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Annual Meeting Schedule

Incidentalmeeting rooms are available throughout the week and may bereserved by calling SueDavids at the National
Councilprior to the meeting or via sign-up sheets located at the registtationdesk on-site. Incidentalmeeting rooms will
be allocated on a first-come, first-served basis.

Monday
August 5

7:30 am. - 8:00 a.m.
Registration for Dialogue on Discipline
Grand Foyer

8:00 am. - 5:00 p.m.
Dialogue on Discipline
SalonD, E, F

Tuesday
August 6

8:00 am. - 9:00 a.m.
11:30 am.• 5:00 p.m.
Registration
Grand Foyer

8:30 am. - 11:30 a.m.
Executive Officers' Networking Session
East Ballroom

11:30 am.• 1:00 p.m.
Luncb Break

1:00 p.m. - 2:30 p.m.
Concurrent EducationaIlResearcb Sessions
- Nurse Delegation in Wasbington State
- Regulation of Unlicensed Assistive Personnel
- The Only Thing That Stays the Same is Change
- Perspectives on Continued Competence, Part I
East Ballroom, Stadium 1-2, 3, 4

2:30 p.m. - 3:00 p.m.
Poster Session
Refreshment Break
Stadium Ballroom Foyer

3:00 p.m. - 4:30 p.m.
Concurrent EducationaIlResearcb Sessions
- One Strike, Two Strikes-Out! How State Boards

of Nursing Handle Relapse
- Regulatory Framework of a Delegation Systems

Model
- RN Competency Assessment: Disturbing Findings
- Perspectives on Continued Competence, Part II
East Ballroom. Stadium 1-2, 3, 4

4:30 p.m. - 5:00 p.m.
Poster Session
Stadium Foyer

5:00 p.m. - 6:30 p.m.
Early Bird Social (cash bar)
SalonA, B, C
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Wednesday
August 7

7:30 am. - 2:00 p.m.
Registration
Grand Foyer

8:00 am. - 9:00 a.m.
Orientation
Stadium 1

9:00 am. - 10:30 a.m.
Networking Groups
- Executive Directors
- Board Members
- Board Staff-Education
- Board Staff-PracticelDiscipline
Stadium 1,2,3,4-5

10:30 am. - 11:00 a.m.
Coffee Break
Stadium Foyer

11:00 am. - 12:00 p.m.
Specia11nter'est Groups (SIGS)
- Chemically Impaired Nurses
- LPNfVN Issues
- Member Board Presidents
- Public Policy Issues
Stadium 1,2,3,4-5

12:00 p.m. -1:30p.m.
Lunch Break

1:30 p.m. - 3:00 p.m.
Guest Speaker
Jay H. Sanders, M.D.
Eminent Scholar of Telemedicine
Medical College of Georgia
"Legal and Regulatory Barriers to Telemedicine's

Implementation"
Grand Ballroom

3: 15 p.m. - 4:30 p.m.
Open Dialogue on APRN Issues
Grand Ballroom

7:00 p.m. - 11:00 p.m.
Science and Sensaround, Maryland Science Museum
Hosted by the Maryland Board ofNursing

National Council ofState Boards ofNursing, 1nc.l1996

8:00 am. - 2:00 p.m.
Registration
Grand Foyer

8:00 am. - 9:00 a.m.
Breakf~twith The Chauncey Group/Sylvan

Prometric
Stadium 1, 2, 3

9:00 am. - 12:00 p.m.
Forums (.)
Grand Ballroom

• Discipline Issues
- Sexual Misconduct
- Advisory OpinionsIRulings
- Complex Discipline

• Chemically Impaired Nurse Issues Study Results

10:15 am. -10: 45 am.
Coffee Break
Grand Foyer

e Unlicensed Assistive Personnel Issues

e Computerized Clinical Simulation Testing

e Nursing Practice and Education Issues
- PN Scope of Practice
- Professional Accountability
- Education Needs Assessment

12:00 p.m. - 1:30 p.m.
Lunch Break

1:30 p.m. - 5:00 p.m.
Forums (e)
Grand Ballroom

• Telecommunications Issues

e Nursing Regulation Issues
- Response to Pew
- Regulatory Models

e Licensure Verification

3:00 p.m. - 3:30 p.m.
Refreshment Break.
Grand Foyer



Thursday
August 8, cont'd

(Forums, cont'd)

• Continued Competence

• Advanced Practice Issues
- CNS Status re: Regulation
- FNP Project
- NP Certification

5:00 p.m. - 6:30 p.m.
Reception (by invitation only)
PastlPresent National Council Board Members

Friday
August 9

8:00 am. - 10:00 a.m.
Registration
Grand Foyer

8:00 am. - 9:00 a.m.
Breakfast with ASIffPC
Stadium 1, 2, 3

9:00 am. - 10:00 a.m.
Delegate Assembly·
Grand Ballroom

10:00 am. -10:30 a.m.
Coffee Break
Grand Foyer

10:30 am. - 12:30 p.m.
Delegate Assembly·
Grand Ballroom

12:30 p.m. - 2:00 p.m.
Area Luncheons
Stadium 1, 2, 3, 4-5

2:00 p.m. - 4:00 p.m.
Candidates' Forum
Grand Ballroom

4:00 p.m. - Eve
Resolutions Committee Meeting
B&:O Railroad Room

Saturday
August 10

7:30 am. - 9:00 a.m.
Registration
Grand Foyer

7:30 am. - 8:30 a.m.
Elections
PalapscolSevem

9:00 am. - 10:30 a.m.
Forums
- Resolutions - New Business
- Board of Directors
Grand Ballroom

10:30 am. - 10:45 a.m.
Coffee Break
Grand Foyer

10:45 am. - 12:15 p.m.
Delegate Assembly·
Grand Ballroom

12:15 p.m. - 1:45 p.m.
Awards Luncheon
Stadium 1-5

2:00 p.m. - 5:00 p.m.
Delegate Assembly·
Grand Ballroom

3

'Business conducted during the Delegate Assembly will be continuous, advancing through the agenda as lime and discussion permits.
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Business Agenda of the 1996 Delegate Assembly

SPECIAL NOTE
Business conducted during the Delegate Assembly will be continuous,

advancing through the agenda as time and discussion permits.

FrldaY,August9
9:00 am-12:30 pm Resource Materia" and Forums

• ()peniDg CerelllOllies _ _ _ •._ __ ()rientationlParliaDlentary Review,
• Inttoductions Wednesday, 8:00 - 9:00 am
- Announcements Forums,

Thursday, 9:00 am - 12:00 pm

• ()pening Reports _ .._ __ Tab 1
- Credentials Committee
- Rules COIIlIDittee Tab 2

• Report of the Committee on NOIDinations _.............................. Tab 3
- Slate of Candidates Tab 3, page 2
- Nominations from Fl()(X"

• President's Address

• <>IIIee:rs' Re ts -.•••• •• _•••.•__•••••.• Tab 4
• Treasurer's Report-Audit Tab 4, page 3

• Replrt of Stall' __ Tab 5
• National Council Administrative Staff & Organization Charts Tab 5, page 9

• Examination Conunittee Report _ ••_ _...................... Tab 6
- Testing Subcommittee Regarding Assessment Tab 6, page 7

Forums,
Thursday, 9:00 - 12:00 pm

• Report ofTest Services _ _. Tab 7
-The Chauncey GroUp/Sylvan Promebic Tab 7, page 1
-The Psychological CorpaationiAssessment Systems, Inc. Tab 7, page 17
- National Board of Medical Examiners Tab 7, page 25

• Financ:e COIIIIDittee Report Tab 8

• Nursing Pradke and Education Committee Report Tab 9
• Complex Discipline Cases Subcommittee Tab 9, page 23
• Continued Competence Subcommittee Tab 9, page 41
• Subcommiuee to Analyze Clinical Experiences Tab 9, page 55

Forums,
Thursday, 9:00 am - 12:00 pm, and
1:30 am - 5:00 pm

National Council ofState Boards ofNursing, Inc./1996



2

Saturday, August 10
10:45 am-12:15 pm
2:00 pm-5:00 pm Resource Materia.s and Forums

• Election of Oflicen " Committee on NomioatioD! M_.•.•...•.......M... Candidates' Forum.
Friday, 2:00 - 4:00 pm
(Elections: 7:30 - 8:30 am.
Saturday, in the Regent Room)

• Board of l>irectors' Report _••M __M ••••••••M •••••••••••••••M ••••••••M •• _ ••••••_. Tab 10

l"cllulbtg Reports ofTask Forces tuUl Focus Groups

Related to Goal I-Licensure and Credentialing
• Advanced Practice Registered Nurse Coordinating Task Force Tab IO-A
• Computerized Clinical Simulation Testing Task Force Tab 10-B
• Licensure Examination Comparison Task Force Tab IO-C
• Licensure Verification Task Force................................................. Tab 10-0
• NCLEXTM Evaluation Task Force Tab 10-E
• Nurse Aide Competency Evaluation Program Task Force Tab IO-F
• Research Advisory Panel............................................................... Tab IO-G
• Unlicensed Assistive Personnel Task Force Tab lO-H

Related to Goal D-Nursing Practice
• Chemically Impaired Nurse Issues Task Force Tab 10-1
• Disciplinary Investigators' Program Task Force Tab 100J
• Nursing Regulation Task Force Tab 100K
• Sexual Miscooducl Focus Group Tab 10-L
• Task Force to Analyze Advisory OpinionslRulings Tab 10-M
• Telecooununications Issues Task Force Tab lO-N

Related to GOIIi IV-Information
• Communications Evaluation Task Force Tab 10-0
• Educational PrograIns Task Force Tab 100P
• Infoonation Services Evaluation Task Foo:e Tab 100Q
• Nurse Information System Task Force Tab 10-R

Related to Goal V-Organization
• Long Range Planning Task Force Tab 10-S
• Special Services Division.... Tab 10-T

Forums,
Thursday, 9:00 am - 12:00 pm, and
1:30 - 5:00 pm

• New Business
• Resolutions Committee Report Tab 11

Forums,
Saturday, 9:00 - 10:30 am

• Adjournment

National Council ofState Boards ofNursing, Inc.l1996
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Standing Rules of the Delegate Assembly

1. Procedu....

A. The Credentials Committee, directly after the opening ceremonies of the first business meeting, shall report
thenumba'ofdelegates andalternates registeredas presentwith propercredentials, and thenumberofdelegate
votes present. The committee sball make a supplementary report after the opening exercises at the beginning
of each day that business continues.

B. Upon registtation:

1. Each delegate and alternate shall receive a badge which must be worn at all meetings.

2. Each delegate shall receive the appropriate number of voting cards. Delegatesauthorized to cast one vote
sball 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. A member registered as an alternate may, upon proper clearance of the Credentials Committee, be transferred
from alternate to delegate. The initial delegate may resume delegate status upon clearance by the Credentials
Committee.

D. Members shall be in their seats at least five minutes before the scheduled meeting time. Delegates shall sit
in the section reserved for them.

E. There shall be no smoking in the meeting rooms.

F. The BoardofDirectors may place reports on the consent agenda that do not contain recommendations and can
be considered received without discussion. An item will be removed from the consent agenda at the request
of any delegate. All items remaining on the consent agenda will be considered received without a vote.

2. Motion.

A. The Board of Directors, National Council Committees, and delegates representing Member Boards shall be
entitled to make motions. Motions proposed by the Board ofDirectors orNational CouncilCommittees shall
be presented by the board or committee directly to the Delegate Assembly.

B. Motions andresolutions submittedprior toFriday, August9, at 2:00 p.m., shall be reviewed by the Resolutions
Committee according to its Operating Policies and Procedures. Motions and resolutions submitted after the
deadline shall be submitted directly to the Delegate Assembly during New Business. All motions and
resolutions so submitted will be presentedwith written analysis ofconsistency with National Council mission,
goals, and objectives; assessment of fiscal impact; and potential legal implications. The Resolutions
Committee will meet on Friday, August 9, at 4:00 p.m., with the motion maker(s).

C. The Resolutions Committee shall prepare suitable motions to carry into effect resolutions referred to it, and
shall submit to the Delegate Assembly, with a fiscal impact statement, these and all other motions referred to
the committee.

D. All motions and amendments shall be in writing on triplicate motion paper signed by the maker and shall be
sent to the chair prior to being placed before the Delegate Assembly.

3. Debate

A. Any representative of a Member Board wishing to speak shall go to a microphone.

National Council ofState Boards ofNursing, Inc.ll996
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B. Upon recognition by the chair, tbe speaker sball state hislber name and Member Board.

C. Members aDd employees of Member Boards may speak only after all delegates who wish to speak on tbe
motion have spoken. Guests may be recognized by tbe chair to speak after all delegates, members and
employees of Member Boards wishing to speak, have spoken.

D. No person may speak in debate more than twice on tbe same question on tbe same day, or longer than four
minutes per speech, witbout permission of tbe Delegate Assembly, granted by a ~ority vote witbout debate.

E. A red card raised at the 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.

F. A timekeeper will signal witb a red card when the speaker bas one minute remaining, and a buzzer will sound
when tbe allotted time bas expired.

4. Nominations and Elections

A. A delegate making a nomination from tbe floor shall be permitted two minutes to give tbe qualifications of
tbe nominee and to indicate that written consent of the nominee and a written statementofqualifications have
been forwarded to the Committee on Nominations. Seconding speeches shall not be permitted.

B. Electioneering for candidates is prohibited in tbe vicinity of tbe polling place.

C. The voting strengtb for tbe election is determined by tbose registered by 8:30 a.m. on tbe day of tbe election.

D. Election for officers and members of the Committeeon Nominations shall beheld Saturday, August 10, 1996,
from 7:30 a.m.-8:30 a.m.

E. If no candidate receives the required vote for an office and repeated balloting is required, the president shall
announce the time for repeated balloting immediately after tbe original vote is announced.

National Council ofState Boards ofNursing, Inc.l1996
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Summary of Recommendations
to the 1996 Delegate Assembly

Toprovidean overview, the recommendations tobepresented tome 1996Delegate Assembly forconsideration are listed
below. 1beserecommendations were receivedbyMay 8. 1996. the deadUne for publication in the 1996BookOfReports.
Additional recoounendalions may be considered during the 1996 Amlual Meeting.

Committee on Nominations
1. Adoption of the 1996 Slate of Candidates.

Treasurer
1. That the auditor's report for October 1, 1994, through September 30. 1995. be approved as presented.

Testing Subcommittee Regarding Assessment
1. That the term used to categorize assessment-related activities performed by LPNNNs be 'data collection.' The

term data collection is defined as: 100 LPNNN collects information, observes the client, records and reports to
the appropriate person (e.g., registered nurse, pbysician) signs and symptomS and other pertinent data whicb may
indicate lbat theclient's condition deviates from normal andJortbat lhere is a change in theclient's condition. LPNI
VNs contribute to the assessmentofclients througb datacollection. The term 'contribute to' denotes an active role
on the part of the LPNIVN based on the LPNNN's knowledge, skills and abilities.

Nursing Practice and Education Committee
1. That the definition of competence, standards for competence and position statement regarding competence

developed by theContinued CompetenceSubcommittee beadoptedas a position of the National Council. (See the
report in Tab 9, page 41.)

Board of Directors
1. That the recommended revised mission statementof the National Council. as presented, be forwarded to the 1996

Delegate Assembly for adoption.

The mission of the National Council ofState Boards ofNursing is to advance the safe and effective practice of
nursing in the interest ofprotecting the public's health and welfare.

2. That the Delegate Assembly authorize the Board of Directors to give f'mal approval of the Family Nurse
Practitioner Curriculmn Guidelines and Regulatory Criteria for Evaluating Family Nurse Practitioners (fNPs)
Applying for Presaiptive Authority and. with prior opportunity for review and comment by Member Boards,
indicate organizational support as a model for use by Member Boards.

3. That the Delegate Assembly approve the National Council response to the Pew Health Professions Taskforce on
Health Care Workforce Regulation report, Reforming Health Care Workforce Regulation. (See Nursing
Regulation Task Force report bebind Tab 100K.)

National Council ofState Boards ofNursing, /nc.l1996
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Report of the Committee on Nominations
Committee Members
Harriet Johnson. NJ. Area IV. Chair
Louise Dean, AK, Area I
Bobbie Johnson, GA-PN, Area TIl
Dorothy Zook, KS. Area n

Staff
Christopher T. Handzlik. Integrated Media Manager

R.latlonshlp to Organization Plan
Goal V ....•.......... Implement an organizational structure that uses human and fiscal resources efficiently.
Objective C Maintain a system of governance that facilitates leadersbip and decision making.

Recommendatlon(s)
No recommendations.

Highlights of Activities

• Preparation of Slate
By the February 16. 1996, deadline, a total of 13 individuals bad submitted completed nomination fmms for
consideration for the 1996 Slate of Candidates. The committee extended the deadline to allow for additional
nominations to be submitted. The committee fmalized the slate by telephone on April 16, 1996. The list of slated
candidates was published in the April 19, 1996, Newsleaer. Full biographical information for each candidate was
published in the May 17, 1996, Newsleaer in addition to being included within this report.

• Exploration of Promotional PossibUity
The committee investigated the possibility of producing a video for the purpose of increasing nominations for
National Council office by communicating the roles of the BoardofDirectors and the Committee on Nominations
to members and staffof Member Boards. Because of the expense involved in contracting with a video production
studio for such a project, in-housevideoproduction possibilities were explored. An initial targetdate for therelease
of the video is Fall 1997.

Meeting Oat••
• October 30, 1995
• March 18-19, 1996
• April 16, 1996, telephone poll

Recommendation(s)
No recommendations.
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Slate of Candidates
The fo~lowing is an overview of the slate developed and adopted by the Committee on Nominations. More-detailed
information on each candidate is provided in the subsequent pages of this report. This detailed information is taken
directly from candidates' nomination forms. Eacb candidate will have an opportunity to expand on this infonnation
during the Candidates' Forum. scheduled to be beld Friday. August 9. 1996, from 2:00 p.m. to 4:00 p.m.

President
Thomas A. NeUJDaI11l ,Wisconsin Area II
Toma A. Nisbet WyOlDing Area I

Vice-President
Roselyn Holloway Texas-RN Area III
Margaret Howard New Jersey Area IV

Treasurer
William F. Greiner New York '" Area IV
Charlene Kelly Nebraska Area II

Director-at-Large (two positions)
Leona Beezley Kansas , Area II
Gregory Howard Alabama Area III
Laura Poe Utah Area I
Anna F. Yoder Massacbusetts Area IV

Committee on Nominations
Alu..I
Louise ])ean Alaska
Helen Zsohar Utah

Area U
Margaret M. Kotek Minnesota
I>orotby Zook Kansas

AreaW
Mattie L. Caldwell Louisiana-RN
Billie R. Rozell Alabama

Area IV
Ronald S. Ellis New York
Deborah J. Feldman Maryland

National Council o/State Boards a/Nursing, Inc.l1996
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DETAll..ED INFORMATION, as taken directly from nomination forms and organized $ follows:
1. Name, Jurisdiction, Area
2. Present board position, board name
3. Present employer
4. Educational preparation
5. Offices held or committee membership, including National Council activity
6. Professional organizations
7. Date of term expiration and eligibility for reappointment
8. Personal statement

President
1. Thomas A. Neumann, Wisconsin, Area n

2. Administrative Officer, Wisconsin Department of Regulation and Licensing

3. Wisconsin Department of Regulation and Licensing

4. University of Minnesota, Nursing, MS, 1982
University of Wisconsin-Madison, Nursing, BS, 1977
University of Wisconsin-Madison, Education, BS, 1972

5. National Council
Board ofDirectors, Vice-President, 1994-1996
Board of Directors, Area II Director, 1992-1994
Nursing Practice and Education Committee, Chair, 1989-1992
Nursing Practice and Education Committee, 1988-1992
Delegate, 1986-1992
Resolutions Committee, 1988

Wisconsin Governor's Nursing Education Coordinating Council, 1989-1991
Wisconsin Board of Nursing

Education and Licensure Committee, 1986-present
Practice Committee, 1986-present

6. Minnesota League for Nursing (past member)
National League for Nursing (p$t member)
Pbi Kappa Phi Honor Society
Sigma 1beta Tau International Honor Society of Nursing

7. Date of expiratioo of term: (NA)
Eligible for reappointment (NA)

8. This is my tenth yearofinvolvementand commitment with the NationalCouncil. I served on the BoardofDirectors
for thepast four years and feel thatI havea solid, workable understandingofthe organization as a whole. Therefore,
I feel able to provide competent leadership in meeting Member Board needs according to the Organization Plan.
While collaboration with other organizations is essential, the National Council must maintain its unique regulatory
focus and respond to the related needs of its Member Boards.

I believe priorities are providing assistance to Member Boards in responding to the Pew recommendations and
addressing the myriad of issues constantly before them regarding health care reengineering, redesign and reform.
These include testing forentry-level and continuedcompetence, advancednursing practice,delegation, overlapping
scopes of practice, and survival in a rapidly changing world of regulation.

National Council ofState Boards ofNursing, lnc/J996
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President
1. Toma A. Nisbet, Wyoming, Area I

2. Executive Director, Wyoming Board of Nursing

3. Wyoming Board of Nursing

4. Northern lllinois University, Nursing-Public Health and Administtation, MS, 1973
Northern Dlinois University, Nursing, BSN, 1969
St. Mark's Hospital School of Nursing, Nursing, Diploma, 1967

5. National Council
Delegate, 1988-1996
Education Program Task Force, 1994-1996
E:w.:amination Committee-Alternate, 1994-1996
Administration of Examination Committee, 1990-1994
Committee on Nominations, 1991-1992

Greater Rockford Chapter for National SIDS
Board of DireclOrs, 1979-1985

Illinois Public Health Association
Resolutions and Program Committees, Vice-Chair, 1982-1983

Wyoming Board of Nursing Home Administration
Vice-Chairman, 1990-1996
SecrebUy, 1988-1989

Wyoming's Long Term Care Task Force
Member and Chief Staffer, 1987-1988

YWCA-Rockford, IT..
Board of Directors, 1984-1985

6. American Nurses Association
American Public Health Association
Wyoming Commission on Nursing and Nursing Education
Wyoming Organization of Nurse Executives
Wyoming Advanced Practitioners of Nursing Organization
ZONTA

7. Date of expiration of term: (NA)
Eligible for reappoinbIlent: (NA)

8. First, my experiences in practice, education, consultation, administration and regulation have prepared me to be
an effective delegate, committee member, and consensus builder within the National Council structure.

Second. those roles. my pragmatism, my humor. and your guidance will assist me in navigating the ''paradigm
shoves" that face nursing regulation and professional practice, if selected as your President.

Last, I am honored that my name bas been placed on the ballot for President of the National Council. I am also
pleased that you have a slate of qualified and committed candidates from which to make your selection. Thank
you for this opportunity.

National Council ojState Boards ojNursing.lnc./1996
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Vlce-P....ldent
1. Roselyn Holloway, TexasoRN, Area m

2. Board Member, Texas Board of Nurse Examiners

3. Methodist Hospital Scbool of Nursing, Lubbock, TX

4. Madonna University - Transcultural Nursing, post graduate bours
University of Texas-EI Paso, Nursing, MSN, 1984
Methodist Hospital School of Nursing, Lubbock, TX, Basic Nursing Diploma, 1980
Huntingdon College, Montgomery, AL, Biology, BA, 1962

5. National Council
Board of Directors, Director-at-Large, 1994-1996

Concepts of Care
Advisory Board (borne health), 1996

Jim Burkenbolder Family Learning Center
Board of Directors, 1994-1996

Texas Nurses Association
Council on Education, 1990-1994
Nominations Committee, District 18, 1991-1992
Fmance Committee, 1991

Transcultural Nursing Society
Treasurer, 1992-1994

6. American Nurses Association
Texas Nurses Association
Transcultural Nursing Society

7. Date of expiration of term: 1/99
Eligible for reappoinbnent: Yes

8. As Vice-President, I will bring to the National Council's Board of Directors experience from having served the
past two years as Director-at-Large. During this time, I have bad many opportunities to not only serve the National
Council. but to become vested in the organization. I envision the role of the Vice-President as one that is clear and
cballenging; one that will bonor the past and prepare for the future by responding to the external strength of the
Membec Boards contributing to the ongoing process of Board business. Big issues certainly challenge the National
Council at this time: reform of health care, determining the policy arenas in wbicb we should be proactive,
achieving intemationalleadersbip and bringing the big picture of the National Council's advocacy role into focus.
Only an informed and proactive board can ensure an organization that will fulfill its mission.

Vlce-P....ident
1. Margaret Howard, New Jersey, Area IV

2. Field Representative, New Jersey Board of Nursing

3. New Jersey Board of Nursing

4. Seton Hall University, Nursing, MSN, 1979
Seton HalI University, Nursing, BSN, 1968
All Souls Hospital, Nursing, Diploma, 1960

National Council o/State Boards o/Nursing, Inc.l1996
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5. National Council
Educational Programs Task Force, Chair, 1994-present
Communications Committee, Member, 1990-1992
Communications Committee, Chair, 1993-1994
Examination Committee, Alternate, 1989-1992

St. Francis Counseling Service
Board of Directors, 1992-present

Seton Hall University
Nursing Alumnae Board of Directors, 1986-1996
University Alumnae Board of Directors, 1990-1992

Sigma Theta Tau
Program Committee, 1984-1986

6. Seton Hall University
College of Nursing Alumni

Sigma Theta Tau, 1980-present

7. Date of expiration of term: (NA)
Eligible for reappointment: (NA)

8. I believe my experience as a practice and education consultant for the board ofnursing for the past 15 years bas
givenme a greatopportunity to be exposed to the regulatory process and to be cognizantof the responsibility boards
have to protect the health, safety and welfare of consumers during this time of rapid health care reform.

My participation as a member and chair of National Council committees has afforded me the opportunity to be
closely involved with the activities of the National Council and the BoardofDirectors. I believe that I could make
a positive contribution to the Board ofDirectors during a time that the National Council will be addressing health
care reform issues that will impact the public.

T.....u...r
1. WiUiam F. Greiner, New York, Area IV

2. Chair, New York State Board of Nursing

3. Hudson River Psychiabic Center, Poughkeepsie, NY

4. Long Island University, Health Care Administration, MPA, 1985
Russell Sage College, Nursing, MS, 1973
University of Bridgeport, Nursing, BS, 1966
Rockland State Hospital School of Nursing, Professional Nursing, Diploma, 1959

5. National Council
Task Force to Identify Core Competencies for Nurse Practitioners, 1994-1995

New York State Board of Nursing
Conduct Committee, current
Licensing and Examination Committee, current
Practice Committee, current

New Yode State Nurses Association
Vice-President, 1984-1986
Director, 1980-1984
Delegate to ANA, 1981-1988, 1994-1995
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6. American Psychiatric Nurses Association
New York State Nurses Association
Nursing Organization Liaison Forum (NYS)
Sigma Theta Tau

7. Date of expiration of term: 8/98
Eligible for reappoinbllent: No

8. I havebeen aneigbt-year, activememberoftbe New Yorlc StateBoardofNursing and am the currentcbair fulfilling
a second term. I am currently participating on two separate State Education Department committees focusing on
disciplinary reform. As a fOllJler principal ofa diploma sdlool ofnursing, a fOllJler director ofnursing, and former
federal grant manager for a mental health nurse practitioner program, fmancial management and experience has
been, and continues to be, a skill advantageous to me. The various recommendations of the Pew Commission,
wbether or not endorsed by National Council, will all have fmancial implications for National Council. I believe
that my professional nursing experience. nursing education experience, six years on the New Yark State Nurses
Association's Board of Directors, National Council Area IV and Delegate Assembly experience, and my role as
board member and chair over eigbt years will assist me in the role of treasurer.

Treasurer
1. Charlene Kelly, Nebraska, Area n

2. Executive Secretary, Nebraska Board of Nursing

3. Nebraska Department of Health. Professional and Occupational Licensure

4. University of Nebraska, Community and Human Resources, PhD, 1986
University of Nebraska, MatemallCbild Nursing, MSN, 1976
University ofNebraska, Nursing. BSN, 1971

5. National Council
Treasurer, 1993-present
Fmance Committee. 1990-present
Resolutions Committee, 1991-1993
Election Committee, 1990
Communications Committee, 1989-1990

Nebraska Nurses Association (District II)
Nominations Committee. 1996

Sigma Theta Tau, Gamma Pi Chapter
President, 1985

6. American Nurses Association
Nebraska Nurses Association
Sigma Theta Tau, Gamma Pi Cbapter

7. Date of expiration of term: (NA)
Eligible for reappoinbllent: (NA)

8. It bas been my pleasure to serve for six years on the Finance Committee, the last three years as treasurer. These
six years bave seen much growth in the National Council in terms of depth and scope ofactivities, numbers ofstaff
and net worth. These have been years of plentiful resources.

Now we see before us the prediction of leaner years ahead. Current projects continue to need substantial funding.
New projects will also require considerable expenditures to bring them to completion. At the same time, wepredict
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a sbrinking candidate pool. Recent efforts by the Finance Committee toward neutralizing the effects of these
predictions have included participation in the development of the Special Services Division (SSD), concracting
with an investtnent advisor, and a small research project to more accurately project the numbers of candidates for
the upcoming years. As treasurer,I will continuemy efforts to promote the financial health ofthe National Council.

Dlrector-at-Large
1. Leona K. Beezley, Kansas, Area II

2. Board Member, Kansas State Board of Nursing

3. Director of Nursing, Neosho County Community College

4. Kansas University, Nursing, MSN, 1990
Kansas State University, Education, MS, 1980
Pittsburg State University, Pittsburg, KS, Nursing, BSN, 1975

5. American Nurses Association-Kansas State Nurses Association, 1967-present
District Secretary-Treasurer
Finance Committee, Chairman
Program and Workshop Committee
Bylaws and Resolutions Committee
Nominating Committee

Sigma Theta Tau, Gamma Upsilon Chapter, 1978-1989
Sigma Theta Tau, Delta Chapter, 1990-present
Kansas Council of ADN Educators

Secretary, 1991-present
Kansas Association of Home Care, 1979-1983

Board Member, President, Vice-President

6. KCAONE
National League for Nursing
Sigma Theta Tau
American Nurses Associatioo
Kansas State Nurses Association

7. Date of expiration of term: 7/99
Eligible for reappoinbIlent: Yes

8. I believe that I can contribute to the achievement of the National Council's goals due to my knowledge base and
18 years' involvement in nursing education. I feel I have good people and communication skills and am aware of
many issues facing nursing education and practice today. I am a leader and decision-maker at my place of
employment Facing tough issues is not something that I avoid. I do require facts, figures and rationale before I
make decisioos.

The Natiooal Council needs to always keep as its maio concern, public safety by being proactive not reactive to
the health care issues. The National Council needs to set standards, so that individual states may use them to help
them deteJDline bow to handle the issues facing them. They also need to keep well informed of the fast-paced
changes occurring as pan of health care reform, including the various "big industry" tactics to control nursing
practice.
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Dlrector-at-Large
1. Gregory Howard, Alabama, Area HI

2. Board Member, Alabama Board of Nursing

3. Tuscaloosa V.A. Medical Center, Tuscaloosa, AI..

4. Shelton Stale Tecbnical School, LPN, 1982
Stillman College, 1965-1967

5. National Council
Committee on Nominations, 1993-1994

Alabama Board of Nursing
Advanced Practice Task Force, 1995-present
Secretary, 1995
Continuing Education Committee, 1991-present
Continuing Education Committee, Chair, 1994-present
Education Committee, 1991-present

Alabama Federation of Licensed Practical Nurses, Inc.
FltSt Vice-President, 1995
Delegate, 1994
Men's Committee, Chair, 1993-1994
Director, 1993
Program Committee, Chair, 1991-1993

Alabama Federation of Licensed Practical Nurses, Inc., Division 10
President. 1996
WayslMeans Committee, 1995
FltSt Vice-President. 1994-1995
Treasurer, 1992-1994

AmeriCorps BAD
Volunleel' to evaluate skills of their workers, 1996

Mystic Krewe of the Druids
Vice-President. 1996

National Federation of Licensed Practical Nurses, Inc.
State Board of Nursing Committee, 1995
Delegate, 1993-1994

Nurses' Day, 1993-1994
Tuscaloosa VA Medical Center

LPN Performance Standards Board, 1993-1996
World AIDS Day Committee, 1995

6. Alabama Federation of Licensed Practical Nurses, Inc.
Alabama Federation of Licensed Practical Nurses, Inc., Division 10
National Federation of Licensed Practical Nurses, Inc.

7. Date of expiration of teIDl: 12/99
Eligible for reappoinbDent: No

8. I am seeking the position of Director-at-Large. As a licensed practical nurse, it is my opinion that I will bring a
unique outlook laced with a variety ofexperiences to the governing body of the National Council. I am aware of
the National Council's mission, which is to promote public policy related to the safe practice of nursing in the
interestofpublic welfare. It is with that mission in mind that I participate in the licensing and regulatory activities
of nursing.
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My experiences of being a board member. a member of my professional organization and on committees with
my job. have provided me the opportunity to develop at a level that will enbance the role of Director-at-Large,
if elected. Knowing the role that National Council plays in the regulatory arena and the prestige of this bOOy,
it would be my honor to serve in the position of Director-at-Large.

Director-et-urge
1. Laura Poe, Utah, Area I

2. Executive Administrator, Utah State Board of Nursing

3. Utah State Board of Nursing

4. Brigham Young University, Nursing Education and Administration, MS, 1988
Brigham Young University. Nursing. BS. 1986

5. National Council
Information Services Evaluation Task Force. 1995-1996
Executive Offacer Orientation Task Force, 1994-1995

Utah State Board of Nursing
Entry into Practice TaskForce. 1985-1986

Utah Nurses AssociationlUtah Board of Nursing
Nurse Practice Act Task Force, 1991-1992

Utah NUrses Association
Government Relations Commiuee. 1984·1995

6. Nursing Leadership Forum
PIli Kappa Phi
Sigma Theta Tau
Utah Nurses Association

7. Date of expiration of term: (NA)
Eligible for reappoinbnenc (NA)

8. My fU'St exposure to the National Council was the 1993 Annual Meeting. I was impressed with how well the
National Council ran. Most impressive was the camaraderie among those in attendance. It dido' t take long to
understand why the National Council was successful. We all share a common bond. the regulation of nursing
practice in the best interest of public welfare.

Issues discussed at that first meeting are those we grapple with today: advanced practice and delegation. As
technology expands and the health care system is reformed, the traditional role of "the nurse" is being challenged,
a challenge that the nursing regulatory community must face. As a member ofthe Board ofDirectors, I will bring
a quick wit and logical mind. I have the knowledge, common sense, and support to get the job done. I support the
goals of the National Council and will continue to work toward their achievement.

Director.8t-Large
1. An... F. Yoder, Massachusetts, Area IV

2. Chair, Massachusetts Board of Registration in Nursing

3. Beth Israel Hospital, Boston, MA

National Council ofState Boards ofNursing, Inc/1996
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4. Boston University, Rehabilitation Nursing, MS, 1972
Elizabethtown College, Post-Nursing Degree Program, BS, 1961
Harrisburg Hospital, Nursing, Diploma, 1959

5. National Council
Area IV Meeting Planning Committee, 1996
NACEP Task Force, 1993-present
Invitational Symposium - Rethinking Licensure and Regulation, 1995

American Nurses Association
Delegate, House of Delegates, 1980-1988, 1993-1995

Massachusem Nurses Association, District 5, Inc.
President, 1987-1991
Board of Directors, 1976-1979

Massachusetts Nurses Association
Council on Professional Nursing Practice, 1976-1983
Council on Professional Nursing Practice, Chait, 1979-1983
Nursing Practice Act Committee, 1983-1985, 1987-1992

Massachusetts Organization ofNurse Executives
Committee on Government Affairs, 1988-present
Committee on Government Affairs, Chait, 1991-1993

6. American Organization of Nurse Executives
Massachusetts Nurses Association
Massachusetts Organization ofNurse Executives
Massachusetts Public Health Association
Sigma Theta Tau, Theta Chapter-at-Large

7. Date of expiration of term: 2/98
Eligible for reappoinbDent: No

8. Throughout my musing career, I bave been a leader and active participant in professional organizations. My
commitment to the mission and goals ofNational Council is an extensionofthat involvement into theareaofpUblic
policy. I bave a broad understanding of the changing health care environment, along with skills in networking,
negotiation and consensus building which are essential to the work of National Council now and into the future.
The National Council plays a vital role in assisting Member Boards to continue their mission ofpublic protection
in an environment clamoring for less regulation and government control. Priorities should include: 1) leadership
in formulating policy which assists Member Boards to ensure public safety by regulating nursing education and
practice in the most rational, effective and cost-efficient way; and 2) collaboration with other regulatory bodies
which license health professionals to avoid duplication and/or conflict in policies aimed at public protection.

Committee on Nominations
AlttI
1. Louise M. De.... Alaska, Area I

2. Chait, Alaska Board of Nursing

3. University of Alaska, Anchorage, AI(

4. Alaska Pacific University, Business Administration, MBA, 1996
Alaska Pacific University, Management, BA, 1990
University of Alaska, Accounting, AAS, 1982
Fairbanlcs, Business Supervision, AAS, 1982
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5. National Council
Committee on Nominations, 1995-1996

Anchorage Community College
InslnJctiooal Programs Criteria Evaluation Committee, 1986
Classified Employees Advisory Council, 1984-1986
Classified Employees Advisory Council, Chair, 1985-1986

University of Alaska
Grievance Council, Technical Assistant. 1996
Selection Review Committee, 1987-1988
Classified Advisory Council, Chair, 1986-1987
Statewide Compensation Management Team, 1986

University of Alaska Statewide Assembly
Ad Hoc Colgate Committee, 1986
Ad Hoc Compensation and Benefits Committee, 1984

6. None

7. Date of expiration of term: 3/98
Eligible for reappoinbDent: No

8. I have had the opportunity to attend four AreaMeetings and threeDelegate Assemblies. I have had the opportunity
to meet individuals from all areas and get an idea for potential nominees. I have several years' experience working
with committeesdealing with regulation and governance. I am currently serving my sixth year on the Alaska Board
of Nursing and my fourth year as chair. I understand group dynamics, communication and the importance of
objectivity.

My current experience with the Committee on Nominations will enable me to contribute to the achievement of the
National Council's goals by working with committee members in objectively providing the delegates with a slate
of candidates who will best serve the respective Areas and the National Council. This will be important as the
National Council deals with UAPs and consumer protection priorities.

Am..l
1. Helen Zsobar, Utah, Area I

2. Board Member, Utah State Board of Nursing

3. University of Utah, Salt Lake City, UT

4. Arizona State University, Education, PhD, 1982
University of Texas, Nursing, MSN, 1971
University of Texas, Nursing, BSN, 1967

5. Utah State Board of Nursing
Education Peer Review, 1987-1991, 1994-present
Probation Peer Review, 1994-present
Chair, 1990-1991

6. American Nurses Association
Sigma Theta Tau

7. Date of expiration of term: 6/99
Eligible for reappoinlment: Yes
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8. I have been active in regulatory issues in Utah since 1987 when I was fll'St appointed to the board ofnursing. My
continuing work with the board reflects a personal and professional commibnent to advance the nursing profession
as a profession which is IlUly accountable to public health, welfare and safety. I would like to reflect that
commibDent at the national level through participation on the Committee on Nominations.

AreaU
1. Margaret Kotek, Minnesota, Area II

2. Board Member, Minnesota Board of Nursing

3. College of St. Catherine, Minneapolis, MN

4. University of North Dakota, Adult Health Nursing, MS, 1992
College of St. Catherine, Nursing, BS, 1968

5. National Council
Licensure Examination Comparison Task Force, 1995-1996

Grand Fodes Technical College
LPN Advisory Committee, 1981-1991

Minnesota Board of Nursing
Education Committee, 1995
Public Policy Committee, 1995

Minnesota Community College
Bush Grant Critical Thinking Interview Process, 1992-present

6. None.

7. Date of expiration of term: 12/99
Eligible for reappointment Yes

8. The Pew Commission has challenged public regulation of health care to be accountable and provide appropriate
standardized regulation that is flexible, effective and efficient. Increased public representation and meaningful
participation on regulatory boards has been recommended to accomplish these reforms.

I wish to be part of the process on the Committee on Nominations to define diverse leadership, both public and
professional that will guide us in identifying and eliminating unnecessary regulatory baniers to safe health care.
I have participated at Area and Annual Meetings, as well as the National Conferenceon Crafting Public Protection
for the 21st Century. This involvement has provided multiple opportunities to observe current leadership and
identify what is necessary for the National Council in the future.

The Committee on Nominations has a major responsibility to find the leaders who will best move the National
Council toward the 21st Century. I believe I am prepared to meet this expectation.

Area II
1. Dorothy Zook, Kansas, Area U

2. Board Member, Kansas State Board of Nursing

3. Office of Dr. Paul Kauffman, Hesston, KS

4. McPherson School of Practical Nursing, 1969
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5. National Council
Committee on Nominations, 1995-1996

Kansas State Board of Nursing
Continuing Education, 1989-1996
Hearing Panel, 1989-1991, 1996
Practice Committee, 1993-1996
Vice-Chair, 1993-1995

Kansas Federation of Licensed Practical Nursing
Fust Vice-President, 1993-1996
Member, 1969-1996
Delegate, 1994

Tri-County LPN Association, 1969-1996
President, 1993-1996

6. Kansas Federation of Licensed Practical Nursing
National Federation of Licensed Practical Nursing

7. Date of expiration of term: 6/97
Eligible for reappoinunent: No

8. As an experienced licensed practical nurse for 27 years, I have been a leader and active participant in professional
organizations. I am aware of National Council's mission and goals which is to promote public safety related to
safe practice of nursing. The National Council plays a vital role in assisting Member Boards to continue their
mission of public protection. My priority is lO help fmd good leadership for National Council by being on the
Committee on Nominations. The issues and priorities: health care reform, both legislatively and institutionally;
delegation to unlicensed personnel, and the role of RNs and LPNs in the health care setting.

AreaW
1. Mattie L. CaldweD, Louisia...·RN, Area m

2. Nursing Consultant for Education, Louisiana State Board of Nursing

3. Louisiana State Board of Nursing

4. University of Southern Mississippi, Adult EducationlResearch, PhD, 1985
University of Texas at Austin, PsycbiatriclMental Health/Education, MSN, 1972
Northwestern State University of Louisiana, Nursing, BSN, 1968

5. Council of Adminisb'alOl'S of Nursing Education
Articulation Committee, Chair, 1991

Lafourche Parisb Council on Aging
Consultant and Provider of Continuing Education, 1987-1989

Louisiana Organization for the Advancement of AD Nursing
Vice-President, 1990-1992

Louisiana State Nurses Association
Continuing Education Committee, 1988-1991
Commission on Nursing Education, Chair, 1989-1991
DNA Delegate for Alexandria, 1988-1989
Convention Program Committee, 1988-1989

New Orleans District Nurses Association
Development and Research Committee, Chair, 1993-1995
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Sigma Theta Tau, Beta Chi Chapter
Chartec President, 1976-1978
Chair, Steering Committee, 1974-1976

Thibodaux DNA
Convention Delegate Board of Directors, 1985-1989
Publicity and Program Committee, Co-Cbair, 1985-1989
Research Conference Group, Secretary, 1988-1989

6. American Nurses Association
Sigma Theta Tau, Beta Chi Chapter

7. Date of expiration of term: (NA)
Eligible for reappoinbDent: (NA)

8. The qualities and skills that I will bring to the Committee on Nominations of the National Council are prior
experiences in nursing education for 20 years, four years of staff experience with the Louisiana State Board of
Nursing(LSBN),andparticipatinginNationalCouncilAreaIDMeetings. AreasofresponsibilitieswiththeLSBN
have included Continuing Education Program Manager and Licensure Consultant, and currently, Education
Consultant. The National Council must take a strong leadership role in addressing the future role of boards of
nursing in ensuring safe and effective nursing care to meet the health needs of the public. The recommendations
of the Pew Commission, as wen as the growth of"for-profit health care delivery systems," will certainly challenge
the National Council and Member Boards. As a member of the Committee on Nominations, I will seek individuals
who can assist the National Council in moving forward and achieving its goals.

ArealD
1. Billie R. Rozell, Alabama, Area DI

2. Board Member, Alabama Board of Nursing

3. The University of Alabama in Huntsville, Huntsville, AL

4. The University of Alabama-Birmingham, Community Health, DSN, 1982
The University of Alabama-Birmingham, Community Health, BSN, MSN, 1973, 1974
St. Mary's School of Nursing, Nursing, Diploma., 1959

5. Alabama Commission on Nursing
President, 1988-1990
Collaboration Committee, Chair, 1985

Alabama Health Care Reform Task Force
Cost Containment Committee, Chair, 1993-present

Alabama Health Professions Council
Charter Member, Board of DirectorslExecutive CounCil. 1989-present

Alabama League for Nursing
Nominating Committee, 1990-1994

Alabama Office of Rural Health
Advisory Board, 1995-present

Alabama State Commission of Public Health
Board member/Chair, 1986-1994
Subcommittee chair. 1993·1994

Alabama State Council on Prevention of Disease and Medical Care
Chair, 1986-1994

American Rural Health Association
Board of Directors. 1985-1987
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Journal of Rural Health
Manuscript Reviewer, 1992·present

National Rmal Health Association
Research Program Steering Committee, 1987

6. Alabama Stale Nurses Association
American Nurses Association
National League for Nursing

7. Date of expiration of term: 3/99
Eligible for reappoinbnent Yes

8. The wortof the Committeeon Nominations is pivotal to achieving the strongest possible National Council. There
are three major areas of qualities and skills that I will bring to the Committee on Nominations: 1) I have been a
member of a national and several stale boards of directors, some with regulatory authority. I understand the
importance of balance and the need for a good "fit" among board members for decision-making; 2) I have served
as chair of a nominating committee and am aware of the many processes and complexities by which individual
qualifications can be assessed; and 3) I have demonstrated at the local, state, and national levels the ability to work
with others to maintain focus on organizational goals. I understand the needs of the Board ofDirectors in making
policy decisions, and want to assist in creating the best possible slate of candidates for 1997.

