4. Two questions asked the panelists about the type of data that was
most useful in making their Round 2 ratings. The most useful data were the p-values (n=13) with
impact data being the next most useful (n=5). The least useful were impact data (n=9) and group
discussion (n=8). The final two questions asked panelists to rate the success and coordination of
the workshop (1 = Totally Unsuccessful and 4 = Totally Successful). The average rating for each
of these items was 3.4.

Conclusions and Recommendations

The recommendations presented below for the range of possible values of the cut score for each
module are based on the final results using data from the 28 panelists at the workshop. NCSBN may
wish to consider these modules separately and require candidates to meet a specific cut score for
each module (conjunctive) or they may choose to set a cut score based on a total combined score
across modules that would allow candidates to compensate lower performance on one section
with higher performance on other sections (compensatory). It is a policy decision as to whether
to use a conjunctive or compensatory approach for the final cut score decision. Table 11 presents
the recommended range of cut scores based on this workshop.

Table 11 — Range of recommended values for each IELTS Module.

Module Cut Score (Range)
Listening 6.5 (6.0 - 7.5)
Academic Reading 6.5 (5.5-7.0)
Speaking 5.5 (5.0 - 6.5)
Writing 5.5 (5.0 - 6.0)

Panelists’ evaluation of their experience in the standard-setting workshop was positive. The
panelists indicated confidence in the process used to set a cut score for both the Analytical
Judgment and Round 2 of the Yes/No methods. They felt similarly confident in their overall
estimation of the appropriateness of the passing scores they recommended. These factors lead us
to conclude that selecting cut scores within the range of recommended cut scores for each module
will result in making appropriate classifications of candidates based on the language skills for
being at least minimally competent for entry-level nursing.
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Appendix A

Group Discussion of the Minimally Competent Candidate -
Summary of Group Discussion NCSBN Standard Setting

October 30, 2004

Listening
Easy:
B Face-to-face, where there are a number of nonverbal clues

®  Common terminology

Hard:

®  Nonstandard word usage, jargon, abbreviations

®  Nuances, double negatives, language that is complicated or contextual
Distinguish:

B Fine distinctions among common words that are critical to practice

®  Minimally competent will be able to determine distinctions within context

m Speed of comprehension

Speaking
Easy:
m Verb tense

m  Academically correct English

Hard:
m Using colloquialisms or slang

B Multiple meanings of the same word

m  Culturally correct English usage

Distinguish:

B Appropriate use of jargon or technical language
B Questioning to ascertain understanding

B Sensitivity to the communication message

B Fluency, ability to generate more developed sentences
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Reading

Easy:

®  Nurses notes

®m History/physical record

B Medication list

Hard:
® Doctors’ orders

B Medical/technical words

BE  Reports from consultants

B Diagnostic reports

Distinguish:

® Comprehension, understanding of reading text
B Speed of reading

®  Word recognition

® Medical/technical knowledge

m  Grasp of English grammar

B Familiarity of the context they are asked to comprehend
Writing

Easy:

B Routine documentation within the nursing field

®  Familiar words, context and terminology

Hard:
B Documenting nonroutine words

® Nonroutine tasks, (e.g., patient complaints, legal documentation)
Distinguish:

® Word choice, vocabulary

® Accuracy of the words, spelling

B Communicating and interpreting events (sequencing, organizing)
m  Technically correct grammar

® Relevance, on target

® Translating patients words into relevant text
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Appendix B
Evaluation Comments

Question 17 Other:

Impact data was not always provided.
I find all of the above useful.

I used and weighed all.

Professional judgment.

Impact data and panel information.
Second thought on the topic.

P-values and Impact data.

I was confident about my round one choice; thus, not much changes were made.

Question 18 Other:

There really was no group discussion.
All of them are useful tools.
Weighed all.

Copanelist choice.

Comments:

More time should be allotted given the importance of the decisions being made on the basis
of this workshop.

I salute the staff and organizers of this semi-workshop! Great hardworking! Participants
were all involved and friendly.

First, thanks for the opportunity given me to be here as part of the panel. In the near future,
though I do not know how the panel was drawn — I would suggest that those countries
directly involved should be the majority. In as much as the panel is not supposed to set the
passing standard, they can use the opportunity to communicate on face value the problems
they encountered at their own time. The setting for the workshop should be rotated if
possible —i.e., from place to place to make it more exciting. Everything considered, it was a
wonderful experience - thanks.

While Barbara is wonderful and put information in context, I wish she had given instructions
more quickly. For some members of the group it seemed that longer explanations provided
more time for their minds to wander. I appreciate her cheerful attitude and her patience.
Thank you to everyone who helped organize this standard setting panel for all of their hard
work. Thank you for inviting me. Please contact me when other panels are being organized
[name and e-mail of panelist given].

Everything went through as planned. It was a good experience and nothing needs to be
changed.

Yesterday’s session was too long. The task done was also too much. I hope in the next
standard setting workshop, we will be giving more time. Three days workshop will be better
than one and a half days. All the same I enjoyed the standard setting workshop and looking
forward to future workshops.
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Thank you so much for the opportunity to be a part of these very helpful workshops. I
believe these are helpful in soliciting first hand experiences and set the standard of IELTS
exams.