Area IV
1. Ronald S. Ellis, New York, Area IV

2. Member-at-Large, New York State Board of Nursing

3. Lehman College of C.U.N.Y., Bronx, NY

4. Columbia University, Science Education, EdD, 1973
Columbia University, Science Teaching, MA, 1966
Hunter College-C.uN.Y., Chemistry, BA, 1963

5. National Council
Communications Committee, 1991-1992

National Science Teachers Association
Awards and Recognition, 1986-1988

6. Association for the Education of Teachers in Science
National Science Teachers Association
New York Academy of Science

7. Date of expiration of term: 6100
Eligible for reappoinbnent: No

8. I seeknomination aseitherDirector-at-Largeormember ofthe Committeeon Nominations. I served the New York
State Board of Nursing since July of 1990. I have participated in an average of two to three disciplinary and/or
moral character hearings per month. I served on the Licensure and Examination Committee, the Long Range
Planning Committee, theBylawsCommittee, theNominationsCommitteeandtheProfessional ConductCommittee.
Currently, I am Member-at-Large. I have also served the National Council as a member of the Communications
Committee.
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As a consumermember, I am concerned about who will provide quality health care. Nursing mustprovide a steady
streamofhighly qualifiedprofessionals to meet the need forqualityhealth care in all contexts. The licensing boards
mustbe able to prevent the enaoacbmentofunlicensed personnel upon the practiceofnursing withoutdiminisbing
the qualily of care provided to any patient.

Area IV
1. Deborah J. Feldman, Maryland, Area IV

2. Nursing Education Consultant, Maryland Board of Nursing

3. Maryland Board of Nursing

4. University of Mississippi, Nursing Education and MCH, MN, 1976
Mississq:pi University for Women, Nursing, BSN, 1975
Mississq:pi State College for Women, Nursing, ADN, 1973

5. National Council
NCLEXTM Evaluation Task Force, Chair, 1994-present
Administration of Examination Committee, 1989-1994

Maryland Nurses Association
Cabinet on Education and Practice, 1982-1990

Maryland State
PN-ADN Validation Committee, 1987-present

State of Maryland Governor's Task Force on Valid Criteria, 1985-present

6. American Nurses Association
National League for Nursing
Sigma Theta Tau

7. Date of expiration of term: (NA)
Eligible lor reappoinbDent (NA)

8. This is a lime of great change in nursing and in health care. It is essential that the National Council maintain its
leadership posture and take a proactive position on the many issues affecting the practice and education ofnurses.
In order to do this, we must continue to elect officers who have a vision for the organization's future and the ability
to provide leadership to our geographically diverse membership. My work with the National Council on the
Administration of Examination Committee and as Chair of the NCJ..EXTM Evaluation Task Force bas given me
familiarity with the members ofthe organization and would enableme to be an effective memberof the Committee
on NomiJ~ons.
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Report of the President

Marcia M. Rac....., PhD, RN, President
Executive Director, Mississippi Board of Nursing

As I reflect on the past year's accomplishments and activities, it becomes more and more difficult for me to focus
on anyone event. Rather, I continue to be amazed and overwhelmed by the many projects and issues which have been
addressed within the National Council. It is quite impressive to realize that, in an organization wOOse potential
membership is rather small (61 Member Boards, their board members and stafO, we have over 130 volunteers who are
actively involved in elected or appointed positions and another 120 or so in the volunteer pool who have offered their
commibnent and dedication which permeates our membership-a membership whose primary interest is public
protection. Fortunately, we have a membershipofvolunteers woo representdiversebackgrounds and interests. While
this makes for some interesting and lively discussions, italso assures us that our decisions will be the result of looking
at an issue from all sides and perspectives, and itassists us in being able to divert and remove any self-serving, personal
opinions and replace them with the best interest of the public.

As you read through this Book ofReports, you will fmd the theme ofpUblic protection evidenced throughout each
of the reports. This was no accident. Committees, task forces, and focus groups agonized through many meetings,
conference calls, and reports before reaching a decision they felt was best for our members in their public protection
role. I ask that you read andconsider the reports from that same perspective. It is one on which we cannotcompromise.

Finally, tbanks to each of you for the support, assistance, encouragement and opportunities which you have
provided me during my tenure as President. Dr. Jennifer Bosma and her staff at National Council are an assembly of
the best of the best. They have provided information, expertise, documents, technical support and assistance during
times when I knew I needed help and during times when I should have known. The members of the Board ofDirectors
have tolerated my way ofchairing meetings, have taken their elected positions and responsibilities seriously, and have
represented themembership well. Becauseoftheirparticipation and input, wehavebeenable toannounceeach decision
with confidence, knowing that the issue was thoroughly discussed, consideredand addressed. The BoardMembers and
Staffof the Mississippi Board of Nursing have been extremely supportive of my role with National Council and have
made tremendous adjustments to accommodate it. My assistant, Nancy Herrin, bas helped me keep my life organized
and manageable and I am grateful to her. And finally, my family bas graciously given up much of their time with me
in order for me to participate as I needed. Although I have heard the question "How much longer?" a time or two, I
have never bad a guilt trip left at my feet. My husband, Steve, and my children, Chris and Becky, are truly God's gift
to me and I appreciate their support during the last two years.

National Council ofState Boards ofNursing, Inc.l1996



2

Report of the Vice-President

Tom Neumann, MSN, RN, Vlce-P..sldent
Adml.nlatratlve Officer. Wisconsin Oepertment of Regulldlon end Licenaing

As Vice-President of the National Council of State Boards of Nursing, I participaled in all Board of Directors
meetings and conference calls during this past year. I represented the National Council at the CLEAR Annual Meeting
in San Antonio, Texas, in September 1995.

During National Council Board meetings, I participated in discussions addressing continued monitoring of
computerized adaptive testing (CAT) implementation for the NCLEJ(TM, use of non-U.S. sites for administration of
CAT, certifteation exams for advanced nursing practice, progress regarding CSl' and NIS, recommendations
presented by the Pew Health Professions Commission Taskforce on Health Care Workforce Regulation, and reports
from the variety of committees, subcommittees, task forces, and focus groups. The National Council of State Boards
ofNursing continues to beat the forefront providing leadership in the regulationofnursing through its Member Boards,
the Board of Directors and National Council staff. During the time ahead, it is imperative that we speak with a unified
voice about our mission, purpose and organization plan as we are called upon to respond to challenges regarding the
need for the regulation of nursing as it is currently done in the interest of public protection.

I wish to again sincerely thank all of the board members, staff, and others from the National Council jUrisdictions
who have participated in National Council activities this year, whether on committees, subcommittees, task forces,
focus groups, panels, or in other meetings addressing National Council issues. Your interest and commitment
contribute to the integrity and leadership of the organization.

Thank you for the opponunity to serve you during the past two years as Vice-President on the Board of Directors.
It is always a pleasure to confer with my colleagues in regulation about the challenging, changing issues facing us.

National Council ofState Boards ofNursing, Inc.l1996



3

RepOl1 of the Treasurer

Ch.r..... t~..ly, PhD, RN, T.....ur....nd Ch.lr, Finance Commltt..
Executive :Secnttary, Nebraska Bo.rd of Nursing

Relationship to the Organization Plan
Goal V Foster an organizational environment thatenhances leadership and facilitates decision-making in the

nursing regulatory community.
Objective B Maintain a sound resource management system for National Council.

Recommend.tlon
1. That the auditor's report for October 1, 1994, through September 38, 1995, be approved as presented.

Rstlonll,.
The nudit was completed in December 1995. The auditors found no irregularities in the financial statements

and expn::ssed an unqualified opinion.

The National Council of State Boards of Nursing, Inc., remains financially strong. Revenue h~ continued to
exceed expen(jlitures. The fmancial forecast, based on a projected decline in the number ofcandidates, anticipates that
annual revenUI~may notcontinue to be sufficient to cover anticipated expenses resulting in a need to utilize funds from
the undesignated fund balance.

The National Council is taking steps to protect the financial position of the organization. The National Council
has secured the services of an invesUIlent advisor to maximize our invesbnent income. All groups associated with the
National Coundl have been encouraged to use their budget dollars wisely. Systems have been put in place to find ways
to carry out activities for Member Boards,~ directed by Delegate Assembly, in the most cost effICient methods. And
finally, carefulilssessmentand consideration needs to begiven to the immediate and long-term fiscal effects ofproposed
projects.

During the past year, I attended all meetings and conference calls of the Board of Directors. I also chaired the
Finance Committee.

I would like to thank Tom Vicek and Jennifer Bosma for their assistance and guidance. The information they
provide is invaluable and provides the basis for financially sound decision-making.

National Council ofState Boards ofNursing, Inc.l1996
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National Council of State Boards of Nursing, Inc.
Report of Independent Auditors

Board of Directors
National Council of Stat. Board. of Nursing, Inc.

We have audited the accompanying balance sheets of National Council of State Boards of Nursing, Inc., as of
September 30. 1995 and 1994, and the related statements of revenue and expenses, changes in fund balances, and cash
flows for the years then ended. These financial statements are the responsibility of management of National Council
of State Boards of Nursing, Inc. Our responsibility is to express an opinion on these financial statements based on our
audits.

We conducted our audits in accordance with generally accepted auditing standards. Those standards require that we
plan and perform the audit to obtain reasonable assurance about whether the fmancial statements are free of material
misstatement. An audit includes examining. on a test basis, evidence supporting the amounts and disclosures in the
financial statements. An audit also includes assessing the accounting principles used and significant estimates made
by management, as well as eValuating the overall financial statement presentation. We believe that our audits prOVide
a reasonable basis for our opinion.

In our opinion, the financial statements referred to above present fairly, in all material respects, the financial position
ofNational Council of State Boards ofNursing, Inc., at September 30, 1995 and 1994, the results of its operations and
its cash flows for the years then ended in conformity with generally accepted accounting principles.

Emst & Young LLP
December 8, 1995

Nalioool Council ofSlale Boards ofNursing, Inc.lI996
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Natiol1al Council of State Boards of Nursing, Inc.
Balance Sheets

September 30
1995 1994

$ 83.001 $ 979.443

493.715 831.058

181.530 341.160

398.320 240.894

1.156.566 2.392.555

11,510,839 10.146.747Investments,llt cost

Assets

Current assets:

Cash and cash equivalents

Accounts receivable

Examimltion fees due from Member Boards

Accrued interest. prepaid expenses. and other

Total current assets

Property and t~uipment:

Furniture, fIXtureS, and leasebold improvements

Equipment and computer software

200.559

1,115.061

185,378

840,072

Less: Accumulated depreciation

1.315.620

821,427

1,025,450

581,641

494.193 443.809

$13,161,598 $12.983.111

Liabilities and fund balances
Current liabilities:

Accounts J:8yable

Examination fees due to Member Boards

Accrued salaries and payroll taxes

Total current liabilities

$ 1,420.509

272,297

1,692,806

$ 3.436.238

182,016

223.097

3.841.351

Deferred revenue:

Examination fees collected in advance (net of prepaid

processing tees of $1.715,484 in 1995 and $1,692,120 in 1994) 848.032 831,720

Fund balances:

Unrestticted:

UndesigtUl.ted

Designated

9,361,702

1,259,058

6,500,506

1,790,128

Restricted

10,620,760 8.290.634

19,406

10,620,760 8,310,040

$13,161.598 $12,983,111

See notes to financial statements.

National Council ofState Boards OfNursing. Inc./1996
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National Council of State Boards of Nursing, Inc.
Statements of Revenues and Expenses

Revenue--Unrestricted funds
Examination fees
Less: Cost of development, application, and processing
Net examination fees
Member Board contracts
Communication projects
Annual Meeting
Computerized Adaptive Testing (CAn income
Nurse aide competency evaluation program (NACEP)
InvesbDent income
Net examination fees and other revenue-Unrestricted funds

Program and organizational expenses-Unrestricted funds
Member Board contracts
Communication projects
Annual meeting
Nurse aide competency evaluation program (NACEP)
Job analysis studies and other research
Computerized Adaptive Testing (CAn
Role delineation study
Computerized clinical simulation testing (CST-)
Nurse information system (NIS)
Special services division
Chemically impaired nurses research study
Board meetings and travel
Other committee expenses
Total program and organizational expenses--Unrestricted funds

Administrative expenses-Unrestricted funds
Staff salaries and benefits
Professional fees
Office supplies
Insurance
Rent and utilities
Equipment maintenance and rental
Depreciation
Miscellaneous
Total administtative expenses-Unrestricted funds
Total expenses-Unrestricted funds
Revenue in excess of expenses-Unrestricted funds

Restricted grant revenue
Nurse information system (NIS)
Effectiveness of Disciplinary Action Study

National Council a/Stale Boards o/Nursing, Inc.l1996

Year ended September 30
1995 1994

$17,329,410 $14,484,046
11,886,065 9,807,274
5,443,345 4,676,772

183,000 183,000
141,640 171,850
79,990 63,530

12,429
418,832 428,447
620,821 470,120

6,887,628 6.006,148

1,743 9,755
195.543 151,521
102,573 85,153

15,295 18,226
106,944 65,430

759,947
257 4,151

225,032 260,428
44,453 27,998
89,293
87,957
78,744 93.651

177.354 232,243
1.125,188 1,708,503

$ 2,371,915 $ 2,015,413
230,439 85,766
187,774 198,266
41,240 32,363

234.982 256,801
122,289 85,058
231,338 240,394

12,337 14,165
3,432,314 2,928,226
4,557,502 4,636,729
2,330,126 1,369,419

348,701 62,203
5,506

354,207 62,203



National C:ouncU of State Board. of Nur.ing, Inc.
Stat.....nt. of Revenues and Expen... (continued)

Expensesnlated to restricted I!'ants
Computeriud clinical simulation testing (CST-)
Nurse inforDlation system (NIS)
Effectivenes:l of Disciplinary Action Study

Expenses in c~xcess of revenue-Restricted funds
Revenue in ell.cess of expenses

See notes to j1nancial statements.

368,107
5,506

373,613

(19,406)
$ 2,310,720

1,750
217,165

218,915

(156,712)
$ 1,212,707

7
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Unrestricted Restricted

Designated for Designated for Designated
Computerized Designaled Computerized forNune Designated Designated Computerized Nurse Effectiveness

Adaptive Designated for Worting Designated Clinical Designated Information for Special for Total Clinical information of
Telling For Crisis Capital for Role Simulation for Self- System Services Chemical Unrestricted Sirrmhllion SYilem Disciplinary

Undesignaled (CAT) Mlffit. Reserve Delineation Testing (CSre) Insurance (NlS) Division Dependency Fund Testing (CST-) (HIS) Action Study Total

Fund balance at
October I, 1993 $2,801,952 SI,683,035 S121,836 SI,094,725 SI51,471 S854,992 Sloo,ooo SI13,204 S- S- $6,921,215 SI,750 SI74,368 $- $7,097,333

Tran.fer to Board·
designated funds (963,038) 108,038 600,000 255,000

Transfer to
undesianated funds 2,252,078 (935,517) (\ 21,836) (1,094,725) (100,000)

Revenue in ucess of
(less than) expenses 2,409,514 (747,518) (4,151) (260,428) (27,998) 1,369,419 (1,750) (154,962) 1,212,707

Fund balances at
September 30, 1994 6,500,506 147,320 702,602 85,206 600,000 255,000 8,290,634 19,406 8,310,040

Transeer to Board-
designated eunds (62,983) 62,983

Transrerto
undesignated funds 147,063 (\47,063)

Revenue in excess of
(less than) expenses 2,777,116 (257) (225,030) (44,453) (89,293) (87,957) 2,330,126 (19,406) 2,310,720

Fund balances at
september 30, 1995 S9,361,702 $ • $ - S· S· $540,555 $- $40,753 S5 10,707 $167,043 S10,620,760 $ . $. $. $10,620,760

, See notes fo finarrcia/ statements.

National Council of State Boards of Nursing, Inc.
Statements Of Changes in Fund Balance
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Natioraal Council of State Boards of Nursing, Inc.
Statennents of Cash Flows

Year ended September 30
1995 1994

243,265 240,394

496,973 (887,869)

(157,428) 81,881

(2,015,729) 765,487

(182,016) (54,265)

49,200 (34,395)

16,314 (425,685)

761,299 898,255

Openting .diyities
Revenue in eltcess of expenses

Adjusbnents to reconcile revenue in excess of expenses to net cash
provided by operating activities:

Depreciation

Changes in operating assets and liabilities:

Accourlts receivable and examination fees due from Member Boards
Accrued interest, prepaid expenses, inventories, and other

ACCOUllts payable

Due to Member Boards

Accrued salaries and payroll taxes

Deferred revenue, net
Net cash provided by operating activities

InYesting activities
Net additions 10 property and equipment

Increase in investments, net

Net cash used iln investing activities

Increase (decrease) in cash and cash equivalents

Cash and cash ,equivalents at beginning of year

Cash and cash \~uivalentsat end of year

See notes to jin/ll1Cial SlatemenlS.

$2,310,720

(293,649)

(1,364,092)
(1,657,741)

(896,442)

979.443
$ 83,001

$1,212,707

(93,754)

(634,380)

(728,134)

170,121

809,322

$ 979,443

National Council o/Stare Boards o/Nursing, Inc.l1996
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National Council of State Boards of Nursing, Inc.
Notes to Financial Statements
September 30, 1995 and 1994

1. Orpnization and Operation
National Council of State Boards of Nursing, Inc. (National Council) is a not-for-profit corporation organized under
the stalutes of the Commonwealth of Pennsylvania. 1be primary purpose of the National Council is to serve as a
charitable and educational organization tbrougb which state boards of nursing act on matters of common interest and
concern affecting the public health, safety, and welfare, including the development of licensing examinations in
nursing. The National Council is a tax-exempt organization under Internal Revenue Code Section 501(c)(3).

2. Summary or Sipllkant Accounting Policies
Examination Fee-Examination fees collected in advance, net of processing costs incurred, are deferred and
recognized as revenue at the date of the examination.

Grant Revenue-Resbicted funds are recognized as revenue at the time they are receiVed.
Cash Equivalents-Casb equivalents consist of money market funds.

Services of VoIunteers-Officers, committee members, the Board of Directors, and other nonstaff associates assist
the National Council, without remuneration, in various program and administrative functions. No value bas been
ascribed for such voluntary services.

Pension Plan-The National Council maintains a defined-conbibution pension plan covering all employees wbo
complete six months of employment Coobibutions are based on employee compensation. The National Council's
policy is to fund pension costsaccroed. Pension expensewas $162,513 and $161 ,630for the years ended September 30.
1995 and 1994, respectively.

Property and Equipment-Property and equipment are stated on the basis of cost. Provisions for depreciation are
computed using the straight-line method over the estimated useful lives of the assets.

Investments-InvesUIlents are carried at cost. Investments consist of the following at September 30:

Cost

1995

Market Value Cost

1994

Market Value

U.S.govemmentand

government-backed obligations $ 9,510,839

Certificates of deposit and other $ 2,000,000

$11,510,839

$ 9,443,635

2,000,000

$11,443,635

$ 8,146,141

2,000,000

$10,146,141

$ 8,015,311

2,000,000

$10,015,311

Board-DesignatedFunds-TheBoardofDirectors basdesignated certain funds tobe used for specificprojects. These
projects include the developmentofa role delineation research study, computerized clinical simulation testing (CSTt),
Nurse Information System (NIS), special services division, and chemical dependency study. These funds are reflected
as designated unresbicted funds in the accompanying fmancial statements.

National Council olState Boards o/Nursing, Inc.l1996
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Restricted l~unds-In 1993, the National Council was awarded a restricted grant from the Robert Wood Johnson
Foundation 110 support the establisbment of a national Nurse Information System. The grant, amounting to $530,110
was fully received by the end of fiscal year 1995. Oftlns amount. the National Council has received $175,298 in fiscal
year 1995, $62,203 in flSC8l year 1994, and $292,609 in fiscal year 1993.

In 1995, the National Council was awarded an additional $499,995 from the Robert Wood Johnson Foundation which
will be fully :received by January 31, 1997. Of this amount, the National Council has received $100,726 in fIScal year
1995.

Reclusificalio~ertainamounts in the 1994 fmancial statements have been reclassified to conform to the 1995
presentation.

3. Commitlllents
The National Couocilleases office space under an operating lease arrangement.

FulUre noncancelable rental commitments as of September 30, 1995, are as follows:

1996 ' $242,862
1997 247,721
1998 252,674
1999 257,730
2000 262,882

During fiscal 1990, the National Council entered into a software license and maintenance agreement with lhe National
Board of Medical Examiners. In consideration for lhe provision of this agreement. the National Council is obligated
topayabaseaJiiDualfeeof$50,OOO,subjecttoinflationadjuslments. The National Councilbas tbeoption ofterminating
this agreement provided lhat notice is given 18 months prior to termination.

National Council ofState Boards ofNursing, Inc.l1996
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Report of the Area I Director

Joey Ridenour, MN, RN, A.... I Director
Executive Director, Arizona State Board of Nursing

This has been an exciting rust year representing Area Ion the Board ofDirectors of the National Council of State
Boards of Nursing. I have attended and been active in all the Board of Directors' meetings and conference calls. In
addition, I represented the National Council at the 1995 National Organization for Associate Degree Nursing
Convention (NOADN) Conference in October 1995, and the American Organization of Nurse Executives (AONE)
Annual Meeting in Boston, Massachusetts, April 14-17, 1996.

The 1996 Regulatory Day ofDialogue and Area I Meeting were held in beautiful Santa Fe. New Mexico, on March
28-29, 1996. The topics selected by Area I jurisdiction included:

• Pew Recommendation and Strategies: Dr. Jennifer Bosma shared progress on the Pew Health Commission
Taskforce's 10 recommendations and challenged the attendees to make a difference in influencing the direction
of regulation in the future.

• Delegation and Supervision in the Work Setting: Marilyn Washburn and Ruth Hansten shared that "the hardest
aspect of delegation is clarifying the RN role."

• Computerized Clinical Simulation Testing (CST-): Dr. Debra Brady, Chair of the CST Task Force, discussed the
purpose and concepts of CST and projected timelines of this exciting new tool to evaluate competencies.

• Telecommunications: Lonna Bwress, Cbairof the Telecommunications Task Force, energized and challenged the
participants to "buildbridges" to apply the new technologies available and anticipate their regulatory implications.

• Nursing Regulation Task Force: Libby Lund shared progress on potential models for nursing regulation.

• Licensure Verification Task Force: Susan Woodward shared new and exciting computer programs potentially
accessible to Member Boards via NCNET.

• Continued Competence Task Force: Teresa Bello-Jones provided an update on the definition of competency and
application in the context of protection of the public.

• An afternoon session was designated for an Area I roundtable discussion.

Thanks are extended to the New Mexico BoardofNursing for their gracious hospitality and to California for their
invitation to host the 1997 Area I Meeting.

I want to offer my sincerest thanks and congratulations to Area I Board Members, staff and others who are
providing the way through leadership as we evolve into a "new order" of regulation. We know there is no precedent
for the future, so creating the new system is challenging. I appreciate your continued support.

National Council o/State Boards o/Nursing, Inc.l1996
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Repol1 of the Area II Director

Linda Pet.,rson S8ppanen, PhD, RN, Area II Director
Board Uel1r1ber, Minnesota Board of Nursing

As Area II Director of the National Council of State Boards of Nursing, I was an active participant in Board of
Directors' meetings and conference calls this past year. I represented the National Council at the NLN Council of
Baccalaureate and Higher Degree Programs meeting in Milwaukee, Wisconsin, last fall.

The Regulatory Day of Dialogue and Area II Meeting were held at the Radisson Hotel in Chicago, Illinois, on
March 22-23, 1996. There were about 75 participants with all jurisdictions represented. The Illinois Department of
Professional ReguIation served as a gracious host, sharing a lovely taste of Italian cuisine with our membership on
Friday night. About SO attended an Open House which included various demonstrations and displays at the National
Council office on Friday afternoon.

The Regnlatory Day ofDialogue, titled, "Reform: Regulation for the 21st Century," focused on: 1) a review of the
Pew Health Commission Taskforce recommendations, responses received thus far, and plans for the future; 2) an
analysis of tllose recommendations that mainly apply to nursing, according to individual boards of nursing, other
boards, and National Council of State Boards of Nursing; 3) a discussion of reform activities from a national
perspective; ~lDd 4) an overview of an electronic licensure verification system and communication system. The
discussion adiJressed the question: Do we want a system of licensure where any Area II safe, competent nurse can
practice in allY Area II state? Categories for consideration include initial licensure, renewal of licensure, and
endorsement. Characteristics of such a system were identified along with barriers to the process. This discussion was
carried over into the Area II Meeting the next day.

During th,~ Arean Meeting, reports were presented about National Council committees and staffactivities and by
TheChauncey Group and Sylvan Prometric. Discussion followedeach presentation. Area-specific concerns and issues
primarily focused OIl ways to facilitate initial licensure, renewal, and endorsement for safe, competent nurses within
the Area II jwisdictions. Representatives from three groupings of contiguous states will explore ways to remove
barriers or hw'dles to mobility, will consult with each other, and will report at the Area n meeting in Baltimore,
Maryland, in August 1996. Written reports of the activities of the past year by each Member Board were distributed
to participants

The 1997 Area II Spring Meeting will be hosted by the West Virginia Boards of Nursing in Charleston, West
Virginia, with the South Dakota Board of Nursing hosting in 1998, and the Ohio Board of Nursing hosting in 1999.

I want to dumk all the Area II board members and staff who have participated in National Council activities this
past year. Your efforts make this organization a dynamic and responsive voice in regulatory matters.

Thank: you for the opportunity to serveas Area IIDirector. I appreciate your willingness to share ideas andopinions
with me and your ability to get things done. It continues to be a cballenging, stimulating, and rewarding experience.

National Council o/State Boards o/Nursing,/nc.l1996
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Report of the Area III Director

Nancy K. Durrett, MSN, RN, Area III Director
Executive Director, Virginia Board of Nursing

As Area ill Director of the National Council of State Boards of Nursing, I have participated in all the Board of
Directors' meetings and conference calls. I served as the Board lWsoo to the Long Range Planning Task Force.
Additionally, I represented the National Council at the Citizen Advocacy Center Annual Meeting in San Diego,
California, and at the meeting cosponsored by the Citizen Advocacy Center and the National Council in Wasbington,
D.C.

The Area ill Meeting and Regulatory Day of Dialogue, hosted by the Texas Board of Nurse Examiners and the
Texas Board of Vocational Nurse Examiners, were held on Aprilll-12, 1996, in Austin, Texas. Thanks are extended
to the members and staff of both boards for their gracious hospitality.

The Regulatory Day of Dialogue featured an address by Marcella McKay, Vice-President for Nursing and
Professional Services, Mississippi Hospital Association, former member of the National Council's BoardofDireetors,
who discussed strategies for boards of nursing in the changing health care environment. A panel discussion followed.
The afternoon session included a presentation on the work of the Kentucky BoardofNursing on continued competence.
The planning committee was chaired by Judi Crume, AL, and included Shirley Camp, GA-RN; Ann Ferguson, OK; and
Linda Thomas, KY.

The Area Meeting bad 80 participants with all Area Member Boards represented. A variety of National Council
committees and task forces reported on their work. A discussion of Area-specific issues followed. Written reports of
the activities of the past years by each Member Board were distributed.

The 1997 meeting will be hosted by the Alabama Board of Nursing.

Area III board members and staffcontinue to make significant contributions to the National Council through their
participation in committees, task forces, focus groups and other activities. Area III always has more volunteers than
there are positions to f1l1. Your willingness to volunteer your time and expertise is very much appreciated.

Thank you for the opportunity to serve you as the Area III Director. Please continue to share your ideas and
suggestions with me.

National Council OfState Boards ofNursing, Inc.lI996
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Report of the Area IV Director

Marie T. Hilliard, PhD, RN, Area IV Director
Executive Officer, Connecticut Board of Examiners for Nursing

Representing Area IV on the Board of Directors of the National Council of State Boards of Nursing bas been an
exciting challenge for me. During these months, many of you seem to be experiencing some regulatory upheaval. As
I stated in my report to you last year, we were at a crossroad and difficult choices mustbemade, impacting the public's
health and safety. How fortunate we are that we have the support ofeach other tbrougb the National Council of State
Boards ofNllning. It bas become very evident to me that the challenges that many of us are facing are challenges that
are being replicated from jurisdiction to jurisdiction. That is why it is important for each of us, if at all able through
the support of our jurisdictions, to be present at our Annual Meeting. lbis year's Area IV Meeting provided each of
us with the opportunity to dialogue with all but one of our Member Boards and access the support to handle the
challenges that we face. We are grateful to the Delaware Board ofNursing for its exceptional handling ofour meeting
and to Marie Fisber of the Maine State Board of Nursing for ber very informational Regulatory Day of Dialogue
Program: "l..;'nlicensed Assistive Personnel in Today's Health Care World."

The National Council of State Boards of Nursing remains active in representing our concerns in the national and
intemationaliU'ena. Members of the Board ofDirectors have represented all ofus in an excellent manner at numerous
professional meetings. We were, indeed, fortunate to have the National CounciUCAC Joint Conference, "Crafting
Public Protection for the 21st Century," (Pew Report) in Washington, D.C. The impact of that meeting continues to
be felt. There bave been requests madeofthe National Council to respond to the Pew Report. Wbile our formal response
cannotbe made until after theDelegate Assembly bas approved such a response, I commented on bebalfof the National
Council at tlie National League for Nursing Council of Diploma Programs Annual Meeting in Philadelphia,
Pennsylvania, in May of this year. Also, I represented you at the National League for Nursing Council of Associate
Degree Progrnms and Council ofPractical Nursing Programs Annual Meeting, in April, in Atlanta, Georgia. In the fall
of 1994, I represented you at the Institute ofMedicine in Washington, D.C., at bearings regarding "The Adequacy of
Nurse Staffinl:." This year, a handful of the many persons invited to present testimony at the Institute ofMedicine were
invited for a pre-press release briefing, with opportunity for questions and answers. You will be happy to know that
the National Council was included in that very small group ofpersonsJorganizations invited to attend the briefing. By
now, you sbolliid all have access to the report from the Instiblte ofMedicine. Clearly, our concerns for the inadequacy
of data supporting a move into health care redesign have been justified. I continue to serve on the Researcb Advisory
Panel, as Board ofDirectors liaison. As can be seen from the aforementioned comments on the Institute of Medicine
study, ourneed to respond with factual information, to inquiries impacting the bealthand welfareofthe public, basnever
been greater. To this end, the Researcb Advisory Panel bas a critical role to fulfill, and is well prepared to fulfill it.

I am grateful to all ofyou for allowing me to assist, in the best way that Iam able, in addressing ourcritical mission
as the National Council of State Boards of Nursing.

National Council ofState Boards ofNursing, Inc.!I996



16

Report of the Director-at-Large

ROMlyn Holloway, USN, RN, Dlrector-at-Large
Board Member, Texas Board of Nu.... Examiners

1bank you for the opportunity to serve as one of the Directors-at-Large for the National Council of State Boards
of Nursing for the past year. It has been an honor.

The following is a summary of my year of service:

• Attended all meetings of the Board of Directors at the National Council, Chicago, Illinois.

• Attended the Area III Meeting in Austin, Texas, in April 1996.

• Represented the National Council at Sigma Theta Tau International Biennial Convention in Detroit, Michigan, in
November 1995. 1be five-day convention presented a glimpse of nursing education's future with emphasis on
distance teacbing/learning and also insights into research of leadership in the federal policy areas.

• Represented the National Council at the 20U' Annual Federation ofAssociations of Regulatory Boards in Salt Lake
City, Utah, in February 1996. The theme of the forum was "Regulatory Reform or ReaffumationT' The most
pressing issues in professional regulation were presented in the three-day forum.

• Attended the Nursing Regulation Models Conference at the National Council in Chicago, Illinois, in June 1996,
along with all members of the National Council's Board of Directors.

• Participated on the Board of Directors' Continuing Education Committee for planning offerings to Member
Boards. (National Council's and CAC's jointly sponsored conference regarding the Pew Health Commission
Taskforce recommendations in Washington, D.C., in December 1995.) Also, established the Institute for the
Promotion of Regll1alory Excellence, whose purpose is professional development for Member Boards. The
Institute will develop and offer educational materials and programs in accordance with Member Boards' needs.

I appreciate all of your support for the National Council and your efforts in the workings of the Board serving as
task force members and members ofcommittees. It is your efforts that make the National Council a great organization
of nursing.

It has been an honor to serve on the National Council as Director-at-Large. Thank you.
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Report of the Director-at-Large

Janet Wood-Yanez, LVN, Director-at-Large
Board Member, rexas Board of Vocational Nurse Examiners

Since the 1995 Delegale Assembly, I have participated as Director-at-Large in the following activities:

• Attended the Post-Delegate Assembly Board of Directors' meeting in St. Louis. MO, August 1995.

• Participated in the Board Retreat in Chicago, a, in October 1995.

• Attended the following Board meetings:
October 1995
May 1996
June 1996

• Participated in several conference calls.

• Represented the National Council and Texas Board of Vocational Nurse Examiners at Area ill Meeting, Austin,
TX, April 1996.

• Attended the Nursing Regulation Models Conference in June 1996 in Chicago, a.

• Appointed by the President to a committee to establish continuing education for Member Boards titled, "The
Institute for the Promotion of Regulatory Excellence."

• Represented the National Council at the 46111 Annual Convention of the National Federation ofLicensed Practical
Nurses, Inc., September 1995, in Colorado Springs, CO.

• Represented the National Council at the 55111 Annual Convention of the National Association of Practical Nurse
Education and Services, Inc., April 1996, in Little Rock, AR.

Itbecame evident to me early how all Member Boards, committee and task force volunteers, National Council staff
and members of the Board ofDirectors have a difficult and cba1lenging decision process at hand. Over the past year,
I havealways tried to keep in mind the National Council's mission statement. "To promote public policy related to the
safe and effective practice of nursing in the interest of public welfare" in all Board actions I participated in.

It bas been my extreme pleasure to serve the National Council as one of its Directors-at-Large. I thank you from
the bottom of my heart. It was an experience I will never forget.
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Report of Staff Activities

Jennifer &)Sma, PhD, CAE, Executive Director

In ilS oversight of the affairs of the organization, the Board ofDirectors identifies tactics which wiIllead to
accomplishment ofthemission, goals and objectives oftbe National Council. This report is an accounting ofstaffwork
focusing on Board-assigned tactics for this past year. For ease ofreading, it is organized by program area.

A staff organization chart (Attachment A) accompanies this report. Description of staff responsibilities is
found behind Tab 14, Orientation Manual, in this Book ofReports.

Testing Prcgrams

National COlincU Lieealure ExamiaatioDl (NCLEXTM)
Program Purpose: To provide a legally defensible. psychometrically sound, andprogressive entry-level licensure
examination 'with timely and appropriate information flow; to anticipate Member Board support needs andprovide
appropriate lf~els ofsupport.

Supporling activities:
• Monitored the second year's implementation of computerized adaptive testing (CAT) for the NCLEX to

appmximately 190,000 candidates
• Recruited, screened, and conf"umed the attendance of 144 item writers, 55 item reviewers, and 9 Panel of

Judges members to ltll 24 test development sessions
• Worked with The Chauncey Group to continue publication of the NCLE)(fM Program Repons to over 780

subSClribets
• Workl;:d with The Chauncey Group to implement the new NCLEX-P/{f'M Test Plan
• Worked with the NCLEX Evaluation Task Force to complete the llfSt NCLEX program evaluation

Nune Aide C(lmpetency Evaluation Program (NACEPTM)
Program Purpose: To prOVide a legally defensible, psychometrically sound nurse aide competency evaluation in a
competitive emironment.

Supportin(l activities:
• Began working with1be Psycbological Corporation ('fPC) and Assessment Systems International (ASI), after

their m.erger, to b'aDsition the operational NACEP program testing services to ASI
• Negoti,tded a new long-term contract with TPC/ASI to provide nurse aide testing services
• Worked with TPC and ASI to provide the NACEP to 21 states and territories for the testing of over 56,000

nurse aides, primarily in long-term care
• Sponsored the Seventh Nurse Aide/AssistantConference in Baltimore, Maryland, wbich was attended by state

and federal regulators, educators and others interested in nurse aides/assistants
• Published Insight: Newsletter on Nurse Aides andAssistive Personnel three times annually, with circulation

to over 1,000

Other services:
• Worked with the APRN Task Force to implement the bencbmark process for the nurse practitioner certifying

agencie:. as directed by the 1995 Delegate Assembly

Nursing Practice and Education Programs

Models and POlitioDI
ProgramPurposf': Through information andanalysesprovided. MemberBoards areassistedinpromotingconsistency
in licensing requirements. Information analyses as well as models. other resources and aprocess for evaluating the
usefulness ofvarious documents are provided.
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Supporting activities:
• Participated in the analysis of readership survey response regarding publications related to nursing practice

and education
• Assisted in the design and data analysis of the Functional Abilities Validation Study, and the formulation of

recommendations regarding safe competent practice

Continued Competeo~e

Program Purpose: Development ofrenewaland reinstatementprocesses thatencompass both competency assessment
and strategies to attain/maintain continued competence will assist boards in demonstrating the need for and
effectiveness ofregulation.

Supporting activities:
• Provided staff support for the Continued Competence Subcommittee as it developed resources for use by

Member Boards

Mooitoriag tile Prac:tice Eovirooment
Program Purpose: Changes in the health care environment are the drivingfactors in changes in practice, roles and
education. Monitoring and analyzing the environment, and sharing information are thefirst steps in identification of
the critical issues that will impact nursing regulation.

Supporting activities:
• Participated in the development and implementation of approaches for more timely and effective monitoring

of issues and trends related to the wolk of the National Council
• Monitored nursing practice issues and their impact 00 the regulation of nursing practice

Resources Regardiog Practice
Program Purpose: To provide documents and other resources which provide assistance, support and guidance
regarding the regulation ofnursing practice.

Supporting activities:
• Provided staff support for the Nursing Practice and Education Committee, in their coordination role and their

work related to professional accountability
• Provided staff support for the Task Force on Advisory OpinionsIRulings as it explored approaches for

responding to practice issues

Disciplioe-related Retearell
Program Purpose: Providing information. analyses andstandards regarding the enforcement ofsafe nursingpractice.

Supporting activities:
• Progressed toward completion of the study of discipline effectiveness, funded by HRSA
• Began collection of discipline cases involving sexual misconduct for future research study

Disciplinary Data Baok
Program Purpose: To provide information regardingdisciplinary action taken in otherjurisdictions to assist Member
Boards in identifying individual see/cing the "geographic cure"for licensure difficulties. and to strengthen the safety
net in place to protect the public from unsafe and incompetent professionals. Other discipline resources assist the
boards to attain the necessary balance between allowing individuals to practice a chosen profession and the need to
protect the public from unsafe licensees.

Supporting activities:
• Managed Disciplinary Data Bank (DDB) services
• Obtained authorization from boards of nursing regarding expanded access to selected DDB data
• Explored options for collaboration with the National Practitioner Data Bank to facilitate Member Board

reporting when required
• Provided staff support for the Nursing Investigators Program and the Disciplinary Investigators Task Force
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• Provided staff support for the Complex Discipline Cases Subcommittee and the Sexual Misconduct Task
Force as they developed resources for Member Board use

Monitoring the Edueation Environmeat
Program Pu,rpose: Changes in the health care environment are the drivingfactors in changes in practice, roles and
education. Monitoring and analyzing the environment, and sharing information are thefirst steps in identification of
the critical il1sues that will impact the regulation ofnursing education.

Suppon~ing activities:
• Monitored nursing education issues and trends related to nursing regulation
• Kept Member Boards apprised of problems with identified foreign nursing education programs

Resources RegudiDg Edueation
Program PUlpose: To provide documents and other resources which provide assistance, support and guidance
regarding thE' regulation ofnursing education.

Supporting activities:
• Conducted review of Member Board education roles, compared to Model Nursing Administrative Rules, for

use by the Nursing PJactice and Education Committee
• Conducted survey of users to evaluate the Education Surveyors Modules and found 39 boards responded; 20

have used the Modules; most common usage was staff development; 17 found Modules useful or very useful;
19 did not use modules; 17 indicated they were not needed; six plan to use in future

• Provided staff support for the Subcommittee to Analyze Clinical Experiences
• Explored options for obtaining information regarding accommodations to nursing students while in their

program of study
• Served as member of the National Practitioner Data Bank Executive Committee

Public PoIlc~, Programs

Poliey Analyslis
Program Purpose: Topromote themission oftheNational Councilbyprovidingongoinganalysis ofhealth care, health
care reform. ellvironmental and regulatory issues with primary focus on the impact on Member Boards.

Supporling activities:
• Systelllllltically reviewed state and federallegislalion to identify implications for nursing regulation
• Developed system to monitor health care literature to determine impact of changes in the health care and

technology environments on nursing regulation
• Developed Policy Currents to provide Member Boards with summary of state legislative information
• Developed organizational structure for networking with essential regulatory policy makers
• Facilitated internal pUblic policy team activities to provide evaluation and analysis of regulatory and health

care is:lues

Nuning Reguilitioa
Program Purpose: To develop strategies and resources to support Member Boards in implementing their role
regulating nursing.

Supportin{,1 activities:
• Provi<k:d staff support to Nursing Regulation Task Force which coordinated organizational analysis of and

response to the Pew Health Professions Commission's Taskforce on Health Care Workforce Regulation
• Conducted fllSt national inuaprofessional conference to analyze the impact of these recommendations for

nursing regulation
• Elicited responses from nurses across the country about the "Essence of Nursing"
• Participated in development of strategy to identify and validate regulatory outcomes
• Conducled extensive analysis of all existing models of regulation and identified components as a basis for a

proposed, revised model for nursing regulalion
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NAnAlfrilateral Initiative
Program Purpose: To participate in trilateral collaborative nursing activities related to nursing licensure, regulation
and standards ofpractice.

Supporting activities:
• Based on agreed upon outline, prepared paper with in-depth description of the nursing regulatory system in

the United Stales
• Coordinated trilateral efforts to ensure preparation of comparable papers describing Canadian and Mexican

nursing regulalory systems
• Met with staffof the U.S. Trade Representative's Office and continued to monitor implementation ofNAFTA
• Participated in international conference on Trade Agreements, Higber Education, and the Emergence of

Global Professions: the Quality Dimension

UnHc:ensed Asliltive Personnel
Program Purpose: To provide resources for Member Boards with varying degrees ofresponsibilities for regulating
unlicensed assistive personnel.

Supporting activities:
• Provided staffsupport to Unlicensed Assistive Personnel TaskForce for developmentofpaper on Delegation:

Concepts and Decision Making Process, draft sample curriculum for educating professional nurses and
unlicensed assistive personnel regarding delegation, and draft decision tree for regulation of unlicensed
assistive personnel

• Developed draft current scenarios for use and regulation of unlicensed assistive personnel across the
continuum of care

Telecommunic:ations (Slues
Program Purpose: To provide guidelines on regulatory issues related to jUrisdictional telecommunications practice.

Supporting activities:
• Provided staff support for the Telecommunications Task Force
• Initiated review ofliterature and Internet for information on the use of telecommunications technology in the

provision of nursing care
• Monitored thedevelopments in telecommunications technology and thepotential impacton nursing regulation
• Conducted survey to collect information from Member Boards on the pervasiveness of the practice of nursing

via telecommunications technology in their respective jurisdictions
• Attended conferences relevant to the topicoftelecommunications technologyand thegrowth anddevelopment

of the provision of care via this technology
• Developed Telecommunications Hotline to disseminate to Member Boards pertinent information related to

telecommunications technology

Advanced Nursing Practice
Program Purpose: To identify actual and potential regulatory needs ofMember Boards related to the advanced
practitioner.

Supporting activities:
• Monitored issues related to advanced practice and education
• Provided staff support to APRN Coordinating Task Force, including:
• Reviewed and analyzed the National Association ofNurse Practitioners in Reproductive Health (NANPRH)

Standards of Practice and Education
• Reviewed the National Organization of Nurse Practitioner Faculties (NONPF) Curriculum Guidelines
• Developed and conducted survey to gather information from Member Boards on the regulatory status of the

CNS and potential merging of advanced practice roles
• Conducted literature search on the role of the Clinical Nurse Specialist to identify current educational

preparation and practice pattern of the CNS
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• Participated in development of the benchmarking process for NP Certifying Organizations and in the
negotiation process

Job ADalysh Research
Program Purpose: Support validity arguments for NCLEX-RN. NCLEX-PN, and NACEP.

Suppon'ing activities:
• Completed revision of methodology for performing Registered Nurse job analysis study
• Initiated Registered Nurse job analysis study in May 1996

Chemical DcpeadeDcy Regulatory Research
Program Purpose: To provide Member Boards with data that informsjurisdiction-level policy decisions; to provide
National Council with data that informs development and provision ·ofresources for Member Boards.

Supporting activities:
• PrepU'ed all data collection instruments
• RecCllired a seventh Member Board to obtain their participation/cooperation in the study
• Completed recruitment of subjects from seven jurisdictions
• Initialed six months of data collection activities in November 1995
• Performed data analysis

Family Nunc' Practitioner Pharmacotherapeutics aad Prescriptive Privileges Project
Program Purpose: To develop pharmacotherapeutic curriculum guidelines to promote curricular standardization; to
develop criteria that Member Boards can use to evaluate competence offamily nurse practitioners applying for
prescriptive privileges.

SupportilJg activities:
• Received award on October 1, 1995, of a $249,000 conttaet over 15 months funded jointly by the Division

ofNursing (Bureau ofHealth Professions. Health Resources and Services Administration) and the Agency for
Heald. Care Policy and Research (Health Resources and Services Administration, US Department of Health
and Human Services)

• Subcontracted to the National Organization of Nurse Practitioner Faculties the curriculum development
component

• PrepaJeddraftdocuments for review, for which opportunity for discussionandcritique willbe providedduring
the Na.tional Council's 1996 Annual Meeting

Other services:
• Prepared and disseminated a request for proposals for the performance ofa job analysis study of entry-level

nurse Inctitioners
• Providedconsultativesupport services to committees, task forces, and staffregarding surveydevelopmentand

data 3Ilialysis '
• Performed electronic literature searches for Member Boards and provided consultation regarding research

projects
• PerfORlled data analysis and prepared report summarizing findings of the Organization Plan Objective

Importmce Study; prepared survey tools and protocol for Organization Plan Objective Effectiveness Study
and Tmnd Analysis Study

• Compll:tOO data analysis for the Functional Abilities Study
• Compiled and condensed characteristics ofand indicators ofan effective regulatory system in preparation for

a validntion study
• Assisted in joint planning sessions with the American Academy of Nursing for an invitational meeting,

"Forgin.g the Future Health Care WOIk Force: Regulation, Education & Practice"
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• Represented the National Council at the National Nursing Research Roundtable and the Interagency
Conference on Nursing Statistics

• Provided staff services supporting program development for the conference, "Alternative to License
Discipline Programs for Chemically Impaired Nurses"

Computerized Clillkal Simulatioo TestIDg (CST)e Projeet
Program Purpose: To provide an authentic assessment o/nursing competence.

Supporting activities:
• Collaborated with National Board of Medical Examiners (NBME) in development of the new CST system;

continued development of NIRS@, the database which underlies CST cases; developed a new computer user
intecface; formatted and tested the nursing activity and default client response components of the NIRS;
initiated the entry of four CST cases and scoring keys into the new system

• Formed a CST Coordinating Group which consists of two staff from the Research Services Department and
two staff from the Testing ServicesDepartment to oversee the direction of the CST Project. A major focus this
year has been the refinementofthe CST Researeh Plan inpreparation for review by tbeCSTExtemal Research
Review Panel

• Held a symposium, Nursing Practice in the 21st Century: Rethinking Licensure andRegulation, to elicit from
a group ofnurse visionaries a forecast about the future of nursing that would provide direction in the area of
licensing examinations content

• Held a symposium, Scoring ofPerfo171UlTtCeAssessments, to elicit, from a panel with expertise in performance
assessment scoring and standard setting, information that could be applied to the scoring of CST

Nune Information System (NIS)
Program Purpose: To establish an unduplicated master list 0/all nurse licensees.

Supporting activities:
• Worked with Slrategic Technology Resources (STR) to develop NIS software
• Fmalized data completeness and logical consistency checks that will be used to maintain data integrity within

NIS
• Sent scan forms to 13 Member Boards, with a total number ofover 900,000 active licensees, that have agreed

to use the scan form
• Received and scanned 28,373 scan forms during the period May 1995 through May 1996
• Began task of verifying data integrity of scan flies; band edited over 54,500 records
• Continued to work with Member Boards to encomage participation
• Reviewed all restrictions Member Boards have placed on National Council's release of licensee data in order

to standardize the datarelease rules and COOlpile in a supporting NIS database to form the basis ofthe NIS data
security plan

Communications Programs

Publications and Interorganizational Communications
Program Purpose: To gain national-levelgovemment, private sector and media connections and influence that work
to enhance the image andpublic perception ofthe value ofnursing regulation.

Supporting activities:
• Inttoducedamonthly attachment to the bi-weeklyNewsletter that focuses on health care legislationand related

emerging and current public policy topics, titled Policy Currents
• Published four editions ofIssues, three editionsoflnsight: Newsletter on Nurse Aides andAssistive Personnel,

and a special publication of the proceedings from the jointly sponsored conference witb the Citizen Advocacy
Center, "Crafting Public Protection in the 21st Century: The Role ofNursing Regulation"

• Published, and made available for sale, a number of publications including the NCLEX-PNfM Test Plan,
Guidelines for NCLEX-PNfM Item Writers, an update to The NCLE)[fM Process, and self-study learning
modules for education program site surveyors
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• PuUished a resource packet of information to support Member Board needs when responding to questions
about the Pew Taskforce on Health Care Workforce Regulation report

• Published and coordinated the supply to Sylvan Teclmology Centers ofan exit brochure about the NCLEXTM
thai is given to each candidale following their testing session

• Published a variety of informational brochures for the NCLEXTM and CST- programs
• Produced a video describing the National Council and its purpose, mission and programs for use by Member

Boards and for the purpose of orienting new committee volunteers

Meeting.
Program PUlpose: To provide opportunities for Member Boards to act and counsel together on matters ofcommon
interest rega,·ding the role ofnursing regulation in public protection.

Supporiing activities:
• PIaDned and implemented the meeting logistics for the Annual Meeting, four Regulatory Days of Dialogue,

four Area Meetings, an Advanced Practice Roundtable, and a national nurse aide conference, including the
submission of continuing education units where requested

• Planned and conducted a jointconference on the role ofnursing regulation in the 21st century with the Citizen
Advocacy Center, held in Arlington, Virginia

• Recdved approval from the Alabama Board of Nursing as a continuing education unit (CEU) provider and
developed all related policies and procedures for CEU approval of educational offerings

• Coordinated eight educational sessions and a poster session for the 1995 Annual Meeting; published and
distributed the 1996 Call for Papers to all 1995 meeting attendees and educators nationwide

• CoonJinated communications among National Council volunteers, !ravel agency, corporate botel and office
staff regarding committee meetings

• Negotiated and secured hotel contracts for National Council's 1998 Annual Meeting and 1996 Area Meetings

Information Resources
Program Purpose: To build an information access highway to Member Boards and others who could use the
information for promotion ofsafe and effective nursingpractice and the protection ofthe public.

Supporting activities:
• Developed three World Wide Web sites for use by Member Boards, National Council slaff and the general

public, respectively, and that serve as the foundation of all NCNET services
• Acquired and secured a T1 (high speed) connection to the Internet to facilitate Member Board access to

NCNET services and public access to National Council information and resources
• Electronically scanned National Council documents for inclusion in a comprehensive electronic text search

database available viaNCNET (the name of the service isEDWARD), including Delegate Assembly minutes,
Board of Directors minutes, National Council news releases, every edition of Emerging Issues. concept
papers, position papers, and articles from every edition of Issues

• Developed and presented at all Area Meetings a software prototype for a proposed electronic licensure
verification information system (ELVIS)

• Assigned personal NCNET logins and passwords to the executive officers of each Member Board
• Purchased and installed an optical scanning system to facilitate document storage and enhance document

retrie'fability
• ContillUed refmements to the electronic irregularity reporting (ElR) system and National Council's electronic

disciplinary data bank (DDB)
• Transitiooed to Microsoft Office software products to enhance consistent and efficient work performance at

the National Council office

Other se/vices:
• Responded to requests from 12 MemberB~ for Resource Network services
• Exhibited National Council services at 13 meetings of nursing and regulatory groups
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Governance

!program Purpose: To ensure that boards ofnursing, as "owners" ofthe organization, exert the key leadership and
to ensure that the needs ofthe members are served.

Supporting activities:
• Coordinated liaison meetings with identified organizations (American Association of Colleges of Nursing,

American Nurses Association, American Organization of Nurse Executives, Commission on Graduates of
Foreign Nursing Schools, Division of Nursing, National Association for Practical Nurse Education and
Service, NatiooalFederatiooofLicensedPracticalNurses,NationalLeagueforNursing,NationalOrganization
for Associate Degree Nursing, and Joint Commission on Accreditation of HeaIthcare Organizations)

• According to direction providedby theExecutive OffICers' Network, implemented the fIrSt annual orientation
program for new executive officers

• Provided staff support to the Board of Directors and administrative liaisons to all committees and special
committees

• Provided beginning-of-year all-staff retteat, mid-year updates, and orientation for new employees

Special services Olvlsion (SSO)

Program Purpose: Maintain a sound basis to support the mission andprograms ofthe National Council byproviding
services or products through the Special Services Division.

Supporting activities:
• Submitted business plans for the CertifICation Examination for Practical and Vocational Nurses (CEPN­

L'J'C1ld) and Nursing Educator Worksbops; both plans were reviewed by the CEO and approved for
implementation

• Implemented year-round delivery of the CEPN-LTC through ASI testing centers
• Conducted pilot presentations of Nursing Educator Worlcsbops, in Chicago and Washington, D.C.
• Complied fully with SSD Administrative Guidelines

Executive and Administrative Services

Planning ad Evaluation
Program Purpose: To support the governance of the National Council in identification and accomplishment of
significant ends related to public protection through nursing regulation.

Supporting activities:
• Plannedand implemented a study toobtain National Council membership input regarding the relevance of the

National Council's Mission Statement and the importance of its objectives relative to boards of nursing
performing their functions

• Maintained a cumulative organizational assessment in four major areas: outcomes evaluation, performance
appraisal, structure/documents assessment, andfuture needs assessment; the organizational assessment activities
were augmented for each Board ofDirectors meeting, with a fmal summary produced at the end of the fiscal year

• Provided records of progress toward accomplishment of all FY96 tactics in the Organization Plan for each
meeting of the Board of Directors

• Coordinated short-term planning with the aim of maintaining congruence with the Organization Plan, vision,
and projected availability of resources

• Coordinated long-term planning to ensure focused movement over the next five years

Resource Management
Program PurPose: To maintain soundfinancial and human resource management systemsfor the National Council.

Supporting activities:
• Issued fmancial statements by organization plan objective as well as by responsibility center.
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• Reviewed and revised the National Council's hiring, staff orientation, staff development, and compensation
systems

The staffof the National Council count it a privilege to work with an organization so committed to goals of
safe and effective care for consumers. Working with Member Boards to meet the challenges of our changing
environment is both stimulating and rewarding.

National Council Administrative Staff

Jennifer Bosma, Ph.D., C.A.E Executive Director
Doris Nay, M.A., R.N Associate Executive Director

Anna Bersley, Ph.D., R.N CST Project Director
Jodi Borger NCLEXN Administrative Assistant
Sandra Brooks Administrative Assistant
Valerie Brown, BSN, RN Research Database Coordinator (beginning February

1996)
Delores Caruso Staff Accountant
Nancy Chomick, Ph.D., R.N NCLEXN/SSD Coordinator
Darcy Colby Marketing Assistant (beginning November 1995)
Diane Creal, M.S., R.N Practice & Policy Associate
Susan Davids, C.M.P Meetings Manager
John Ditzel Software Trainerllleip Desk Coordinator
Heather Freise Communications Manager (beginning June 1996)
Ellen Gleason, M.S.I.R., M.S.O.D NACEP Manager
Barbara Halsey, M.B.A. NCLEXN Administration Manager
Christopher T. Handzlik Integrated Media Manager
Carol Hartigan. M.A NCLEXN Contract Manager
Linda Heffelnan, J.D., M.S.N., R.N Nursing Practice and Education Associate
Carolyn Hutcherson, M.S., R.N Senior Policy Analyst
Peggy Iverson NIS Administrative Assistant
Ellen Julian, Ph.D Psychometrician
June Krawczak, Ed.D., R.N CST Project Associate
Philip J. LaForge, M.B.A Marketing Manager
Craig S. Moore, M.S.T.S Network Administrator
Melanie Neal, M.A NIS Project Manager
Bryan M. Newson Software Engineer/Database Manager
Lea Newson Communications Administrative Assistant
Kerry Nowicki Communications Manager (through March 1996)
Vickie Sheets, J.D., R.N Director for Nursing Practice and Education
Ruth Spiro, M.B.A Testing Administrative Coordinator
Thomas Vicek, M.B.A., C.P.A Director of Administrative Services
Ann Watkins Executive Secretary
Anne Wendt, Ph.D., R.N NCLEXN Content Manager
Susan Woodward Director of Communications
Carolyn J. Yocom, Ph.D., R.N., F.A.A.N Director of Research Services
Anthony R. Zara, Ph.D Director of Testing Services
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Report of the Examination Committee

CommlttH Members
Renatta Loquist, SC, Area Ill, Chair
Susan Boone, OH, Area IT
Julie Campbell-Warnock. CA-RN, Area I
Cora Clay, TX-VN, Area m
Constance Connell, AZ, Area I
Belle Cunningham, AK. Area I
Sheila Exsttom, NE, Area IT
Helen Kelley, MA, Area IV
Carol McGuire, KY, Area m
Lynn Norman, AL. Area 1lI
Carol Silveira. MA, Area IV
MileooSow~,NY,AreaIV

Alternate Committee Members
Joan Bouchard, OR, Area I
Sbirley Brekken, MN, Area n
Karen Brumley, CO, Area I
Teofl1a Cruz, GU, Area I
Terry DeMarcay, LA-PN, Area m
Donna Dorsey, MD, Area IV
Faith Fields, AR, Area III
Harriet Jobnson, NJ, Area IV
Toma Nisbet, WY, Area I
Carol Osman, NC, Area III
Cynthia Purvis, SC, Area III
Richard Sbeehan, ME, Area IV
Rosa Lee Weinert, OH, Area II

Staff
Jodi Borg~, NCLEX Administrative Assistant
Barbara Halsey, NCLEX Administration Manager
Carol Hartigan, NCLEX Contract Manager
Ellen Julian, Psychometrician
Anne Wendt, NCLEX Content Manager
Anthony Zara. Director of Testing Services

Relationship to Organizational Plan
Goal I Provide Member Boards with examinations and standards for licensure and eredentialing.
Objective B Provide examinations that are based on current accepted psycbometric principles and legal

considerations.

Recommendatlon(s)
The committee received a report in May 1996 concerning the fmdings of the Subcommittee on PN Assessment.

Because the findings of this subcommittee offered no substantive change to the earlier fmdings of the committee, the
report was endorsed as written.
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Highlights of Activities

• Implementation of New NCLEX·PJ(OA Test PIDn
The committee appointed a Panel of Judges which used the new NCLEX-PNTM Test Plan in its criterion­

referenced staDdard setting process in February 1996. The Board of Directors' adjustment of the PNIVN passing
standard will be implemented with the test plan cbaDge in October 1996. This timeline allows information about
the new PNNN passing standard to be communicated to all relevant individuals and agencies.

Item Development

• Developed and Monitored Polk_ and Procedures
The committee reviewed and monitored the effectiveness of all examination-related policies andprocedures.

Revisions were made in pertinent procedures to retlect processes changed and refined during the second year of
computerized adaptive testing for NCJ...EXTM.

• Conducted Committee Item Review Sessions
L¥tyear, the committee was interested in preserving consistency in the manner in which NCLEX items were

reviewed beforebecoming operational. Each new item and 25 percentofthe base pool are reviewedannually (over
the courseof five meetings). Throughout this year, the committee continued last year's methodology ofreviewing
new items only after they have been tried out and have accompanying statistics. All nurse members of the
committee reviewed the items in one group and all decisions regarding coding or operational defmitions were
made by the entire group. The use ofExamination Committee (EC) Alternates to assist in the item review process
bas been significantly diminished. This item review process has greatly enhanced the consistency of decisions,
but contributes to a heavy item review workload, given the rapid item development rate dictated by the test service
contract.

• Monitored Item Production
The Chauncey Group's item development roll-out plan to meet the goal of three optimal item pools has

increased in urgency. Given the currentrateofnew item production and swvival as well as theattrition rateof items
from the base pool (primarily due to currency), a significant net gain in new NCLEX items bas not been realized.
Toaddress this issue, a six-memberNCLEX Strike Force ofkey test development staff from National Council and
The Chauncey Group was convened. This group is exploring alternative methods for item creation in addition to
the scheduled item development workshops planned for the next year. TbeExamination Committee approved the
pilot testing of several supplemental strategies for item development. As each strategy is phased in through pilot
testing, outcomes will be evaluated on an ongoing basis by the committee.

In addition to increasing the number of traditional item writing sessions held each year, making changes in
the structure of the item writing workshops to increase the time available for writing, and initiating item
development at home by experienced item writers. supplemental strategies of "cloning" of items and expertnurse
item writers developing items from critical incidents submitted by nurses have also been approved. The committee
approved the use of targeted faculty item development worksbops (at least one in each of National Council's
geographic Areas) to increase participation in item development. Following a one-day presentation on item
development. interested individuals who meet the National Council criteria for item writing will have the
opportunity to develop and submit items in a structured setting.

In an attempt to reach more staff nurses, a call for critical incidents from front line nurses is being planned.
Although ajobanalysisswvey is conductedevery tbreeyears, thecommitteehas longbeeninterested indeveloping
a plan to obtain a "snapshot" of the rapid changes in the health care delivery system occurring between formal job
analysis periods. The committee believes that a nationwide call for critical incidents will help to identify changes
in practice, settings and other trends, thus increasing the fidelity of the examination to today's quickly evolving
practice.
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• Evaluated Item DevelopmeDt Process and Progress
The committee evaluated the ETS/Chauncey Group item writing and item review sessions for process and

productivity. From April 1995 through March 1996, RN item writers produced 1,791 items in six workshops. For
thesame timeperiod, a seriesofsix PNsessions werebeld, resulting in 1,564items. FromJune 1995 througbMarch
1996, RN item reviewers approved 1,355 of 1,523 items, resulting in an 89% survival rate. PN item reviewers
approved 1,026 of 1,112 items, resulting in a 92% smvival rate. Committee representatives monitored the item
development sessions when possible in order to provide feedback to The Chauncey Group.

The Examination Committee provides the tiDal review and approval of every item before it is included in a
real pool. From May 1995 tbrougb December 1995, 885 of 1,019 RN items were approved by the EC, resulting
in an 87% survival rate. During the same period, the EC approved 928 of 1,024 PNitems, a 91% survival rate.

The survival rate from the Examination Committee review ofapproximately 25% of the base pool was 80%
for RN items aDd 75% for PN items. The committee receiveda report and timelineon Chauncey's plan for securing
two cmrent updated validations for each base pool item. The Chauncey Group estimates that all RN items will
have two current updated validations within the next 18 months and all PN items will have two current updated
validations within the next year. The committee reviewed a random selection of120item validations for NCLEX­
RN and NCLEX-PN items and noted that tbe validations were accurate and sufficient

To fadlilate the item development process, the committee reviewed and approved revised Guiddines for
NCLEX-RNfM Item Writers and Guidelines for NCLEX-PNfM Item Writers; and approved additions to the
Operational Definitions during tbe item review portion of each committee meeting.

A!> part of its activities, the committee responded to Member Boards' questions and concerns regarding
NCLEX items andexaminations; particularly review ofRNand PNitems that were designated by Member Boards
as inconsistent with state statutes and/or not reflective of entry-level practice. The committee directed The
Chauncey Group to develop a cumulative list of those concepts which were designated as inconsistent with state
statutes.

A subgroup of the committee, the Workgroup on Conceptual Framework, Job AnaJysislTask Slatements and
Test Plan, was formed to provide the Examination Committee with a sttuctured method for providing input into
the NCLEX test plan development process. The committee met with the Research Department to discuss the
calcu1alion of importance weight dala for the 1996 RN Job Analysis Study. The committee reaffarmed a previous
decision that both frequency and criticality continue to be considered in calculating the importance weights of
task statements. For the 1996 RN Job Analysis, the timing defmition for entry-level practice will remain at six
months. The committee also received clarification of the job analysis pilot study methodology, and made
suggestions for changes to the job analysis questionnaire.

Psychometric Issues

• Monitored Examination Analysis
The committee periodically evaluated the NCLEX by reviewing reports on item and candidate performance,

including item exposure rates, overlap among the items seen by different candidates, non-test plan content
coverage, questioned or cballenged items, precision of competence estimates and pass/fail decisions, and passing
rates and examination-completion rates for many subgroups ofcandidates. These reports support that the NCLEX
meets National Council and industry-wide quality standards.

• Monitored the Development of Two ParaDel Operational Item Pools
The committee continued to monitor the ongoing process for configuring and implementing two parallel RN

andPN item pools. Each year, two pools are created to be parallel in terms ofthe following variables: (1) Nursing
Process, (2) Client Needs, (3) Client Needs Subcategory, (4) Intersections of Nursing Process and Client Needs,
(5) Examination Committee review status, (6) ern-produced items, (7) Case-bound and time-sensitive items, (8)
Item difficulty, (9) Point-biserial correlations, and (10) NCLEX Program Report Codes (Human Functioning,
Health Alterations, Wellness-Illness Continuum and Slages of Maturity).

The group also adopted a new format for an additional item coding scheme that will allow the committee to
review the contentofitems more specifically. Multiple codes can be assigned for each item. Forexample, an item
about both heart disease and cancer would have both diagnoses listed in the diagnosis field. The list ofcodes will
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evolve over time, and the committee wiD docmnentand update the liSlon a regular basis. The approved framework
for content coding includes medical diagnosis, treatments/procedures, and drug classifications.

The committee determined that both the RN and PN pools should continue to be rotated semiannually for the
periodofApril 1996 tbrougbMarcb 1997, as they wereduring the rust two years ofCATadministrationofNCLEX .

NCLEX AdminilltT.'ion

• Intentate S........ of Candlclate Data
With the inception of CAT and a central candidate database, came opportunities to better assist Member

Boards in the interstate lraDSfer of candidate information. Althougb there are associated statutory issues, and
some states are not authorized to release this type of infonnation, 42 Member Boards (69%) bave elected to sbare
candidate data, 10 Member Boards (16%) have chosen not to authorize data sharing, and nine Member Boards
(15%) remain in the default category (no sharing).

• Directed MBOS Fixes aDd Enhancements
The Examination Committee surveyed Member Boards for input into the desirability of certain MBOS

enhancements which would improve the ease of use and accuracy of the system. Based on this information and
on the availability of budgeted National Council funds, the committee prioritized and authorized program
changes for the future versions of the software.

• Monitored Procedures for Candidate Tracking; Candidate Matching Algorithm
Due to the importance ofcandidate tracking, the status and effectiveness of the candidate matching algorithm

continues to be a standing agenda item for the Examination Committee. The Chauncey Group bas developed a
new procedure to correct matching errors on a weekly basis.

• Monitored Electronic Irregularity Reports and Site Compliance
The committee received reports on Electronic Irregularity Report (EIR) summaries and reports on item

content EIRs. The committee bas continued to review site compliance reports filed by Member Boards and
National Council staff, written and telephone complaints from candidates, Member Boards, schools of nursing,
legislators, and other stakeholders to determine that the Sylvan sites and ErS corporate sites are in compliance
with existing procedures and security requirements.

The committee communicated its concerns about a perceived increase in software and hardware problems to
Sylvan andThe Chauncey Group. One more serious issue was a system slow-down at some centers wbicb caused
a delay between pushing a key on the keyboard and the resulting action on the screen. Sylvan reported that this
was caused by the file server continuously running for a long period of time. AD file servers have been "downed"
and reinitialized to correct this problem. A policy for "doWning" all file servers every 60-180 days, depending
on testing volumes, bas been implemented by Sylvan.

• Monitored Testing Compliance According to the Americans with Disabilities Act (ADA)
All approved requests for ADA modifications continue to be routed to a single individual at the Sylvan

National Registration Center (NRC) so that these candidates can be carefully monitored to prevent scheduling,
noncompliance or legal complaints. This process bas continued to provide consistency in the scheduling of
candidates and the provision of modif1C8tioos as requested. As of April 1, 1996, a revised version of the test
administration software was initiated whicb permits the software to administer the breaks for candidates with a
special accommodation for extra time. Prior to April 1, the Test Center Administrator was required to initiate
the breaks for candidates with extra time. This change should increase the consistency of the process for all ADA
candidates.

• Natural Disaster Policy
The commiuee received a report on the conference call of the Executive Officers' Networking Subgroup in

wbicb the Natural Disaster Policy was discussed. The committee approved changes to the Natural Disaster
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procedure as suggested by the subgroup and revised by the committee. This issue was presented at Area Meetings
to solicit more feedback from Member Boards and present data on how the policy has been implemented. Anew
procedure was disbibuted to Member Boards in the Updates to the 1996 NCLEX Manual for Member Boards.

• Computerized CUnicaI Simulation Testing
The committee met with members and staff from the ComputerizedClinical Simulation Testing (CS-re) Task

Force to discuss the direction ofCSTand how to bestwork togetheron the project. The committees discussedsuch
issues as the responsibilities ofMember Boards with respect to entry into practice, mechanisms and organizations
available to assist with those responsibilities. the purpose of entry-level licensing examinations, nursing
competencies each examination methodology should assess, attributes ofmultiple.choice versus CST assessment,
and the particular strengths and weaknesses of each of these examination mechanisms. The committees have
formed a workgroup consisting of three members from each committee to work on directional and policy issues
related to CST.

• Future ConsicIeratiolB
Large-scale item developmentwiD continue throughout FY97, including the supplemental strategies. tomove

towardthecreatlonoftbreeoptlmalNCLEX-RNandNCLEX-PNitempools. WorkingwiththeCSTTaskForce,
enhanced item coding, further improvement in procedures for meeting the needs of ADA candidates, further
enhancements to MBOS, and the continued accuracy of the candidate database and matching algorithm remain
high priority items for the committee in the coming year.

Meeting Dat..

• October 20-25, 1995

• December 9-14, 1995

• February 15·20, 1996

• May 2-7,1996

• July 8-12, 1996

Recommendatlon(s)
The committee received a report in May 1996 concerning the fmdings of the Subcommittee on PN Assessment.

Because the findings of this subcommittee offered no substantive change to the earlier f"mdings of the committee, the
report was endorsed as written.
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Report of the Testing Subcommittee Regarding
Assessment
Subcommltt.. Members
Terry DeMarcay, LA-PN, Area III, Chair
Elaine August, WI, Area IT
Jill DeGregorio, RI, Area IV
Marla Embry, AZ, Area I
Pan Pitchford, MS, Area m
Ann Shuman. CA-RN, Area I

Staff
Nancy Chomick, NCLEXlSSD Coordinator

Relationship to Organizational Plan

Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective B Provide examinations that are based on current accepted psychometric principles and legal

considerations.

Recommendation to the Examination Committee
1. That the term used to categorize assessment-related activities performed by LPNNNs be 'data collection.'

The term data collection. defined as: The LPNNN collects information, observes the client, records and
reports to the appropriate person (e.g., registered nurse, physician) signs and symptomsand other pertinent
data which may indicate that the dient's condition deviates from normal and/or that there. a change in
the client's condition. LPNNNs contribute to the assessment of dients through data collection. The term
'contribute to' denotes an active role on the part of the LPNNN based on the LPNNN's knowledge, skills
and abilities.

Ratlonahl
Mter reviewing the survey data, the subcommittee concluded that the issue of assessment by LPNNNs is

made confusing with the inconsistent use of the term assessment. Twenty-fourMemberBoards reportednothaving
definitions for the term, and for the 21 Member Boards that reported having definitions, there is a range from
describing assessment as a holistic process to defming it as simply reporting data.

However, a comparison between those Member Boards which do not permit LPNNNs to assess and those
Member Boards which do permit LPNNNs to assess indicates that the majority of Member Boards are fairly
consistent in what LPNNNs are allowed and not allowed to perform. USUally LPNNNs are allowed to contribute
or participate in assessing clients. The most frequently reported assessment-related activity permitted by all
Member Boards is the collection of data. The most frequently reported assessment-related activity not permitted
by all Member Boards is the independent synthesis of data resulting in a nursing diagnosis.

In terms of practice, the job analysis data indicate that there appears to be a consistent performance of
assessment-related activities among LPNNNs across all Member Boards.

The subcommittee considered other possible terms to describe the activity assessment-related activities
performed by LPNNNs. Mter considering all of the data, the subcommittee concluded that the term 'data
collection' was the most appropriate term. In order to assure that the term is used in a consistent manner, the
subcommittee developed a definition for the term of data collection.

Background
The Board of Directors appointed a subcommittee of the Examination Committee to complete the following

charge:

National Council oJState Boards oJNursing, /nc.l/996



8

"InvestigQJe the scope ofLPNIVNnursing practice as it relates to assessment ofthe client and propose an alternative
termfor the dtua collection phase ofthe nursing process to the 1996 DelegQJe Assembly which is consistent with the
scope ofpractice ofall Member Boards. "

Highlights of Activities
The subcommittee met two times. On January 29, 1996, the subcommittee conducted its ftrSt meeting via

telephone conference call. In order to complete the charge, the subcommittee determined that the following questions
needed to be answered: (a) Whicb Member Boards do DOt allow LPNNNs to assess, how do they defme assessment
and whaiactivities are LPNNNs permitted toperform?; (b) Wbich Member Boards allow LPNNNs to assess and what
activities underlay the meaning of the term assessment to these Member Boards?; and (c) What activities are being
performed by LPNNNs?

In order to accomplish this task, two strategies were proposed: (1) survey Member Boards to determine current
policies regarding assessment by LPNNNs; and (2) reanalyze data from the most recent LPNNN job analysis study
to identify current practice patterns of LPNNNs regarding assessment-reIated activities.

A survey consisting of nine questions was developed and faxed to Member Boards. The survey asked questions
about the scope ofLPNNN practice regarding assessment. Input to the survey was obtained from 52 Member Boards:
46 Member Boards completed and returned the survey and six Member Boards answered selected questions via
telephone. Although both RN and LPNNN boards in two-board states were sent the questionnaire, only the LPNNN
boards responded.

The subcommittee met on Marcb 21-22 to review the data obtained from the survey and the analysis of the LPN/
VN job analysis study. Survey results and analysis of the most recent LPNNN job analysis data were used to answer
the original questions identified by the subcommittee. The following information reflects the data received:

1. Determine whk:h Member BOIIrds do not anow LPNNNs to assess and ask these Member BOIIrds their
definition of 'assessment'; determine what they allow LPNIVNs to do in terms ofassessment and what they don't
allow LPNIVNs to do.

Survey results indicated that:

• Thirteen Member Boards reported that LPNNNs are not permitted to assess clients.

• Seven Member Boards that do not permit LPNNNs to assess clients have a definition for the term 'assessment.'
The defmitions tended to focus on a holistic approach with nursing diagnosis as an integral part of the assessment
process.

• Assessment-relaled activities most frequently permitted by these Member Boards are 'data collection' and
'identification of strengths and weaknesses.'

• Assessment-reIated activities which LPNNNs are not permitted to perform most frequently in jurisdictions not
permitting LPNNNs to assess focused on independently determining client needs (i.e., nursing diagnosis,
synthesis of data).

2. Determine which Member BOIIrds anow LPNIVNs to assess and determine the activities underlying the
meaning of the term 'assessment' to these Member BOIIrds.

Survey results indicated that:

• Twenty-seven Member Boards reported that LPNNNs are permitted to assess clients in their jurisdictions.

• Fourteen Member Boards permitting LPNNNs to assess reported having a definition for the term 'assessment.'
Although the definitions varied greatly, often terms such as 'they contribute to assessment,' or 'work under the
direction of an RN' were included.

• Member Boards allowing LPNNNs to assess most often identified the following activities which LPNNNs are
permitted to perform: observe, collect data and report.

• These Member Boards identified assessment-related activities which LPNNNs are not permitted to perform.
Although three Member Boards reported that LPNNNs are permitted to perform all assessment-related activities,
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the majority of these Member Boards reported that the LPNNN could not independently identify a client's needs
(Le., nursing diagnosis, synthesis of data).

3. Determine what is happening in the real world of LPNIVN practice.

Survey results and job analysis data indicate:

• Two Member Boards reported that the nursing process is DOt taught in LPNNN educational programs in their
jurisdictions. One of the these Member Boardsdoes DOl permit LPNNNs to assess clients and the other Member
Board permits LPNNNs to assess clients.

• Data from the 1994 LPNNN job analysis study indicated that the following activities are being done regardless
of whether the Member Boards permitted the LPNNNs to assess or not:

1. Obtain client data from family
2. Determine impact of results of diagnostic tests
3. Record nursing history data base
4. Identify client's unmet needs
5. Determine cause of client's symptoms
6. Ask client to desaibe symptoms
7. Identify client's potential problems
8. Determine client's strengths and weaknesses
9. Formulate nursing diagnoses
10. Collect physical assessment data

Few differences in the performance of these statements were evident between the jurisdictions that allowed LPNI
VNs to assess and those that did DOt allow LPNNNs to assess.

Meeting Dat..
• January 29, 1996 (teleplwne conference call)

• March 21·22, 1996

Recommendation to the Examination Committee
1. That the term used to categorize assessment-related activities performed by LPNNNs be 'data collection.' The

term data collection is defined as: The LPNNN collects information, observes the client, records and reports to
the appropriate person (e.g., registered nurse, physician) signs and symptoms and other pertinent data which may
indicate that the client's condition deviates from normal and/or that there is a cbange in the client's condition. LPNI
VNs contribute to the assessmentofclients through data collection. The term 'contribute to' denotes an active role
on the part of the LPNNN based on the LPNNN's knowledge, skills and abilities.

Future Consideretlons for the National Council
None.
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Report of The Chauncey Group International and
Sylvan Prometric

The Chauncey Group Intemational
Effective January 1, 1996, The Chauncey Group International, a wholly-owned subsidiaryofEducational Testing

Service, was established to enable us to better serve clients in the professions whose needs are different from those of
other ETS clients. Total decision-making and operational responsibilities reside in The Chauncey Group. Staff
assigned to the NCLEXTM Team have not changed as a result of the transition to The Chauncey Group.

Testing Update
April 1, 1996, marked the two-year anniversary of NCLEX using computerized adaptive testing (CAT). Since

Apri11994 more than 381,000 NCLEX examinations have been delivered to candidates. To date, we have processed
270,000 scannable registration forms, 54,300 telephone registrations, and 90,000 electronic registtation records. This
disbibution of registration activity bas remained nearly unchanged since the start of the program.

The number of calls received at Chauncey bas decreased in comparison to past years, with some months showing
a significant decrease. Telephone activity for the twelve months ending March 1996 bas decreased by ten percent as
compared to the same period last year. Since telephone registration activity bas remained steady, the reduction bas
occurred in general inquiry calIs. This may indicate that callers are now better informed about the NCLEX program,
that printed materials are clearly describing procedures, and that records are being processed rapidly.

The peak period for testing remains May through August. First-time candidates have been able to schedule
appoinlmeots and test, if requested, within the 30-<lay testing window. At the busiest time of the summer, most test
centers have remained well below 50 percent capacity.

Customer Satisfaction Survey
Each quarter, a random sample of NCLEX candidates using the NCLEX 800 RegistrationlInquiry phone number

are sent a Customer Satisfaction Survey to evaluate their experiences. The intention of this survey is to measure the
perception of our services, to identify areas of wealmess based on respondents' written comments, and to address
concerns with individual customer service representatives. Responses continue to yield very positive results. Most
respondents have answered "yes" to being satisfied with the level of customer service in every category. Free-form
comments have been positive about the quality of staff and service.

Printed Information for Candidate.
Over the past year, all NCLEX publications that The Chauncey Group produces have been revised in consultation

with the National Council and reprinted. Supplies of the NCLEX Candidate Bulletin, the NCLEX-RNTM Program
Codes and the NCLEX-PNJ'!'f Program Codes have been distributed to boards of nursing. The Scheduling and Taking
Your NCLEX, mailed to candidates along with their Authorization to Test, was also revised.

NCLEXTItI Program Reports
Two full annual cycles of the NCLEJt[rM Program Reports have been produced and disbibuted to educational

program subscribers. (The NCLEJt[rM Program Reports have replaced the CfB Summary Profiles in providing
information to nursing programs about performance oftheir candidates on the NCLEX.) Each annual cycle covers two
cumulative testing periods - April through September and October through March. Subscribers generally receive two
reports each year unless all graduates test within one reporting cycle. Included in each Report is information about a
program's passing rate for the testing cycle as well as historical passing rate information, candidate performance on
the NCLEJCOd Test Plan dimensions, a program's national and state rank, candidate performance on Categories of
Human Functioning, Categories of Health Alterations, A WeUnessIIIlness Continuum, Stages of Maturity, and
Candidate Performance by a Stress, Adaptation, and Coping model.

The NCLEJCOd Program Reports are based on candidate data that are retained in the NCLEX Data Center at
Chauncey and, as such, must rely on accurate gridding by candidates who complete the NCLEX registration form.
Although the number of errors bas decreased over the past year, there are still errors that occur with gridding of the
education program codes. Ifa candidate grids an incorrect code for the school from which they graduated, yet the code
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is a legitimatecode that is in the database. the NCLEX database bas no way ofrecognizing the information as incorrect.
Included in eacb edition of the NCLEJ[Bf Program Reports is a thirteen-item Likert-type evaluation form that

subscribers are asked to complete and return. Space is also provided for narrative comments to be added. While we
have received only a smaIl response rate from subscribers, the responses and comments received bave been very
positive.

In April, NCLEJ[Bf Program Reports subscribers received renewal invoices for the third year ofpublication. As
of March 31,1996, there were 782 subscribers.

Joint R....rch Committee
The National Council/Chauncey Joint Researcb Committee (JRC) is the vehicle through wbicb researcb is funded

for the NCLEX Program. Research projects are funded to address current NCLEX operational issues as well as long­
term research issues related to further improving testing for NCLEX and other related testing programs. The JRC
consists of eight members: three professional staff representing the National Council, two NCLEX Program staff
representing The Cbauncey Group International, one ETS researcher, and two external researchers selected jointly by
the National Council and Chauncey. The external researchers are Gage Kingsbury from the Portland, Oregon, school
system and Jobn Norcini from the American Board of Internal Medicine.

Three JRC reports were presented to the committee for review: 1) "Establishing the comparability of the NCLEX
using CAT with traditional NCLEX examinations"; 2) "An investigation of methods for setting the passing standard
on the NCLEX-RN using computerized adaptive testing"; and 3) "An investigation of item calibration procedures for
a computerized licensure examination." These reports were tentatively approved for publication pending revisions. In
addition, six new JRC proposals were funded, two ofwhicb will be directed by National Council staff, three of which
will be directed by Chauncey Group staff, and one which will be directed by ETS staff. The next meeting of the IRC
is scheduled for July 22, 1996.

Collecting Ethnlclty and Gender Information from NCLEX Candidates at Test Center.
Corrently not all Member Boards are allowed to either collect or pass along to Chauncey etbnicity and genderdata

from NCLEX candidates. As a result, data used for calcuIating differential item functioning (DIP) statistics have been
restricted and, in some cases, limited the analysis that could be done. In an effort to address this issue and as part of
the October 1995 software release for NCLEX, candidates are now asked to respond to three optional background
screens to provideethnicity, gender, and English asa second language data. Dataaboutetbnicity andgender supplement
information provided at the timeofcandidateregisltation fromcandidates who do notprovide that information and from
candidates whose registrations are processed and forwarded by boards of nursing that are prevented from collecting
those data. These saeens are already providing additional information which will be readily usable for the next DIF
Panel Meeting in summer 1996.

Accepting American Express Card Number.
With theapproval ofNatiooaI Council staff, wehave modified our registration database system to accept American

Express Card numbers for telephone registrations in addition to Visa and MasterCard. Information about this added
service was incorporated into the 1996 revision of the NCLEX Candidate Bulletin.

Candidate Call. about Numbers of ttema In Their Examination
Staffat all organizations receive calls from candidates questioning the number of items seen in their examination.

Generally. caIls come following the candidate's receipt ofa failing result and a Diagnostic Profile with the candidate
indicating that they saw some number of items (both fewer and greater) than the number recorded on the Diagnostic
Frome. In all cases when such a complaint is received, me candidate's test record is reviewed and the numberof items
for which there are responses compared to the Diagnostic Profile. In all cases to date, no discrepancy bas been found.

We are planning to implement a software change that will display a conftrmation screen at the end of the
examination where candidates could verify the number of items seen.

Revision of Acknowledgement Postcard
Sincebeginning candidateregistration. staffhave been concernedabout the frequency oferrors made by candidates

in identifying the program code for the educational program from which they graduated. In an effort to increase a
candidate's accuracy of the code provided, we revised me acknowledgement postcard that is sent to candidates at the
time of their registration and generally before eligibility is determined and the Authorization to Test is sent. (Note that
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in cases where we receive electronic registrations for eligible candidates from Member Boards, the acknowledgement
postcard is replaced by the Authorization to Test.) The postcards were revised to include the name of the educational
program and language that informs the candidate to call Chauncey if the program is not the one from which they
graduated. A good measure of the effectiveness of this change bas been the decrease in program code errors reported
by Member Boards following receipt of each Quarterly Report.

Test Development Actlvltle.

• Item Writing Workshops

For NCLEX-RN, there were six item writing workshops held between April 1995 and March 1996. A total
of 74 item writers, representing the practice areas of medicalJsurgical, psychiatric-mental health, pediatric and
obstebical nursing, developed 1,791 items. ForNCLEX-PN, six sessions were held with a total of 52 item writers
producing 1,564 items.

1be sessions were conducted by members of the Princeton-based and Atlanta-based CbaunceylETS test
development staff. In 1995, item writing worksbops were primarily held in either Princeton or Atlanta which
facilitated more efficient utilization of staff and increased availability of resources. Item writers represented all
four National Council geographic regions at each session. Members of the National Council Examination
Committee and National Council staff also audited several of the workshops.

For the next year, six NCLEX-RN and six NCLEX-PN item writing workshops are scheduled. All of the RN
worksbops are scheduled overthecourseoftbe summer, while thePNNN workshops are scheduledfrom July 1996
through February 1997.

• Selecting Item Writers

Potential NCLEX-RN workshop participants who have met National Council criteria for item writers are
asked to complete an item writing exercise. This screening instrumentincludes a leuerofexplanation anda booklet
with information about NCLEX and creating accurate and well-constructed items appropriate for entry-level
nursing practice. Tbe potential item writers are asked to develop three items that are linked to specific components
of the respective test plans and that are supported in current nursing texts. The nurse test developers review the
items and validations for content and technical appropriateness and then recommend writers who meet the criteria
to the Examination Committee and the National Council staff. Recommended writers are then approved for
attendance at workshops by the Examination Committee.

Over the past few years, recruitment for NCLEX-PN writers bas been limited in comparison to the NCLEX­
RN, despite the effort exerted by the National Council staffand Member Boards to seek: panel members. Potential
NCLEX-PN writers donotcomplete screening exercises. ForNCLEX-RN, the numberof those who complete the
exercises in comparison to the numberwhosubmitan application tobea writer is low. Beginning in 1996, screening
exercises will be changed to a manual format and will be mailed to item writers to prepare them for attending a
meeting. Webelievethat thenew process will expand thepool ofpotential item writers needed to produce the large
volume of items required for the optimal item pools.

• Item Review Meetings

The six NCLEX-RN Item Review Panels thatmetbetween June 1995 and March 1996 approved 1,355 (89%)
of the 1,523 items reviewed, while five NCLEX-PN Item Review Panels that met between June 1995 and January
1996 approved 1,026 (92%) of the 1.112 items reviewed. With the exception ofone NCLEX-PN meeting held at
the Chicago site, alloftheotbermeetings wereheld eitherat the Princeton site or the Atlantasite. Each ItemReview
Panel consisted ofparticipants who represented each ofthe four National Council geographic areas. Examination
Committee members and National Council staff also audited these meetings.

• Item Review at the Examination Committee Meetings

Newly developed items approved by the Item Review Panels bad been presented to the Examination
Committee for approval prior to being included in a pretest pool. In February 1995. the Examination Committee
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voted to review items only after the items have been pretested. The items in the October 1995 pretest pools are
the rust set of items that have not been seen by the Examination Committee prior to being pretested. These items
will be reviewed in May 1996.

Between May 1995 and December 1995, the Examination Committee approved 885 (87%) of the 1,019
NCLEX-RN and 928 (91%) of the 1,024 NCLEX-PN tryout items for iDclusion in a future operational pool. At
the July 1995 and February 1996 meetings, the Examination Commiuee reviewed base pool items for currency.
TheCommittee approved a total of585 (80%) oftbe 731 NCLEX-RN and 399(75%) oftbe 530NCLEX-PNitems
for continued use in the operational pools.

• Targeting Item DitrlCulty

The Chauncey NCLEX testdevelopment team continues to intensify efforts in targeting item difficulty for the
NCLEX pools. Several supplementary approacbes have been initiated, including expanding discussion of item
difficulty during the didactic portion of item writing workshops and item review meetings; discussing numerous
exemplars of difficult items: rewriting items that are basedon appropriate content but which bave notmet NCLEX
statistical criteria; and by providing National Council staff with recommendations for extending invitations to
experienced item writers for returning to subsequent workshops.

The mean difficulty of the items in the pretest pools for the last four quarters shows an average increase in
difficulty for items that have been written over the past year and a half, as compared to the average difficulty of
items in the pretest pools for all quarters in the 1994-1995 testing year. This represents an increased effort to
produce items that fill those areas of the optimal item pool that have been limited since the inception of CAT.

• Monitoring

The Cbauncey NCLEX testdevelopment team recognizes the importance ofmaintaining thecurrency ofitems
over time. Ongoing monitoring of the NCLEX-RN and NCLEX-PN operational pools for content accuracy,
currency, and appropriateness is done prior to release of the pools in October and April of each year. Items that
are flagged for content and sensitivity concerns are presented to the Examination Committee for disposition and,
if necessary, removed from the mastes operational pool.

Items thatcontain references to time-sensitive content, sucb as AIDS, tuberculosis, and nursing diagnosis, are
coded with a time-sensitive flag in the item banking system for more frequent reviews. Items thatcontain outdated
content are removed from the pool.

Test development staff are reviewing the base pool items on a rotational basis to maintain current validations
in appropriate references. Items that are flagged for accuracy or currency concerns during this review process are
presented to the Examination Committee for disposition. Many ofthe items are revised and re-pretested in a future
tryout pool.

• Construction of 1996 NCLEX Item Pools

Prior to configuring the April 1996 NCLEX item pools, a master pool of available items was evaluated. For
NCLEX-RN, the master pool consisted of approximately 3,100 items from the pre-CAT administration and 1,245
items developed by ETS/Chauncey. ForNCLEX·PN, the master pool consistedofapproximately2,100items from
thepre-eAT administration and 1,560itemsdevelopedby ETS/Chauncey. Primarily becauseofissuesofcurrency
and accuracy, there has been a 25% loss in the NCLEX-RN base pool and a 31.5% loss in the NCLEX-PN base
pool since April 1995. Items are also removed from the pool after being flagged by statistical analysis. Items that
were developedby ETS/Chauncey and werepretested as partofthe NCLEX operational pools now make up 33.3%
of the NCLEX-RN master pool and 42.7% of the NCLEX-PN master pool.

• Progress Towards Optimal Pools

At the February 1996 meeting of the Examination Committee, Chauncey staff presented an item pool status
report on both the NCLEX·RN and the NCLEX-PN master pools and progress towards meeting the demands of
the optimal item pools. National Council and Chauncey staffs are working together as part of the recently created
NCLEX Strike Force to evaluate the entire test development process and to propose modifications to the current
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procedures. An update on the progress of the Strike Force is presented to the Examination Committee at each
meeting.

• Face Validity Reviews

The Chauncey test development staff routinely reviews real and simulated examinations based on criteria
established by the Examination Committee. 1becriteria include non-test plan cootent areas thatare not controlled
by the selection algorithm, such as maternal/child, infection control. medications. pediatrics, and geriattics. The
review also includes the identification of items based on similar cootent within an examination.

1beactual candidate and simulatedexaminations reviewed for face validity are generated at five ability levels:
low ability; moderately low ability; borderline (pass/fail) ability; moderately high ability; and high ability.

The face validity reviewof the simulated and real examinations for the October 1995 operational pool and the
simulated examinations for the April 1996 operalional pool indicated that some content overlap did occur in
examinations from each respective pool, with most of the content overlap being noted in the longer exams. With
the implementation of the new data base management system and additional coding schemes, content overlap will
be reduced, but complete control of the content will not occur without a change in the item selection algorithm.

The category "Prevention and Early Treatment ofOisease" under the broad category of"Health Promotion!
Maintenance" continues to be underrepresented in actual and simulated examinations for both NCLEX-RN and
NCLEX·PN, though this is more evident in the NCLEX-PN examinations.

• Sensitivity Reviews

In-bouse sensitivity reviews are required for all tests generated at Chauncey. The reviews are based on item­
level and test-level concerns and are conducted by trained individuals drawn from across non-NCLEX Chauncey
staff. Using guidelines approved by the Examination Committee, the new items for the NCLEX pools undergo
a sensitivity review as they are prepared for presentation to an Item Review Panel.