I was not comfortable with the thought that I have to think or consider the number of test
takers passing the IELTS. I thought more of how difficult it would be for the minimally
competent to pass the IELTS and have a hard time being understood (conversational
English) in the nurses, in my opinion, thus, I was not comfortable thinking about the
minimally competent. I can speak through my own experience how disastrous it will be
dealing with minimally competent English speaking nurses.

The workshop was a very professional — growth for me in my nursing career. Thank you for
choosing me. I feel so honored. Just a note: if you can add more time to all the writing area
[because] I think when we had short time our mean score got closer (medium/maximum).

Intro/Orientation: it was very interesting/helpful to hear from Annie Wendt about specific
impacts on different populations and in specific circumstance. I think there might be
changes in the actual test format (i.e., the first section - rockets) to make the test taking
experience more conducive to assessing the skills you target. Another suggestion is
separating the test questions and answer sheet from the reasoning to alleviate so much back
and forth page turning. Thank you! The facilitators were excellent. I enjoyed the process

- Good Luck.

More information on lounge/expenses. Information on the task (can be send to some extend
before the meeting). Better allocation of time (two equal work days, rather than a long and
half day.)

I felt the reading module should have been done earlier on Day 1 due to lack of focus toward
the end of day. I felt the workshop in it of itself didn’t promote group discussion except for
the group report on Day 1 — possibly due to the fact we were pressed for time or this study
didn’t allow for discussion.

Its an honor to be part of this workshop — thank you.

I think supplying facilitators to guide the minimally competent candidate discussion could
have helped the groups stay on task a bit better. Some panel members had their own
agendas.

I would like to suggest in the future standard setting workshops to give more extra time in
conducting the workshop, because from my point of view, two days is not enough for the
kind of meeting. We need a lot of time to listen, read and understand each topic. Thank you
very much for inviting me in this workshop. It’s a great experience for me.

It would have helped if we were informed of change in agenda (e.g., dismissal at noon
earlier to make changed in flights). Good arrangements otherwise.

It was a good experience for me. I would be interested in future workshops.

Need to go at a slower pace — Add 10-15 minutes to each session of review. I read slower
than most people and felt rushed with the assignments. I usually finished only 5-10 minutes
before the last finishers. This was a great learning experience [thanks] for all your support
in helping make this a great experience!

More explanation of the MCC within the context of nursing needs to be provided —
descriptors such as a new graduate who passes the licensure exam; works in hospitals/long-
term care, etc., would have been more helpful. Anne did a nice job, but facilitators did not
incorporate her information — there was pressure to lower standards on all Round 2s that
showed impact data. Telling us how much time left would have helped pace the work.
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m It has been my pleasure being chosen to be part of this exercise. It did afford me the
opportunity of putting what I learned in the University regarding testing into practice. I
have to make the following recommendations, which I hope will be beneficial in planning
future standard setting workshops.

I strongly believe that [the] people present here today should be used since their
(previous) experiences would be an asset and thus promote understanding and
accomplishments of the tasks expected.

That the location for the conference should be rotated around the USA. In so doing, the
cost of hosting it in another state should be considered (i.e., cost benefit analysis).

Careful selection of participants should always be made so as to get the best result from
all the resources invested in the project.

Once again thank you all for giving me an opportunity to make an input into this project.
I shall make myself available for future assignment even higher than this one.

B Time is use efficiently - very good time management but physically draining.
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Appendix C

Panelists’ Round 2 Data for Each IELTS

Module

Panelists’ Rating for Round 2 Listening

272

Item Number Panelist
11 12 13 14 15 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39