To address test-level concerns such as genderbalance and juxtaposition of items, sensitivity reviews are done
on the simulated examinations generated for the respective NCLEX pools. The review of the October 1995 and
the April 1996 operational pools indicated that the pools are generally in accord with ETS sensitivity guidelines,
whicb Chauncey uses. Two potential issues noted by the sensitivity reviewers, though far less evident with these
pools than with the previous pools, were references to "elderly" clients instead of clients with specific ages, and
gender references that at times were unnecessary. As the Examination Committee proceeds with its planned
systematic review ofthe existing pool, these sensitivity issues can be easily resolved as editorial changes are made.

• NCLEX Differential Item Functioning (DIF) Review Panel Meetings

The fJrSt NCLEX-OIF Review Panel Meeting was held on January 26, 1995, in Princeton, New Jersey. Since
that time, therebave been two additional meetings held, one on August 10,1995, and another one on January 31,
1996. The NCLEX-OIF Review Panel consists of five members, of which at least one is a male. representatives
of three of the ethnic focal groups ofNCLEX test takers, one individual with a general linguistic background, and
one individual who is currently licensed as a registered nurse.

OIF statisticsarecomputed to compare the performance offemales with males andofWhites withotherethnicl
focal groups: Blacks, Hispanics, Asian Indians, Asian Others, Native Americans, and Pacific Islanders. Items are
categorized as A, B, or C depending on the level ofdemonstrated OIF, with category C items containing moderate
to large OIF. The category C items are reviewed at a OIF Review Panel Meeting.

The source of the items for review at the August 1995 meeting was the October 1994 operational pools and
the October 1994 and January 1995 pretest pools. The panel reviewed a total of 73 RN and 75 PN items from the
operatiQnaI pools and 17 RN and 35 PN from the pretest pools. The panel recommended to the Examination
Committe, for review and disposition, referral ofseven RN and four PN items from the operational pools and one
RN and one PN item from the pretest pools.

The source of the items for review at the January 1996 meeting was the April 1995 operational pools and the
April 1995 and July 1995 pretest pools. 1be panel reviewed 77 RN and 80 PN items from the April 1995 CAT
pools and 17 RN and 27 PN items from the tryout pools. The panel recommended referral to the Examination
Committee of four RN and six PN items from the operational pools and none from the pretest pools.
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The reasons for referral included idiomatic use of language. assumptions regarding the nuclear family and
dominant culture. andjudgments related to "role-playing" by the nurse inhypothetical situations. TheExamination
Committee reviewed the items from the August 1995 DIF Review Panel meeting at the October 1995 meeting and
the items from theJanuary 1996DIF Review Panelmeeting at theirMay 1996meeting. Items wereeitherapproved
for reuse in the operational pools. held for revision. or removed from the pool.

• Readability Levels of NCLEX

The Fry method of determining readability levels was used to calcu1ale the reading levels of the simulated
exams from the NCLEX-RN and NCLEX-PN operational pools for Octobt7 1995 and April 1996. This method
calculates readability based on nonmedical terminology. According to the Fry index. the estimated reading levels
of the October 1995 and April 1996 RN operational pools based on the simulations are 7.7 and 7.4. respectively.
and the estimatedreading levels of the October 1995 andApril 1996PN opera1ional pools based on the simulations
are 7.0 and 6.9. respectively. These levels are below the National Council policy for a maximum reading level of
tenth grade for NCLEX-RN and of eighth grade for NCLEX-PN.

• Member Board Reviews

Each spring and fall, Member Boards have the opportunity to conduct item reviews at Sylvan Technology
Centers. Member Boards can review on-line newly developed items that are in the pretest pools and/or simulated
examinations for high, medium. and low achievers for both NCLEX-RN and NCLEX-PN.

In the Fall of 1995,14 Member Boards scheduled review sessions, while 14 Member Boards have scheduled
reviews for Spring 1996.

All comments received from a Member Board are forwarded by the National Council to Chauncey test
development staff for review. All items referred are re-evaluated for accuracy and currency and brought to the
Examination Committee for disposition.

• NCLEX Item Tracking Database

To improve the coding and tracking of NCLEX items in order to facilitate test development activities, The
Chauncey Group is in the process of developing an item tracking daaabase. A consultant was hired in February
1996 to develop specifications and to design the item database. The database should be completed in July 1996
and entry of additional item codes will begin shortly thereafter.

NCLEX Operations

• Candidate Matching

The Examination Committee, National Council staff, and Cbauncey staff have worked together to improve
the candida1ematehing procedures over the last year. We have worked in four areas to improve the overall process:
1) we have improved our data editing procedures to maximize the accuracy of the data used to match candidate
records; 2) we have improved the candidate matching procedures; 3) we have worked with a few Member Boards
whose procedures were contributing to the failure to match candidate records; and 4) we bave implemented a
weekly procedure that identifies any failures to match before the test is taken to ensure that previously seen items
are blocked for repeaters. These efforts bave been quite successful in significantly reducing the incidence ofnon­
matched records. In the last scan of the database, there was only one newly detected case of a candidate who had
tested again without matching to the prior test record.

• Data Edits

In a continuing effort to improve the quality of the data recorded about candidates in the database and
distributed to Member Boards, we have enhanced the editing of the data coming into our system. Many of these
enhanced edits are the resultofefforts to improve thematching ofcandidate records. In addition, edits for education
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program codes and graduation dates have been tigbtened. 1bese edits have increased the number of cases that are
reviewed by sraffprior to being loaded into the database. On the assumption that candidates who make errors that
are detected by the edit routines are also likely to make errors that cannot be detected by the edits, Chauncey staff
also inspect the entire record that is displayed for error resolution. 1bestaffthen correct obvious errors in addition
to the error that caused the record to be displayed. These changes have enbaDced the quality of the information
contained in the NCLEX database.

• MBOS c..... Procedures

Although MBOS bas functioned effectively in allowing candidate data to be exchanged between boards of
nursing and the Chauncey Data Center. Member Boards have requested that changes and/or enbancements be
made. Chauncey and National Council staff maintain a nmning list of MBOS changes suggested by the
Examination Committee, Member Boards, or staff. When a suggestedcbange is added to the list. theentry contains
a briefdescription of the change, the source of the suggestion, and an initial estimate of level ofeffort required to
implement the change. The Examination Committee reviews the suggested changes at eacb meeting and assigns
apriority. Chauncey staff then provide a cost estimate for all entries requested. The Examination Committee and
National Council staff identify funds to implement themost desirable changes and authorize Chauncey to proceed.
Chauncey staff scbedule the change and inform National Council staff and the Examination Committee of the
planned release date.

• MBOS Releases

Over the past year, MBOS basbeenenhanced with new releases going to Member Boards in April and OCtober
1995. Enhancements included the option of having two simultaneous open test registrations to allow a candidate
to register for both the PNIVN and RN examinations at the same lime, printing ofmailing labels for candidates that
have tested. modification of the Education Program Summary Report to permit users to select only the education
programs that are witbin the Board'sjurisdiction, anddisplay ofthe candidate's most recentaddress, program code,
program name, and date of graduation on the main candidate screen. Cbanges related to educational program
information have been particularly helpful since they facilitate the correction of program codes and graduation
dates. By adding this information to the main candidate screen, boards can verify and correct these data wbile
making candidates eligible to test The improved accuracy of the program code and graduation date data will bave
abeoeficialeffectontheQuarterlyReports(akatheGreenSbeets)andontheNCLE](fMProgramReportsprovided
to subscribing education programs. Other enhancements have been made to the NCLEX Modifications Request
Form and the Diagnostic Profile.

National Council staff have conducted a survey of Member Boards about MBOS. The results of the survey
were reviewed at the Examination Committee meeting in May 1996. Changes authorized by the Committee will
be scheduled for implementation. We expect the next version ofMBOS to be released to Member Boards in late
Fall 1996.

• Member Board Issues in the Exchange of Candidate Regidl'lltion .nd Testing Infonnation

Over the past year, the electronic exchange of candidate registrations, eligibility determinations, and testing
data between Member Boards and Cbaunceybas become fairly routine and, for the most part, causes few problems
for either the Member Boards or the ChaunceyDataCenter. We have, however, experienced intermittentproblems
communicating with some of the island jurisdictions. The problems seem to be caused by telepbone systems that
are less reliable than we are used to in thecontinental U.S. and partlybya power-rationing system thatcausespower
outages at unscheduled times. Communication with these boards is monitored and intervention occurs wben
needed.

• Data Sharing Among Boards of Nursing

1be lack of information available to a Member Board about candidates educated within its jurisdiction but
seeking licensure elsewhere basbeen a problem for many years. The Board ofDirectors received a proposal from
Chauncey at its August 1995 meeting for a change in the Quarterly Reports (Green Sbeets) to alleviate this problem
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by adding a table that would provide the missing information ifpeamission is granted by the licensing board. With
approval from tile Board of Directors, those changes were implemented as Table 4A for the reports produced in
early October 1995. As ofApril 1996, 42 MemberBoards have authorized the inclusion in Table 4A ofdataabout
their candidates who have been educated out of state.

• Reporting Options for Member Boards

In response to requests from several Member Boards, Chauncey proposed to the Examination Committee that
boards of nursing be given options to control which paper reports the Member Board wisbed to receive and how
many copiesofeach report. The Examin81ionCommiteeapproved the proposal. Member Boards receiveda survey
that asked them to indicate what paper reports they wisbed to receive as well as the number of copies. A total of
47 Member Boards have responded. Boards of nursing could select to continue to receive three copies of each
report. Depending on the specific report, Member Boards have generally reduced the number ofreports requested.
As a result we are avoiding theproduction and mailing ofunnecessary paper and tailoring the production ofpaper
reports to each Member Board's needs.

• Quarterly Reports

Quarterly Reports - formerly "green sheets"· are scheduled to be distributed to each Member Board
approximately three weeks following the end of the quarter. Over the past year, changes to the Quarterly Reports
requested by theExaminatioo Commiueehave been implemented, including the addition ofa table fordatasharing
among MemberBoards. The new table, Table 4A, has an entry for every candidate educated outside of the license­
granting jurisdiction. If the jurisdiction from which the candidate was seeking licensure is participating in data
sharing, the entry will show the education program, candidate's name, graduation date, pass/fail Stilus, and the
name of the jurisdiction. The Quarterly Reports are being printed on green paper so they can honestly continue to
be called the Green Sheets.

Sylvan Prometric Update

Status of Sylvan Technology Centers
The size of the network is virtually unchanged with 210 active testing labs and 1,796 workstations. Prior to

implementation ofNCLEX using CAT in April 1994, Sylvan agreed to provide 200 sites, housing 1200 workstations.
for NCLEX testing within the United States and its territories.

Since implementation, Sylvan has opened three sites, downsized three, and closed eight. When downsizing or
closing a site, alternate sites with sufficient capacity to test all candidates existed within a 50-mile district. Prior to
fmalizing plans to close specific centers, affected Member Boards were contacted to discuss the impact the closure
might have on candidates.

Sylvan Learning Systems acquired DRAKE Prometric in the autumn of 1995. "Sylvan Prometric" is the newly
formed division ofSylvan Learning Systems. 'The acquisition will notimpact the sizeofthe network providing NCLEX
testing until at least 1997. Currently, the DRAKE sites utilize computer systems that are incompatible with Sylvan's
and their physical layout does not meet Sylvan's specifications.

Sylvan's March 1996 acquisition of the NASD (National Association of Securities Dealers) sites is expected to
impact the size of the current Sylvan network within the next 12 months. We are currently reevaluating the utilization
levels ofboth the Sylvan and NASD sites. We hope to deliver examinations currently administered in NASD sites in
Sylvan Technology Centers located in the same market. Additionally, we may be able to offer NCLEX testing in new
markets either in NASD sites or by the implementation of new Sylvan Technology Centers.

Site Capacity lsaues with Spring and Summer Volumes
Sylvan analyzed 1995 utilization levels during the lastquarterof 1995. When analyzing the statistics, peak seasons

for various programs and projected volumes based on new clients that have or will begin testing at the Sylvan
Technology Centers were considered. Thestatistical summaries helped determine which specific centers would benefit
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from changing the number of testing workstations. Overall, the statistics showed sufficient capacity on a site-by-site
basis to comfortably handle the expected 1996 peak: testing volumes.

3OI45-Day Compll.nee
Dming the past year, all NCLEX candidates exceptone candidate approved for a time and a halfexamination with

a reader and separate room were seated within the 3OI45-day compliance period. Candidates who are not seated within
the compliant period are sent a refund of their registration fee.

Quality Assurance Update
Sylvan's Quality Assurance Plan (QA Plan) was approved by the Examination Committee in July 1995. Last

autumn, Sylvan furtherenhanced the QA Plan by implementing ''trigger point guidelines" to better assess performance
on a system-wide and center specific basis. Current monitoring is performed by Sylvan's Client Inquiry Department.
As the number of clients served and the size of the network continues to grow, the task of compiling information,
analyzing it, and responding to trends becomes more time consuming. Because of this, Sylvan Prometric is currently
developing and staffmg a separate Quality Assurance Department. This department will be fully operational by June
1996 and its sole objective will be to monitor, maintain, and enhance the quality of the services we provide ourclients.

The training and certification processes are also currently being enhanced. A separate Training and CertifICation
Department was formed in January 1996. The goals of this department are to provide and update the tools necessary
for center staff to most effectively perform the duties of a Test Center Administrator and to improve the quality of
services offered to candidates and center staffat the corporate level. Customer Service seminars are conducted the fmt
week of each month for the Technical Support and National Registration Center staff. All test center administrators
are required to pass a certification examination annually. In the past, all center staff were required to take the
examination between April and June of each calendar year. In May 1995, the National Council agreed to Sylvan's
proposal to change the time frame in which certification occurred. Currently, all test center administrators must certify
on or before their certification anniversary date. 100 change to anniversary date certification has helped Sylvan's
certification team focus on each individual's retraining needs prior to recertification. To further assist center staff in
the certifICation process, role play videos that demonstrate and clarify daily center operations are being produced and
disseminated to all centers. In addition, Users Groups made up of successful center staff and corporate employees are
being formed to share "best demonstrated practices" with all centers.

Update on the Natural Disaster Policy
As of April 18, 1996, a total of 12 Member Boards have declared natural disasters for candidates scheduled to test

in 27 different centers on 20 different days since implementation of the Natural Disaster Policy in August 1995. The
policy was implemented in 23 cases and not needed in nine cases because the center was closed due to inclement
weather.

On September 15, 1995,HurricaneMarilyndevastatedtheU.S. Virgin Islands. Sylvan Technology Centersceased
operating until electricity and phone lines could berestored. Sylvan contaetedcandidates with scheduled appointments
via U.S. Mail to inform them that the testing centers were not operational. We offered to fly candidates (at Sylvan's
expense) to Puerto Rico to test. A number of candidates accepted this offer. The St. Croix center resumed operations
in late September. The St. Thomas center resumed operations in late November.

On January 8, 1996, the corporate offices of Sylvan and ETS/Chauncey were unable to open due to the "Blizzard
of '96." Technical Support staff supported centers via emergency cellular pagers until they could reach the office later
that morning. Over 32 centers from the Midwest to the East Coast, including parts of the South, were unable to open
for testing part or all of that week. Approximately 750 candidates were affected by the "Blizzard of '96."

NCLEX Appointment Overlap
In June 1995, the National Council approved a pilot program designed to increase testing availability for NCLEX

candidates through overlapping NCLEX appointments 45 minutes. Overall, the program has been highly successful.
We have scheduled over 125,000 overlapped appointments since that time and have conclusively determined that one
candidate was delayed due to this program. One other case is currently being investigated to determine whether the
delay in seating was exacerbated by an overlapped appointment. Generally, NCLEX candidates arrive well abead of
their appointment and begin testing before their appointment time.
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Automated SCheduling System
Late summerof 1995, Sylvan began "beta" testing an automatic scheduling system designed to increase candidate

satisfaction by allowing them to schedule their appoinbnents virtually 24 hours per day. During a series of"beta" tests,
the system was operational only during normal business bours so candidate calls to the system could be monitored by
our communications staff. Much insight was provided by candidates as they utilized the system and clarification in
scripting resulted. Some software issues that adversely affected center scheduling were identified and have been
resolved. Automated scheduling is currently available to NCLEX candidates during normal business bours.

Additionally, the system capabilities are presently being broadened so candidates scheduling appoinunents for any
Sylvan administered examination may be served. Once this process is complete, all candidates will have the
opportunity to schedule, reschedule, cancel and confum appoinbnents as well as obtain directions to thecenter at which
they are testing. We expect full implementation to take place mid-summer 1996. All NCLEX appoinunents scheduled
using the automated scheduling system are tracked for 30/45-day scheduling compliance in the same manner as are
appoinunents made by human registrars.

SCheduling and Testing Candidate. with Special Need.
In September 1994, the National Council approved Sylvan's plan to coordinate all scheduling of "special needs"

candidates through the SylvanNationalRegistration Center's "SpecialConditions Coordinator" (sec). The Chauncey
Group modified the ATTs that are sent to candidates with special needs requesting they call the Special Conditions
Coordinator to schedule their appoinunents. A procedure was developed by National Council, Sylvan, and Chauncey
to ensure each group was fully informed ofevery candidate's special needs and the Sylvan NCLEX Program Manager
began tracking every "special needs" candidate on a weekly basis. Detailed documents are forwarded to applicable
centers for each "special needs" testing event.

As requested by the National Council, on April I, 1996, The Chauncey Group released a significant software
enbancement that incorporates computer initiated breaks for candidates approved for extta testing time. This
enbancement bas been welcomed by Sylvan corporate and center staff as they no longer need to calculate when breaks
should occur for this group of candidates. Over time, we expect additional processes that are currently invoked
manually to be automated.

SCheduling Member Board Item Reviews
As requested by Member Boards during the 1995 Delegate Assembly's CAT dialogue, dates for the Spring and

AutumMemberBoard ItemReviews areidenfted andpublished two years in advance. Webope this measure bas helped
Member Boards to betterpIan Item Review sessions in conjunction with scheduledboardmeetings, thus reducing costs
and increasing the number of individuals able to participate.

Statistical Topic.

• Standard Setting

lbeNCLEX-PN standard setting workshop took place on February 10-13, 1996, inPrinceton. There werenine
jUdges that participated in the workshop. All judges were licensed practical nurses with clinical backgrounds in
medical-surgical, maternity, gerontological, ambulatory care, and ped.iattic nursing. Fourof the nine judges had
experience serving in an instructional or supervisory role to entry-level PNslVNs. One judge was a member of an
ethnic minority group and another was a male. One of the judges was a recently licensed practical nurse. The nine
judges were selected to represent the four National Council geographic areas.

There were two different standard setting methods utilized in the standard setting workshop: 1) a modified
Angoffstandard setting where a 150-question "reference form" was examined; and 2) a standard setting approach
called "comparativejudgements," wherejudgesevaluated sets of 1Oquestions that were homogeneous in difficulty
(l00 questions in total).

A final report detailing the methods and results of the standard setting workshop was submitted to National
Council staff in April.

• Longitudinal Summaries of NCLEX Candidate Performance

Tables 1 and 2 provide summaries for NCLEX candidate performance for the 1994-95 and 1995-96 testing
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years. These data include summaries by three-month intervals as well as cumulative summaries for the testing
years nmning from April through March. Table 1 presents data for the NCLEX-RN and Table 2 presents data for
the NCLEX-PN. 1be tables include a variety of statistics, including number testing, percent passing, average
numbers of items taken, percent of candidates taking the minimum and maximum possible numbers of items,
average testing lime, percentages ofcandidates taking the mandatory and optional breaks, and the percentages of
candidates liming out.

Some highlights of the data summarized in these tables are as follows:
• Approximately 6,200 more NCLEX-RN candidates tested in 1995-96 compared to 1994-95.
• Approximately 10,500 fewer NCLEX-PN candidates tested in 1995-96 compared to 1994-95. However, the

1994-95 volumes for the NCLEX-PN were inflated, especially in the April-June interval, because of testing
patterns associated with the transition to CAT.

• 1be passing rates for NCLEX-RN were relatively stable between 1994-95 and 1995-96. However, the RN
passing rates dropped slightly in the last two intervals of 1995-96 with the implementation ofthe new passing
standard.

• 1be passing rates for NCLEX-PN increased slightly between 1994-95 and 1995-96. This increase may have
been related to the fewer numbers of candidates testing.

• For both 1994-95 and 1995-96, the passing rates within specific three-month intervals varied considerably for
the NCLEX-RN. The highest passing rates were achieved in April-June and the lowest passing rates were
achieved in October-December. These fluctuations appear to be consistent with graduation patterns and
expectations of when the better-prepared candidates test

• In contrast to the NCLEX-RN, the passing rates for the NCLEX-PN were relatively stable across testing
intervals, both during 1994-95 and 1995-96. These trends are also consistent with the graduation patterns of
PNs. which tend to be evenly spread out across the year rather than peaked in the May-June period that is
characteristic of the RNs.
Other variables presented in Tables 1 and 2 tended to be relatively stable between the 1995-96 testing years.

and fluctuated across testing intervals according to pauerns that were consistent with the ability level of the
candidates testing during those intervals. For example, for NCLEX-RN the average numbers of items taken and
the average testing times were much greater in the October-December intervals compared to the other intervals.
This occurred because candidates were generally of lower ability and thus tended to take longer exams.

One noteworthy statistic in Table 1 was the reduction in the percentages of candidates timing out from 1994­
95 (3.9% overall and 1.9% for first-time U.S. educated candidates) to 1995-96 (2.5% overall and 1.6% for fmt­
time U.S. educated candidates). This reduction may be attributed to increased familiarity of candidates with
computerized adaptive testing.
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Table 1
Longitudinal Technical Summary for NCLEX-RN

Group Statistics for 1995-1996 Testing Year

Apr 95 - Jun 95 Jul 95 - Sep 95 Oct 95 - Dec 95 Jan 96 - Mar 96 Cumulative 95-96

1st Time 1st Time 1st Time 1st Time 1st Time
Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed

Number Testing 40,836 32,673 48,683 40,268 15,073 5,541 25,794 18,110 130,386 96,592

Percent Passing 84.7 93.1 83.4 89.6 57.4 78.7 74.9 88.5 79.1 90.0

Ave. # Items Taken 113.3 107.5 117.7 114.4 133.9 124.9 119.4 111.7 118.5 112.2

% Taking Min # Items 57.1 61.3 53.4 55.6 42.5 48.2 53.0 58.3 53.2 57.6

% Taking Max # Items 11.2 9.5 12.5 11.5 17.6 14.8 12.7 10.4 12.7 10.8

Ave. Test. Time (Hrs) 1.98 1.82 206 1.97 2.46 2.22 2.19 2.00 2.11 1.94

% Taking Mand. Break 27.8 22.4 30.5 27.4 44.2 36.1 34.9 28.2 32.1 26.4

% Taking Opt. Break 1.9 1.1 2.0 1.5 4.6 2.8 3.4 2.2 2.5 1.6

% Timing Out 1.8 1.1 2.1 1.6 4.6 3.6 3.0 1.9 2.5 1.6

­N



Table 1 (continued)
Longitudinal Technical Summary for NCLEX-RN

Group Statistics for 1994-1995 Testing Year

Apr 94 - Jun 94 Jul 94 - Sep 94 Oct 94 - Dec 94 Jan 95 - Mar 95 Cumulative 94-95

1st Time 1st Time 1st Time 1st Time 1st Time
Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed

Number Testing 30,083 25,948 52,742 44,188 15,548 5,877 25,778 18,232 124,151 94,245

Percent Passing 89.1 93.3 84.1 89.4 63.5 80.0 78.5 90.1 81.6 90.0

Ave. # Items Taken 110.5 105.1 114.4 111.2 133.2 123.1 117.7 111.0 116.5 1l0.2

% Taking Min # Items 59.4 63.5 55.5 57.9 41.9 48.6 53.4 58.0 54.3 58.9

% Taking Max # Items 10.1 8.5 10.9 10.2 16.0 12.9 11.6 9.8 11.5 9.8

Ave. Test. Time (Hrs) 1.94 1.81 2.07 1.97 2.51 2.23 2.19 2.00 2.12 1.95
~

% Taking Mand. Break 25.5 21.2 30.4 27.0 45.7 36.3 34.1 27.8 31.9 26.1
~.

% Taking Opt. Break 1.7 1.0 2.0 1.4 4.7 2.9 2.7 1.8 2.4 1.5-g
s::

% Timing Out 2.1 1.2 2.7 1.8 6.3 4.4 3.6 2.4 3.2 1.9~-.-<Q,
5Q
$::I
~

~

~
<Q,
~
~
~.

~
:::::
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Table 2
Longitudinal Technical Summary for NCLEX-PN

Group Statistics for 1995-1996 Testing Year

Apr 95 - Jun 95 Ju1 95 - Sep 95 Oct 95 - Dec 95 Jan 96 - Mar 96 Cumulative 95-96

1st Time 1st Time 1st Time 1st Time 1st Time
Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed

Number Testing 11,815 8,733 21,720 18,584 13,398 10,641 10,866 8,157 57,799 46,115

Percent Passing 79.9 90.8 86.5 92.3 81.4 89.7 81.5 91.4 83.0 91.3

Ave. # Items Taken 113.2 107.7 109.0 105.8 114.0 109.9 114.7 108.5 112.1 107.6

% Taking Min # Items 59.0 64.8 63.2 66.2 57,0 61.2 57.2 63.5 59.8 64.3

% Taking Max # Items 16.0 12.6 13.1 11.1 16.3 13.6 16.5 12.5 15.1 12.2

Ave. Test. Time (Hrs) 1.95 1.77 1.81 1.71 1.97 1.83 2.01 1.84 1.91 1.77

% Taking Mand. Break 29.5 22.1 23.5 19.4 30.1 24.5 32.7 25.4 28.0 22.1

% Taking Opt. Break 1.3 0.6 1.0 0.5 1.4 0.8 1.8 0.8 1.3 0.6

% Timing Out 0.8 0.4 0.4 0.2 0.8 0.5 0.8 0.3 0.6 0.3



Table 2 (continued)
Longitudinal Technical Summary for NCLEX-PN

Group Statistics for 1994-1995 Testing Year

II I

Apr 94 - Jun 94 Jul 94 - Sep 94 Oct 94 - Dec 94 Jan 95 - Mar 95 Cumulative 94-95

1st Time 1st Time 1st Time 1st Time 1st Time
Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed Overall U.S. Ed

Number Testing 18,890 14,958 22,224 18,888 15,490 12,324 11,754 8,474 68,358 54,644

Percent Passing 83.2 90.5 85.3 91.2 79.2 87.8 76.9 88.3 81.9 89.8

Ave. # Items Taken 113.0 107.9 109.2 106.2 116.9 112.8 116.0 1l0.6 113.2 108.8

% Taking Min # Items 59.7 64.7 63.6 66.5 55.7 59.3 57.1 62.0 59.6 63.7

% Taking Max # Items 15.6 12.3 13.2 11.4 18.4 15.6 17.9 14.3 15.8 13.0

Ave. Test Time (Hrs) 1.93 1.78 1.83 1.72 2.06 1.92 2.06 1.89 1.97 1.83

% Taking Mand. Break 28.5 22.2 24.4 20.0 33.8 28.1 33.5 26.7 29.2 23.5

% Taking Opt Break 1.3 0.6 1.1 0.6 1.6 0.9 1.9 1.0 1.4 0.7

% Timing Out 0.7 OJ 0.7 0.4 1.0 0.6 1.2 0.7 0.9 0.5
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Annual Report of the NACEP Test Service

Submitted by The P8ychologlcal Corporation
Karen Hale, Program Director Credentialing and Post Secondary Education Measurement
Herbert Hanis, Program Director Contract Service
LudDe Dungan, Business Area Director
Sue Traweek. Operation Supervisor

Highlights of Activities
This has been a unique year for the NACEP program and the partnership between the National Council of State

Boards ofNursing and1bePsychological Corporation. The magnitude and impactof the changes cannot be addressed
simply in highlighting the program activities by functional area since the changes encompass all of them.
• In May, 1996, 1be Psycbological Corporation announced its acquisition of Assessment Systems Incorporated

(ASI), located in Philadelphia. As a result of numerous meetings, a restructure of the companies was agreed upon
and the decision was made to transition all TPC's eredentialing and licensure programs, including the NACEP, to
ASI.

• Another result of this program change is that the test development cycle that was to bave begun in the fall of 1996
bas been canceled. For the balance of this interim period, the TPC client states will continue to administer the
current NACEP forms and the ASI nurse aide clients will continue to administer the ASI evaluations. One new
format for the nurse aide written and skills evaluations will be developed for use by all client states effective in
1997.

• In 1995, we were pleased to be awarded the contracts for the states ofWasbington andAorida. The enormous work
necessary to successfully bring these programs up ran across all departments and eacb of their contributions are
noteworthy.

Marketing
• One of the largest projects over this report period was the development of an entire series of interrelated marketing

materials. Program direction staff met with the marketing staff and outside consultants to familiarize them with
the program intricacies in order for them to conceptualize an overall program design. This resulted in a coordinated
"look" for the campaign. All of the individual pieces were designed to stand alone as well as fit into a multi-color
NACEP folder. Additionally, a transparency overhead presentation was developed as weD as posters and boards
to be used at conference exhibits. National Council bad input into the development of all the pieces and was very
pleased with the end product.

• We responded to the National Council's criteria for re-evaluation in preparation for their decision to re-negotiate
a new contract or go out for RFP. Again, this was a joint effort across many departments.

• Aneworalevaluationreportwasdesignedandisnowbeingsenttoourclientstatesaspartoftheirstandardmonthly
reports. It provides information on candidates wbo took the evaluation in oral format. the language of the
evaluation, pass/fail by reading comp section, written evaluation section, and total score. The literals of the score
reports were also revised.

• Staff attended the annual Area Meetings as well as the Nurse Aide Conference in Baltimore, and the Annual
Meeting in August. TPC bosted a reception at the Conference and a breakfast at the Annual Meeting.

• The program director also attended the American Health Care Association conference and personally met with the
program director for the Hawaii nurse aide program. TPC also exhibited at the American Association of Homes
and Services for the Aging.

• The annual Book ofReports, quarterly reports, and semi-annual and annual statistical reports were produced in a
timely manner for the National Council.

Contract Servic..
• Contract services has bad a very busy year in handling our client contracts, responding to RFPs and working with

our clients on a day-to-day basis.
• The year began with the receipt of many RFPs some of wbicb were quite unique. As a result. we brougbt staff

together from various areas to brainstorm solutions to the requirements presented in the RFPs. These included
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Pennsylvania, Connecticut, Massachusetts and Minnesota. We alsorespooded to Colorado and Maryland (for the
evaluation and a separate RFP for the registry component). The contracts were awarded as follows: Pennsylvania
- ASI (current provider); Connecticut - ASI (current provider); Massachusetts - Red Cross (current provider); and
Minnesota - ASI (cmrent provider).

• ConlIact extensions or renewals included the following: Alaska expanded their contract limits and renewed their
contract; Arizona extended their conlIact and we will be receiving an RFP for the administrative piece; Utah bad
approached us and bas since selected us to provide their testing; Alabamarenewed their contract; North and South
Dakota also renewed contracts.

• A meeting was scheduled with South Carolina to discuss contract and operational issues as well as a meeting with
Colorado to discuss the new on-demand application system.

• Joint visits with TPC and ASI staff were made to Alabama, Colorado, South Carolina and Virginia to discuss the
transition of the programs.

• Florida kept staff busy throughout the year. There have been ongoing compliance issues with the test centers and
we did have a security incident in Broward County which ne<::essitated a personal trip by the program director to
discuss the situation. A candidate took a test booklet home. The booklet was recovered intact. Testing at the site
was put on hold while TPC staff investigated the incident. The test center was issued a formal reprimand and
advised of proper security procedures. Florida officials were informed of the incident and advised that further
incidences might result in closing the test site permanently. We also discussed the merger with Florida officials.

• Another large undertaking was the production of new candidate and sponsor handbooks for our full service and
co-op clients. They incorporated the manual skills steps which had not been available for publication previously.

Operations
• This year bas been very busy from the perspective ofbringing up all of the operational components for Washington

and Florida. They resulted in a substantial volume increase of about 35,000 candidates per year or a 45 percent
increase in our total volume. Rater training took place in-state for Washington in March and two teams of staff
trained Florida raters in June at five locations.

• The IVR (interactive voice response) system was implemented in June. This permits boards ofnursing, sponsors,
etc., to call in to the 800 number and verify a nurse aide's status automatically. It has been an excellent tool for
the information center and our client states.

• Operational staff were also trained and transitioned to take over scoring functions previously performed by
Scoreflow personnel. This is yet one more way we have been responsive to means which enable us to decrease
processing time.

• The development of the new on-demand application was another major accomplishment for the year. It enables
test centers to establish their own testing schedules and reduces application processing time. It was developed for
Colorado but will be used in other full service states.

• A more efficient billing system was also developed.

Psychometrics
• During the fU'St quarterof 1995, the'94TechnicalManualwascompletedwhichshowedasligbtupwardmovement

on the percentofcandidatespassing each evaluation as compared to the 1993 data. This information was presented
at the June 1995 Task Force meeting in Chicago. The National Council job analysis was also presented at that
meeting, resulting in only minor weight changes being made to the NACEP blueprint.

• A sixth form of the written evaluation was developed and sent to the task force members for a key check and any
comments of the items. It went to press in early 1996, a test deck was completed in March and the form was
scheduled for the national administration in April 1996. We also began work on the translation of a second form
of the Spanish examination which will be available in late spring 1996. It was developed in response to the heavy
Spanish speaking candidate population taking the evaluation in Florida. All other test forms were reprinted to
ensure meeting candidate volumes since the developmentofnew forms was deferred during this transitional period.

• The pass rate for this reporting period for the written evaluation was 86.5% as compared to 86.4% for the past year.
The NACEP bas repeatedly demonstrated its stability. For the skills portion, the national pass rate was 93.5% as
compared to 93.2% for the prior reporting period. Particularly with the inclusion of Florida in these figures, we
have seen a rise in the use of the oral format, including the Spanish version of the evaluation. We administered
the oral examination to 2,139 candidates compared to 932 for the last reporting period.
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....tlng Date.
• Task Foo=e: June 5-6, 1995
• License Agreement Meeting: June 7,1995
• Delegate Assembly: August 2-4, 1995

Attachments
A Tablc~ 1: NACEP Written/Oral Evaluation, page 21
B Tablc~ 2: NACEP Manual Skills, page 23
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Table 1. NACEP Written/Oral Evaluation
Number Tested, Mean Scaled Scored and Percent Passing by State
March 1, 1995 - February 29, 1996

Written/Oral Written Oralb

Number Percent Number Percent Number Percent
State Tested Passing Tested Passing Tested Passing

Score Score

Alabama 3,610 81.6 3,532 82.5 78 42.3
Alaska 285 90.5 284 90.5 1 100.0
Arizona 3,462 91.4 3,355 92.6 107 52.3
California 35 93.4 35 94.3
Colorado 3,906 90.6 3,725 92.3 181 55.8
Delaware 920 82.6 891 84.2 29 34.5
District of Columbia 903 74.1 902 74.1 1 100.0
Florida 10,107 78.7 8,999 81.6 1,108 55.4
Idaho 2,317 94.6 2,275 95.3 42 57.1
Louisiana 808 74.9 783 75.9 25 44.0

~ Maine 203 96.6 203 96.6
o' Maryland 3,711 82.6 3,647 83.2 64 46.9
5 Nevada 955 91.1 952 91.2 3 66.7-g New Hampshire 92 97.8 92 97.8s::
~. North Dakota 1,563 94.6 1,537 95.3 26 53.8-
~ Oregon 1,666 94.8 1,639 95.5 27 55.6
~ Rhode Island 1,851 88.5 1,816 89.2 35 51.4l::l
~

South Carolina 4,887 78.1 4,744 79.3 143 39.2t:tl
~ South Dakota 1,089 94.3 1,073 94.5 16 81.3
~ Virgin Islands 29 86.2 29 86.2 ~
~

~ Virginia 6,769 85.2 6,635 85.9 134 51.5 if
c:: Washington 5,393 87.1 5,280 88.0 113 46.0 g.
~. Wyoming 1,045 95.9 1,039 95.9 6 100.0 ~
~ !::::: Total 55,606 85.2 53,467 86.5 1,958 52.3'0

....
'0 ~

N
0\ -

INo oral evaluations administered
bIncludes Spanish



Table 2. NACEP Manual Skills
Number Tested and Percent Passing by State
March 1, 1995 - February 29, 1996

23

Attachment B

State Number Number Percent
Tested Passing Passing

Alabama 3,204 2,999 93.6
Alaska 270 265 98.1
Arizona 3,460 3,360 97.1
California 37 37 100.0
Colorado 3,612 3,487 96.5
Delaware 808 780 96.5
District of Columbia 666 608 91.3
Florida 5,681 5,064 89.1
Louisiana 685 645 94.2
Maine 216 195 90.3
Maryland 2,894 2,714 93.8
Nevada 1,012 957 94.6
New Hampshire 93 89 95.7
North Dakota 1,574 1,510 95.9
Oregon 1,744 1,625 93.2
South Carolina 4,166 3,713 89.1
South Dakota 1,299 1,212 93.3
Virgin Islands 32 32 100.0
Virginia 6,291 5,933 94.3
Washington 5,333 5,054 94.8
Wyoming 1,049 997 95.0

Total 44,126 41,276 93.5
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Annual Report of the National Board of Medical
Examiners (NBME) Activities for the Computerized
Clinical Simulation Testing (CS"P) Project

The following report summarizesCSTdevelopmental activitiesundertaken by the NBME staffthrougbMay 1996.

CST Phase II, whicb began in August 1995, involves the redesign of the CST interface and implementation of test
development support systems as described in the 1994 CST User Specification Document. This redesign eolails use
ofMS-Windows for the clinical simulation seen by the examinee and for support database maintenance and case and
key authoring used by NBME staff to enter experts' case information into the computer.

I. Support Databases

Support databases refer to information indexed and stored in the computer to belp simulate realistically a
clinical situation. Acareful review of these databases (including files containing the nursing activities and default
responses1) indicated thatareorganizationof some dataelementswould optimizefunctionality. 100reorganization
simplified underlying dala structures, eliminated redundant data and regrouped numbering scbemes, and merged
some nursing activity concepts so that future maintenance will be simpler. This was also done to balance ease of
examinee use with quick computer performance (response to examinee actions).

In addition, work. was completed on the presentation of default client responses based on different patient
conditions (as described in fooblote one). This, too, was done in amanner thatsbould simplify future maintenance,
optimize system performance and eliminate data redundancy.

Work. was also begun on the nursing activity database terms thatexaminees use wben caring for aclient within
CST. Wben the examinee types a request for a nursing action, the computer will search the request for key words.
Based on a set ofcomputer searcb rules, it will present the examinee with more detailed options that are close to
their request if they asked to do something the computer did not immediately recognize. A prototype has been
developed to permit searches for nursing activities in this manner.

II. User Interface SCreens

Screen designs for the user interface have been developed and approved by National Council staff. Two
screens, Main (Client Care screen) and Vital Signs, have been redesigned following feedback from National
Council staff.

Theprototypescreens for the simulation interface werecompletedandpresented toNationalCouncil staffwbo
approved the basic structure (screen contentand format). NationalCouncil staffbas subsequently reviewed screen
text and titles and requested changes that have been implemented. A prototype of the simulation interface screens
bas been provided to National Council; it is anticipated that. following further feedback from National Council,
some final polishing will be required.

III. Data Entry, Case and Key Authoring System Tools

Workbas alsobeen completedon the design of the case andkey authoring systems in addition to the dataentry
screens. These screens are the tools used to enter experts' case information into the computer, Le., case and key
authoring; these tools are also used for database maintenance. Implementation of the design of these screens bas
been completed; these screens are presently being debugged.

Activities May to september 1996

NBME will debug the new case andkey authoring tools byentering four casesand keys. Both NBME and National
Council will debug the case authoring and key authoring systems, the user interface. and support database content
during this time. Following written feedback from National Council, NBME will correct any problems or bugs that
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have been identified. It is anticipated thatNational Council will approve completion of the Phase II activities of the CST
Project on or before September 1. 1996.

Phase III Actlvltie.

In preparation for the next phase of the project, a price for services bas been provided by NBME in response to the
National Council's request for Phase m services; a Phase m conttaet has been prepared by NBME as requested.

I 1be nursing activity database file contains the nursing activities that the examinee can perform. The default response
database me contains responses presented to an examinee following performance of a nursing activity when a case
specific response is not needed. Different patient conditions (e.g., gender, age, pregnancy) will evoke different
responses. This file also contains responses for activities performed for the patient's family or significant other.

National Council ofState Boards ofNursing, Inc./1996
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Report of the Finance Committee
Committee Members
Charlene Kelly, NE, Area II, Treasurer and Chair
Lorinda Inman, lA, Area II
Barbara Morvant, LA-RN, Area III
Richard Sheehan. ME, Area IV
Jerry Walker, m, Area I

Staff
Jennifer Bosma, Executive Director
Thomas Vicek, Director ofAdministrative Services

Relationship to Organization Plan
Goal V Foster an organizational environment that enhances leadership and facilitates decision-making in

the nursing regulatory community.
Objective B Maintain a sound resource management system for National Council.

Recommendatlon(s)
Recommendations are made throughout the year to the Board of Directors regarding the fiscal impact of proposed
activities.

Highlights of ActiVities

• Reviewed an analysis of various financial ratios comparing the National Council with similar individual
organizations and the median ratios of 65 other corporate member associations in the same income range as the
National Council.

• Reviewed FY96 budget adjusunents resulting from Delegate Assembly action.

• Reviewed and revised the FY1996-2000 Financial Forecast and recommended its approval by the Board of
Directors.

• Requested that the Research Department develop and conduct a survey to collect better data for use in making
candidate volume projections.

• Interviewed investment advisors and recommended the selection of Becker, Burke Associates, Inc. to the Board
of Directors.

• Met with the auditors from Ernst and Young and reviewed the audited FY95 financial statements and
management letter.

• Reviewed an Ernst and Young report on ETS internal controls over candidate fees.

• Reviewed the investment advisor's allocation study and recommended allocating up to 15 percent of the National
Council's investments to common stocks.

• Reviewed all funding proposals, provided feedback and made recommendations as deemed appropriate.

• Monitored quarterly financial statements, including significant variances from budget.
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• Monitored insurance coverage, investments, all expenditures over $15,000, and financial policies.

• Approved the FY97 budget assumptions and FY97-FYOO financial forecast assumptions.

• Reviewed the FY97 budget by Responsibility Center and by Organization Plan objective, including capital
acquisitions and presented a tentative budget to the Board at its June meeting. The final budget, with any
adjustments based on Delegate Assembly action, will be approved by the Board for implementation October 1,
1996.

Meeting Dates
• October 17, 1995
• January 16, 1996

• April 25. 1996
• June 11-12, 1996

Recommendatlon(s)
Recommendations are made throughout the year to the Board of Directors regarding fiscal impact of proposed
activities.

National Council of State Boards ofNursing,Inc.l1996



Report of the Nursing Practice and Education
Committee

Committee Members
Dula Pacquiao, NJ, Area IV, Chair
Pat Dixon, MO, Area II
Betty Hunt, NC, Area III
Jan Zubieni, CO, Area I

Staff
Linda Heffernan, Nursing Practice and Education Associate
Vickie Sheets, Director for Nursing Practice and Education

Relationship to the Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective G Promote consistency in the licensure and credentialing process.

Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective B Provide resources regarding health care issues which affect the regulation of nursing practice.

Bylaws Provide general oversightofnursing practice and education regulatory issues by coordinating related
subcommittees.

Recommendation to the Delegate Assembly
1. That the definition ofcompetence, standards for competence and position statement regarding competence

developed by the Continued Competence Subcommittee be adopted as a position of the National Council.
(See the report beginning on page 37.)

Rationale
The Nursing Practice and Education Committee has been chipping away at the challenges presented by

continued competence for many years. The Continued Competence Subcommittee has significantly advanced that
work with the development ofa definition ofcompetence, competencestandards and the attached policy statement
which can be used by MemberBoards, the National Council and other interested entities to support the attainment,
maintenance and advancement ofprofessional competence.

Recommendations to the Board of Directors
1. That the work of the Complex Discipline Subcommittee be supported and promoted.

Rationale
The Nursing Practice and Education Committee recognizes that a great deal of Member Board time and

resources is devoted to discipline case management. The recommendations proposed by the subcommittee are in
keeping with other Nursing Practice and Education projects and the commitment to supporting informed,
productive boards of nursing.

2. That professional accountability behavioral indicators be promoted among Member Boards as an element
to be considered when developing tools for post-discipline monitoring.

Rationale
The Nursing PracticeandEducation Committee views professional accountability as thegestalt for professional

nursing practice, the critical foundation forthe development ofa professional. As such, the behavioral indicators
identified provide an important source of infonnation regarding the rehabilitation of a disciplined nurse.
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HighlightsofActivities

• Process for Evaluation of Usefulness of National Council Documents
One of the Goal I tactics assigned to the Nursing Practice and Education Committee states, "Implement the

process for evaluating the usefulness of models and other position papers." This year, the NP&E Committee
participated in the development ofsurvey questions regarding the usefulness ofmodels and other position papers
that were included in a Communications Department survey of Issues readers. The NP&E Committee reviewed
the results of the survey. The committee was pleased with the responses as to quality of the documents, but
identified that many ofthe respondents were not aware ofthe availability ofmany ofthe resources. The committee
made recommendations to staff regarding where and how National Council documents might be promoted and
suggested that staff consider repeating this survey periodically.

• Professional Accountability Study
A tactic under Goal II states, "Assess and analyze selected discipline cases for presence or absence ofessential

elements of professional accountability." The Nursing Practice and Education Committee used the critical
elements of professional accountability and the behaviors that demonstrate the elements identified by the 1995
collabomtive work group of educators, practitioners and regulators to design a framework for reviewing
disciplinary cases. The committee piloted the framework on a sample of discipline cases. A report of this study
is found in Attachment A on page 4.

The Nursing Practice and Education Committee plans to build upon the committee's current work regarding
professional accountability by exploring options to analyze the impact of professional accountability at the
interface of graduation and employment. The committee also plans to further integrate the work on competence
with their conceptofprofessional accountability. This work will be used to develop proactive strategies to promote
professional accountability.