1 (0] 1 1 1 (0] 1 1 (0] 0 1 1 1 1 (0] 1 1 1 1 1 1 0 (0] 1 0 (0] 1 1 1 0.68
P2 N U T I T N N T O N o N N N N N G U O AR (O IO AN (N (NS 0.96
10 N T I T N N T T N N O N N N N G N U A (O I AN (N (NS 1.00
sl 11|11 fofs sl ]r)ofr ]|} ]r]r]1]1 0.93
sli1|1]or|r)r)r]o]|r ||| r|r)o|lr |22 fs sz s]1]z1]1 0.89
61|12 ot s fr e fefarfrfofefrfrfaefefe)]efr]f2r]:1 0.93
7lolo|l1]lo]lo]Jo]Jo]J]o|Jo|Jo|Jo|1]|]1]|]1|o]1]|]1|]1]o]1|loflo]JofJo|lo]Jo|Jo]|o 0.29
gl 1|t s fr s fr e fr e frfarfrfrfofsfe)]r|r]f2r]:1 0.96
9 1 0 1 1 0 1 [0] 1 1 0o 1 1 1 1 0 1 1 1 1 1 0 [0] 1 0 1 1 1 1 0.71
10 1 1 1 1 0 1 1 1 1 1 1 1 1 1 o] 1 1 1 1 1 1 1 1 1 1 1 1 1 0.93
11 1 1 0 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0.93
12 1 1 1 1 0 0 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 [o] 1 1 1 0.82
B3lo|lo|Jo|lo]lo|Jofo]JoJofoflofolofof1|of1|1|of1|o]Jofofo]ofof1]o 0.18
14 0 1 0 1 0 1 1 1 1 0 0 o] 1 [0] 0] 1 1 1 1 1 1 1 1 0 0 1 1 1 0.64
i5]ofl1]l1fo]lofzs2]1fo]lofolr]1]r1]ofloflolr]1]lo]1|o]olo]ofo]1|o]o 0.39
16 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 0.93
17 1 1 1 1 1 0 1 1 1 1 1 1 1 1 0] 1 0 1 1 1 1 1 1 1 1 1 1 1 0.89
18 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 0 1 1 1 1 0] 0 1 0.86
w|lolofo|l1|lo]lof|o]Jofo|lr1]1|o]1lo]o|Jr1]1|o]o|z1]oflo]1|lo]lo|o]ol]f: 0.32
20(fofof1|oflofofo|lofofo]1]o|lo]o]J]o|lo]J]o]J]o|lo]1]o]o]o]o]o]o]o]:1 0.14
21 1 1 0 (0] 0] 1 (0] 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0.82
22 1 1 0 0 1 1 1 1 1 0 1 0 ] 1 0] ] 1 1 1 1 0 (0] 0 1 0 0] 0 0 0.50
23 1 1 0 1 0] 0 (0] 1 1 1 (0] 1 1 1 (0] 1 1 1 1 1 1 1 1 1 1 1 1 1 0.79
24 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 ] 1 1 1 1 1 1 1 1 1 1 1 0 0.89
25 0 0 0 1 0 0 (0] 0 0 0 1 1 0 0 0] 0 1 1 0] 1 0 0 0 0 (0] 0 0 1 0.25
26 0 1 1 1 1 0 0 (0] 1 0 1 (0] 0 1 1 1 1 1 1 1 0 1 1 1 0 0 1 1 0.64
27 1 1 1 1 1 0 1 1 1 1 (0] 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0.89
28 1 0 0 1 0 1 (0] 0] 1 1 0 1 1 1 1 1 1 0 1 1 1 0 1 0 (0] 1 1 0 0.61
29 1 1 1 1 1 1 0 1 1 1 1 1 1 0 0 0] 1 0 1 1 1 1 1 1 (0] 1 1 1 0.79
30 1 1 1 1 1 1 1 1 1 1 1 0 0] 1 0 0 1 0 1 1 1 1 1 1 1 1 1 1 0.82
31 1 1 0 1 (0] 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 0.86
32 1 1 1 1 (0] 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 (0] 1 1 1 0.86
33 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0.96
34 0 0] 1 (0] (0] 1 1 0] 0 1 1 0 0] 0] 1 0 1 1 0] 1 0 0 (o] 0 (0] 0 1 1 0.39
35 1 (0] 0 1 1 1 1 (0] 1 1 1 0 1 1 0 1 1 0 1 1 1 1 1 1 0 1 1 1 0.75
36 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 1 1 1 (0] 0.93
37 (0] (0] 0 1 1 1 (0] (0] 0 0 0 0 0 0 0 0] 1 1 1 1 0 (0] 0 0 (0] 0 0 (0] 0.25
38 (0] 0 1 1 1 0 1 1 1 1 0] 1 1 1 1 1 1 1 1 1 1 1 0 0 (0] 1 0 1 0.71
39 (0] 1 1 (0] (0] 1 (0] 0] 0 0 0] 1 0 (0] 0 0 1 1 0 1 0 0 (o] 0 1 0 1 1 0.36
40 1 1 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 (0] 1 0 (0] 1 1 1 0.82
28.68
panelist'srec | 27 | 29 | 26 | 31 | 21 | 28 | 26 | 26 | 30 | 27 | 29 | 28 | 30 | 29 | 23 | 26 | 38 | 32 | 32 | 40 | 26 | 25 | 30 | 24 | 32 | 28 | 30 | 30 | 28.68

Group Mean 28.68 Group Maximum 40

Group Median 28.5 Standard Deviation 4.00

Group Minimum 21

Sum of Item Averages

Panelists’ Averages
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Panelists’ Rating for Round 2 Academic Reading

Item Number Panelist
1| 1213|115 1718|1920 21|22 |23|24|25|26|27|28|2030]|31|32]33|34]|35]|36]|37]|38]39
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24 0 1 0 (0] (0] 1 (0] (0] 0 0 1 1 0] (0] 0 0] 1 0 0] 1 0 0 0 0 (0] 1 0 (0] 0.25
25 (0] 1 0 1 0] 1 1 1 1 1 1 1 0] 0 0 0] 1 1 0 1 1 0 1 0 1 1 0 1 0.61
26 1 1 1 1 1 1 1 1 1 1 1 1 0] 1 1 1 1 0 1 1 0 1 0 1 1 1 1 1 0.86
27 1 1 0 1 1 0 1 1 1 1 1 0 1 1 1 1 0 1 1 1 1 1 1 0 (0] 1 1 (0] 0.75
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