• Analysis of Nursing Education Rules and Regulations
A tactic under Goal III states, "Conduct a comparison of Member Board rules regarding education program

approval with National Council model education rules." The Nursing Practice and Education Committee
developed a tool for the comparison ofeducation program approval rules. The indicators used by the committee
are found in the comment section to the rules for education approval in the Model Nursing Administrative Rules.

The rules from 55 jurisdictions were analyzed. The process for program approval process was very similar
across jurisdictions. A diagram of that process was developed. Analysis of the standards for nursing education
program approval demonstmted both commonalties and differences. The differences were primarily in the
standards for curriculum. A complete report of the [mdings is found in Attachment B on page 13.

• Coordination Role
The Bylaws ofthe National Council ofState Boards ofNursing state that the Nursing Practice and Education

Committee "provides general oversight of nursing practice and education issues by coordinating related
subcommittees."

The Nursing Practice and Education Committee coordinated the work ofthree subcommittees: the Complex
Discipline Cases Subcommittee, the Continued Competence Subcommittee, and the Subcommittee to Analyze
Clinical Experiences.

TheNursing Practice andEducation Committee chairwas able to meet with chairs oftwo ofthe subcommittees,
Complex Discipline andContinuedCompetence, on October 1, 1995, for an orientation andplanningmeeting. The
participating chairs were enthusiastic about this opportunity to discuss their assigned tactics, how these topics were
interrelated, and the relationship ofthese topics to the overall goals ofthe organization. The establishment ofgood
lines ofcommunication among the chairs facilitated the work throughout the year.

The Nursing Practice and Education Committee reviewed the [mal work of the Complex Discipline Cases
Subcommittee and the Subcommittee to Analyze Clinical Experiences at its April meeting. The committee
supported the recommendations ofthe Complex Discipline Cases Subcommittee. The Subcommittee to Analyze
Clinical Experiences did notmake formal recommendations; the Nursing Practice and Education Committee found
theirmodel rule language useful and support its being considered during the revision ofthe Model Nursing Practice
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Act and Model Nursing Administrative Rules planned to begin next year.
The Nursing Practice and Education Committee provided feedback to the Continued Competence

Subcommittee regarding the revised defmition ofcompetence and competence standards as the subcommittee's
work progressed. The committee reviewed the Continued Competence Policy Statement at a May 1, 1996,
conference call, and approved the content ofthe paper and the direction taken by the subcommittee. The Nursing
Practice and Education Committee will review the Continued Competence Subcommittee's report regarding the
functional ability study and make recommendations for inclusion in the supplement to the Book of Reports.

Future Activities

Professional Accountability
• Behaviors Which Exhibit Professional Accountability Worksheet will be developed for use as a teaching tool for

investigators, to raise awareness ofprofessional accountability elements so that investigators can be cognizant of
related information, and add this dimension to their investigative and interview process.

• Behaviors Which Exhibit Professional Accountability Worksheet will also be developed for use with students,
faculty, licensees, and employers to promote awareness of professional accountability issues.

Continued Competence
• Integrate the work on competence with the concept of professional accountability.

• Develop regulatory guidelines for the use ofcontinued competence resources.

• Identify assessment mechanisms for a variety of uses and investigate their capabilities related to continued
competence assessment.

• Explore collaboration opportunities with other health related organizations.

Coordination Role
• Continue to develop the coordination role of the Nursing Practice and Education Committee, not only with

Nursing Practice and Education subcommittees, but also to promote communication and collaboration with
other task forces and committees regarding nursing practice and education issues.

Meeting Dates

• October 15 - 16, 1995

• February 4 - 5, 1996

• April 21 - 23, 1996
• May I, 1996 (telephone conference call)

Recommendation to the Delegate Assembly
1. That the defmition of competence, standards for competence and position statement regarding competence

developed by the Continued Competence Subcommittee be adopted as a position ofthe National Council.

Recommendations to the Board of Directors
1. That the work of the Complex Discipline Subcommittee be supported and promoted.

2. That professional accountability behavioral indicators be promoted among Member Boards as an element to be
considered when developing tools for post-discipline monitoring.

Attachments
A Professional Accountability: Allowing Holistic Integration of the Many Components of Nursing Practice,

page 5
B Nursing Education Rules and Regulations: An Analysis, page 15
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AttachmentA

Professional Accountability: Allowing Holistic
Integration of the Many Components of Nursing
Practice

Introduction and Purpose
Accountability is a critical characteristic, an attribute of the nursing profession. It is a fundamental value which

fonns the foundation for the development ofa professional. Professional accountability is a larger concept, the tenn
that the National Council's Nursing Practice and Education (NP&E) Committee has used to describe the process that
allows insight and synthesis, enabling the nurse to successfully integrate the many components of nursing practice
so that the outcome is competent practice. Professional accountability encompasses both the process of integration
and the context within which the process takes place. Professional accountability fonns the gestalt for professional
practice.

For the past two years, the work ofthe National Council's Nursing Practice and Education Committee (NP&E)
has included efforts to promote professional accountability among nursing students, applicants and licensed nurses.
This work continues in the tradition of the 1993 Delegate Assembly resolution which addressed the need for boards
of nursing to identify strategies for the prevention of common nursing practice deficiencies. The purpose of this
paper is to describe the results ofa study conducted byNP&E using a professional accountability framework to review
a sample of discipline cases. The cases were analyzed to determine the presence or absence of essential elements
of professional accountability. The paper discusses how the committee anticipates that this instrument can be used
to design tools to assist in data collection by "educators and employers, as well as tools to assist disciplinary
investigators to address professional accountability issues in investigations. The results of the pilot were the catalyst
for further discussion of the process and the development of visuals to illustrate the committee's concepts. The
committee also used the results as a starting point for exploring options to analyze the role of professional
accountability at the interface between student level and practice level (i.e., between graduation and flfst employment
as a nurse).

Background and Definitions
In 1993, the Nursing Practice and Education Committee began to envision competence as a concept which

encompasses multiple elements including knowledge, skills, abilities and professional accountability. (National
Council, 1993) In 1994, the NP&E Committee developed a Collaboration Model which featured a cooperative
effort between representatives of nursing education, service and regulation to explore a topic and offer strategies
for resolving issues and concerns. (National Council, 1994) In 1995, the NP&E Committee applied the
Collaboration Model to the topic of professional accountability. The process included the following:

• Phase One: Literature Review on Selected Topic

• Phase Two: Selection of an Expert Panel
- Assessment ofnurses recognized as having ahigh level ofprofessional accountability -when and how didthe nurse

learn and incorporate professional accountability as a practice priority, and why does the nurse consider it a
practice priority?

- Identification of roles of nursing educators, nursing service and regulatory boards in promoting professional
accountability

- Development of a plan for implementation and evaluation

• Phase Three: Report Findings

• Phase Four: Evaluation

The outcome ofthat work was a report that defmed professional accountability, identified the roles ofeducation,
service and regulation, and identified critical elements of professional accountability. The defmitions identified by
1995 work group included:
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• Professional accountability is being answerable for decisions and actions (external authority) and is the
stimulus that compels a professional to deliver high quality services (internal conscience). Being accountable
is demonstrating an obligation or willingness to accept responsibility. Such accountability provides a gestalt for
practice, a structure that allows the integration of other elements ofnursing practice.

• Critical element is a basic, essential component.

• Behavioral indicator is an observable action or outcome that can be used to illustrate a critical element. (National
Council, 1995)

Phase One: Literature Review
Humanity has always struggled with what is right and what is wrong in human conduct. More specifically, "...the

professions have always carried distinct moral obligations with respect to public and private decision-making and
behavior. What we do as professionals and how we do it, whether in commercial or nonprofit contexts, our sense of
integrity, and our regard for self and others, affect the lives of everyone" (Gortin, 1994, p.v). Accountability is a
characteristic ofa profession (Gordon, 1989, p.264).

The ANA Code ofEthics states that "[t]he nurse assumes responsibility andaccountabilityfor individual nursing
judgments and actions. " The interpretive statement to this tenet defmes accountability as being answerable to
someone for one's actions. "Nurses are accountable for judgments made and actions taken in the course of nursing
practice" (ANA, 1985). Nurses base their clinical judgments on "consideration of consequences and of universal
moral principles, both of which prescribe and justify nursing actions. The most fundamental of these principles is
respect for persons" (ANA, 1985). While requirements of an organization's Code of Ethics may exceed the
requirements of the law in some jurisdictions, many Nurse Practice Acts in the United States address professional
accountability in the context of grounds for discipline and/or standards of practice.

Davis (1993) indicates that higher education has a revived interest in values and ethics, and greater concern
regarding the moral development and ethical competency of students. Nursing texts contain chapters on legal and
ethical considerations in professional practice. Inherent in the literature is the underlying obligation to be accountable.
The purpose ofteaching values in education is to focus on the process ofinquiry - developing a mode ofreasoning and
identifying a set of fundamental values that promote effective choice. Morrill (1980) states that students should be
challenged to confront standards, analyze differing points ofview, assume the role ofa person with a contrasting view
and wrestle with complex problems with no simple solutions. Such awareness ofcomplex issues and at least beginning
experience in analysis would help students better prepare for the ever-changing reality of the health care world.

Gordon (1989) asks, "Why is accountability the byword ofthe future for the nursing profession?" Accountability
adds an element of answerability to responsibility, a formal obligation to disclose one's actions. Gordon defmes
accountability as the " ...state of being responsible and answerable for those behaviors and their outcomes that are
included in one's professional role, as reflected in the periodic written reporting ofthose behaviors and their outcomes"
(Gordon, 1989, p. 250). Bergman (1981) considers responsibility, authority, and ability as preconditions to
accountability. She states that a person must have"...the ability to decide and act on a specific issue...responsibility
to carry out the action... [and] the authority, Le., formal backing, legal right to carry the responsibility. Then,
with...[these]...preconditions, one can be accountable for the action one takes" (Bergman, 1981, p. 54-55).
Accountability is a necessary attribute in all those who wish to exercise authority and act autonomously - and this
characterizes nurses today" (Gordon, 1989, p. 252).

Gordon also observes that most nurses may think ofaccountability in the negative, as being blamed or called on
the carpet when things go wrong. "Quite the contrary, accountability should be looked at as a highly positive concept,
permeated with visions ofrespect, reward, effectiveness, control, and action" (Gordon, p.261). Accountability should
allow for honesty without blame, in the best interest of all (Arnold & Plas, 1993). An example ofaccountability as a
positive concept is found in the work ofthe Ontario College ofNurses. The College has promoted "reflective practice"
- a strong emphasis on the individual's responsibility and accountability for the maintenance of professional
competence. Professional accountability, or professional attitude, is a key component ofOntario's ongoing efforts to
promote quality assurance.

Professional Accountability Framework
The Nursing Practice and Education Committee also views accountability as a positive attribute, as illustrated in

the 1995 NP&E study where work group participants interviewed nurses selected expressly because they were viewed
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as extremely accountable for their practice. This year, the NP&E Committee selected elements of professional
accountability from its 1995 study to design a framework for analyzing discipline cases. The NP&E Committee
reviewed the critical elements and behavioral indicators which were identified by the 1995 collaborative work group,
and considered how these might be developed as a framework for review of discipline cases. The critical elements
as originally identified were:

1. The nurse is responsible for actions, practke and decisions - reflecting the need for any professional to
accept responsibility for knowing the legal, ethical, and professional parameters of practice, maintaining
those boundaries, and acknowledging when a decision or action has not been in the best interest of a client
while taking corrective action in the client's behalf.

2. The nurse demonstrates honesty and integrity - reflecting the fundamental values needed by a professional
that penneate all aspects of nursing practice.

3. The nurse knows and incorporates professional standards into nursing practice - reflecting the need to
achieve the necessary knowledge, skills and abilities, so that professional decisions are based on that
knowledge and the expectations delineated in professional standards.

4. The nurse maintains continued competence - reflecting the need to continually learn and apply to practice
new knowledge and techniques in the client's interest.

5. The nurse is self-reflective, critically reviewing actions, practke and decisions - reflecting the need for
the nurse to "know thyself' - to be self-reflective, to critically review decisions, actions and practice. The
nurse needs to know what she/he knows, know what she/he does not know, recognize when it matters to know,
and seek appropriate assistance, supervision and/or counsel.

Development of the Framework
NP&E Committee members discussed each of the identified elements and behavioral indicators to detennine

which, if any, could be used for a retrospective review of discipline cases. Elements I, 2, 4 and 5 were selected to
be used in the framework. The committee recognized that the core ofaccountability, which is embedded within each
individual, is very difficult to appreciate by objective means. However, the group believed that the element of
responsibility included objective aspects ofprofessional standards. Indeed, by the very nature ofdisciplinary action,
one assumes that one or more standards have been breached.

The discipline case review concentrated on the other four elements. The committee members realized that not all
behaviors or elements would likely be represented in anyone case. The following coding was developed to record the
outcomes of a record review for each of the behavioral indicators.

Inconsistent - demonstrates behavior inconsistent with standard
Consistent - demonstrates behavior consistent with standards
Not referenced (NR) - no information
Not applicabk (NA) - does not apply to the situation

For each element in the framework, NP&E· Committee members listed behavioral indicators that were
observable by a third party. There were some indicators identified by the work group that were not used in the
framework because of the subjective nature of the indicator, e.g., The nurse internalizes professional standards.
The committee also identified additional indicators to complete the framework. ( See Table I for a sample worksheet
showing the selected elements and indicators.) Discipline remedy is defmed as the action taken by a board ofnursing
to correct, rehabilitate or resolve a complaint.

CaseSelection
Each committee member was asked to obtain the public documents ofa random sample ofdiscipline cases from

their jurisdiction that could be used for the case review. The framework was then used by committee members to
review the sample of discipline cases.
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Application of Framework: Analyzing Discipline Ca.e.
As an alternative to the strictly quantitative and rationalistic method, the committee used a qualitative method

which aims for description, analysis and understanding. The work undertaken by the NP&E Committee involved a
review of 25 discipline cases. Data were examined for relationships of events from which themes and recurrent
patterns were derived.

Missouri Try-out
The frrst application of the framework for analyzing discipline cases was done by a Member Board. One of the

NP&E Committee members shared the draft instrument with the Missouri Discipline Committee, whose members
independently reviewed and scored 74 discipline complaints in December 1995. The Missouri group reported back
that the interpretation of terms used in the instrument varied among their members (in particular, there was confusion
regarding the difference between "not referenced" and "not applicable"). The Missouri Discipline Committee also
indicated that the instrument did not "follow well" with their complaints, and thus they were unable to identify either
consistent or inconsistent behavioral indicators for 19 (26%) complaints. Some members commented that the
framework was "non-contributory" for the discipline process.

Under the responsibility element, the reviewers noted almost as many consistent behaviors as inconsistent
behaviors. (It is possible that the tool, worded in positive indices, requires a shift in focus when reviewing cases.) The
continued competence section was particularly difficult for them to relate to investigative reports, and they also found
it hard to use in chemical dependency cases. Evaluation ofhonesty and integrity was based only on nurse responses,
and the reviewers were often skeptical about the information provided.

The instrument was reported to be most effective in reviewing pure practice issues. The Missouri Discipline
Committee suggested that the instrument could be very useful ifadopted for monitoring ethical behaviorofnurses under
discipline order. They also indicated it would be suitable for a facility's internal process of monitoring a nurse's
accountability. (Jean Dixon, personal communication, April 22, 1996)

NP&E Pi/at
At its February meeting, the NP&E Committee members also used the framework to analyze 25 discipline cases.

Each case was independently reviewed by a committee member or staff. A second committee member independently
reviewed each case. Any discrepancies in coding results were discussed by the group to arrive at a fmal determination.
The NP&E Committee members debriefed after the experience of using the instrument as part of the evaluation
process. (See Table I.)

Discussion
Table 1 shows the compiled case analysis results. A useable report was a report where there was sufficient

information in the fact patterns (i.e., description of the events reported related to the discipline complaint) provided
to determine whether the behavior in the case was consistent or inconsistent with the positive behavior indicators
included in the framework. Evidence of the following indicators was identified in the fact patterns for 20 or more
of the 25 cases:
• Utilizing knowledge to govern actions, decisions and practice.

• Working within identified parameters: legal scope of practice.

• Working within identified parameters: professional standards.

• Acknowledging own behaviors and actions.

Evidence of the following indicators was identified in 15-19 of the cases:
• Performing competently to achieve desired outcome/intended effect.

• Advocating for clients.

• Admitting mistakes.
• Initiating actions to safeguard clients.

• Documenting/reporting by nurse corresponds to observations by others.

• Working within identified parameters: agency policies/procedures.

• Documenting/reporting without intentionally falsifying, omitting or altering information.
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Table 1.
Results of Analysis of a Sample of Discipline Cases Using the Professional Accountability Framework

Responsibility .U_ble ..portll %U_ble Incon.....nt %lncons"Jent Con.istenI%Cons....nt
The NUrM demonatratlts responalbility by:

Petfomring con.-!lNltIY to~ dNired outr:ome.fntended eJrect 19 76% 19 100%
Ufhing kt10wfecIge to govern.ctioM, decisions andpnIdice 20 BO% 20 100%
AdIIocatIng for cIenIs 15 60% 15 100%
/nfeIvetIIng .. a fNponstf to an .-x/»Cltld Q(Ar;ome 10 40% 10 100%
~".,... 19 76% 17 89% 2 11%
IniIafntI adJona to uIetlWtrJ cIenD 16 64% 16 100%
MonIIotIng pedonnanr:e ofdtIIagated taMs 4 16% 4 100%
ComtnuniAIIng wII1IIn the hHIIh C8Ilt INm 10 40% 10 100%
ConauIIIng wtIh OIlIert-.s and OIlIerhHIIh e-", INm membelS 10 40% 10 100%
E~po/IcINIguIdtII tetIecIiveof~ standatda 0 0
~ by _ t»IfNPOtIds 10 oIM_1IoM byolhfllS 17 68% 16 94% 1 6%
PrNrdJrIg ,."om consist8nt wtIh cIenl'6 ccntIfion 11 44% 10 91% 1 9%
~ by _ t»IfNPOtIds 10 oaenn.#IOM byolhfllS 14 56% 13 93% 1 7%
Wcriing wffhIn IdenIIIt«I~ terIa/.cope ofpnlc1ke 20 BO% 16 BO% 4 20%
Wcriingwll1lln~~ ~mndIvds 24 96% 24 100%
Wcriingwll1llnldenlllt«l~ agency~ 18 n% 18 100%

Honestynntegrlty
The nune deInoIJstrMH honHty 8ncllntllgrlty In pnK:tIce by:
~...~ wIIItoUt ItDnIitJnaIIy fabIIy, omtIIng oraJledng info 18 72% 17 94% 1 6%
DemonafrRIng....",,_111 punua ddJon ID ptobIem 10 40% 7 70% 3 30%
1niIIa/ing COINCtIw adIlIn 1JowM1-'/nJPlO-.K 8 32% 5 63% 3 7%

Competence
The nUrM pnHIlCltift continued competltnc:e by:
Muatng .... wing legal t»IInIIIon of«:ope of(X8CIk;e 6 24% 6 100%

.... *'I1pm1ea1oM1..... 6 24% 6 100%

.... *'11agancypo/It:Ia6, ptOWdutN ancM:lrgu/deInN 6 24% 6 100%

PIa"'*'tI the -.""~ forsllMWng~ 2 8% 1 50% 1 50%
PfMnIntI the-.y~formaitJtalnlng~ 1 4% 1 100%

PIaMing the -.""~ foratNandng~ 1 4% 1 100%
IniftllnQthe-.y......for~~ 2 8% 1 50% 1 50%
InIfIaIIng the-.-y....-. formaintanllll conpllHlce 1 4% 1 100%
InIftIIng the-.y....,.. foradvandntl~ 1 4% 1 100%
EwJuaIInothe~_ of....... 1 4% 1 100%

Profealonal self Awareness
The nune demor.b.... ~1onaI..1f8W8l'M'" by:
~1II_~andadJona 20 80% 15 5 25%
~ for......apptaptIaIeIy 4 16% 4
TlIICIltnQand~prMw-I~andgtOW/h 0 0
FlItIdIonItv wII1IIn~ IImItaIIons 2 8% 2
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The following indicators were identified in 10-14 of the cases:

• Communicating within the health care team.

• Consulting with other nurses and other health care team members.

• Presenting reports consistent with client's condition.

• Documenting/reporting by nurse corresponds to observations by others.

• Demonstrating a willingness to pursue solution to problem.

The greatestnumber ofbehavioral indicators identifiedreferenced the responsibility element. Two indicators were
frequently identified under the honesty/integrity element. The only indicatorunderprofessional selfawareness that was
determinable from the fact patterns in a majority of cases was acknowledging own behaviors and actions. The
committee found it interesting that two similar indicators, residing under different elements, were found in nearly the
same number of cases (Admitting mistakes, under the responsibility element, was found in 19 cases, 17 inconsistent
and 2 consistent; and acknowledging own behaviors and actions, under the professional self awareness element,
was found in 20 cases, 15 inconsistent and 5 consistent).

The competence indicators were usually not apparent from the fact patterns or were judged to be non-applicable
to the situation. In addition, none of the cases reviewed involved nurses in supervisory roles, which may account for
the small number of indicators found involving delegation (only 4) and establishing policies/procedures (0).

Interpretation ofResults
The NP&E reviewers had the advantage of being involved in the development of the tool, so that there was a

common interpretation of the language used. Clearly, the Missouri experience showed that written instructions,
including definitions, would need to be prOVided if the framework were to be used by other groups. A problem in
reviewing some complaints and investigation reports is that they may not include information related to professional
accountability issues. Not surprisingly, the framework worked best on practice cases (these cases tended to have
lengthier fact).

The NP&E Committee members commented that it was difficult at first not to "read into" the facts. Like the
Missouri reviewers, committee members observed that the behavioral indicators listed under the responsibility
element were the easiest to fmd evidence of in the cases. Continued competence indicators were rarely addressed,
unless it was the licensee's second time through the system. It was also difficult to identify most of the self awareness
indicators. The NP&E Committee concurred with the Missouri Discipline Committee members that the differentiation
between "not referenced" and "not applicable" was not always readily apparent, and could be merged into one code.

The committee determined that there is initial support for using the above indicators for evaluating licensees for
the responsibility element ofprofessional accountability. The NP&E Committte plans to refme the tool and use the
framework to review more cases. The committee will reassess inter-rater reliability and validity of the instrument.

Further Discussion
Possibly the most interesting outcome ofthe study was the discussion triggered at the committee's last meeting of

the year. After the NP&E Committee reviewed the work of its subcommittees and tabulated results of the review of
discipline cases, several pieces of a puzzle that has been confounding the committee for some time began to fall into
place.

Previous work on competence had raised some "chicken or the egg - which comes first" dilemmas. Is professional
accountability a part of competence or is competence a result of professional accountability? In early discussions of
the paradigm shift for competence, the NP&E Committee had attempted to use a balance to illustrate how it believed
these concepts were interrelated and struggled to fit all the puzzle pieces together - knowledge, competence,
professional accountability, functional abilities, conduct/behavior, accommodations for disability, and selflimitations.

In its final deliberations of the year, the NP&E Committee also reviewed the work ofthe Continued Competence
Subcommittee and began to re-examine the relationship between professional accountability and competence.
Committee members concluded that there is a process by which an individual makes decisions regarding the
integration of these "pieces of practice" with the motivation provided by both external authority and internal
conscience. The committee calls this gestalt or process by which all components are integrated into the context of
practice, professional accountability, and the end result is competence.

Much ofthe nature ofprofessional accountability is subjective and qualitative. It is difficult to evaluate, especially
in a world where we have been conditioned to look for quantitative answers. But professional accountability is an
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essential part ofnursing practice; indeed, it is the mortar, the glue that holds the whole together. And being able to
evaluate the qualitative and subjective may help "tip the scale" to facilitate effective evaluation ofa clinical situation.
The NP&E Committee developed a visual to illustrate how it has envisioned the totality of nursing practice
components which is shown in Figure I.

Figure 1. Nurse's Rights and Duties to Practice Profession
Based upon Various Components of Practice

Applic­
ation

Public Safety
&

Protection

Knowledge
Skills &
Abilities

Subject to DIscipline Subject to Market Forces
Professional Accountability

Note that the fulcrum of the diagram's balance is professional accountability, which represents the process of
balancing the various components. If any components on the right side are changed in size, there needs to be
concomitant change to the remaining components so that the balance can be maintained. The box around knowledge,
skills and abilities is drawn in a heavy line to represent that there is a "minimum, essential" aspect ofthis component,
as tested by the NCLEXTh' examinations. Similarly, the box labeled functional abilities is drawn with a heavy line.
The entire box represents the essential functions, with or without accommodations, needed to safely practice. The
interior is divided by a dotted line, with an arrow illustrating that a decrease in functional abilities can be compensated
by accommodation and/or self limitations. Finally, because it is not enough just to have the necessary abilities ­
these skills must be properly applied to be of benefit to the clients - the smaller boxes labeled application and
conduct behavior represent the nurse's efforts toward this end. Application comprises both behavior and attitude in
utilizing expertise in nursing practice situations. These boxes are drawn with thin outlines to illustrate that these
components may vary in response to the individual situation.

The dotted line below the balance allows some "play" in the process. This "play" is the flexible continuum which
provides for adaptations by practitioners to maturational, situational, and transitional variables in practice. Should the
multiple components shift the balance to the right, public safety would still be maintained. This situation would not
be problematic from a regulatory perspective. The horizontal dotted line below the balance on the right side of the
diagram represents the effective use ofresources. The nurse whose various components far outweigh the minimums
needed for public safety might be found by potential employers to be overqualified for an entry position. Thus, market
forces might dictate that the nurse be better utilized in a position that would use the additional components more
effectively (or, in a period ofover-supply, this might not be the case).

On the other hand, should the balance tip to the left so that public safety dips below the point represented by the
dotted line, client safety would be at risk because ofthe failure to achieve the minimum, essential components needed
for safe care. Hopefully the individual nurse, or the nurse's employer, would detect the shift, recognize the risk, and
take appropriate action to return balance to the situation. The nurse would be subject to disciplinary review should the
situation be reported to the board of nursing.
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The Nursing Practice and Education Committee members believe that professional accountability enables
licensed nurses to detect a shift to the left, like an early warning system, so that nurses can adapt, in the interest of
client care. For example, ifa nurse has a disability that, as represented in the diagram, makes hisJher functional ability
side ofthe box smaller, the balance can be maintained by adjusting the size ofthe accommodation element, or the self
limitation element, or both. Another example would be a nurse put in a situation where helshe recognizes that hel
she has a knowledge deficit, e.g., a medical-surgical nurse floated to the obstetrical unit. The nurse should alert
supervisors ofthe lack ofknowledge and experience and attempt to resolve the situation. Options should be identified
- reassignment to a more congruent practice area, working the shift but limiting activities, not attempting to manage
medications or procedures, working in an assistive role. The context of the situation must be evaluated - is it a one­
time directive due to exceptional circumstances or is a frequent occurrence that warrants the nurse either obtaining
sufficient education, orientation and training to function safely, or to rethink the choice of employment. The latter
is a strong statement, but an appropriate consideration in terms of client safety and professional accountability.

A mistake does not necessarily reflect incompetence. Some mistakes are trivial. Nurses make hundreds of
decisions a day involving innumerable actions, conversations, and documentations. Unexpected events happen.
Nurses do not always work in the best of circumstances., they have "off" days. However, when a pattern ofbehavior
represents a consistent imbalance of the nursing practice components, or when a single mistake exhibits a serious
lack of competence, then efforts are needed to re-educate, to rehabilitate, to work to restore the balance.

Future Committee Activities
The committee plans to refme the Behaviors Which Exhibit Professional Accountability Worksheet, and pilot

the revised framework on additional discipline cases. The committee also plans to explore other regulatory uses for
the framework and the behavioral indicators. The committee will discuss with the Research Services Department
options for validating the indicators that have been identified by the 1995 workgroup and the NP&E Committee. The
NP&E plans to continue its focus on professional accountability and competence, and explore options to analyze the
role of professional accountability at the interface of graduation and employment as well as the congruence of
minimum, essential knowledge, skills and abilities needed to meet client needs in a variety of settings. The NP&E
Committee also plans to explore developing a proposal for a future phenomenological study of discipline cases for
further study of the presence or absence of professional accountability elements in discipline cases, and/or as a
methodology for analyzing the effectiveness ofdiscipline. This method is envisioned to capture the elusive essence
of professional accountability.
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AttachmentB

Nursing Education Rules and Regulations: An Analysis

Background
Boards ofnursing have their genesis in the regulation ofnursing education programs. The role ofthe board was

to provide standards for nursing education and to protect the public from poorly prepared practitioners. In the last
several years, there has been much discussion regarding the current role of boards of nursing in the regulation of
nursing education programs. Discussion has centered around issues of staff resources, impact of multiple agencies
accrediting education programs, identification of the unique role of the board ofnursing in the regulation ofnursing
education, differences and similarities between National League for Nursing (NLN) accreditation and board of
nursing approval. Several jurisdictions have moved in the direction ofaccepting NLN accreditation in lieu ofa board
of nursing visit for continued program approval.

In 1994, the Nursing Practice and Education (NP&E) Committee revised the Model Nursing Administrative
Rules, which included Nursing Education Standards. These Rules were adopted by the 1994 Delegate Assembly. As
part of the process of revision, the committee shifted the approach to rule development. The committee identified
those elements which it considered most important to protect the public health and safety. The elements were
developed in the language ofthe rules as standards, providing a blueprint for regulation. The comments were used to
provide indicators for the standards and the specificity that some boards fmd helpful.

In 1995, the committee compared the Education Standards in the Model Rules with the National League for
Nursing Criteria and Guidelines for each of the four Councils. The comparison was difficult for several reasons.
First, there was no consistent format or framework to the Criteria and Guidelines from the four Councils. Second,
each Council articulated its criteria and standards very differently - ranging from very specific and precise
requirements in the Licensed PracticalNocational Program criteria to broad conceptual statements in the Baccalaureate
and Higher Degree Program criteria.

The comparison showed similarities as well as differences in the criteria specified by the Model Rules and the
NLN Criteria and Guidelines. Although the NP&E Committee proceeded with the notion that the Model Rules
specifically targeted essential criteria for assurance of minimal safe practice and that the NLN Criteria and
Guidelines were directed at promoting quality ofnursing education programs, this distinction was not clearly evident.
In contrast to the Model Rules which stipulated the need for the license to practice and recognition of State Nurse
Practice Acts, the requirement for licensure to practice was not consistently addressed in faculty or nursing program
administrator qualifications in the NLN Criteria and Guidelines.

In comparing the program approval process specified in the NLN Criteria and Guidelines and Model Rules, it was
apparent that a proactive approval process was required by the Model Rules before a program is established. On the
other hand, NLN Criteria and Guidelines specify a retroactive program approval process which begins post graduation
of the first class of students. Both however, require a continuing approval mechanism to maintain accreditation or
approval of the program. Both also stipulate time and opportunity for programs to plan and implement remedies to
correct identified deficiencies.

In 1996, the NP&E Committee conducted an analysis of each jurisdiction's education rules compared to the
education standards in the Model Rules. The indicators listed in the comments to each ofthe education standards were
the points for comparison. The rules from 55 jurisdictions were analyzed: two jurisdictions do not approve/accredit
nursing education programs, and rules from four jurisdictions were unavailable for evaluation.

Approval/Accreditation Process
The process for program approval of 55 jurisdictions was reviewed. While there was some minor variation, the

process by which boards of nursing approve/accredit nursing education programs is very similar (Figure I). Most
jurisdictions require some form of approval whether through the board of nursing or through another state agency.
Programs seeking initial approval must provide the board with a statement ofintent to open a program and a proposal.

The proposal includes, but is not limited to, the following: purpose, mission and level ofprogram; documentation
regarding present and future need for the program; rationale for establishment ofprogram; analysis ofthe program's
potential effect on existing programs; information regarding the accreditation of the sponsoring/parent institution;
an organizational chart showing the relationship between the proposed program and sponsoring/parent institution;
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availability of a qualified administrator and faculty and number of budgeted positions; clinical resources; fmancial
resources; and a timetable for planning and initiating the program. Upon approval ofthe proposal, the program may
apply for provisional approval.

Before applying for provisional approval, the program must hire an administrator and submit a written program
plan. The board of nursing conducts a site visit and reviews the program plan and application. Following a grant of
provisional approval, the program may open. Progress reports are submitted to the board. After graduation ofthe frrst
class, the program is eligible to apply for full approval. The program must provide a self study based on the standards
required by the board and submit to a visit by the board.

The board can grant full approval to programs that demonstrate compliance with the standards for education or
conditional approval for a limited time may be granted to a program with provisional or full approval thathas now failed
to meet board standards. In such cases, the board identifies the deficiencies that must be corrected within a specified
length of time. Denial of approval at any level is open to an appeal process which is generally governed by the
administrative procedure act of the jurisdiction.

Nursing education programs must demonstrate continuing compliance with board standards on a periodic basis
(Figure 2). This process generally involves board review of a self-study report submitted by the nursing education
program and a site visit conducted by a board representative. Boards may also review program approval status at the
request of a program, after complaints about the program are brought to the attention of the board and/or at the
discretion of the board.

Standards of Nursing Education
An analysis of nursing education rules and regulations was conducted, comparing jurisdictional standards to the

standards of nursing education in the Model Rules. The five standards provided the framework for the analysis.
Specific points of analysis were drawn from the indicators provided in the comments.

Standard 1: Organization and Administration
Standard I states that the organization and administration of the nursing education program shall be consistent

with the law governing the practice ofnursing. The NP&E Committee reviewed a total of55 jurisdictions. In general,
the rules and regulations regarding the organization and administration of nursing education programs were fairly
consistent with the Model Rules. A majority ofjurisdictions require written statements about the program's purpose,
mission and philosophy, and written policies which are consistent with their parent institutions.

The NP&E Committee noted the following themes:

STANDARD SPECIFIED NUMBER OF PERCENTAGE OF
JURISDICTIONS TOTAL (N = 56)

Accreditation of governing or parenting institution
by appropriate agency. 45 82%

Organizational chart depicting: relationship between
program and parent institution; relationship between
the program and other programs in the same institution;
delineation of authority, responsibility and channels
of communication. 46 84%

Evidence of financial support and resources to meet
the goals of the nursing education program. 48 87%

Achievement of minimum NCLEXTM pass rates for
continuing board approval - average range between
75-85%. 27 49%

NLN accreditation or reports accepted for continuing
approval in lieu of a site visit. 13 24%
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Standard 2: Administrator Qualifications and Responsibilities
Standard 2 states that the administrator ofa nursing education program shall be a Registered Nurse (RN), licensed

in the state, with the additional education and experience necessary to direct the program preparing graduates for safe
and effective practice of nursing. The administrator is accountable for the administration, planning, implementation
and evaluation of the nursing education program. The standards suggested a minimum ofa master's degree in nursing
for Licensed PracticalNocational Nurse (LPNIVN) programs and a doctoral degree in nursing or a related field for
RN programs. Preparation in education and administration, clinical experience and educational experience was
suggested.

Registered Nurse Programs - Rules and Regulations from 49 jurisdictions were reviewed.

STANDARD SPECIFIED NUMBER OF PERCENTAGE OF
JURISDICTIONS TOTAL (N = 49)

Delineate different requirements for Administrators of
Baccalaureate and Associate Degree or Diploma programs 15 31%

Required earned doctorate for BSN programs 15 31% .
Required doctorate for Master's program only 2 4%
Specified the MSN as required 32 64%
Allow Master's in other fields 14 29%
Specify BSN in addition to a Master's degree 7 14%
Specify clinical experience 30 61%
Specify experience in education 31 63%
Specify preparation in education and administration 18 37%

PracticalNocational Nurse Programs - Rules and Regulations from 50 jurisdictions were reviewed.

STANDARD SPECIFIED NUMBER OF PERCENTAGE OF
JURISDICTIONS TOTAL (N= 50)

Specify Master's in Nursing 27 55%
Specify BSN only 15 31%
Allow BS in other fields 2 4%
Allow progress toward BSN as sufficient I 2%
No specifications provided 5 10%
Specify clinical experience 39 78%
Specify preparation in education and administration 16 33%
Specify certificate in vocational education I 2%

If administrative responsibilities were delineated, they were fairly similar: development and maintenance of an
environment conducive to the teaching/learning process (39=78%); institutional liaison (33=66%); leadership
within the faculty for the development of the curriculum (29=58%); budget (31=63%); faculty recruitment,
development, review, retention and promotion (27=54%); board liaison (22=44%); community liaison (8=16%).

Standard 3: Faculty Qualifications and Responsibilities
Standard 3 states that there shall be sufficient faculty with graduate preparation and nursing expertise to meet the

objectives and purposes of the nursing education program. Nursing faculty who teach in a program leading to
licensure as a PracticalNocational Nurse shall have a minimum ofa baccalaureate degree. Nursing faculty who teach
in programs leading to licensure as a Registered Nurse shall have a minimum of a master's degree in nursing. All
faculty, regardless of the program type, shall be currently licensed as a Registered Nurse in the state, have clinical
experience relevant to the areas of responsibility, and nursing education experience.

Rules and regulations regarding faculty qualifications and responsibilities for RN programs from 49 jurisdictions
were reviewed as well as rules and regulations from 49 jurisdictions regarding LPNIVN programs. All jurisdictions,
RN and LPIVN, required all faculty to be licensed in the jurisdiction. A faculty/student ratio was specified in 40 (71 %)
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jurisdictions. Twenty.four (43%) jurisdictions require that all faculty policies and procedures should be available
in writing and should include qualifications, rights and responsibilities of faculty members, criteria for evaluation of
faculty performance, and promotion and tenure policies.

Registered Nurse Program Faculty

STANDARD SPECIFIED

Master's in Nursing required
BSN only
Provisions for non-qualified faculty to meet requirements
Relevant clinical experience required
Nursing education experience required

Licensed PracticallVocational Nurse Faculty

STANDARDSPECIFIED

BSN degree required
MSN required or preferred
Provisions for non-qualified faculty to meet requirements
Relevant clinical experience required
Nursing education experience required
Additional academic preparation in education required

NUMBER OF
JURISDICTIONS

42
6
8

37
I 1

NUMBER OF
JURISDICTIONS

37
7
5

40
10
6

PERCENTAGE OF
TOTAL (N = 49)

86%
12%
16%
76%
22%

PERCENTAGE OF
TOTAL (N = 49)

76%
14%
10%
82%
20%
12%

Faculty responsibilities were delineated in most jurisdictions. These responsibilities include the following:

RESPONSIBILITY SPECIFIED NUMBER OF
JURISDICTIONS

PERCENTAGE OF
TOTAL (N = 56)

Developing, implementing, evaluating, and updating
the purpose, philosophy, objectives and organizational
framework

Designing, implementing, and evaluating the curriculum
Developing, evaluating, and revising student policies
Participating in academic advising and guidance

of students
Providing theoretical instruction and clinical experiences
Monitoring instruction provided by preceptors
Evaluating student achievement of curricular objectives
Providing for student and peer evaluation of teaching

effectiveness
Participating in activities to maintain nursing competence

and professional expertise

36 64%
49 88%
30 54%

26 46%
40 82%

9 16%
46 82%

16 26%

32 57%

Standards regarding the use and qualifications of non-clinical faculty were articulated in 23 jurisdictions.
Nineteen jurisdictions articulated criteria for the use of preceptors to enhance clinical learning experiences. The
criteria for selection of preceptors must be in writing (12); the functions and responsibilities of the preceptor shall
be delineated in a written agreement between the preceptor and the nursing education program (9); and the faculty
member should retain responsibility for the student's learning experience (13).
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Standard 4: Students
Standard 4 stated that students shall be provided the opportunity to acquire and demonstrate the knowledge, skills

and abilities for safe and effective nursing practice. All policies relevant to applicants and students shall be available
in writing. Students shall be required to meet the health standards required by the clinical agencies, in the interest
of client welfare.

The rules and regulations related to students were similar in all jurisdictions. Fifty-one jurisdictions (90%)
required that the student policies be in writing and readily available to students and applicants. Policies mentioned
were those concerning admission, progression, retention and readmission of students.

Standard 5: Curriculum
Standard 5 states that the curriculum of the nursing education program shall enable the student to develop the

nursing knowledge, skills and competencies necessary for the level ofnursing practice. The curriculum shall include:

a content regarding legal and ethical issues, history and trends in nursing, and professional responsibilities;
b. experiences which promote the development of leadership and management skills and professional

socialization consistent with the level of licensure;
c. learning experiences and methods of instruction consistent with the written curriculum plan; and
d courses including, but not limited to:

1. courses in the biological, physical, social, and behavioral sciences to provide a foundation for safe
andeffective nursing practice;

2. the nursing practice; and
3. didactic content and clinical experience in the promotion, prevention, restoration, and maintenance

of health in clients across the life span and in a variety of clinical settings.

The rules and regulations regarding curriculum were the most varied. Some jurisdictions did not specify any
particular content but identified competencies ofgraduates, or stated that the curriculum should prepare the graduates
for the level of licensure, or incorporated the NLN Criteria and Guidelines by reference.

The majority ofjurisdictions (50=90%) specified that the curriculum be planned, implemented and evaluated by
the faculty with provisions for student input. Forty-twojurisdictions (76%) stated that the curriculum should reflect
the organizing framework and objectives of the nursing education program. Twenty-six jurisdictions (47%) required
that the curriculum be organized logically and sequenced appropriately. Thirty-eight (69%) specified that the
curriculum ensure adequate clinical experience to prepare the student for the safe practice of nursing. Only seven
jurisdictions (12%) addressed the facilitation of articulation among programs.

Several trends in curriculum requirements were noted by the NP&E Committee.

STANDARDSPECIFIED

Specified content included in nursing curriculum
Specified content included in non-nursing support courses
Differentiated content for RN and LPNNN curriculum
Differentiated content for BSN and ADN curriculum
Additional courses specified for BSN curriculum .
RN programs - specified hours for nursing courses
RN programs - specified hours for non-nursing courses
RN programs - specified theory and clinical hours in

nursing courses
LPNNN programs - specified hours for nursing courses
LPNNN programs - specified hours for non-nursing

courses
LPNNN programs - specified theory and clinical hours

in nursing courses
LPNNN programs - specified length of program

(hours/davs)

NUMBER OF
JURISDICTIONS

37
10
31
18
11
6
4

4
9

7

5

PERCENTAGE OF
TOTAL (]V = 56)

66%
18%
55%
32%
20%
11%
7%

7%
16%

2%

3%

9%
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Generally, if nursing and support course content was identified, the content areas delineated in the Model Rules
was included. Nursing course content was delineated in tenns ofclinical areas, e.g. medical, surgical, maternal-child,
pediatrics, etc. Non-nursing content specified was in the areas of the behavioral, social and physical sciences.

Differences between RN and LPNIVN curriculum were noted. In contrast to the LPNNN, RN curriculum
provided for greater depth and breadth in both theory and clinical components of content. For example, RN
curriculum specified psychiatric/mental health nursing principles and clinical in contrast to principles of mental
health in the LPNNN curriculum. RN curricula emphasized the professional nursing role in the care of clients with
complex needs, while the LPNNN curricula specified care ofclients with simple nursing needs and the assistive role
provided by practical/vocational nurses to professional nurses. BSN curricula typically specified additional content
in community health, research, leadership and management concepts and relevant clinical experiences.

Conclusions
Comparative analysis of the Model Rules and the rules and regulations pertinent to nursing education of 55

jurisdictions demonstrated both commonalties and differences. Both delineated the process involved in the
regulation of programs as well as standards or outcomes for nursing programs. Standards or outcomes were more
clearly and consistently articulated in the Model Rules. In many jurisdictions, the standards were implicit in the rules
or process of program approval/accreditation.

The process for state approval of new programs is strikingly similar across jurisdictions. Additionally, the
process for granting continued approval/accreditation was consistent in a great majority of jurisdictions with some
jurisdictions accepting NLN accreditation in lieu of a board visit as the basis for continued approval/accreditation.

Variability in qualifications required for administrators and faculty members were noted. Some jurisdictions
required a doctoral degree while others considered this as a preferred qualification in baccalaureate programs. NP&E
Committee members thought that this variation was a function of market variability ofa qualified pool of applicants
for these positions.

Rules and regulations pertaining to curriculum were found to vary greatly among jurisdictions. Stipulations
ranged from highly specific content and hours delineation to nonspecific broad themes with specific curricular
decisions being left to the nursing education programs by boards of nursing.

The data provide Member Boards with infonnation for comparing theirown rules and regulations and expectations
ofnursing educational programs with those ofother jurisdictions. Some norms can be derived from the tabular data
which give each Member Board a sense ofwhere it belongs within the range ofeducational rules and regulations. This
process provides a mechanism for boards ofnursing to examine their own rules within the context of the Model Rules
and the nonns derived from other jurisdictions. Concomitant to this process are increased dialogue and consultation
between boards and fonnulation ofsound rationale for regulations which are unique to each one. Nationwide data can
provide boards better understanding of each other's educational programs which forms a logical basis for decisions
regarding nursing practitioners across jurisdictions.

Comparative data enhance identification of commonalties and differences in education rules and regulations.
This in tum promotes detennination of universal and jurisdiction-specific elements of education rules and
regulations. Decisions relevant to rules and regulations of nursing education programs can be based on the core
components that have been identified by a majority of jurisdictions as well as by a critical examination of each
jurisdiction's unique needs and situations. This is fundamental in addressing the needs of a changing demographic
of consumers within the context of a global and highly mobile market for nursing practice.

In an era ofcost containment and dwindling resources, data from this survey provide some ideas for developing
creative regulatory strategies based in experiences of other jurisdictions. Boards can detennine areas of duplication
in regulations which have been effectively minimized by other states. Through exchange of ideas and experiences,
boards can confidently experiment with new strategies which are cost effective in promoting public health, welfare
and safety through nursing education.
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Report of the Complex Discipline Cases Subcommittee

Subcommittee Members
Ann Torres, AZ, Area I, Chair
Lannette Anderson, WV-PN, Area II
Thania Elliott, LA-RN, Area III
Caroline Stellman, MD, Area IV

Staff
Vickie Sheets, Director for Nursing Practice and Education

Relationship to Organizational Plan
Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective D Provide for Member Board needs related to disciplinary activities.

Recommendations to the Nursing Practice and Education Committee
1. That two copies of Discipline Resources Notebook be distributed to each Member Board, one for the

executive officer and an additional copy for the discipline staff.

Rationale
This resource will be helpful to the executive officer who is responsible for all Member Board activities,

but it will be most useful to the staffwho manage discipline cases on a day-ta-day basis. Providing each Member
Board with two copies will assure that both the administrative and the discipline staff have ready access to this
resource. Board staff are also encouraged to copy portions of the notebook for use by others, e.g., to orient new
board members, attorneys, etc.

Fiscal Impact: Is included in FY96 budget.

2. That the response to and use of the Discipline Resources Notebook be reviewed in early 1997, to provide
feedback as to whether or not this is an effective means of meeting Member Board needs, what additional
topics ought to be addressed, and to suggest the timing and procedures for updating.

Rationale
This resource is a new approach for meeting Member Board needs related to management of the growing

number and complexity of discipline cases. The subcommittee believes it is important to determine whether or
not the content and the format provide the working resource that is intended. If useful, plans must be
implemented to assure that the information continues to be accurate and that the topics included are timely. If
this approach does not meet the intended needs, then another means must be identified and developed.

Fiscal Impact: Minimal.

3. That the Complex Discipline Survey conducted in FY96 be revised and repeated in FY98.

Rationale
The subcommittee believes that the data obtainedthrough this new survey instrument will be very useful. The

subcommittee also recognizes that the telephone survey was a long and involved process that can be consolidated
and streamlined for future use. Discipline is a critical function of licensing boards. Current information is
essential to assure that the resources provided by the National Council are accurate and timely.

Fiscal Impact: To be included in FY98 budget.

4. That the National Council explore how Member Boards' access to criminal records can be facilitated.

Rational.
Several Member Boards, both in the survey and in contacts with subcommittee members and staff, have

indicated the growing need for accurate information regarding criminal convictions of applicants and licensees.
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Although many jurisdictions have access to local criminal data, with the mobility of society, there is a need for
consistent information at a national level.

Fiscal Impact: Minimal.

5. That the National Council facilitate national reporting of licensure disciplinary actions.

Rationale
The National Practitioner Data Bank appears poised to develop plans for implementation of Section Five of

P.L. 100-93, which would require reporting oflicensure disciplinary actions against other health care practitioners,
including nurses, to the National Practitioner Data Bank (NPDB). National Council should take advantage of
opportunities to explore collaboration with the NPDB to influence policy decisions regarding how and when
nursing actions are reported, as well as to facilitate Member Board compliance with Section Five requirements
when implemented.

Fiscal Impact: Minimal.

6. That the revision of the Model Nursing Practice Act and the Model Nursing Administrative Rules planned
for FY97 include specific suggestions for approaches to informal (disciplinary action without a formal
hearing) and alternative resolution (case resolution without formal disciplinary action).

Rationale
The subcommittee determined that one of the ways many Member Boards are coping with increasing

numbers and complexity of discipline cases is through case resolution through informal and alternative
approaches. The subcommittee suggests that some practical "how to" provisions in the Model Rules would be
very useful for Member Boards considering different approaches to case resolution.

Fiscal 1mpact: Minimal.

7. That the National Council develop the following:

a. Model educational materials to assist Member Boards in educating nurses as to their responsibility
to report violations to the board of nursing.

b. Model educational materials to raise public (both consumer and legislator) awareness of the
purpose and role of nursing regulation related to discipline.

c. Model educational materials to assist consumers in reporting discipline matters to the board of
nursing.

Rationale
Many nurses are not aware of their legal and ethical responsibilities to report violations of the Nursing

Practice Act to the board ofnursing. Many other nurses are vaguely aware, but are unsure ofwhere to "draw the
line" between something that should be reported to the board and something that should be at least attempted to
be resolved with the nurse directly and/or with the nurse's employer. The subcommittee suggests that model
educational materials could be modified by jurisdictions to meet their particular needs. Similarly, many
consumers, including state and federal legislators, are unaware of the board's disciplinary activities and their
implications for promoting public safety. The development of materials that could be used and/or modified to
meet the specific jurisdictional needs would be very helpful. Finally, with the increase of health care provided
in the community setting, it is anticipated that there may be fewer on-site employers (who currently report many
complaints to boards) and an increase in the number of consumer complaints. Materials which can help boards
promote public awareness of how to get information to the board will assist in developing this source of
information regarding nursing practice.

Fiscal Impact: FY97 budget ($9,416 out of pocket and $3,575 staff time)

Background
Previous National Council efforts to develop resources to assist Member Boards in managing disciplinary cases

have included the work of the Disciplinary Case Analysis Focus Group (1993), the Disciplinary Guidelines for
Managing Sexual Misconduct Cases Focus Group (1994) and the Sexual Misconduct Task Force (1995). The
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Complex Discipline Cases Subcommittee of the Nursing Practice and Education Committee continues to provide
resources to assist Member Boards in managing discipline cases.

The subcommittee recognized that discipline cases can be complex - as an individual case is very complicated,
involving multiple allegations, situations, settings and individuals. Discipline cases are also complex as to increasing
numbers, types ofallegations and demands upon limited, and often dwindling, resources. The subcommittee focused
on the complexity caused by numbers and demands, and has attempted to develop resources to support boards of
nursing as they manage the totality of their caseloads.

HighlightsofActivities

• Coordination with otber Nursing Practice and Education Subcommittees
Ann Torres, chair, participated in a planning and coordinating meeting with other Nursing Practice and Education
Committee subcommittees in October 1995.

• Complex Discipline Survey
Subcommittee members developed and conducted a telephone survey with Member Board staff assigned to
conduct discipline activities. The results of the survey are included as Attachment A to this report, on page 25.

• Dialogue on Discipline
The subcommittee proposed an educational program be held in conjunction with the 1996 Annual Meeting, to
provide opportunity for education and extensive networking regarding a variety ofdiscipline topics. The program
was selected to be offered in Baltimore, Maryland, on August 5,1996. The morning program will focus on the
implications for the discipline process of the community setting. The afternoon session will be presented by the
Sexual Misconduct Task Force, and will focus on the disciplinary guidelines and the educational materials
developed to promote awareness ofprofessional boundaries and issues related to professional sexual misconduct.
The schedule for the program is found as Attachment B, on page 33.

• Disciplinary Resources Notebook
The subcommittee developed a Disciplinary Resources Notebook, based upon the needs identified from the
above survey. This resource will presented for the first time at the Dialogue on Discipline. The notebook
includes materials developed by the subcommittee, by the Discipline Investigators Task Force, the Sexual
Misconduct Task Force, the Chemical Impaired Nurse Issues Task Force, and the Nursing Practice and Education
Committee. Selected samples of resources developed by Member Boards are also included in the notebook.

• Software for Discipline Tracking and Monitoring
The subcommittee brainstormed regarding the elements needed for an optimal computer program to assist
Member Boards in tracking complaints, investigations, case resolution, after board action monitoring and
alternative/diversion program monitoring. Their ideas were shared with the Marketing Manager for possible
development by the Special Services Division.

Future Considerations
• Review evaluations from the Dialogue on Discipline.

• Promote use of the Disciplinary Resources Notebook.

• Develop additional materials to support Member Boards in their discipline process.

• Monitor the numbers and type of discipline cases for issues and trends related to changing and independent
practice settings, and the implications for investigating complaints.

• Continue focused activities to develop resources to assist Member Boards in dealing with the increasing number
and complexity of discipline cases.
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Meeting Dates
• October 23, 1995
• December 14-15, 1995
• February 29· March 1, 1996

• April 14-15, 1996

Recommendations to the Nursing Practice and Education Committee
1. That two copies of Discipline Resources Notebook be distributed to each Member Board, one for the executive

director and an additional copy for the discipline staff.

2. That the response to and use of the Discipline Resources Notebook be reviewed in early 1997, to provide
feedback as to whether or not this is an effective means ofmeeting Member Board needs, what additional topics
ought to be addressed, and to suggest the timing and procedures for updating.

3. That the Complex Discipline Survey conducted in FY96 be revised and repeated in FY98.

4. That the National Council explore how Member Boards' access to criminal records can be facilitated.

5. That the National Council facilitate national reporting of licensure disciplinary actions.

6. That the revision of the Model Nursing Practice Act and the Model Nursing Administrative Rules planned for
FY97 include specific suggestions for approaches to informal (disciplinary action without a formal hearing)
and alternative resolution (case resolution without formal disciplinary action).

7. That the National Council develop the following:

a. Model educational materials to assist Member Boards in educating nurses as to their responsibility to report
violations to the board of nursing.

b. Model educational materials to raise public (both consumer and legislator) awareness of the purpose and
role of nursing regulation related to discipline.

c. Model educational materials to assist consumers in reporting discipline matters to the board of nursing.

Attachments
A Complex Discipline Cases Subcommittee: Summary of Member Board Survey Results, page 27
B The Dialogue on Discipline Program Schedule, page 37
C Organizational Framework for the Discipline Resources Notebook, page 39
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AttachmentA

Complex Discipline Cases Subcommittee
Summary of Member Board Survey Results
Subcommittee members developed and conducted a telephooe survey with Member Board staff assigned to conduct
discipline activities. The survey results are provided (additional board responses will be added and provided in the
supplement to the Book ofRepons).

Table 1. Member Board Reporled Numbers presents information reported by responding boards about the number
ofcomplaints they received in a recent twelve-month period (some reported last fIscal year, others last calendar year).
The number of licensees in a jurisdiction was obtained from the National Council publication, 1994 Licensure &:
Examination Stalistics. Member Boards also provided information about the staff available to work with the
discipline process in their jurisdiction.

Table 2. InfomuJ Processes - Disciplinary Action without FormoJ Administrtllion Heoring presents information
reported by Member Boards regarding whether or not informal processes are available in their jurisdictions, a brief
description of the process and who is involved in the process.

Table 3. A1IerlUltiJle Approtlehes - Case Resolution without Disciplinory Action presents information reported by
Member Boards regarding methods to resolve cases with something more than dismissal but less than board action.

Table 4. Time MtUlQgement Tools andResources identify boards which indicated that they have developed resources
to support the discipline processes. These tools include: checklists (a few boards also indicated they have developed
standard question lists), a system of prioritizing cases, standard forms, standard fIle formats, tickler systems,
scheduling tools, computer tracking, monitoring tools and other approaches to using time and human resources
effIciently.

Table 5. Member Board Comments have been grouped in categories which include: the effects of the changing health
care environment on the discipline process, threshold issues, confidentiality issues, investigations (including
approaches to specific types of cases), expert witness, case backlogs, unique remedies, board evaluation and other
suggestions.

The Complex Discipline cases Subcommittee will include examples of selected processes and other resources in
the Discipline Resources Notebook which will be flfSt shared with the participants of the Dialogue on Discipline
program scheduled for August 5, 1996, prior to the beginning of the Annual Meeting.
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Table 1. Member Board Reported Numbers
Area Juris ., Complaints #llceMNs Professional Staff # Support Staff Source, # AtlomeY Source, # InVftlfgators

1 AI< a
3 Al 52,213 3 4 3PT 3FT

3 AR 154 40.401 1 1 AG umbrella

1 AS 0 a NA NA NA NA

1 p;z 894 48.968 10PT 3 1FT. para

1 CA-RN 1.028 316.702 1 3+3PT 7 76

1 CA-VN

1 CO 326 47.337 25 7 71FT 6

4 CT 115 60.356 3FT.3PT see prof sta« DepIPH DepIPH

4 DC

4 DE 62 13.447 2PT

3 FL 850 247.387 4 see prof sta« 7 7

3 GA-RN 222 64,070 2 1 AG umbrella

3 GA·PN 84 27,7'J1i lPT 2PT AG umbreU.

1 GU

1 HI 41 15,679 umbte/la --> -> ->

2 IA

1 10 100 13.902 2PT 1 7 all dNg->Rx

2 IL

2 IN 70 89,144 1 AG AG's office

2 KS

3 KY 424 48.063 2 2 1FT 3FT nurses

3 LA-RN 305 35,927 1 2 lPT 1

3 LA-PN

4 MA

4 MO 432 69,296 25%EO+2FT+1PT 2FT+1PT PTpros. PT-AGo 4

4 ME 20.410 ED lPT

2 MI

2 MN 987 76.291 10+35% see prof sta« AG AGsoffice

2 MO 466 1 1+contract 3FT+7c:ontract

1 MP

3 MS 528 33.927 3 l+lPT lFT+AG-PT 3

1 MT 115 12,564 1PT lPT lPT 1

3 NC 629 90,343 1 2 7 2

2 NO 50+ 6,051 .5FTE+.25FTE attyhetalner see prof staff

2 NE 202 7,018 compliance section compliance compliance compliance

4 NH 59 18.650 ED oversight 1 7 2

4 NJ 158 90.648 1 1 7 separate bureau

1 NM 150 17,032 1 1 7 oontradoul

1 NV 222 12,479 1 2.5 7 2

4 NY 1.6n 293.974 8 8 7 55 all professions

2 OH

3 OK 416 41,348 2(.5) 2 7 1FT+ 2(.5)

1 OR 296 a 1 1 7 3+1 approved

4 PA 301 284.7'J1i 1 1 1 7

4 PR

4 RI

3 SC 318 37.192 1 7 7 2

2 SO 79 11,870 1 7 7 7

3 TN 310 79.993 1.5 7 AG umbrella

3 TX-RN 1,641 142.578 1 4 2FT+1 PT+para 8

3 TX-VN 1.600 70,892 7 3 7 3

1 UT ? 18,405 umbnlfla -> -> ->

3 VA 319- 98,204 2 1 7 umbrella

4 VI

4 VT 89 6.463 1 .5 AG sec:y state

1 WA 611 70,143 3 4FT.1PT ? SFT.3PT

2 VVI 235 79,271 2FT

2 WV-RN 116 22.014 1 1 AG 0

2 WV-PN 116 7.080 1 does all 0 AG 0

1 WY

Complex Discipline Survey Results
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Table 2. Infonnal Processes - Disciplinary Action Without Fonnal Administrative Hearing
Are. Juris Aval..b.. Bel Mem Involwd Desc:riptIon of Process Who N4;otIates WhoWrltes Staff Review
1 AK
3 Al YES NO meeting; pre-hearing I1IIllIy staff YES
3 AR YES NO ~conf__

staff/atly atty YES
1 AS NO
1 AZ YES NO nurse makes appllo sellle atty/staff
1 CA-RN in develop

1 CA-VN

1 CO YES ? pre-h-mg conference atty
4 CT YES ~ conference prior 10 charges dept atty YES
4 DC
4 DE YES yeS
3 FL YES YES intormal meeting ? ? ?

3 GA-RN YES NO ? ally ?

3 GA-PN YES YES infonnal meeting aIIylstaff

1 GU
1 HI YES ?

2 fA
1 \D YES NO pre-henlg c:onI-.ce aIIylstalf

2 IL

2 IN YES negotialled by ally \hen bel approves ally

2 KS
3 KY YES YES board panella nMew c:ase ally/staff

3 LA-RN YES NO infonnaI meeling wilh staff staff

3 lA-PN
4 MA
4 MD YES YES infonnal c:haI. pre-hearing c:anfetenee Bdlstaff ally

4 ME YES YES ~ ccnfen!nce

2 MI
2 MN YES YES informal meeting atty staff

2 MO YES 45-day wait period for joint slips atty stall

1 MP
3 MS YES ? ? atlylstaff

1 MT YES NO ally _ wilh IlUISe atIy

3 Ne YES YES infonnal meeting staff ally

2 NO YES ally staff

2 NE YES AG staff

4 NH YES ~ c:anlefence YES
4 NJ YES ally

1 NM YES ? ally _ wilh nurse ally

1 NV YES ? ? ? ? YES
4 NY YES staff ally YES
2 OH
3 OK YES YES infonnaI meeting (IlOl sunend8l) staff ally

1 OR . YES staff

4 PA YES ? ? ally ? ?

4 PR
4 RI
3 SC YES ? ? slatr

2 SO YES NO infonnaI meeting aIIylslatr staff

3 TN YES YES meeting ally staff

3 TX-RN YES· YES meeting ? staff

3 TX-VN YES YES meeting ? staff

1 UT YES YES bel membenl. ally. staff meet ? ?

3 VA YES YES infonnaI meeting ally/staff staff

4 VI

4 VT

1 WA YES brief proceeding ID allow appeal denial

2 WI

2 WV-RN YES YES intormal meeting ally staff

2 WV-PN YES NO not met routinely stall staff

1 WY

Complex Discipline Survey Results
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Table 3. Alternative Approaches - Case Resolution Without DisclpiinalY Action
Area Juris Mediation Warning Lelia,. Teaching Conference Workshops DIversion OIlIer

1 AK
3 Al YES YES YES occasionsUy YES
3 AR NO NO NO NO NO
1 AS YES YES YES
1 AZ. NO YES NO YES YES
1 CA-RN YES YES NO NO YES
1 CA-VN
1 CO
4 CT YES YES by dept PH vol SWTender
4 DC
4 DE NO NO NO NO NO
3 FL NO NO NO NO CD diversion
3 GA-RN NO YES YES YES (staff) NO
3 GA-PN NO Ietler of concern NO NO NO
1 GU

1 HI NO NO NO NO NO
2 IA
1 10 NO YES NO YES YES
2 IL

2 IN NO NO NO NO NO
2 KS
3 KY NO YES NO NO NO
3 LA-RN NO YES NO NO YES
3 LA-PN
4 MA

4 MO NO NO YES YES YES
4 ME NO NO NO NO NO
2 MI
2 MN YES YES YES NO YES slip to cease

2 MO NO NO NO NO NO
1 MP
3 MS NO YES YES YES YES
1 MT NO YES NO NO YES
3 NC NO YES YES NO YES
2 NO YES YES refer adv pro

2 NE YES YES
4 NH YES - - - -
4 NJ YES YES
1 NM NO YES NO NO YES
1 NV NO YES YES NO YES
4 NY - - - - -
2 OH
3 OK NO NO NO NO YES
1 OR NO YES NO NO YES
4 PA NO NO NO NO YES
4 PR
4 RI

3 SC NO letter of c:orn:em" NO NO NO
2 SO NO YES - self-study courses YES YES YES
3 TN NO YES NO NO YES
3 TX-RN NO YES YES YES YES
3 TX-VN NO YES NO NO YES
1 UT NO YES YES NO YES
3 VA NO memo-drugs NO NO NO
4 V1

4 VT

1 WA NO YES NO NO YES
2 VIII

2 WV-RN NO YES NO YES NO
2 WV-PN NO YES NO NO NO
1 WY

Complex Discipline Survey Results
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Table 4. Time Management Tools and Resources
Area J urts Checkllsta Priority System Fonns Flie Formats TIcklei'll SCheduling Computer r...cklng Monitortng Other

1 AK
3 Al YES YES YES· dale tItI#

3 AR YESntist YES YES YES
1 AS
1 i>Z. YES YES YES YES YES YES
1 CA-RN YES YES YES YES
1 CA-VN -
1 CO YES YES YES YES
4 cr YES YES YES YES YES
4 DC

4 DE NO - - - - - - - manual

3 FL YES YES YES YES YES
3 GA-RN YES YES yeS - timiled ..,

3 GA-PN YES tItI#

1 GU
1 HI

2 IA

1 10 YES YES YES YES YES YES YES
2 IL

2 IN - NO - - - - YES -
2 KS
3 KY YESntist YES YES YES YES YES YES
3 LA-RN YES YES YES -limited .., yeS
3 LA-PN
4 MA

4 MO YES YES YES YES YES YES YES YES
4 ME YES YES
2 MI
2 MN YES YES YES YES YES YES tItI# (in proces$)

2 MO YES YES YES YES YES YES YES
1 MP
3 MS YESntlst keep llexible YES YES
1 MT YES YES YES YES YES YES YES
3 NC YES YES-unwri1Ien YES YES YES YES YES
2 NO YES YES YES YES-Iimlt8d
2 NE YES YES YES
4 NH - NO - - - - under development -
4 NJ NO YES - unwritten YES YES YES
1 NM YES YES YES YES YES
1 NV YES YES YES YES YES YES
4 NY YES YES YES YES YES - YES -
2 OH

3 OK YES YES YES YES YES YES YES· invest II'lIining

1 OR YES YES YES
4 PA
4 PR
4 RI

3 SC YES YES YES YES YES
2 SO YES YES YES YES tItI# YES YES - menu terms

3 TN YES YES YES yeS
3 TX-RN YES YES YES YES YES YES YES YES YES - sid fines. TC
3 TX-VN YEsntist YES YES YES YES YES YES YES YES - order wksht

1 UT YES YES YES YES YES YES
3 VA YES YES YES YES YES YES
4 VI

4 VT YES YES working on this YES
1 WA YESl?list YES YES YES YES YES YES
2 WI YES YES YES YES YES-devnew YES
2 WJ-RN YES YES YES YES YES
2 WJ·PN YES YES
1 WY

Complex Discipline Survey Results
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Table 5. Member Board Comments

Environment Comments
AS _ need board ttaining
CT ••••_ _ more complicated investigations, different requirements in sanctions
GA-RN ••• more complicated investigations, APRN problems
10 ..._. more practice-related complaints
MIi . additional resources needed for complaints, monitoring
MN __ APRN problems, other professions practicing nursing
MS __ supervising in home care, computerized notes in hospitals
NE additional sources, more complicated investigations, changes in monitoring methods
NJ additional sources of complaints, more complicated investigations, change in monitoring
NY •additional sources of complaints, more complicated investigations
ND __••_. additional sources, more complicated. changes in monitoring methods
PA •• additional resources needed for complaints, monitoring
SC more practice issues
TX-VN _. increased workload because of increased public awareness
VT __••__ additional sources of complaints
WI additional sources of complaints, more complicated investigations

Threshold Issues
AL .. distinguisb between true violations and employment issues
AZ ._.. establish protocols - guide to dismiss
CA-RN _. perennial complainants - try to reduce costs of frivolous cases
CO •set standards for abandonment complaints (policy - don't investigate)
CT .. if case is borderline, seek board opinion in pre-hearing conference
FL •••.__.. most cases to mediation
10__..__• identify cases which would hold up at hearing; negotiate rest
MN require employers to try remedial action f1£St
MS hearing panels to do lower threshold cases
MT •• considerable, some may be resolved without investigation with informal action
NY •••••••_. presently engaged in raising threshold
ND • netwOIk with colleagues
SC subcommittee to hear discipline cases, meets separately
SD letters of reprimand and continuing education for borderline cases
TX-VN _. board deals with very serious cases instead of AU
TX-RN _. minor incidents, don't have to be reported to board; if three minor incidents in one year
WA __..... adapted Criteria for threshold
WI ._ statistical review and discussion regarding the types of cases tbat result in fonnal action

Confidentiality Issues - When does information become public?
After complDint - GA-PN, KY (verifies complaint pending), MO (if mandated repon), NY, NC, WV-PN
AfterlomuU charges - AR, CA-RN, CT, FL, GA-RN, ID, LA-RN, MS, MO, MT (when investigation complete),
DE, IN, NE, NJ, NM (ifformal hearing), OK, TN, TX-VN, TX-RN, UT, VT, WA (respondent discovery), WV-RN,
WI
At hearing - 10, , NO, ND
Afterboard action - AL, CO, 10, KY, MD, MN, NY, NM, ND, NY, OR, PA (30 days after), Sc, SD, WA (public)

Other comments:
AL - concern about limits on sharing how to respond to subpoena; CT - investigative file is public after one year or
upon dismissal or issuance of charges, whatever first; FL - patient records IlCY.CI: public without waiver; GA-RN ­
concern aft«c:omplaintreceived; LA-RN - concern aft«complaintreceived; MS - want to know before cbarges; TX­
RN -can share selectively; WI - Wisconsin law presumes records are open unless an exception applies (e.g., protecting
the integrity of investigations, confidentiality of treatment records, etc.)
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Investigation (+'s) and (-'s)
AL (+) chief investigator serves subpoenas, investigator assigned geographically; (-) caseload increases

practice-related need tracking system for priority
AR • (+) have a contract with Pharmacy Board to investigate drug-related cases; (+) call nurses to office to meet

with investigator (if no show, "uncooperative behavior" is an additional charge)
CA-RN _. (-) non-nurse investigators need help on nursing issues
CT (+) no contlict of interest when complaint investigation/prosecution is separate agency from adjudicator

(board), and can move cases quickly that require prompt action to protect the public; (-) Continuing
challenge to take prompt action despite volume of impaired nurse cases

GA-PN ... (+) law enforcement experience in investigators
GA-RN _. umbrella agency investigators: (+) outside investigator brings an objective, third-party perspective;

(-) don't always see significance of nursing cases
ID ._. (+) refers drug cases to Board of Pharmacy; (?) must be written complaints
IN .._..__• (-) complaints sent to AG's office, board does not hear what happens to them, some are dropped without

input of board (meeting sd1eduled to discuss)
MD (+) support staff, board staffdevoted to investigations, (+) subpoena; (+) public relations; (+) combination

of background; (+) bard copy available immediately??
MN ......_ (+) efficient tohaveboard staffobtainrecords, (-) courts notreleasing records withoutpriorpayment; would

be (+) to have in-house attorney, investigator
MS ......_. (+) investigations under the control of the board; (-) can't enter facilities without permission - subpoena

takes too long; (-) difficult access to criminal records, search and seizure???; (-) investigators trained in
criminal seminars

MO _ (+) in-services for investigators
NE (+) nurses doing nursing investigations; (-) paid for by nursing funds but nursing bas no authority over

division that administers
NM (-) difficulty getting to agencies for Pds
NY ......_. (+) timeliness of case completion, EDP Case Management system provides management with oversigbtof

any case from central office, accountability; (-) biggest cballenge is to prevent isolation of field unit from
central offICe

ND •Disciplinary Committee reviews all cases, directs investigations; (-) complexity of cases, number of cases
vs. amount of staff time, mandatory reporting just eoacted, not sure how will affect workload

OK • (+) RN investigators; (+) autonomous
PA (+) umbrella investigators bring a cross knowledge of health care professions
SC (-) trying to train non-nurses to work with nursing employers
SD •• (+) private legal counsel; (+) RN investigator; (-) cases more complex, practice, time consuming
TX-RN _. (-) investigator caseloadaverages 210!; (+) board determine priority criteria
TX-VN _. (-) complexity of cases increasing; (-) more nurses represented by attorneys; (-) no in-house attorney
UT (-) investigator caseload too high (60)

WI •• (+) team organization, close working relationships; (-) organizing time to address volume of complaints in
timely fashion, many complaints require time-consuming CODtacts in field

Thefollowing bOtll'tls identify problems with timeliness ofinvestigations: AZ, CO, NV, NJ, OR, UT, WA, WI

Investigation Approaches - Practice Cases
AL subpoenas to other employers; look for pattern
AZ guidelines reporting complaints; contract with hospital to evaluate competency; competency cbecldist,

modifJed Debrono; paralegals do upfront - subpoenas, witness list, preliminary wort-up
CT secure witness statements early in process before memories fade or "change," or patients die
FL documentation by employers, supervisors
ID • in between the hardest
ICY • interview witnesses, site visits

LA-RN ... use employers' written evidence, wimesses
MN _..__ provide employers help in documenting
MS • witness observations
MT .. •can use experts at beginning sometimes
NV •patterns, standards of practice
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NJ ....__ investigarors need to be more conversant with boards
NY _••_ SIaDdardized methods of investigation, input from board, standardized report writing
ND __.._•• network with colleagues
OK • objective facts; agency policy and procedures; standards; talk to other nurses; patterns; patient outcomes;

does nurse recognize problem?
OR • educate attorneys, hearing officers
SD _..__.. use expert witnesses to review information
TX-VN _. identify patterns of bebavior; repeated counseling; job hopping
VA __.... past employment records, patient medical records
WV-RN _ talk to other nurses; documentation to support complaint
WI ......__ board must make clear their SlaDdard; random case review (i.e., peerreview); interaction with otheragency

performing on-site surveys of nursing care; impose sanctions that include orders for regular reports from
therapists

Investigation Approaches - Abuse and Neglect
AZ •• psychological evaluations; advocate for witnesses in abuse cases
cr secure witness statements early in process before memories fade or "change," or patients die
FL __.. documentation employers, supervisors
ID need credible witnesses, evidence
KY _. interview witnesses; visit facility
MN obtain information about facility from state licensing agency
NE•••• facilities usually do thorough internal investigations, often very helpful; written statements
NY _...._. eye witnesses, evaluate credibility (including tberapisO, verify facts
NJ .. .. education of involved parties
NY __.._. standardized methods of investigation; input from board, standardized report writing
ND .._••_. network with colleagues
OK __...... interviews; look for other surveys
OR __.._. don't fmd as difficult as practice issues
SD __.._._ work with health department
TX-VN _ identify patterns, counseling, job hopping
TX-RN ... educate facility bow to investigate, pictures
VA __.._. employment history, see ifpattern
WV-PN .. work with health department

Dual Diagnoses Approaches
AL _...._ .. may not docket, as for MD statement, approve if no danger (alternative program)
AZ __..__ increasing numbers of complaints, recommend nondisciplinary approach or limited license
cr_....__ review very carefully for appropriate remedy
FL __••_ IPM
ID __.._ non-practicing status
KY • MH, CD evaluations
LA-RN ... MH, CD evaluations
MD _.._••• not discipline, refer to rehab
MS ......_. wants suggestions bow to manage
NE.. referred for evaluation
NY .. • increasing numbers of complaints, recommend noodisciplinary approach
NM handle like other allegations
ND _. network with colleagues
OK _. ask nurse for evaluation. seek voluntary surrender if recommended
OR _. refers to nurse monitoring program
SO more MH complaints, would like to transfer these to diversion program
TX·RN _. TPAPN
TX·VN ... peer assistance referral
UT•• .. bas only bad two cases
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VA •AED assists board members, participates in hearing
WV·RN _ MH, CD evaluations
WV·PN _ MH, CD evaluations

Use of Expert Witnesses
Outsideexperls-AR(toxicologist),CA.RN,CO,CT,FL,GA.RN,GA-PN, ID, KY,MD, MN, MS,MO, MT,
NV,NY, OK, NE, NJ, OR, PA Oawyers?), SD, TX-RN, lIT, VT, WA, WV·RN, WI
Board members/staff - AL, AZ, cr, MD, MO, OK, sc, TX-RN, VT
ND • depends on bow expert defme - use witnesses pertinent to the case (e.g., nurse manager, law enforcement, etc.)
WI - bas expert witness checklist

How do you deal with case backlogs?
AL workday" to resolve old cases, all staff involved
AZ limit investigator responsibilities, full-time investigators, guidelines for "that's enough"
CO •regroup, problem solve, routine meetings, staff meet with board to set goals
cr work faster and smarter, stteamline procedures without compromising quality
GA-RN _. oldest cases ftrSt, top priority cases first
GA-PN _. need automated tickler system
ID ••• help! look for options for less serious cases
KY _••__•prioritze cases, ongoing communication with complainant
MD increase infonnal bearings, better guidelines, complaint form for investigations
MN periodic review and re-classifica1ion
MS •consolidate cases in geographic area for investigations, use telephone contacts (vs. field), add day of

bearings to board meeting
MT • contract for additional investigators
NV ...;. prioritize, one case at a time
NJ __••__ have more than one meeting a month
NY • 1980, special unit aeated to deal with a backlog
ND __••_. network with colleagues
OK •part-time on priority cats, 15% time on old cases, investigation staff meet on closing cases
OR •need more investigators
SC ._ use back-up investigators
SD set priorities for cases and commit to certain turnaround times to board
TN extra board meeting for bearing (ifattorneys available)
TX-RN ... Hell week" when investigators come in to resolve old complaints (attorneys. staff)
TX·VN _. work weekends, lunches, evenings and breaks
lIT settlement helps. backlog with AG
VA •board members hold more days of informal conferences
VT follow ancient Icelandic proverb: "Run in circles, yell and shout"
WA accept situation, try to respond
WV·RN _ involve everyone in discipline and divide worlcload
WI brainstorm with staffregarding ways to improve productivity, prioritize existing cases. review with Board

possibility of closing older cases

Suggestions for Unique Remedies
BDtIrd IIppetlTGncu. FL
More training, tlUthonze for ol'el1i1M, cross tTtJin - CA-RN, CT
Settlement agreements! - NM
Cite comlitions in reinskltement • ID
·Col/UlUlnity service - AZ, MN
Fines - AL,AR,AZ (fraud, lapsedlicense),FL, GA-RN (practice without license), GA·PN (practice witboutlicense),
ICY (up to $10,(00), LA·RN, MS, MD (up to $5,000, payment schedule), MN, MO, MT, OR (practice without
license), NJ (fraud, unlicensed practice, up to to $500 for each six months not renewed)
Impose order rtdher dum stay - NC, NY (up to $10,000 per violation), IN (restitution)
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Look III diHrsion program elements to lise in discipline orden· AZ
Motitm worlcsheet - MS, TX-VN, LA-RN, TX-RN, MD
·Monitoring Fee· WV-PN (TX-VN considering)
Order CD into Tx (alIel7Ulle program) - TN
Recollp costs - MN, AR, SD, FL, KY, NC, SC (disciplinary fund), WA, NV, MT, ID, CA-RN
Reinstatementfees - AZ, NM
Restillltion - MN
Stand4nJ gllidelines - CA-RN, WA
Stayed sllSpension - FL
Sllspend ll11tiljUaish drllg rehab, then supeJ'Yised pTtldice - UT
Timely conlnJcts - CO
Tolling probatioll - FL
Use two attorneys - MT

Pew Implications· Does board have process for evaluation?
AZ criteria priority, educare public in reporting; creative nondisciplinary for at-risk populations
CT ••••• ongoing, critical evaluation because board is separate entity from Dept. of Public Health, checks and

balances
ID • manage with limited resources

MS a sharing forms, true list of contacts with direct numbers
MO _••••_ case by case, at board meetings
NV ._. annual review, sentencing guidelines
NC a bas process to evaluate components
OK __.._. agency evaluation every six months
PA ._a. tatistics, evaluate process
SD ._ process annual review

TN__a._aa. concern about felons as students, nurses have cases, orders to ratify
TX-RN _. time limit on cases, efficiency
TX-VN _a summary suspensions, deny all felons
{IT ._ quality intezviews
WI ... board is presenting reviewing

Other Suggestions
AL _.. actions in Newsletter, notify complainants, need updatedcomputer system for tracking, use Social Security

number
AR _••__• check NCff for felons
CT makes mandatory reports regarding drug diversion to Drug Control Divioos of Dept of Consumer

Protection, sometimes roles overlap
GA-RN _. deny licensure, how to limit practice while appealing
~ _ ..__• now charge $3.00 per licensee for impaired nurses, program to start in future
NY a written procedures for much of what is done in investigation
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AttachmentB

The Dialogue on Discipline Program Schedule

7:30 a.m. - 8:00 a.m Registration

Morning Session - Our Challenge: From Institution to Community

8:00 a.m. - 8: 15 a.m. Introduction, Expectations for the Dialogue - Ann Torres

8:45 a.m. - 9: 15 a.m. Overview: The Community Setting and Implications for Discipline - Donna Dorsey

9: 15 a.m. - 9:35 a.m. The Complaint Process, Priority of Cases, Threshold Issues - Jane Werth

9:35 a.m. - 10:30 a.m. Investigating in the Community - Claire Delaney and Donna Mooney

10:30 a.m. - 10:45 a.m. Break

10:45 a.m. - II :05 a.m. Alternative Approaches to Discipline· Anthony Diggs

11:05 a.m. - 11:25 a.m. Innovative Remedies that Work in the Community Setting - Diana Vander Woude

II :25 a.m. - 11 :35 a.m. The Discipline Resource Notebook - Vickie Sheets

11:35 a.m. - 12:15 p.m. Case Study; Panel Question and Answer Session

12:30 p.m. - 1:45 p.m. Luncheon - "Changing Focus"· Donna Mooney

Afternoon Session - SexualMisconduct: The Challenge Continues

2:00 p.m. - 2:45 p.m. Overview of Professional Sexual Misconduct and Boundary Issues - Jean Stevens and
Neysa Somple

2:45 p.m. - 3:00 p.m. Preventing Professional Sexual Misconduct: A Resource Packet for Member
Boards - Vickie Sheets

3:00 p.m. - 4:15 p.m. Case Study - small group work, facilitated by the Sexual Misconduct Task Force

4:15 p.m. - 4:50 p.m. Case Study Reports and Dialogue - Small groups report back, moderated by
Jean Stevens

4:50 p.m. - 5:00 p.m. Wrap-up; Considerations for Future Programs
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AttachmentC

Framework for Disciplinary Resources Notebook

The following is the outline for the Disciplinary Resources Notebook which the Complex Discipline Cases
Subcommittee will frrst distribute at the Dialogue on Discipline educational program, scheduled for August 5, 1996.
In addition to distributing a copy to the participants of the Dialogue, the subcommittee will have copies available for
review at the Annual Meeting. Later in August, two copies of the notebook will be sent to each Member Board (one
for the Executive Officer, one for the board staff who work with discipline cases).

Each Roman numeral category listed below will be a divider in the notebook. Each category will include an
introductory section which will provide related infonnation from the Complex Discipline Cases Member Board
survey, to report what the responding Member Boards are doing in the identified area. Each category will also include
samples of different approaches from selected boards.

L Introduction - purpose, history, suggestions for use

n. Case ReceiptlInvestigation
A Complaint Policies

1. Threshold Issues
2. Assignment of Priority to Complaints/Cases
3. Confidentiality

B. Investigation
1. Telephone interviews

a Pro/Cons
b. Criteria

2.Expert Checklist
3. Other

m Time Management Tools
A Checklists
B. Question lists
C. Fonns
D. Monitoring
E. Computer Aids
F. Other

IV. Alternative Approaches to Case Resolution (resolution without board action)
A Mediation
B. Warning Letters

1. Benefits v. Due Process Concerns
2. Samples

C. Conference/Teaching Conferences/Continuing Education
D. Self Study Courses/Continuing Education
E. Voluntary Surrender - Pros and Cons
F. Other

V. Material from Chemically Impaired Nurse Issues Task Force on AlternativelDiversion Programs

VL Materials from the Nursing Investigators' Program

VB. Materials from the Sexual Misconduct Task Force
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VIII. Informal Processes (board disciplinary action without a formal hearing)
A Pros and Cons of Informal Processes
B. Sample approaches as to how to reach settlement without a hearing

IX. Remedies
A HannIndex
B. Motion Worksheet
C. Sample Language for Innovative Elements
D. Sanction Guidelines
E. Other

X. Fines, Cost Recovery aod Fees
A Sample Fine Schedules
B. Monitoring Fees
C. Reinstatement Fees
D. Fee Scale
E. Other

XI. Return to Practice
A Reinstatement Criteria
B. Competence Issues
C. Monitoring
D. Other

XIL Proactive Strategies to Decrease Need for Discipline
A Educational Materials - students, licensees
B. Educational Materials - employers
C. Workshops
D. Other

xm. Other Resources
A "How to Make a Complaint" - targeted for public
B. Materials for AttorneylHearing Examiner Education
C. Other

XIV. Directory of Board Disciplioe Staff
I
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Continued Competence Subcommittee

Subcommittee Members
Shirley Brekken, MN, Area II, Chair
Teresa Bello-Jones, CA-VN, Area I
Marjorie Bronk, TX-VN, Area III
Lynn Walsh, DE, Area IV

Staff
Linda F. Heffernan, Nursing Practice and Education Associate
Vickie R. Sheets, Director for Nursing Practice and Education

Relationship to the Organizational Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective G Promote consistency in licensure and credentialing.
Objective H Identify the role of a board of nursing related to continued competence.

Recommendation to the Nursing Practice and Education Committee
1. That the Nursing Practice and Education Committee present the position statement regarding

Competence developed by the Continued Competence Subcommittee to the 1996 Delegate Assembly for
adoption.

Rationale
The importance of competence has been identified by many groups • individual Member Boards, previous
Nursing Practice and Education Committees, Citizen Advocacy Center and the Pew Health Professions
Commission Taskforce on Health Care Workforce Regulation, to name a few. Boards have a responsibility to
assure the public that the practitioners who they license have the educational and professional qualifications
necessary for safe practice and that they practice competently. Defming competence, developing standards
regarding competence, and articulating a position statement regarding the use of these standards are important
steps toward supporting Member Boards' efforts to promote quality and public safety through the regulation of
nursing in the evolving health care environment. Delineating the requirements for licensure at entry into practice,
renewal, reentry into practice and return to practice after discipline is foundational to regulatory role in the
assurance of competence.

HighlightsofActivities

• Definition of Competence and Standards for Competence
A tactic under Goal I charges, "develop a position statement regarding continued competence." The

Continued Competence Subcommittee determined that foundational to a position statement is a definition of
competence as well as standards of competence. At the 1995 Delegate Assembly, the subcommittee presented
a defmition of competence and Standards for Competence. The subcommittee refmed the definition of
competence, based on input received from Member Boards at the Delegate Assembly and the Area Meetings, as
well as input from the Nursing Practice and Education Committee. (See Attachment A)

The subcommittee considered the recommendations of the Pew Health Professions Commission Taskforce
in Reforming Health Care Wor/iforce Regulation regarding competence and continued competence. In
addition, the subcommittee considered the questions raised by Citizen Advocacy Center in its publication, The
Role ofLicensing in Assuring the Continuing Competence ofHealth Care Professionals. These considerations
guided the subcommittee in the development of the Standards for Competence.

Three principles guided the development of standards. Standards must be: 1) objective; 2) transparent; and
3) competence-related. Standards must be measurable in an operationally well defmed and verifiable, not
subjective manner. Standards are transparent when their meaning and intent are understood by all parties. The
standards must be competence related, implying that the practitioner is competent if he/she meets the standard
and a practitioner is incompetent if he/she fails to meet the standard.
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The revised Standards for Competence are found in Attachment A.

• Development of Indicators for Standards for Competence
The ContinuedCompetence Subcommitteedeveloped behavioral indicators for the Standards for Competence.

The indicators provide a means to measure or determine if a practitioner meets or fails to meet a Standard for
Competence. The indicators are found in Attachment A.

• Development of Position Statement regarding Competence
A tactic under Goal I states, "Develop position statementregarding continued competence." The subcommittee

developed a position statement defining the role of regulation in the assurance of competence of nursing
licensees at entry into practice, renewal, reentry into practice, and after discipline. The subcommittee also
outlined the responsibilities of individual licensees, employers, educators, and consumers related to competence
evaluation and assurance.

The position statement is found in Attachment B.

• Functional Abilities Study
A tactic under Goal I states, "Evaluate results of validation study regarding functional abilities and make

recommendations." The National Council research staffconducted a study to identify the functional abilities that
a nurse must possess in order to function in the nursing role in a variety ofemployment settings. The information
obtained will be used to assist Member Boards in the evaluation of candidates for licensure.

Data were collected via questionnaire from 3,660 registered nurses and licensed practical/vocational
nurses. The sample was representative of nurses practicing in urban and rural communities, and large and small
jurisdictions from the four geographic areas of the National Council. The questionnaire used in the study
requested participants to describe their work setting, position, level of involvement in the delivery of nursing
care, and whether the ability to perform each of the 98 listed functional abilities was essential to the safe
performance of their job. Participants were also requested to report the presence of a physical or mental
disability and the types of accommodations used in order to safely perform in the work setting.

Data analysis is currently underway. The subcommittee will meet one more time via conference call to
review the study and prepare the report. The report will be provided to Member Boards in a supplemental mailing.

• Education Session at Annual Meeting
A tactic under Goal I states, "Investigate mechanisms for evaluating continued competence." At the request

of the Institute for the Promotion of Regulatory Excellence, an educational offering on continued competence
was developed by the Continued Competence Subcommittee for presentation at the Annual Meeting. The
subcommittee planned a for a panel of speakers to address various mechanisms of competence assessment. The
purpose of the educational offering is to provide Member Boards with knowledge of the choice of mechanisms
available.

Meeting Dates
• October 30-31, 1995

• February 12-14, 1996

• April 1-3, 1996
• May 25, 1996 (telephone conference call)

Recommendation to the Nursing Practice and Education Committee
1. That the Nursing Practice and Education Committee present the position statement regarding Competence

developed by the Continued Competence Subcommittee to the 1996 Delegate Assembly for adoption.

Attachments
A Definition of Competence and Standards for Competence, page 43
B Assuring Competence: A Regulatory Responsibility - A Proposed Position Statement, page 45
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AttachmentA

Definition of Competence and Standards for
Competence

Definition ofCompetence
Competence is the application of knowledge and the interpersonal, decision-making, and psychomotor skills
expected for the nurse's practice role, within the context of public health, welfare and safety.

Standards For Competence

Standard1
Apply knowledge and skills at the level required for a particular situation.

• 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

Standard2
Demonstrates responsibility and accountability for practice and decisions.

• Exhibits ethical behavior

• Assures client welfare prevails

• Establishes and maintain 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

Standard3
Restrict and/or accommodate practice if cannot safely perform essential functions of the nursing role due to mental
or physical disabilities.

• 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
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AttachmentB

Assuring Competence: A Regulatory Responsibility
A Proposed Position Statement

As the pace oftechnological and scientific development accelerates, one of the greatest challenges to health care
professionals is the attainment, maintenance and advancement of professional competence in an evolving health care
environment. Licensing boards have a role in assuring the public ofthe competence of licensees, but what should that
role be? Who else is accountable for aspects ofcompetence? What is meant by competence? And what is the standard
to which a licensee is to be held for continued competence? Increasingly, licensing boards are challenged to provide
assurance to the public that licensees meet minimum levels of competence throughout their careers, not only at the
time of entry and initial licensure.

Background
The National Council of State Boards of Nursing has long acknowledged continued competence as a dominant

regulatory issue for boards of nursing. In 1985, the National Council published a position paper on continued
competence. A Conceptual Framework for Continued Competence (1991) considered the measurement of
competence from empirical and standard-setting perspectives.

In 1993, the Nursing Practice and Education Committee presented a Paradigm Shift Regarding Competence.
The new paradigm advanced the licensee's responsibility for individual competence. The board ofnursing role was
envisioned as that of a collaborator with licensees and employers. The licensee's responsibility for self assessment
and self limitation of practice was the focal point of the plan to facilitate collaboration. The plan included
consideration of a nondisciplinary process that would enable licensees who have or who acquire a disability to
practice through accommodation rather than sanction. In 1994, the Nursing Practice and Education Committee
incorporated some of the concepts proposed in the Paradigm Shift into the Model Nursing Practice Act and Model
Nursing Administrative Rules.

At the 1995 Annual Meeting, the Essential and Continued Competence Subcommittee presented a Defmition
of Competence, Standards for Competence, Model for Individual Competence Evaluation and a paper entitled:
Developing a Model for Nursing Competence: A Working Draft. The National Council Board of Directors charged
the Continued Competence Subcommittee ofthe Nursing Practice and Education (NP&E) Committee to identify the
responsibility and role of a board of nursing related to continued competence.

The pioneering work of the NP&E Committee and the Continued Competence Subcommittee on the subject of
competence is validated by the recommendations from the Pew Health Professions Commision's Taskforce on
Health Care Workforce Regulation which were recently published. In the fall of 1995, it became increasingly clear
that competence assurance had moved from a concept that was under study to an issue that sits squarely in front of
regulators and regulatory agencies. The Pew publication, Reforming Health Care Workforce Regulation: Policy
Considerations for the 21st Century, clearly articulates several recommendations regarding competence. Those
recommendations are: (2) States should standardize entry-to-practice requirements and limit them to competence
assessments for health professionals.... ; (3) States should base their practice acts on demonstrated initial and
continued competence... ; (7) States should require each regulatory board to develop, implement, and evaluate
continuing competence requirements to assure the continuing competence ofregulated health care professionals... ;
and (8) States should maintain a fair, cost-effective, and uniform disciplinary process to exclude incompetent
practitioners to protect and promote the public's health... .

In addition, the Citizen Advocacy Center (CAe) published The Role ofLicensing in Assuring the Continuing
Competence of Health Care Professionals. In this resource guide, 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?" The response given by CAC
was: "No," raising policy issues that health professional licensing systems need to address. Boards have a role in
assuring that health professionals meet minimum standards of competence throughout their professional lives.

The subcommittee considered the input received from participants in the 1995 Annual Meeting as well as the
recommendations and comments from Pew and CAC as it refmed the Standards for Competence and developed a
position statement.
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Developing a Regulatory Model
The primary obligation of regulatory boards is protection of the public health, welfare, and safety. Inherent in

that obligation is meeting the expectation of the public that licensed practitioners have met the educational and
professional qualifications for practice, and that they practice competently and safely.

Boards of nursing are responsible for assuring the competence of the practitioners they regulate. Boards carry
out that responsibility by determining and enforcing standards for competence that are apparent, objective and
competence-related. The process of competence assurance may be viewed in the context of risk management, i.e.,
having in place the mechanisms to reduce the risk of harm to public health, welfare and safety.

The Great Debate
A significant issue widely debated is one which pertains to all professions and is not reflected in the Pew

documents. That issue is the inherent change in practice from the new graduate, entry level, generalist level to a
focused-practice competence level. Nursing careers take widely divergent paths. Practice foci vary by setting, types
of clients, disease conditions, therapeutic modalities or level of health care delivery. Nurses work at all points of
service in the health care system. The debate centers on the question, to what standard is the licensee held for
continuing competence?

The Continued Competence Subcommittee identified three possibilities:
• a standard based upon the current entry-level competency for the profession

• a standard based on a generalist core competency for the profession

• a standard based on competence needed for safe and effective practice in the focused area ofpractice

From the perspective that the renewed license is no different in what it authorizes and represents to the consumer
than the initial license, the entry-level competency standard makes sense. For some types of practice roles, repeated
validation of a focused area of practice will suffice, while in other instances, validation of progressive breadth and
depth ofcompetence is required. For example, the Emergency Medical Technician, who has a very focused role, may
be called upon for any EMT skills on any day, in any situation. So periodic validation ofthe same knowledge and skills
is appropriate. But for a profession with more breadth in knowledge, skills, and scopes of practice, and for a
profession that may practice in a variety of settings, validation of entry-level skills only may be shortsighted.

To benefit the consumer, it makes sense for the board to focus on assuring that a practitioner's knowledge and
skills in the current area of practice are sufficient such that safe and competent care is delivered. It is a questionable
use of time and resources to focus on practitioners acquiring knowledge and skills unrelated to daily practice.
Requirements that have no relation to daily practice become an academic exercise, and may even detract from
advancement ofneeded knowledge and skills.

Public Expectations
The public expects safe and competent nursing care. Competent nursing practice takes place when the nurse

chooses to implement the right action at the right time. Further, the public expectation is that the nursing care is
skillful and is directed to the welfare of the consumer of the services. The public believes that a board of nursing is
responsible to assure that practitioners have the educational and professional qualifications to do so. These
expectations pose a significant challenge to boards of nursing. One way to assure public expectations are congruent
with the jurisdictional statutes and rules is to communicate the substance of practice acts and standards for
competence to the public, in a manner that is clear and readily accessible (e.g., to advise that continued competence
is evaluated in the focused area of practice).

Board ofNursing Role
Boards are accountable to the public; that is, are answerable to the consumers of the services provided by the

practitioners regulated by the board. Boards license individuals, defme a scope ofpractice and identify standards of
practice. They provide the consumer with standards to measure the performance of the practitioner and to identify
behaviors or incompetent practice which should be reported to the Board.

Public accountability requires regulatory boards to provide assurance to the consumer that practitioners who do
not meet the standards for competence will be disciplined in a timely, cost-effective manner, and that information
regarding disciplinary action is readily available.
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Building a Regulatory Model for Competence Assurance
The implementation of a regulatory model for competence may facilitate a regulatory board's efforts to meet

these identified responsibilities. The foundation for a model for competence assurance requires:

• articulating a definition of competence;
• setting standards of competence to compare and evaluate the practice of individual practitioners;

• identifying behaviors which demonstrate competence; and

• implementing a system to discipline individuals who fail to meet the standards for safe and effective practice.

Operationalizing the following premises facilitates the development of a regulatory model for assuring
competence by the regulatory board to:

1. Boards determine and enforce competence requirements:
a at initial entry to the practice role,
b. for continuing authority to practice at renewal,
c. at re-entry to practice after an absence,
d. after disciplinary action.

2. Requirements for competence assurance include competence development, competence assessment and
competence conduct.

3. Boards implement a timely, fair, and efficient disciplinary process to restrict incompetent nurses from
practice.

4. Boards are accountable to the public to hold individual practitioners accountable for their own practice.
5. Accountability for competent practice involves individual practitioners, regulatory boards, employers,

educators and consumers.

Definition of Competence
Defming competence is difficult because of the complexity of the concept. A beginning practitioner is a

generalist. An experienced practitioner has developed expertise in a particular area of practice. Is the expectation
of competence the same for both? Should the defmition of competence be inclusive of both? A defmition of
competence which is applicable to all practitioners at every level ofpractice provides regulatory boards with a means
to offer assurances to the public that practitioners are held to a standard specifically relevant to the individual's scope
of practice.

Competence is defined as 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.

Standards for Competence
Standards for Competence must be applicable to every nurse in every practice role and address the continuum

of practitioner experience, i.e., competence at entry, continued competence, competence upon re-entry and after
disciplinary action. Standards for competence establish a framework for regulatory boards to implement a licensure
system that is directed at assuring competence.

The identification of particular behaviors, which are indicators of performance, facilitates the determination of
competent practice. Such indicators provide a basis for competence assessment. The challenge is to specify
expectations that are reasonable, enforceable, and essential to safe and effective practice along the novice-to-expert
continuum. See Figure 1 for Standards for Competence and behavioral indicators.
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Figure 1: Standards for Competence
The nurse is expected to:

1. Apply knowledge and skills at the level required for a particular situation.

Indicators

• Detennines actions needed to achieve desired outcomes

• Perfonns 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 behaviors

• 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 perfonn the essential functions of the nursing practice role

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

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

Demonstrating Competence
The identification of requirements for licensure which the practitioner is expected to meet at specific identified

points in the licensing process assists the regulatory board to develop a competence-based licensing system.
Standards for Competence are the basis for these requirements. Requirements are established for licensure at: entry
into practice; continuing authority to practice at renewal; re-entry into practice after an absence; and after disciplinary
action.

Requirements for competence assurance include competence development, competence assessment and
competence conduct (See Figure 2). Competence development is the method by which a practitioner gains,
maintains, or refines practice knowledge, skills and abilities. This development can occur through fonnal education
program, continuing education, or clinical practice, and is expected to continue throughout the practitioner's career.

Competence assessment can be accomplished through a variety of mechanisms - peer review, professional
portfolio, professional certification, testing, re-testing, etc. Assessment can occur at every license renewal or
through random audits. In addition, identified ''triggers'' could be used by a board to target practitioners who merit
additional assessment. Such "triggers" could include: a practitioner in an independent or isolated practice; multiple
jobs in a short period of time; prior discipline; etc.

National Council o/State Boards o/Nursing, Inc./1996
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Competence conduct refers to health and conduct expectations which may be evaluated ilirough reports from
the individual practitioner, employer reports, and discipline checks. Part of competence conduct is assurance that
licensees possess the functional abilities to perform the essential functions of the nursing role.

Figure 2. Licensure Competence Requirements

Competence Development Competence Assessment Competence Conduct

Initial Entry Graduation from an NCLEXTM Board review upon
Approved Program application

Discipline check

Continuing Verified Practice during Subject to random/targeted Board review upon
Authority to authorization period group assessment - Board application
Practice at identified mechanism e.g. Discipline check
Renewal Peer Review, Professional

Certification, Professional
Portfolio, Testing,
Retesting

Re-Entry to Refresher education Re-test e.g., NCLEX Board review upon
Practice arter application
Absence Discipline check

Arter discipline Board identified Board identified mechanism Board review upon
mechanism e.g., application
continuing education Discipline check

The specific details ofeach requirement may be developed by the regulatory board in compliance with individual
statutory parameters. Competence requirements must be clearly communicated to practitioners.

Removing Incompetent Practitioners
Disciplining practitioners who are incompetent, violate the practice act, or do not meet the established

requirements to demonstrate competence is required in a regulatory model to assure competence. Providing
consumers and employers with standards for competence so they may identify behaviors or incompetent practice
which should be reported to the board will facilitate the board's ability to take disciplinary action. A system which
provides the public with information about filing complaints and the fmal disposition of those complaints enhances
consumer faith in the regulator's role.

Collaboration to Assure Competence
Promotion of professional competence requires a collaborative approach, involving the board of nursing,

individual nurses, employers and educators. Boards determine and enforce continued competence requirements
which are administratively feasible, cost-effective and equitably applied. A major concern for licensing boards when
considering their role is that of resources, and how to select activities which bring the most value to the public. Who
pays? Is the additional cost "bearable" by the health care system? How would it be distributed? Should boards attempt
to deal with all licensees on a regular basis, while recognizing that this often means a shallow, superficial sweep? Or
would a more effective approach be to do significant and meaningful interactions with a selected group of licensees?

One possibility for identification of the selected group could be random review of licensees. As described
earlier, "triggers" for competence assessment might be identified, e.g., nurses changing their practice focus, nurses
working in high risk areas, or nurses working in isolation. The latter notion has appeal, if objective and relevant
triggers can be identified. Such triggers cannot be developed in isolation: the "stakeholders" must be involved.
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Other parties have a role in the detennination of competence development and assessment, including the
recognition of incompetence. While licensure assures the public and employers that practitioners have attained
requirements for competence, employers detennine whether or not the practitioner can perfonn the job. Additionally,
those who delegate functions or tasks to the practitioner are accountable for that delegation and the detennination
of whether or not the practitioner can safely and effectively perfonn the delegated function.

Educators differ from regulators and employers in that their public is prospective practitioners and future
consumers of their services. Their role is that of competence development, to provide the learner with opportunity
to develop the knowledge and skills necessary for safe and effective practice, and to collaborate with consumers and
employers to detennine what knowledge and skills are needed for the practice role. Educators also provide continuing
education to enhance and expand the knowledge and skills of licensed practitioners.

The individual nurse must be accountable for practice. One ofthe competence standards states that the nurse shall
demonstrate responsibility and accountability for practice and decisions. A behavioral indicator of this standard
is that the nurse implements professional development activities based on assessed needs. Individual practitioners
are expected to achieve, evaluate and maintain competence in nursing practice. The individual competence evaluation
provides a framework for the evaluation of individual competence for the current or prospective practice role (see
Attachment I). Individuals are also expected to participate in the evaluation ofthe competence ofcolleagues and peers
to assure that all practitioners are competent.

CompetenceAccountability
While regulatory boards are not required to provide a model for educators and employers, collaboration with

them and other interested parties facilitates a clear understanding of role expectations in competence development,
competence assessment and competence conduct. Such efforts must always be directed toward public health, welfare
and safety (see Figure 3).

Conclusions
The Continued Competence Subcommittee believes that this policy statement which incorporates a definition

ofcompetence, standards for competence and a model for competence assurance, will assist boards of nursing in
assuring the public that licensed practitioners maintain competence throughout their professional careers. Assuring
continued competence is complicated in a profession with varying scopes, levels and settings of practice. The
proposed Subcommittee Model addresses both universal and specific validation of competencies at specified points
of practice. Additionally, the Model allows for individualized competency assessment precipitated by "triggers" at
any point in an individual's nursing career. Both mechanisms provide the necessary safeguards to the consumers by
mandatory checkpoints for competence assurance in every practitioner's life as a nurse and the highly individualized,
randomly triggered competence checks that are situationally detennined. The Model underscores the collaborative
nature of assuring competence from key players in the health care delivery system.

This Regulatory Model for Competence Assurance can serve as an effective means for a regulatory board to meet
its obligation to protect the public health, welfare and safety by assuring that practitioners are competent to deliver
safe and effective care.
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Figure 3. Competence Accountability

The Regulatory Board:
• Establishes standards for

competence
• Communicates standards
• Engages in a collaborative

model to ensure ongoing
standards

• Identifies mechanisms to
demonstrate competence

• Holds individual nurses
accountable through
disciplinary process

Consumer of
Nursing Care

The Individual Nurse:
• Conducts self assessment
• Develops developmental

criteria to facilitate
professional growth

• Accepts legal and ethical
obligations of the profession

• Limits nursing practice
and/or implements
accommodations

• Participates in peer review

The Employer:
• Incorporates standards into

institutional policies
• Assesses nurses' performance
• Evaluates nurses upon report ofl--__~

poor performance
• Performs evaluations based

upon standards
• Reports nurses who fail to meet

standards to Board of Nursing

The Educator:
• Incorporates standards into

curriculum
• Promotes integration of

............... standards by student
• Evaluates student

performance based upon
standards

• Provides first role model for
student as to the expectation
of life-long learning,
professional accountability

Actions of boards of nursing that assure competence to the public:
1. Establish competence requirements for safe and effective practice.
2. Communicate standards to the consumers, nurses, nursing educators, employers and other regulators.
3. Hold individual nurses accountable for continued competence.
4. Engage in collaborative activities with nurses, educators, employers, and consumers to ensure nurses practice

safely and effectively.
5. Identify a variety of techniques nurses may employ to demonstrate competence.
6. Discipline nurses who fail to meet standards for safe and effective practice.
7. Infonn the public ofdisciplinary actions taken against nurses.
8. Establish nondisciplinary model to monitor and/or limit the practice of nurses who demonstrate inability to

carry out essential nursing role functions.
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Attachment I
Individual Competence Evaluation

Preface
The Standards for Competence provide the guidelines for individual nurses to achieve, evaluate, and maintain

competence ill nursing practice. Individual nurses are expected to evaluate knowledge and skills in relation to the
expectations of the current or prospective nursing practice role. Competence should be evaluated on a regular basis.
In addition, competence should be evaluated when practice circumstances change, e.g., change in job or clinical
setting or in response to practice related concerns.

The Individual Model may be used by boards of nursing, employers, educators, and consumers as well as the
individual nurse.

Expected BElhaviors
The nurse is expected to:

1. Apply killowledge and skills at the level required for a particular practice situation.

a Identlfy role expectations (Determine the knowledge and skills needed for the role).
Sources
- pos ition description
- review of literature
- networking (talk to someone doing the role)
- obst:rve and/or shadow another nurse (mentor, preceptor)

b. Determine individual level of knowledge and skills needed for the role.
Sources
- skill inventory
- assessment test
- cognitive appraisal
- peer review

c. Identify strengths and learning needs.
Source
- cogn itive comparison of role expectations and individual abilities

d. Develop and implement a learning plan (Identify and carry out learning activities needed by the learner).
Sources
- job or role orientation
- formal or continuing education
- independent study
- refresher course
- precepted learning experience
- simulated learning experience
- other experiential learning

e. Evaluate the effectiveness of learning and its impact on the practice role.
Sources
- reassessment (formal or informal)
- testrr.g
- peer review
- perfonnance evaluation

National Council o/State Boards o/Nursing, Inc./1996



54

2. Exercise sound nursing judgment.

a Synthesize knowledge and skills relevant to client needs in carrying out the nursing role.
b. Delegate nursing activities appropriately.
c. Identify cause and effect relationships.
d. Recognize limits of knowledge and skills.
e. Use resources appropriately.
f. Monitor outcomes.

3. Employ personal principles reflective of professional, ethical and legal standards of practice.

a Articulate an awareness of regulatory, professional and ethical standards.
Sources
- Nursing Practice Act
- American Nurses Association Code of Ethics

4. Assure that client welfare prevails.

a Articulate respect for the social, cultural and spiritual diversity of clients.
b. Maintain therapeutic boundaries.
c. Assure that clients needs are articulated.

5. Enable client participation in health care decisions and outcomes.

a Facilitate client decision-making by providing information.
b. Facilitate the identifying of choices and possible outcomes.
c. Support client decisions.

6. Participate in professional development activities which support the nursing knowledge and skills needed for
safe and effective practice.

a Develop professional growth and development criteria recognizing individual level of experience.
b. Conduct regular evaluation of professional development needs (see Standard I).
c. Select professional development activities based upon identified needs.
d Review own professional development portfolio.

7. Collaborate with appropriate professionals to attain desired client health care outcomes.

a Differentiate nursing functions from functions of other providers.
b. Communicate with the health care team.
c. Assess the effectiveness of referrals.
d. Monitor outcomes by assessment of the impact of collaboration on health promotion, maintenance, illness

prevention for the client.

8. Recognize the relationship of personal cognitive and functional abilities to safe and effective practice.

a Identify abilities necessary for the essential functions of a nursing practice role.
b. Identify accommodations needed to ensure safe and effective practice.
c. Limit practice based on abilities and accommodations.

9. Demonstrate responsibility and accountability for nursing practice decisions and actions.

a. Identify the legal and ethical obligations of the profession.
b. Answer for one's own actions and decisions.
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Subcommittee to Analyze Clinical Experiences
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Relationshil) to the Organizational Plan
Goal III Provide infonnation, analyses and standards regarding the regulation of nursing education.
Objective B Provide resources regarding issues that affect the regulation of nursing education.

Recommenclation to the Nursing Practice and Education Commitee
1. Incorporate the proposed rules and guidelines for Selection of Settings for Student Experiential

Activitie!, Faculty Responsibilities in the Selection and Supervision of Clinical Experiences, and
Selection and Roles of Preceptors in the revision of the Model Nursing Practice Act and Model Nursing
Administl'ative Rules.

Background
The Subcomm ittee to Analyze Clinical Experiences identified four areas offocus for its work: education for changing
roles of nursing in health care delivery; clinical site; safe supervision of students and the use of preceptors; and
meeting clinical outcomes. Member Boards were surveyed regarding their regulations on selection of clinical sites,
use of preceptors and supervision of clinical learning experiences. Thirty-two Member Boards responded to the
survey. In addition, rules and regulations from 30 jurisdictions were reviewed.

Assumptionti.ofSubcommittee
The subcommittee believes that student learning is enhanced through the use ofa variety ofclinical experiences.

Supervision by faculty or preceptors ensure that students are practicing safely. In addition, it allows for timely
evaluation of student achievement of clinical learning objectives. Preceptorial experiences are designed to meet
specified criteria, student learning needs and program/course objects. These experiences may occur within
traditional health care settings, in community agencies, or community-based settings.

Broad, yet succinctly stated regulations, which focus on the safety of clients and client needs, accomplish two
objectives: incrl~ase access to student learning opportunities; and increase the depth and breadth ofexperiences which
reinforce or expand upon students' and graduates' ability to demonstrate core nursing competencies. These core
nursing competencies can be identified through an assessment of community needs. Education programs prepare
graduates who are safe entry-level practitioners, able to assist their community in meeting defmed health care needs.
This is accomplished through community and educational partnerships.

Review of Data
In reviewing regulations and responses regarding clinical learning experiences and use of preceptors, the

committee found that regulations varied from having no regulations to very detailed and specific regulations.
According to Member Board Profiles, 30 jurisdictions approved/accredited clinical education facilities used by
programs. Twenty-five boards of nursing conduct on-site visits ofclinical education facilities. Others held faculty
and programs accountable for selection. Mechanisms for board oversight varied from clinical site approval based on
reports from thf' education program to requirements for board visits to establishing accountability parameters for
decision-making and site selection and evaluation.

Requiremerlts for levelsofRN staffing; required presence ofRN during student learning activities; allowing only
RN preceptors; requiring specific patient and/or staffmg levels; facility policies; and acuity level of clients can
potentially limit access to and use of non-institutional, community based settings. Rules of this type may create
situations where boards of nursing become responsible for education program activities, rather than the faculty and
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education programs being held accountable for their own planning and decision-making.
The subcommittee was cognizant of the safety concerns which were the likely impetus for these regulations, but

believes that safety concerns can be adequately addressed without some of these restrictions. For example, a home
health experience could be supervised by a physical therapist or an occupational therapist just as effectively as a
registered nurse, if the supervisor and student are properly prepared by the faculty and the learning outcomes clearly
identified.

Some of the regulations succinctly state the faculty and education program responsibilities for designing
curricula which provide students with sufficient opportunities to safely practice and demonstrate competencies
central to the program goals and course objectives. Specific clinical settings were rarely identified in regulatory
language. The supervision of students by faculty or faculty extenders, such as preceptors, was consistently spelled
out in rule fonn.

Guidelines were frequently used to implement rules and provide parameters for decision-making by faculty and
institutions. These guidelines also ranged from highly detailed to broadly stated.

Common to all regulations reviewed were the concepts of faculty responsibility and accountability for:
I) ensuring public safety
2) planning, implementing, evaluating experiential activities of students

Few boards communicated the expectation and accountability offaculty to collaborate with facilities and clinical
experts in the community to enhance opportunities for students to apply theory to practice and demonstrate
competencies appropriate to the students' level of preparation.

Development of Rules and Guidelines
The subcommittee developed model rules and guidelines for the Selection of Clinical Sites, Faculty

Responsibilities, and Selection and Roles ofPreceptors (Attachment A). In developing the rules and guidelines, the
subcommittee considered the concerns raised by the Pew Health Professions Commission in Critical Challenges:
Revitalizing the Health Professions for the Twenty-First Century, specifically the need to better prepare
practitioners for the rapidly changing health care delivery environment. The subcommittee detennined that the
proposed rules and guidelines are responsive to the concerns raised.

The subcommittee believes that the proposed rules and guidelines support the "rediscovery" of the historical
roots of nursing in the community. Students can safely provide direct nursing care and meet learning outcomes in
community-based settings through careful planning and supervision. Preceptorial learning activities encourage
faculty and programs to increase their involvement with the community. Through the expanded use of community­
based settings, faculty and students will increase their involvement in carrying out health promotion/disease
prevention activities. In addition, community-based experiences will better prepare graduates to deliver nursing care
in culturally diverse communities while increasing health care availability to the disadvantaged populations in the
community.

The proposed rules and guidelines encourage faculty collaboration with other professionals in the teaching!
learning process. As faculty become more collaborative through interaction with diverse health care professionals,
they position themselves to prepare students to safely practice nursing in a rapidly evolving health care environment.
Through collaboration, faculty become more familiar and skilled in community-based settings and are able to
facilitate student learning experiences more effectively.

The subcommittee believes that each clinical education setting must be evaluated within the context of client
health, welfare and safety. The education program faculty is responsible for the selection of student clinical learning
experiences based on an evaluation of the appropriateness of the experience in meeting identified course objectives
and curriculum outcomes. The knowledge and skill level of the student, the acuity of the client population, the
experience of the clinical staff with students as well as the availability of support resources are factors that should
be evaluated in selecting clinical learning experiences. Learning experience settings should be appropriate for the
level of practitioner being prepared.

Meeting Dates
• November 14, 1995 (telephone conference call)

• November 27, 1995 (telephone conference call)

• March 8-9, 1995
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Recommendation to the Nursing Practice and Education Committee
1. Incorporate the proposed rules and guidelines for Selection of Settings for Student Experiential Activities,

Faculty Responsibilities in the Selection and Supervision of Clinical Experiences, and Selection and Roles of
Preceptors in the revision of the Model Nursing Practice Act and Model Nursing Administrative Rules.

Attachments
A Proposed Model Rules and Guidelines, page 61
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AttachmentA
Proposed Model Rules and Guidelines

Selection of Settings for Student Experiential Activities

Model Rule

I. Selection of settings shall be based on identified course objectives and curriculum outcomes.
a Faculty are accountable for establishing criteria for learning experiences. These criteria shall be in writing

and regularly evaluated by faculty .
b. Faculty are responsible for the selection and evaluation of clinical experiences.

2. There shall be a written agreement between the educational program and the cooperating agency which identifies
the roles and responsibilities of the educational program, clinical agency, faculty, and student.

3. Settings used for student learning should be approved by the appropriate licensing, certifying or accrediting
agency.

ModelGuideline

Parameters for Selection of Settings for Student Experiences

I. The selection of student clinical learning experiences should be based on an evaluation of:
a The appropriateness of the experience in meeting identified course objectives and curriculum outcomes
b. The knowledge and skill level of the student, the acuity of the client population, and the experience of the

clinical staff with students
c. The availability of support resources

2. Learning experience settings should be appropriate for level of practitioner being prepared.

3. Joint annual evaluation of effectiveness of student learning experiences should include:
a Faculty
b. Preceptor
c. Student
d. Facility

4. Factors to be considered when developing criteria for selection of experiential learning settings include, but are
not limited to:

a The role of nursing in the setting
b. Opportunity for the student to practice nursing safely
c. Ability of faculty to provide adequate and safe supervision of student practice
d. Diversity of population served
e. Willingness of setting to accommodate student experience
f. Number of other programs/students using the setting
g. Interdisciplinary nature of site
h. Location and accessibility of the setting
i. Physical safety of students
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Faculty Responsibilities in the Selection and Supervision of Clinical Experiences

Model Rule

Faculty is accountable for directing and evaluating students during learning experiences.

I. Faculty plans, implements and evaluates student learning experiences in selected affiliate agencies consistent
with the students' level of preparation, course objectives and curriculum outcomes.

2. Faculty is accountable for evaluating student accomplishment of learning objectives.

3. The degree of faculty supervision is defmed by the client safety needs, level of student skills, knowledge and
ability and the availability of support resources.

ModelGuideline

I. When planning for student learning experiences, faculty should consider health, safety and welfare ofclients as
a priority.

2. In selecting learning experiences, faculty are responsible for:

a Evaluation ofknowledge and skill level ofstudent, acuity ofclient population, experience level ofstaff, and
availability of support services

b. Evaluation ofappropriateness ofclinical experience for meeting identified course objectives and curriculum
outcomes

c. Establishing relationship with clinical agency
d. Establishing relationship with preceptor or clinical extenders
e. Orientation of students to facility, role expectations, and learning objectives
f. Orientation of facility and preceptors which includes:

Roles and responsibilities of facility, faculty, preceptors and students
Knowledge and skill level of students
Course objectives and curriculum outcomes
Accountability and responsibility of faculty and students related to competence
Monitoring that all the parties are meeting agreements

Faculty are responsible for guiding, monitoring, and evaluating student learning.

a Faculty directly supervise student in providing direct care to clients
b. Direct Supervision means that the supervisor is physically present and immediately accessible. This can be

accomplished by faculty directly or through the use of a preceptor
c. Faculty shall be readily available to students/preceptors during preceptorial learning activities. Ready

availability to preceptor and student/facility can/may be accomplished by phone/pager after evaluation ofthe
clinical situation

4. Faculty should be competent in the practice area.

National Council o/State Boards o/Nursing, Inc.l1996



63

Selection and Responsibilities of Preceptors

Model Rule

I. Criteria for selection of preceptors shall be written and consistent with meeting program outcomes for students.

2. There shall be a written agreement between nursing program and preceptor which identifies the roles and
responsibilities of faculty, preceptor, student, and clinical facility.

3. Preceptor shall have:
a a current license appropriate to their profession
b. expertise in the clinical area being precepted, and
c. hold the same or higher education credential than the student being precepted.

Definitions

Preceptor - registered or professional health care professional who serves as a facilitator of student learning
experience in the practice setting.

Preceptorial learning activities - Those learning experiences which are provided under the direct leadership and
supervision of a preceptor who is not a member of the nursing education program's faculty.

Model Guideline

I. Responsibilities of preceptor includes:
a Guiding and monitoring student learning activities
b. Facilitating student learning
c. Evaluating student performance in relation to clinical learning objectives. The learning objectives are

established collaboratively by the faculty, student and preceptor
d. Collaborating with faculty and students to review the progress ofthe student toward meeting clinical learning

objectives

2. A preceptor is responsible for directly facilitating learning activities of no more than ( ) students at one time,
based on an assessment of the clinical situation and safety needs of the clients.

3. Each student shall have a designated faculty member who is responsible for the coordination of learning
activities.

4. Communication and collaboration between faculty and preceptor is ongoing throughout the clinical experience.
The faculty is responsible for assuring that this collaboration is facilitated.

5. Preceptorial experiences occur after the student has received basic theory and clinical experiences necessary
to safely provide care to clients (within an individual course or within the total curriculum).
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Additional Recommendation. to the Nursing Practice and Education Committee
1. Disseminate and promote the Functional Abilities Study.

Rationsle
The Functional Abilities Study identifies the "core" functional ability activities/attributes essential for an

individual to perfOlm nursing activities ina safe and effective manner. Boards ofnursing may use this information
when considering the eligibility of an individual for initial or continuing licensure. However, the presence of a
disability that impacts an individual's ability to demonstrate competence in these areas should not be considered
in isolation from the accommodations that can be used to compensate for a noted "deficiency."

The report is viewed by the subcommittee as augmentation to other National Council studies, particularly, the
Job Analysis Studies, Role Delineation StUdy, and the Readability Levels of Clinical Nursing Documents.
Together, these studies frame a picture of the roles and expectations of practicing nurses as well as the abilities
needed to fulfill those roles. The Functional Abilities Study will provide boards with a resource to assist in making
licensure decisions through the identification of "core abilities." This identification may facilitate boards in
making an informed analysis of a licensure applicant with a disability.

2. Development of guidelines for implications of the Functional Abilities Study.

Rations'"
The Continued Competence Subcommittee believes that the information in this report will assist Member

Boards in their evaluation of nurses with disabilities, many of whom could function safely and effectively in
selected employment settings/environments and/or in selected positions. The development of guidelines, which
encompass all the other documents identified above, would both promote the use of the results of the Functional
Abilities Study and will assist in the judicious use of the information.

3. Consider the implications of the Functional Abilities Study for the Model Act and Rilles revision.

Rational.
The Continued Competence Subcommittee believes that review ofthe information in this report shouldbeone

of the activities completed in the revision of the Model Nursing Practice Act and Model Administrative Rulesfor
Nursing, an activity planned for next year. TheModels currently contain a nondiscipliuary approach for licensure
ofnurses with disabilities. and the Functional Abilities Reponmay be used to support that approach or as a basis
for identifying other approaches for Member Boards to use in making licensure decisions.

Future Actlvltie. for the National Council
The Continued Competence Subcommittee recommends that, in addition to distribution, these documents will be

promoted as resources both for boards of nursing and other interested parties. Guidelines for implications of the
Functional Abilities Study could be developed next year as part of the Nursing Practice and Education Committee's
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further workon continuedcompetence. Thesubcommittee would alsorecommend that its workon competenceas well
as the implications of the Functional Abilities Study be reviewed by the Nursing Practiceand Education subcommittee
which will revise the Model Act and Rules, as they approach synthesizing the many elements of work to support
regulation lbat have been developed by a variety of National Council committees in the past few years..

Additional Recommendations to the Nursing Practice and Education Committee
1. Disseminate and promote the Functional Abilities Study.
2. Development of guidelines for implications of the Functional Abilities Study.
3. Consider the implications of the Functional Abilities Study for the Model Act and Rules revision.

Attachment
C Validation Study: Functional Abilities Essential for Nursing Practice, page 69
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Attachment C

Validation Study:
Functional Abilities Essential for Nursing Practice

NOTE: Page numbers for this document appear at the bottom ofeach page.
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EXECUTIVE SUMMARY

Validation Study: Functional Abilities Essential for Nursing Practice

To practice nursing, a licensee must possess a multitude of knowledge, skills and abilities (KSAs) in order to
provide safe and effective client care. These KSAs can be dichotomized into two groups: domain specific (i.e.,
specific to the practice of nursing) and non-domain specific. Historically, boards of nursing have relied on two
major sources of information to evaluate the competence of licensure applicants regarding the domain specific
KSAs: (1) documentation from nursing education programs that graduates have demonstrated satisfactory levels of
competence and (2) performance on standardized objective tests (i.e., NCLE)(TM). Based on their successful
completion of a basic nursing education program, it has also been assumed that graduates demonstrate competence
regarding the non-domain specific KSAs.

The initial and/or continued competence of persons with disabilities to practice nursing has been debated for many
years. 10 fact several boards of nursing have a mechanism whereby a limited license may be issued to individuals
whose ability to practice is impacted by the presence of a disability. A board's mandate to protect the public and the
issue of competence was heightened with passage of the Americans with Disabilities Act (ADA). Subsequently,
questions were raised regarding (1) the types offunctional ability activities/attributes (non-domain specific) a nurse
must possess in order to practice safely and effectively and (2) the types of compensatory accommodations used by
nurses with disabilities.

The primary purpose of this study was to obtain validation of the essential non-domain specific functional abilities
that a nurse must possess in order to perform nursing activities in a safe and effective manner. Data were
provided., in response to a mailed questionnaire, by 3,660 RNs and LPNlVNs representative of all geographic
regions of the United States. Based on previous National Council research, the demographic characteristics of this
study's participants and their work environment characteristics indicate they are representative of the nursing
population. Study participants identified which of 98 descriptive activities/attributes, grouped within sixteen
functional abilities, were essential for the performance of nursing activities. An essential activity/attribute was one
identified by 95% or more of the respondents in an analysis group.

Core essential activities/attributes Vary by level of licensure. The outcomes of data analysis indicate that selected
activitieslattnoutes of all sixteen functional ability groups are essential for the delivery of safe and effective client
care. 10 addition, there are "core" activities/attributes that transcend the employment setting and/or job position of
a nurse in a specific licensure category. A "core" group of 27 essential activities/attributes were identified for
LPNlVNs providing direct client care. These were distributed across the following functional ability groups: Fine
Motor Skills, Physical Endurance, Mobility, Hearing, Visual, Tactile, Reading, Arithmetic Competence, Emotional
Stability, Analytical Thinking, Interpersonal Skills and C01Tl1TllU1ication Skills. These essential activities/attributes
are almost evenly divided between those representing psychomotor skills/abilities and the senses and those
representing psychosocial skills and higher cognitive functioning.

10 contrast, for RNs providing direct or indirect client care, a "core" group of 17 essential activities/attributes were
identified. These represent the following eight functional ability groups: Fine Motor Skill, Hearing, Arithmetic
Competence, Emotional Stability, Analytical Thinking, Critical Thinking, Interpersonal Skills, and
Communication Skills. All but two of the activities/attributes represent psychosocial skills and higher cognitive
functioning abilities. With some exceptions, this pattern is also evident in the data provided by RNs providing
direct client care when they are examined according to position title or by employment setting. Registered Nurses
in direct care positions also identified essential activities/attributes in the following ability groups: Mobility, Visual
and Reading. Therefore, the "core" activities/attributes of functional abilities vary according to a licensee's scope
of practice.

Additional essential activities/attributes vary by level of involvement in client care, job position. and work setting.
The level of involvement in care provision (direct, indirect), job position, and employment setting have an impact
on the types of additional functional ability activities/attnoutes that are essential for the delivery of safe and
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effective client care. A majority of these activities/attributes essential in unique settings or positions represent
psychomotor skills/abilities, the senses, and arithmetic competence. Secondly, there is generally a large proportion
that are common to a majority, but not all, of either the job position groups or the employment setting groups.
Lastly, there is a small proportion of essential activities/attributes that are unique to a specific job position or
employment setting.

Disabilities. The greatest proportion of reported disabilities involved neuro-musculo-sketetal system problems and
within this group, the majority are back-related problems. The predominant accommodations for participants
identifying the presence of a disability were work: load and/or work: schedule adjustments, the provision of
assistance by other staff, or effecting a change in employment status or location. The primary accommodation for
those with a hearing impainnent was the use of hearing aides or other amplification devices. The primary
accommodation for those with a visual impairment was the use of corrective lenses to correct for nearsightedness.
Depending upon its severity and impact on the ability to function, the reported disability mayor may not be
covered under the ADA and therefore, mayor may not trigger a legal requirement for an accommodation.

Implications. This study identifies the "core" functional ability activities/attributes essential for an individual to
perform nursing activities in a safe and effective manner. Boards of nursing may use this information when
considering the eligibility ofan individual for initial or continuing licensure. However, the presence of a disability
that impacts an individual's ability to demonstrate competence in these areas should not be considered in isolation
from the accommodations that can be used to compensate for a noted "deficiency." Secondly, this information may
be found useful by individuals considering nursing as a career and by nurse educators evaluating both applicants
for admission and students enrolled in their programs.

Additionally, identification of both "core" and "non-core" essential functional ability activities/attributes, as
delineated by job position and by employment setting. provides guidance to boards of nursing in their consideration
to restrict a nurse's authority to practice nursing by limiting scope, setting. or type of nursing role and activities.
In both instances, the nature of the specific disability, and the degree of compensation, if any, from the use of
special accommodations must be considered. The position-specific and employment setting-specific lists of
activities/attributes can be a valuable resource during career counseling opportunities - both with prospective
licensees and with licensees who acquired a disability following initial licensure. A further implication for boards
of nursing imposing limitations, involves policy determination - whether or not such limitations should be imposed
by disciplinary or non-disciplinary methods.

Within each jurisdiction, the board of nursing has a legislative mandate to protect the public from incompetent
providers of nursing care. When evaluating the competence of licensure applicants and li~nsees, the board cannot
neglect or dismiss this mandate. While several boards have taken various positions on the use of limited licenses,
this study does not advocate one position or another on this policy issue. It is hoped that the judicious use of the
information reported in this report will assist them in their evaluation of nurses with disabilities, many of whom
could function safely and effectively in selected employment settingslenvironments and/or in selected positions.
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Validation Study: Functional Abilities Essential for Nursing Practice

In response to the Americans with Disabilities Act (ADA), the National Council of State Boards of Nursing
initiated a series of studies to identify competencies that a nurse must possess, in addition to those nursing
knowledge, skills and abilities evaluated via a licensing examination, in order to function safely and effectively in a
variety of employment settings. The information obtained will assist Member Boards of Nursing in their evaluation
of candidates for licensure.

Two types of studies were initiated. One study, Readability Levels ofClinical Nursing Documents (Yocom, 1993),
was performed to identify the reading grade level of material contained in client charts, nursing care plans, and
selected reference materials. A second initiative, consisting of three related studies, addressed non-domain specific
abilities essential to the practice of nursing. The:first study (Chornick. 1993a) used a panel of experts to identify a
list of functional abilities (e.g., fine motor skills, hearing, visual, smell, etc.) and nursing-related activities for each
identified ability. In the second study (Chornick, 1993b), nursing administrators from a sample of 264 agencies
representing three types of health care settings (acute care, long term care and home health) were asked to
complete a questionnaire. A major component of the questionnaire included the list of functional abilities and
related nursing activities identified by the expert panel. Each respondent was requested to indicate which activities
were essential for nurses to perform in order to practice safely and effectively within the facility. Results indicated
that the performance of relatively high numbers of activities representative ofeach functional ability were essential
for nursing practice. Also, no additional functional abilities considered essential for practice were identified.

The current study is the third in this series. Its purpose is to use job incumbents to evaluate the validity of the
results obtained in the previous studies and to further elucidate activitieslattnbutes representative of the postulated
functional abilities.

METHODOLOGY

Design and Sample Selection

The target population was all licensed practicallvocational nurses (LPNNNs) and registered nurses (RNs)
practicing in the United States and its territories. The sample for the study was randomly selected, using a one of n
approach, from among all licensed nurses (RNs and LPNNNs) listed on data tapes supplied by 28 jurisdictions
(states) to the National Council for use in development of the Nurse Information System (NIS) data base. The
sampling frame was constructed so that it consisted of one sub-group for each of the 28 jurisdictions. Collectively,
the sample represents nurses practicing in UIban and rural jurisdictions representative of large and small states and
all four geographic regions ofthe United States.

Experience gained in the performance of a previously complete'd role delineation study (Yocom & Chornick, 1995)
was used to estimate the sample size needed for the current study. In the role delineation study, LPNNNs and RNs
were requested to complete a questionnaire. Of that study's original sample, 24 percent returned questionnaires
that were considered useable for data analysis. Most of the attrition was due to non-response (approximately 50%),
or to respondents not working in nursing or not directly caring for clients 20 or more hours per week. Therefore, it
was estimated that a sample size of 10,000 would be required to provide an analysis file containing a minimum of
2,400 respondents who were actively employed in nursing and providing direct nursing care.

Instnunent Development

A self-administered questionnaire was developed for use in this study. Questions addressing demographic
characteristics and work environment were modifications of those used in the role delineation study (yocom and
Chornick. 1995). The main section of the questionnaire contained a list of 98 aCtivities or attributes representing
16 functional abilities (See Table 1). These sixteen :functional abilities were identified based upon the prior work of
the National Council in this area (Chornick, 1993a, 1993b) and that of the Southern Council on Collegiate
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Table I. Sixteen Categories of Functional Abilities

Category

Gross Motor Skills

Fine Motor Skills

Physical Endurance

Physical Strength

Mobility

Hearing

Visual

Tactile

Smell

Reading

Arithmetic

Emotional Stability

Analytical Thinking

Description

Gross motor skills sufficient to provide the full range of safe and effective nursing care
activities.

Fine motor skills sufficient to perform manual psychomotor skills.

Physical stamina sufficient to perform client care activities for entire length of work
role.

Physical strength sufficient to perform. full range of required client care activities.

Physical abilities sufficient to move from place to place and to maneuver to perfonn
nursing activities.

Auditory abiliW sufficient for physical monitoring and assessment of client health care
needs.

Visual abiliw sufficient for accurate observation and performance of nursing care.

Tactile abiliw sufficient for physical monitoring and assessment of health care needs.

Olfactory abiliW sufficient to detect significant environmental and client odors.

Reading abiliw sufficient to comprehend the written word at a minimum of a tenth
grade level.

Arithmetic abiliw sufficient to do computations at a minimum of an eighth grade level.
It includes the following three concepts:
Counting: the act of enumerating or determining the number of items in a group.
Measuring: the act or process of ascertaining the extent, dimensions or quantiW of
something.
Computing: the act or process of performing mathematical calculations such as
addition, subtraction, multiplication and division.

Emotional stabiliW sufficient to assume respoDSlbility/accountability for actions.

Reasoning skills sufficient to perform deductive/inductive thinking for nursing
decisions.

Critical Thinking Skill Critical thinking ability sufficient to exercise sound nursing judgment.

Interpersonal
Skills

Communication
Skills

Interpersonal abilities sufficient to interact with individuals, families and groups
respecting social, cultural and spiritual diversity.

Communication abilities sufficient for interaction with others in oral and written form.
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Education for Nursing (1993). A major difference between this questionnaire and the one used for the second
study was the text used to describe the activities/attributes associated with each functional ability. In the previous
study, the descriptions were stated in terms of nursing activities, such as "Operating fire extinguisher,"
"Transferring/ambulating patient with or without mechanical assistance," "Positioning Clients," etc. For the
current study, the statements were revised to more closely reflect the functional ability needed to petform the
nursing activities. For each activity/attribute listed, participants were asked to indicate if it was essential for them
to be able to petform or possess it in order to provide minimally safe and effective care to their clients.

Content validity was established by a review of the literature, review by nursing experts (registered nurse staff of
the National Council and members of its Continued Competence Subcommittee) and by external reviewers with
expertise in reading skills, occupational skill development and petformance, critical and analytical thinking,
emotional stability and mathematics. Overall reliability of the questionnaire using Cronbach's alpha was .95. The
standardized alpha coefficients for the 16 functional ability groupings (subscales) ranged from .49 to .88. Those
subscales with alphas below.70 (Physical Endurance, Hearing, Reading, Interpersonal Skills, and Communication
Skills) were examined further in an attempt to identify the source of the low coefficients. Several factors may have
contributed to this finding. Included are the lack of variability in responses (i.e., practically all respondents
reported all activities/attributes included in a subscale were essential [e.g., Communication Skills] and the inclusion
of activities/attributes that are widely disparate while still an example of the targeted functional ability [e.g.,
Physical Endurance - "Standing" vs. "Sustaining repetitive movements"]). However, an analysis of
activity/attribute statements included in one subscale, Reading, indicated several were misclassified. These
statements were: "Read and understand columns of writing (e.g., flow sheets, charts)"; "Read digital displays"; and
"Read graphic printouts."

In a further attempt to delineate the subscale structure of the instrument, the data were submitted to a factor
analysis. The resulting six-factor solution supported the activity/attribute statement groupings of all subscales
except Reading. (Several subscales were included in each of the six factors [e.g., Physical strength and Physical
endurance loaded on one factor]). Three activity/attribute statements originally included in the Reading subscale
loaded on the sixth factor with statements included in the Arithmetic Competence group ("Calibrate equipment";
"Convert numbers to and/or from the Metric System"; and "Read graphs [e.g., vital sign sheets]"), thus suggesting
their placement in this group. Appendix A contains a list of all activity/attribute statements grouped according to
their final assignment to a subscale.

Data Collection

A multi-phase mailing process was used to collect data. The mailing process was originally designed to include:
(1) a preletter informing participants of their selection for inclusion in the study, the study's purpose, the
importance of their participation and a return postcard to indicate their willingness to participate; (2) a
questionnaire with a cover letter and return envelope, and (3) a reminder postcard. The first mailing (pre-letter
and return postcard) was sent to 10,000 nurses during the second week of September, 1995. It consisted of the
cover letter explaining the study and the return postcard. By the first week of October, only 1,550 postcards were
returned (17.8%, taking into account bad addresses). Phone calls from recipients indicated there was some
concern regarding the consequences of completing the questionnaire (e.g., "Will I lose my license if I:fill out the
questionnaire?").

Based on the information obtained from these phone calls and the poor response rate, the methodology used to
recruit participants was reconsidered. A second sample of 8,000 nurses was drawn from the 28 data tapes. This
number was selected based on the estimated total number of respondents agreeing to participate as a result of the
postcards received following the first mailing (n=2,000) and the total number of questionnaires available
(n=lO,ooo).

Revisions were made in the content of the initial set of materials sent to prospective participants included in the
second sample and in the mailing schedule. In contrast to the protocol used for the first sample, all prospective
participants in this phase of the study received, in one mailing, the questionnaire, a revised cover letter requesting
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participation, and an envelope for return of the completed questionnaire. This approach allowed potential
participants to review the questionnaire prior to committing to the project. Measures that would be taken to assure
the confidentiality of responses were stressed in the revised cover letter. In addition, all individuals included in the
first sample who returned postcards indicating a willingness to participate in the study were sent a questionnaire,
cover letter and return envelope. Participation was promoted through the use of a reminder post card sent to all
prospective participants one week after their questionnaires were mailed.

The following table illustrates how data collection was operationalized:

Table 2. Mailing schedule and contents for individuals selected for studv oarticipation.
Original Sample (n=lO,OOO) Second Sample (n=8,000)

First Mailing A cover letter requesting participation.
Return postcard indicating whether recipient
would participate

Second Mailing Cover letter Revised cover letter
Questionnaire Questionnaire
Return envelope Return envelope

Third Mailing· Reminder postcard Reminder postcard

Confidentiality

All potential participants were promised confidentiality with regard to their participation and their responses. Pre­
assigned code numbers were used to facilitate cost-effective follow-up mailings and for merging data files
generated from scannable and non-scannable data. However, the files containing mailing information and code
numbers were kept separate from the data files.

Response Rate and Representativeness of the Respondent Group

Questionnaires were sent to 10,000 of the 18,000 individuals selected for participation in the study. Of these
10,000, a total of 3,660 were returned. Following adjustment for bad addresses (12.7%), the effective sample size
was 15,712, thus reflecting an overall response rate of23.3 percent.

Because the response rate was low, a telephone survey was initiated to (1) determine the reason for non­
participation among those in the first sample (n=10,OOO) and (2) evaluate the representativeness of respondent
characteristics versus those of non-respondents from the first sample. The telephone numbers of one hundred
individuals, selected at random from among those included in the original (first) sample were obtained via
directory assistance. Telephone calls were made on weekends and evenings, in mid-January 1996, in an attempt to
reach the greatest number of individuals. A structured interview was conducted, using a prepared script, with the
first 50 individuals who agreed to speak. with us. Only one person refused to be interviewed when the purpose of
the call was explained. Of the SO interviewees, the stated reason for not participating fell within two categories:
(1) never got around to completing/returning the postcard indicating an interest in participating, or (2) did not
remember receiving the letter asking them to participate in the study.

All SO interviewees agreed to (1) answer questions requesting demographic information and (2) for 17 activities!
attributes representing the 16 groups of functional abilities, to identify if they were essential for the performance of
their job. The 17 activity/attribute statements were selected by National Council staff on the basis of their
perceived importance to the safe and effective practice of nursing. Comparisons of the demographic characteristics
and responses to 17 statements for the telephone swvey participants and the participants in the mail survey were
performed using the Chi square statistic. There were no statistically significant differences between the two groups
(the data used in these analyses are reported in Appendix A). Based on these results, it was concluded that there
were no differences between the respondent and non-respondent groups.
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DATA ANALYSIS

All returned. questionnaires were electronically scanned. and database files were created.. During the scanning
process, all rejected questionnaires were reviewed. and, if a definitive response could be ascertained, the data were
hand entered. In addition, all write-in responses to requests for specific information were compiled, coded and
entered into a database. Prior to beginning data analysis procedures, frequency distributions were used to check for
and eliminate any out-of-range values.

An examination of the frequency distributions for responses to three key questions revealed that high percentages
of participants (over 5%) responded "Other" and then wrote in a response. The three questions were ones designed.
to identify a participant's level of involvement in the delivery of client care (9%), their principal nursing position
(16%), and their work setting (18%). Therefore, the write-in responses were reviewed and either assigned to an
existing response category or a new one was identified. Responses to two additional open-ended. questions (i.e.,
those describing existing physical or mental disabilities and the types of compensatory accouunodations used in the
work setting) were reviewed. and, based on a content analysis, categorized to facilitate reporting.

In keeping with the purpose of this study, that is, to identify the functional abilities essential for a nurse to possess
in order to provide safe and effective care to clients, several data analysis decision rules were established.. These
rules and the rationale for their establishment were:

1. Data contributed by registered nurses (RNs) will be analyzed separately from that contributed. by licensed
practicallvocational nurses (LPNNNs). Rationale: Separate scopes of practice may have an impact on the types of
functional abilities essential to job performance.

·2. Data analysis will be confined to only that contributed by individuals involved in the provision of direct
client care (e.g., physical care, telephone triage, etc.) and indirect client care (e.g., administration, research,
insurance case management, etc.). Data contributed. by those reporting they assist with the direct delivery of care
will not be used. Rationale: The activities/attributes of individuals "assisting with direct care" may be confounded.
by variations in roles and in the level of assistance required. by the person being assisted..

3. Within level of care involvement (direct, indirect), job position and work setting variables will be used to
determine which functional ability activities/attributes are essential. Rationale: Practice characteristics vary based
on type of position (e.g., administrator vs. stafInurse) and work setting (e.g., critical care unit vs. outpatient clinic)
and therefore the activities/attributes of functional abilities essential to job performance may vary.

4. Essential functional abilitv activities/attributes will be defined as those identified. by 95% or more of the
respondents in an analysis group. Rationale: Established. based on the dictionary definition of essential which
states: ''basic or indispensable; necessary" (American Heritage Dictionary, second college edition, 1982; Boston:
Houghton Mifilin Company) while still allowing for sampling error.

5. Analysis groups shall contain data from a minimum of 30 respondents. Rationale: The standard error of
a sample proportion =.95 with sample size =30 is .04. Therefore, a 95 percent confidence interval (one-tailed.) for
the lower boundary of the true population proportion includes the value, .88, one considered sufficiently stringent
for this study.

A description of study participants and the outcomes of data analysis procedures are reported. in the next section.

RESULTS

This section provides a general description of the demographic characteristics of study participants, their work
environment, involvement in the provision of client care, and the functional ability activities/attributes essential for
the performance of their jobs. A functional ability activity/attribute had to be identified. by a minimum of 95
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percent of the study participants within an analysis group m order to be designated as essential" for the delivery of
safe and effective client care.

Demographic Characteristics

A total of 3,660 individuals participated in the study. Of these, 2,677 (73.1 %) were RNs and 969 (26.5%) were
LPNNNs. Fourteen (0.4%) individuals did not identify their licensure status.

Study participants were predominantly female (95.9%). The racial ethnic makeup of the group is reported in Table
3. Comparison of the demographic characteristics of study participants with those of RNs and LPNNNs
participating in a role delineation study (Yocom & Chomick, 1995) revealed similar characteristics thus
supponing the representativeness of the current sample.

Table 3. Racial/ethnic characteristics of study participants.

Total Group RNs LPNlVNs
(n=3,660)* (n=2,677) (n=969)

RaciaIJEthnic Group n % n % n %

Native American 39 1.10 25 1.00 14 1.50
Asian Indian 6 0.20 5 0.20 1 0.10
Pacific Islander 4 0.10 4 0.20 0 0.00
Other Asian 39 1.10 35 1.30 4 0.40
Black!African-American 164 4.60 78 3.00 84 8.80
Hispanic 76 2.10 44 1.70 32 3.40
White, not Hispanic 3234 90.10 2424 92.00 806. 84.80
Other 28 0.80 19 0.70 9 0.90
Missing 70 46 24

* Includes 14 individuals not identifying license type

Work Environment

Study participants were requested to provide information describing their work environment in terms of: work
setting, position title, shift, hours worked and involvement in the provision ofclient care.

Setting. The distribution of reported employment settings for the total group and for RNs and LPNNNs is
reported in Table 4. The greatest proponions of RNs reported employment in medical-surgical units (23.3%),
intensive care units (13.7%) and skilled care facilities (13.0 %). In contrast, while a similar proponion of
LPNNNs also reported employment in medical-surgical units (28.3%), significant numbers were also employed in
long tenn care settings (intennediate care - 23.2%; skilled care - 35.2%).

Position title. Participants were requested to identify the title of their principle nursing position. This information
is provided in Table 5. The greatest percentages ofRNs (50.7%) and LPNNNs (63.2%) reported employment as
staffnurses. In addition, employment as a charge nurse represented the second most frequently identified positions
for both groups, 26.7% for RNs and 28.2% for LPNNNs.
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Table 4. Employment settings of study participants.

Total RN LPNNN
(n=3660)** (n=2677) (n=969)

Employment Setting # % # % # %
Acute Care
Anesthesia 54 1.5 52 1.9 2 0.2
Emergency Room 283 7.7 235 8.8 48 5.0
Intensive Care 405 ILl 366 13.7 38 3.9
Labor & Delivery 205 5.6 169 6.3 35 3.6
Medical-Surgical 900 24.6 625 23.3 274 28.3
Nursery 208 5.7 155 5.8 52 5.4
Operating Room 234 6.4 197 7.4 36 3.7
Pediatrics 249 6.8 165 6.2 84 8.7
Psychiatric 222 6.1 159 5.9 62 6.4
Recovery Room 157 4.3 133 5.0 23 2.4
Hospital (non-specific) 105 2.9 65 2.4 40 4.1

Lon!! Term Care Settin2
Intermediate 398 10.9 172 6.4 225 23.2
~esidential 258 7.0 111 4.1 147 15.2
Skilled Care 691 18.9 347 13.0 341 35.2
Nursing Home (non-specific) 53 1.4 13 0.5 40 4.1

CommunitvlHome Care Settings
BusinesslIndustrial Facility 157 4.3 116 4.3 41 4.2
Client's Home 465 12.7 325 12.1 140 14.4
Outpatient Clinic 309 8.4 242 9.0 67 6.9
Outpatient Surgery 137 3.7 110 4.1 27 2.8
Physician's Office 330 9.0 189 7.1 140 14.4
School 160 4.4 133 5.0 26 2.7

Other 203 0.1 171 6.4 35 3.6

• Includes 14 individuals not identifying license type
.. All percentages sum to greater than 100% since participants could indicate any setting where
they were employed at least one-third of the time.
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Table 5. Title of principle nursing position.

Total Group RNs
LPNIVNs

(n=3660)"'''' (n=2677) (n=969)

Position title # %'" # % # %

Administrator 157 4.3 138 5.2 19 2.0
Advanced practice 236 6.4 227 1.0 9 0.9
Case manager 25 0.7 24 0.9 1 0.1
Charge nurse 991 27.1 716 26.7 273 28.2
Home health/community health 491 13.4 368 13.7 123 12.7
Instructor/educator 331 9.0 284 10.6 45 4.7
Researcher 57 1.6 49 1.8 8 0.8
School nurse 113 3.1 95 3.5 18 1.9
Staff nurse 1972 53.9 1356 50.7 612 63.2
Supervisor 402 11.0 328 12.3 74 7.6
Utilization review/quality 196 5.4 164 6.1 32 3.3
assurance
No position title 69 1.9 25 0.9 42 4.3
Other 181 4.9 158 5.9 48 5

'" Includes 14 individuals not identifying license type
"'''' All percentages sum to greater than 100% since participants could indicate more than one response

SbiftlHours worked. The number of hours worked per day and the shift assignment reported by study participants
are reported in Table 6. The majority of participants worked eight hours per day on the day shift.

Table 6. Work hours of study participants.

Total Group RNs LPNIVNs
(n=3660) (n=2677) (n=969)

# % # % # %

Work Hours
Number of hours per day:

8 hour shift 2473 67.6 1729 64.6 739 76.3
10 hour shift 182 5.0 273 10.2 84 8.7
12 hour shift 667 18.2 629 23.5 203 20.9
24 hour on call 199 5.4 239 8.9 42 4.3

Shift
Days 1279 34.9 1486 55.5 491 50.7
Evenings 519 14.2 471 17.6 294 30.3
Nights 577 15.8 413 15.4 227 23.4
Rotating 237 6.5 182 6.8 71 7.3

Other 549 15.0 423 15.8 123 12.7

'" Sums to more than 100% because participants could select more than one response
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Involvement in client care. Participants were requested to indicate which of three levels of involvement in client
care they engaged in. Alternatively, response options were also provided for those not in clinical practice or, if
none of the provided categories "fit," to write in a response. The range of participant responses is provided in
Table 7.

Table 7. Level ofparticipant involvement in client care.

Total Group RNs LPNNNs
(n=3,660) * (n=2,677) (n=969)

Level of involvement # % # % # %

Perform. direct care 2694 77.3 1925 75.1 769 84.1
Assist with direct care 161 4.6 137 5.3 24 2.6
Perform. indirect care 396 11.4 358 14.0 38 4.2
Not in clinical practice 102 2.9 52 2.0 48 5.3
Other 130 3.7 91 3.6 35 3.8
(Missing) (177) (114) (55)

* Includes 14 individuals not identifying license type

Generalizability of Findings

Comparison of the demographic characteristics and the work environment of study participants with those of RNs
and LPNNNs who participated in a role delineation study (Yocom & Chomick, 1995) revealed similar
characteristics thus supporting the representativeness of the data and therefore the generalizability of the findings.

Functional Abilities Essential for Safe and Effective Client Care

Participants were requested to review a list of 98 activitieslattnbutes, grouped within sixteen functional abilities
(see Table 1 and Appendix A), that mayor may not be essential for a nurse to possess in order to provide safe and
effective care to clients. For each activity/attribute, participants indicated if it was essential or not essential to job
performance. The data analysis outcomes for the LPNNN group are presented first, followed by those for the RN
group. The following framework will be used to present the results.

I. LPNNNs (Direct care only)
A. Position

1. Activities/attributes common across all positions
2. Activities/attributes unique to specific positions

B. Setting
1. Activities/attributes common across all settings
2. Activities/attributes unique to specific settings

C. Core - activities/attributes common across all roles and settings

II. RNs (Direct and indirect care)
A. Position

1. Activities/attributes common across all direct care positions
2. Activities/attributes unique to specific direct care positions
3. Activities/attributes common across all indirect care positions
4. Activities/attributes unique to specific direct care positions
5. Core - activities/attributes common across all direct and indirect care positions
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B. Setting·
1. .Activities/attributes common across all settings (direct care)
2. Activities/attributes unique to specific settings (direct care)
3. Activities/attributes common across all settings (indirect care)
4. Activities/attributes unique to specific settings (indirect care)
5. Core - activities/attributes common across all settings (direct and indirect care)

C. Core· activities/attributes common across all direct and indirect care positions and all settings

L Functional Ability Activities / Attributes Essential for Practice as a Licensed PracticaINocational Nurse

The Licensed PracticalNocational Nurse participants were grouped based on their level of involvement in the
delivery of nursing care (i.e., direct or indirect). Thereafter, the percent indicating that a specific functional ability
activity/attribute was essential to job perfonnance was calculated based on their position and work setting. For
each group composed of 30 or more individuals, the activities/attributes identified as essential by 95 percent or
more were identified. The outcomes of these analyses are reported below. As previously reported in Table 7, very
few participants (i.e., 38) reported they were involved in the provision of indirect care. Therefore, since their
further division by position or by work setting resulted in group sizes too small to meet the reporting criteria,
information will be provided for only those LPNlVNs engaged in direct care activities.

A. Job Position (Direct Care). Five groups of LPNlVNs involved in the provision of direct client care, classified
according to their position titles, collectively identified 36 common functional ability activities/attributes as
essential to the performance of their jobs. The five positions were those of supervisor (n=49), charge nurse
(n=219), staff nurse (n=541), office nurse (n=31) and home health/community health nurse (n=102). The essential
activities/attributes, reported in Table 8, represent 13 of the 16 functional ability categories. The categories not
represented are Gross Motor Skills, Smell, and Critical Thinking.

Table 8. Common functional ability activities/attributes essential to the performance of LPNlVNs providing direct
client care as a supervisor, charge nurse, staff nurse, office nurse and home health nurse.

Activity/Attribute

Pick up objects with hands
Grasp small objects with hands
Write with pen or pencil
Pinch/pick or otherwise work with fingers
Twist (with hands)
Squeeze (with fingers)
Maintain physical tolerance
Move light objects weighing up to 10 Ibs.
Bend
Stoop/squat
Move quickly
Walk
Hear normal speaking level sounds
Hear faint body sounds
See object up to 20 inches away
Distinguish color intensity
Feel vibrations
Read and understand printed documents
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Fine Motor Skills

Physical Endurance
Physical Strength
Mobility

Hearing

Visual

Tactile
Reading



Table 8. Common functional ability activities/attributes essential to the performance ofLPNlVNs providing direct
client care as a supervisor, charge nurse, staffnurse, office nurse and home health nurse. (cont.)

Read and understand columns of writing
Use measuring tools
Provide client with emotional support
Adapt to changing environment/stress
Deal with the unexpected
Focus attention on task
Monitor own emotions

Transfer knowledge from one situation to another
Process information
Prioritize tasks
Use long term memory
Use short term memory
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers
Explain procedures
Interact with others
Speak on the telephone

Arithmetic Competence

Emotional Stability

Analytical Thinking

Interpersonal Skills

Communication Skills

Additional essential functional ability activities/attributes unique to LPNfVNs functioning in anyone or more of
the five positions were identified. This information, reported in Table 9, reveals that the activities/attributes
essential to LPNIVN performance in a supervisor or charge nurse position are very similar. In contrast, the
activities/attributes identified by those in staff nurse, office nurse or home health/community health nurse positions
are diverse. It is interesting to note that, with one exception, "Stand (e.g., at client side during surgical or
therapeutic procedure)," an activity/attribute identified as essential by either office nurses or home
health/community health nurses was also identified by staffnurses.

Table 9. Additional functional ability activities/attributes essential to the performance ofLPNlVNs providing
direct client care as a supervisor, charge nurse, staffnurse, office nurse or home health nurse.

Activity/Attribute Supervisor Charge Staff Office Home
Nurse Nurse Nurse Health/

Community

carty equipment/supplies (pS*) • • • •
Twist (body) (Mo) • • • •
See objects up to 20 feet away (Vi) • • • •
Distinguish color (Vi) • • • •
Detect temperature (Ta) • • • •
Feel differences in surface characteristics (Ta) • • • •
Detect odors from client (Sm) • • • •
*Key: GMS =Gross Motor Skills; FMS =Fme Motor Skills; PE =PhySical Endurance; PS =PhYSical Strength;
Mo =MObility; He =Hearing; Vi =Visual; Ta =Tactile; Sm = Smell; Re =Reading; AC =Arithmetic
Competence; ES =Emotional Stability; AT =Analytic Thinking; CT =Critical Thinking; IF = Interpersonal
Skills; CO = Communication Skills.
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Table 9. Additional functional ability activities/attributes essential to the performance of LPNlVNs providing
direct client care as a supervisor, charge nurse, staffnurse, office nurse or home health nurse. (cont.)

Activity/Attribute Supervisor Charge Staff Office Home
Nurse Nurse Nurse Health!

Community

Read measurement marks (AC) • • • •
Write numbers in records (AC) • • • •
Perfonn multiple responsibilities (ES) • • • •
Evaluate outcomes (AT) • • • •
Problem solve (AT) • • • •
Synthesize knowledge and skills (CT) • • • •
Sequence information (CT) • • • •
Teach (Co) • • • •
Give oral reports (Co) • • • •
Hear auditory alarms (Au) • • •
Use depth perception (Vi) • • •
Use peripheral vision (Vi) • • •
Feel differences in sizes, shapes (Ta) • • •
Detect smoke (Sm) • • •
Read digital displays (AC) • • •
Count rates (AC) • • •
Add, subtract, multiply, divide (AC) • • •
Handle strong emotions (ES) • • -.
Convey information through writing (Co) • • • •
Squeeze with hands (PS) • •
See objects more than 20 feet away (Vi) • •
Detect gases or noxious smells (Sm) • •
Establish therapeutic relationships (ES) • •
Identify cause-effect relationships (CT) • •
Stand and maintain balance (GMS) •
Reach below waist (GMS) •
Stand (during procedure) (PE) •
Hear faint voices (He) •
Read graphs (e.g., vital signs) (AC) •
Compute fractions (AC) •
Direct activities of others (Co) •
*Key: GMS = Gross Motor Skills; FMS = Fme Motor Skills; PE = PhySIcal Endurance; PS =PhYSIcal Strength;
Mo =Mobility; He = Hearing; Vi = Visual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES =Emotional Stability; AT =Analytic Thinking; CT = Critical Thinking; IP = Interpersonal
Skills; CO =Communication Skills.

B. Employment Setting (Direct Care). The responses of LPNlVNs employed in fourteen settings were selected
for analysis. Preliminary analysis of the data revealed that the fourteen settings could be collapsed into seven, each
with a minimum group size of 30, due to a high degree of conformity in responses. These seven settings are:

Critical Care (includes data from individuals employed in Intensive Care Units and Emergency Rooms)
(n=67)

Acute Care (Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units) (n=361)
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Psychiatry (n=49)
Long Term Care (Residential Care, Intermediate Care, Skilled Care, and "Nursing Home") (n=600)
Home Health/Community Health Care (n=111)
Outpatient Clinics (n=61)
Physician's Office (n=117)

The essential activities/attributes commonly identified by 95 percent or more of LPNlVNs employed in these
settings, represent 13 of the 16 functional ability categories (See Table 10). The categories not represented are
those of Gross Motor Skills, Physical Strength, and Critical Thinking.

Table 10. Common functional ability activities/attributes essential to the performance ofLPNlVNs providing direct
client care in critical care, acute care, long term care, psychiatry, home health, outpatient clinics, and physician's
offices.

ActivitylAttribute

Pick up objects with hands
Grasp small objects with hands
Write with pen or pencil
Pinch/pick or otherwise work with fingers
Maintain physical tolerance
Bend
Move quickly
Walk
Hear normal speaking level sounds
Hear faint body sounds
See object up to 20 inches away
Feel vibrations
Detect odors from client
Read and understand printed documents
Read and understand columns of writing
Tell time .

Use measuring tools
Provide client with emotional support
Adapt to changing environment/stress
Focus attention on task
Monitor own emotions
Process information
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Respect differences in clients
Establish rapport with clients
Explain procedures
Interact with others
Convey information through writing

Functional Ability

Fine Motor Skills

Physical Endurance
Mobility

Hearing

Visual
Tactile
Smell
Reading
Arithmetic Competence

Emotional Stability

Analytical Thinking

Interpersonal Skills

Communication Skills
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Additional essential functional ability activities/attributes unique to LPNNNs functioning in anyone or more of
the seven work settings were identified. This information, reported in Table 11, reveals that the
activities/attributes essential to LPNIVN performance in the Acute Care and Long Term Care settings are the most
similar. In addition, the essential activities/attributes identified for these two settings are also common to those
identified as essential in the Critical Care settings. Greater diversity is seen in the essential activities/attributes
identified for Psychiatry, Home Health/Community Health, Outpatient Clinic and Physician's Office. However,
what is remarkable is that with one exception, "Defend self against combative client" (Psychiatry), an
activity/attribute essential for providing safe and effective care in one or more of these four units is also essential in
a Critical Care unit.

Table 11. Additional functional ability activities/attributes essential to the performance of LPNNNs providing
direct client care in critical care, acute care, long term care, psychiatry, home health, outpatient clinic, or
physician's office.

Activity/Attribute Critical Acute Long Psychia- Home Outpatient Physician's
Carel Care' Term try Health! Clinics Office

Carel Corom.

Twist (with hands) (FMS*) • • • • • •
Move light objects weighing up • • • • • •
to 10 Ibs (PS)

Carry equipment/supplies (PS) • • • • • •
Stoop/squat (Mo) • • • • • •
Use peripheral vision (Vi) • • • • • •
Distinguish color intensity (Vi) • • • II • •
Detect temperature (Ta) • • • • • •
Read digital displays (AC) • • • • • •
Read measurement marks (AC) • • • • • •
Perform multiple responsibilities • • • • • •
concurrently (ES)
Transfer knowledge from one • • • • • •
situation to another A1)

Synthesize knowledge and skills • • • • • •
CT)
Establish rapport with co-workers • • • • • •
I(IP)
Speak on the telephone (Co) • • • • • •
Reach below waist (GMS) • • • • •
Squeeze (with fingers) (FMS) • • • • •
Twist (body) (Mo) • • • • •
See objects up to 20 feet away • • • • •
I(Vi)
Feel differences in surface • • • • • I
characteristics (Ta) I

i
*Key: GMS = Gross Motor Skills; FMS =Fine Motor Skills; PE = PhYSIcal Endurance; PS =PhySIcal Strength;
Mo =Mobility; He =Hearing; Vi = Visual; Ta =Tactile; Sm = Smell; Re =Reading; AC =Arithmetic
Competence; ES =Emotional Stability; AT =Analytic Thinking; CT =Critical Thinking; IF =Interpersonal
Skills; CO = Communication Skills.

I Critical care: Intensive Care units and Emergency Rooms
2 Acute care: Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units
3 Long term care: Residential Care, Intermediate Care, Skilled Care, and "Nursing Home"
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Table 11. Additional functional ability activities/attributes essential to the performance ofLPNNNs providing
direct client care in critical care, acute care, long term care, psychiatty, home health, outpatient clinic, or
physician's office. (cont.)

Activity/Attribute Critical Acute Long Psychia- Home Outpatient Physician's
Carel eare: Term tty Health! Clinics Office

Ca,re3 Comm.

Add, subtract, multiply, divide • • • • •I(AC)
Write numbers in records (AC) • • • • •
Deal with the unexpected (ES) • • • • •
Evaluate outcomes (AT) • • • • •
Identify cause-effect relationships • • • • •
I(CT)
Teach (Co) • • • • •
Give oral reports (Co) • • • • •
Hear auditory alarms (He) • • • •
Feel differences in sizes, shapes • • • •
(Ta)
Detect smoke (Sm) • • • •
Read graphs (e.g., vital signs • • • •
ICAC)
Handle strong emotions (ES) • • • •
Sequence information (CT) • • • •
Stand and maintain balance • • •
(GMS)
Push or pull 25 Ibs (PS) • • •
Reach above shoulders (GMS) • •
Stand (during procedure) (PE) • •
Lift 25 Ibs. (PS) • •
See objects more than 20 feet • •
away (Vi)
Compute :fractions (AC) • •
Move within confined spaces •
,CGMS)
Sustain repetitive movements •

I(FE)
Support 25 Ibs. weight (PS) •
Defend selfagainst combative •
client (PS)
*Key: GMS = Gross Motor Skills; FMS =Fine Motor Skills; PE =Physical Endurance; PS =Physical Strength;
Mo =Mobility; He =Hearing; Vi =Visual; Ta =Tactile; Sm = Smell; Re =Reading; AC =Arithmetic
Competence; ES =Emotional Stability; AT =Analytic Thinking; CT =Critical Thinking; IF =Interpersonal
Skills; CO =Communication Skills.

I Critical care: Intensive Care units and Emergency Rooms
2 Acute care: Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units
3 Long term care: Residential Care, Intermediate Care, Skilled Care, and "Nursing Home"
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Table 11. Additional functional ability activities/attributes essential to the performance of LPNlVNs providing
direct client care in critical care, acute care, long term care, psychiatry, home health, outpatient clinic, or
physician's office. (cont.)

Activity/Attribute Critical Acute Long Psychia- Home Outpatient Physician's
Carel Care' Term try Health! Clinics Office

Cafe3 Comm.

Read graphic printouts (AC) •
Calibrate equipment (AC) •
Convert numbers to and/or from •
the Metric system (AC)

Negotiate interpersonal conflict •
reS)
*Key: GMS = Gross Motor Skills; FMS =Fine Motor Skills; PE =PhYSIcal Endurance; PS = PhySIcal Strength;
Mo =Mobility; He =Hearing; Vi =Visual; Ta =Tactile; Sm =Smell; Re =Reading; AC = Arithmetic
Competence; ES =Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IF =Interpersonal
Skills; CO = Communication Skills.

C. Core Functional Ability Activities/Attributes Essential for LPN/VN Practice. Finally, the lists of
functional ability activities/attributes identified as essential by 95 percent or more of LPNlVNs employed in five
positions and across seven groups of employment settings were compared to identify a core set of essential
functional ability activities/attributes. These commonly identified activities/attributes, reported in Table 12,
represent 12 groups of functional abilities (all except Gross Motor Skills, Physical Strength, Smell, and Critical
Thinking).

Table 12. Core functional ability activities/attributes essential for safe, effective LPNIVN practice.

Activity/Attribute

Pick up objects with hands
Grasp smaIl objects with hands
Write with pen or pencil
Pinch/pick or otherwise work with fingers
Maintain physical tolerance
Bend
Move quickly
Walk
Hear normal speaking level sounds
Hear faint body sounds
See object up to 20 inches away
Feel vibrations
Read and understand printed documents
Read and understand columns of writing
Use measuring tools
Provide client with emotional support
Adapt to changing environment/stress
Focus attention on task
Monitor own emotions
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Functional Ability

Fine Motor Skills

Physical Endurance
Mobility

Hearing

Visual
Tactile
Reading
Arithmetic Competence

Emotional Stability



Table 12. Core functional ability activities/attributes essential for safe, effective LPNNN practice.

Activity/Attribute

Process information
Prioritize tasks
Use long term memory
Use short term memory
Respect differences in clients
Establish rapport with clients
Explain procedures
Interaet with others

Functional Ability

Analytical Thinking

Interpersonal Skills

Communication Skills

n. Functional Ability Activities / Attributes Essential for Practice as a Registered Nurse.

The Registered Nurse participants were grouped based on their level of involvement in the delivery of nursing care
(i.e., direct or indirect). Thereafter the percent indicating that a specific functional ability activity/attribute was
essential to job performance in their position and in their employment setting was calculated. For each group
composed of 30 or more individuals, the activities/attributes identified as essential by 95 percent or more were
identified. The outcomes of this analysis are reported below, first for those involved in the provision of direct
client care and then for those providing indirect client care.

A. Job Position (Direct Care). Nine groups of RNs involved in the provision of direct client care, classified
according to their position titles, identified 36 common functional ability activities/attributes as essential to the
performance of their jobs. The nine positions were those of supervisor (n=178), charge nurse (n=635), nurse
educator (n=107), advanced practice registered nurse (n=166), staff nurse (n=1275), school nurse (77), office nurse
(n=39), home health/community health nurse (n=270) and utilization review/quality assurance (URlQA) (n=55).
These essential activities/attributes, reported in Table 13, represent 11 of the 16 functional ability categories. The
categories not represented are those of Gross Motor Skills, Physical Endurance, Physical Strength, Tactile, and
Smell.

Table 13. Common functional ability activities/attributes essential to the performance of RNs providing direct
client care as a supervisor, charge nurse, nurse educator, advanced practice registered nurse, staff nurse, school
nurse, office nurse, home health/community health nurse and in a utilization review/quality assurance position.

Activity/Attribute

Pick up objects with bands

Grasp small objects with hands

Write with pen or pencil

Pinch/pick or otherwise work with fingers
Twist (with hands)
Walk:
Hear normal speaking level sounds
See object up to 20 inches away
Distinguish color intensity

Functional Ability

Fine Motor Skills

Mobility
Hearing
Visual
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Table 13. Common functional ability activities/attributes essential to the performance of RNs providing direct
client care as a supervisor, charge nurse, nurse educator, advanced practice registered nurse, staff nurse, school
nurse, office nurse, home health/community health nurse and in a utilization review/quality assurance position.
(cont.)

Activity/Attribute

Read and understand printed documents
Read and understand columns of writing
Tell time
Use measuring tools
Add, subtract, multiply, divide
Write numbers in records
Provide client with emotional support
Adapt to changing environment/stress
Focus attention on task
Monitor own emotions
Perfono multiple responsibilities
Transfer knowledge from one situation to another
Process information
Problem solve
Prioritize tasks
Use long teno memory
Use short term memory
Identify cause-effect relationships
Sequence information
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers
Teach
Explain procedures
Interact with others
Speak on the telephone
Convey information through writing

Functional Ability

Reading
Arithmetic Competence

Emotional Stability

Analytical Thinking

Critical Thinking

Interpersonal Skills

Communication Skills

Additional essential functional ability activities/attributes unique to RNs functioning in anyone or more of the nine
positions were then identified. This information, reported in Table 14, reveals that the activities/attributes
essential to RN performance as a charge nurse, staff nurse or in a URIQA position are the most similar. The
greatest diversity is seen in the essential activities/attributes identified by office nurses. The essential
activities/attributes identified by supervisors, nurse educators, APRNs, school nurses and home health/community
health nurses all contain common elements.
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Table 14. Additional functional ability activities/attributes essential to the performance of RNs providing direct
client care as a supervisor, charge nurse, nurse educator, advanced practice registered nurse (APRN), staff nurse,
school nurse, office nurse, home health/community health nurse or in a utilization review/quality assurance
(URlQA) position.

Mo = Moblhty; He = Heanng; Vl = Vlsual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES = Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IP = Interpersonal
Skills; CO = Communication Skills.

Activity/Attribute Super- Charge Nurse APRN Staff School Office Home URlQA
visor Nurse Educa- Nurse Nurse Nurse Health/

tor Comm.

Maintain physical tolerance (pE*) • • • • • • • •
Feel vibrations (Ta) • • • • • • • •
Establish therapeutic relationships • • • • • • • •
reS)
Deal with the unexpected (ES) • • • • • • • •
Evaluate outcomes (AT) • • • • • • • •
Synthesize knowledge and skills • • • • • • • •
(Cn
Give oral reports (CO) • • • • • • • •
Move light objects weighing up to • • • • • • •
10lbs (PS)
Hear faint body sounds (He) • • • • • • •
Read measurement marks (AC) • • • • • • •
Handle strong emotions (ES) • • • • • • •
Carry equipment/supplies (PS) • • • • • •
Bend (Mo) • • • • • •
Move quickly (Mo) • • • • • •
Negotiate interpersonal conflict (IP) • • • • • •
Feel differences in sizes, shapes • • • • •
Iera)
Direct activities of others (Co) • • • • •
Stand and maintain balance (GMS) • • • •
Reach below waist (GMS) • • • •
Squeeze (with fingers) (FMS) • • • •
Stoop/squat (Mo) • • • •
Hear auditory alarms (He) • • • • •
See objects up to 20 feet away (Vi) • • • •
Detect temperature (Ta) • • • •
Count rates (AC) • • • •
Influence people (Co) • • • •
Feel differences in surface charac- • • •
teristics (Ta)
Detect odors from client (Sm) • • •
Read digital displays (Ae) • • •
Use depth perception (Vi) • •
Use peripheral vision (Vi) • •..
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Table 14. Additional functional ability activities/attributes essential to the performance of RNs providing direct
client care as a supervisor, charge nurse, nurse educator, advanced practice registered nurse (APRN), staff nurse,
school nurse, office nurse, home health/community health nurse or in a utilization review/quality assurance
(URlQA) position. (cont.)

Activity/Attribute Super- Charge Nurse APRN Staff School Office Home URlQA
visor Nurse Educa- Nurse Nurse Nurse Health/

tor Comm.

Read graphs (e.g., vital signs) • •
!CAC)
Compute fractions (AC) • •
Use upper body strength (PS) •
Squeeze with hands (PS) •
Detect smoke (Sm) •
*Key: GMS = Gross Motor Skills; FMS = Fine Motor Skills; PE = Physical Endurance; PS = Physical Strength;
Mo = Mobility; He = Hearing; Vi = Visual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES = Emotional Stability; AT == Analytic Thinking; CT = Critical Thinking; IP = Interpersonal
Skills; CO = Communication Skills.

Job Position (Indirect Care). Five groups of RNs involved in the provision of indirect client care, classified
according to their position titles, identified 23 common functional ability activities/attributes as essential to the
performance of their jobs. The five positions were those of nursing service administrator (n=102), supervisor
(n= 129), charge nurse (n=30), home health/community health nurse (n=53) and utilization review/quality
assurance (n=8l). The essential activities/attributes identified by this group, reported in Table 15, represent nine
of the 16 functional ability categories. The categories not represented are: Gross Motor Skills, Physical Endurance,
Physical Strength, Mobility, Visual, Tactile, and Smell.

Table 15. Common functional ability activities/attributes essential to the performance of RNs providing indirect
client care as a nursing service administrator, supervisor, charge nurse, home health/community health nurse and
utilization review/quality assurance.

Activity/Attribute

Write with pen or pencil
Hear normal speaking level sounds
Read and understand printed documents
Read and understand columns of writing
Tell time
Adapt to changing environment/stress
Focus attention on task
Monitor own emotions
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
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Fine Motor Skill
Hearing
Reading
Arithmetic Competence

Emotional Stability
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Table 15. Common functional ability activities/attributes essential to the performance of RNs providing indirect
client care as a nursing service administrator, supervisor, charge nurse, home health/community health nurse and
utilization review/quality assurance. (cont.)

Activity/Attribute

Identify cause-effect relationships
Synthesize knowledge and skills
Sequence information
Establish rapport with clients
Establish rapport with co-workers
Interact with others
Speak on the telephone
Convey information through writing

Functional Ability

Critical Thinking

Interpersonal Skills

Communication Skills

Additional essential functional ability activities/attributes unique to RNs providing indirect client care and
functioning in anyone or more of the five positions were identified. This information, reported in Table 16,
reveals that the activities/attributes essential to RN performance in the role of nursing service administrators,
supervisors and charge nurses are very similar in contrast to those identified by home health/community health
nurses or those in utilization review/quality assurance positions.

Table 16. Additional functional ability activities/attributes essential to the performance ofRNs providing indirect
client care as a nursing service administrator, supervisor, charge nurse, home health/community health nurse or in
a utilization review/quality assurance (URlQA) position.

Activity/Attnbute Adminis- Supervisor Charge Home URlQA
trator Nurse Health/

Comm.
Walk (Mo*) • • • •
See object up to 20 inches away (Vi) • • • •
Perform multiple responsibilities (ES) • • • •
Influence people (Co) • • • •
Pick up objects with hands (FMS) • • •
Grasp small objects with hands (FMS) • • •
Explain procedures (Co) • • •
Direct activities ofothers (Co) • • •
Maintain physical tolerance (FE) • •
Provide client with emotional support (ES) • •
Deal with the unexpected (ES) • •
Plan/control activities for others (CT) • •
Teach (Co) • •
Give oral reports (Co) • •
Mo = Mobility; He = Heanng; VI = Visual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES = Emotional Stability; AT = Analytic Thinking; cr = Critical Thinking; IF = Interpersonal
Skills; CO = Communication Skills.
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Table 16. Additional functional ability activities/attributes essential to the performance ofRNs providing indirect
client care as a nursing selVice administrator, supelVisor, charge nurse, home health/community health nurse or in
a utilization review/quality assurance (URlQA) position.(cont)

Activity/Attribute Adminis- Supervisor Charge Home URlQA
trator Nurse Health!

Corom.
Hear auditory alarms (He) •
Distinguish color (Vi) •
Read digital displays (AC) •
Establish therapeutic relationships (ES) •
Mo = Mobility; He = Hearing; Vi = Visual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES = Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IF = Interpersonal
Skills; CO = Communication Skills.

Core Functional Ability Activities/Attributes Essential for RN Practice. by type of positioD. The lists of
functional ability activities/attributes identified as essential by 95 percent or more of RNs working in any of the
nine positions and involved in the provision of direct or indirect care were compared to identify a core set of
activities/attributes. These 22 common activities/attributes, reported in Table 17, represent nine groups of
functional abilities (all except Gross Motor Skills, Physical Endurance, Physical Strength, Mobility, Visual,
Tactile, and Smell).

Table 17. Core functional ability activities/attributes essential to the performance of RNs providing direct or
indirect client care as a nursing service administrator, supervisor, charge nurse, nurse educator, advanced practice
registered nurse (APRN), staff nurse, school nurse, office nurse, home health/community health nurse or in a
utilization review/quality assurance (URlQA) position.

Activity/Attribute

Write with pen or pencil
Hear normal speaking level sounds
Read and understand printed documents
Read and understand colwnns ofwriting
Tell time
Adapt to changing environment/stress
Focus attention on task
Monitor own emotions
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Identify cause-dfect relationships
Sequence information
Establish rapport with clients
Establish rapport with co-workers
Interact with others
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Functional Ability

Fine Motor Skill
Hearing
Reading
Arithmetic Competence

Emotional Stability

Analytical Thinking

Critical Thinking

Interpersonal Skills



Table 17. Core functional ability activities/attributes essential to the performance of RNs providing direct or
indirect client care as a nursing service administrator, supervisor, charge nurse, nurse educator, advanced practice
registered nurse (APRN), staff nurse, school nurse, office nurse, homehea1th!community health nurse or in a
utilization review/quality assurance (URlQA) position. (cont)

Activity/Attribute

Speak on the telephone
Convey information through writing

Functional Ability

Communication Skills

B. Employment Setting (Direct Care). The responses of RNs employed in nineteen settings were selected for
analysis. Preliminary analysis of the data revealed that the nineteen settings could be collapsed into twelve, each
with a minimum group size of 30, due to a high degree of conformity in responses. These twelve settings are:

Critical Care (includes data from individuals employed in Intensive Care Units, Post-Anesthesia
Recovel)', and Emergency Rooms) (n=577)

Acute Care (Medical-Surgical, Pediatric, Labor and Delivel)', and NurseI)' units) (n=811)
Anesthesia (n=39)
SurgeI)' (Inpatient and Outpatient Operating Rooms) (n=262)
Psychiatl)' (n=119)
Long Term Care (Intermediate Care and Skilled Care) (n=317)
Residential Care (n=76)
Home Health Care (n=lll)
Occupational Health (n=47)
Outpatient Clinics (n=61)
Physician's Offices (n=117)
School Health (n=87)

The essential activities/attributes commonly identified by 95 percent of RNs employed in these settings, reported in
Table 18, represent 10 of the 16 functional ability categories. The categories not represented are those of Gross
Motor Skills, Physical Endurance, Physical Strength, Mobility, Tactile, and Smell.

Table 18. Functional ability activities/attributes essential to the performance of RNs providing direct client care in
critical care, acute care, anesthesia, operating rooms, psychiatl)', long term care, residential care, home health,
occupational health, outpatient clinics, physician's offices and school health.

Activity/Attribute

Pick up objects with hands

Grasp small objects with hands

Write with pen or pencil
Hear normal speaking level sounds
See object up to 20 inches away
Read and understand printed documents
Read and understand columns of writing
Tell time
Write numbers in records
Provide client with emotional support

Functional Ability

Fine Motor Skills

Hearing
Visual
Reading
Arithmetic Competence

Emotional Stability
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Table 18. Functional ability activities/attributes essential to the performance ofRNs providing direct client care in
critical care, acute care, anesthesia. operating rooms, psychiatry, long term care, residential care, home health,
occupational health, outpatient clinics, physician's offices and school health. (cont.)

Activity/Attribute .

Adapt to changing environment/stress
Deal with the unexpected
Focus attention on task
Monitor own emotions
Perform multiple responsibilities
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Sequence information
Synthesize knowledge and skills
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers
Explain procedures
Give oral reports
Interact with others
Convey information through writing

Functional Ability

Analytical Thinking

Analytical Thinking (cont.)

Critical Thinking

Interpersonal Skills

Communication Skills

Additional essential functional ability activities/attributes unique to RNs employed in anyone or more of the twelve
work settingswere identified. Examination of this information, reported in Table 19, reveals several patterns in the
activities/attributes essential to RN performance in various settings. Similar activities/attributes were identified by
RNs in three different types of settings: (1) critical care, anesthesia and surgery; (2) acute care and long term care;
and (3) residential care and home health/community health. Greater diversity is seen in the essential
activities/attributes identified by RNs providing direct care in psychiatry, occupational health, outpatient clinics,
physician's offices and school health.

(Text continues on page 29)
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Table 19. Additional functional ability activities/attributes essential to the performance of RNs providing direct client care in critical care, acute care,
anesthesia, operating rooms, psychiatry, long term care, residential care, home health, occupational health, outpatient clinics, physician's offices or school
health. settings.

Activity!Attribute Critical Acute Anes- Surgery Psychi- Long Residen- Occupa- Home Outpatient Physician's School
Carel Care2 thesia (OR)3 atry Term tial Care tiona! Health! Clinic Office

Care4 Health Comm.

Pinch/pick or otherwise work with • • • • • • • • • • •
fingers (FMS*)
Use measuring tools (AC) • • • • • • • • • • •
Identify cause-effect relationships • • • • • • • • • • •
I(en
Speak on the telephone (CO) • • • • • • • • • • •
Twist (with hands) (FMS) • • • • • • • • • •
Maintain physical tolerance (PE) • • • • • • • • • •
Move quickly (Mo) • • • • • • • • • •
Walk (Mo) • • • • • • • • • •
Read measurement marks (AC) • • • • • • • • • •
Establish therapeutic relationships • • • • • • • • • •
iCES)
Teach (Co) • • • • • • • • • •
Feel vibrations (Ta) • • • • • • • • •
Add, subtract, multiply, divide • • • • • • • • •
(AC)
Negotiate interpersonal conflict • • • • • • • • •
(IP)

Move light objects weighing up to • • • • • • • •
10 Ibs cPS) . ,

~

[
~

~
:::.:.
~
~
~
III

~
~a. *Key: GMS - Gross Motor Skills; FMS - FlOe Motor Skills; PE - PhYSical Endurance; PS =PhYSical Strength; Mo =Mobility; He =Heanng; Vi = Visual; Ta
~ =Tactile; Sm = Smell; Re =Reading; AC =Arithmetic Competence; ES = Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IP =
~ Interpersonal Skills; CO = Communication Skills.
~ I Critical Care (Critical Care (Intensive Care units. Post-Anesthesia Recovery, and Emergency Rooms)
:3' 2q<j Acute Care (Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units)
So 3 Surgery (Inpatient and Outpatient Operating Rooms)
!) 4 Long Term Care (Intermediate Care and Skilled Care)
N
VI



Table 19. Additional functional ability activities/attributes essential to the performance ofRNs providing direct client care in critical care, acute care,
anesthesia, operating rooms, psychiatry, long term care, residential care, home health, occupational health, outpatient clinics, physician's offices or school
health. settings. (cont.)

"'Key: GMS;;: Gross Motor Skills; FMS ;;: FlUe Motor Skills; PE = PhySical Endurance; PS =PhYSical Strength; Mo = Mobility; He = Heanng; VI = Visual; Ta
= Tactile; Sm = Smell; Re = Reading; AC ;;: Arithmetic Competence; ES ;;: Emotional Stability; AT = Analytic Thinking; CT ;;: Critical Thinking; IP =
Interpersonal Skills; CO;;: Communication Skills.
I Critical Care (Critical Care (Intensive Care units, Post-Anesthesia Recovery, and Emergency Rooms)
2 Acute Care (Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units)
3 Surgery (Inpatient and Outpatient Operating Rooms)
4 Long Term Care (Intermediate Care and Skilled Care)

Activity/Attribute Critical Acute Anes- Surgery Psychi- Long Residen- Occupa- Home Outpatient Physician's School
Carel Care2 thesia (OR)3 atry Term tial Care tional Health! Clinic Office

Care4 Health Comm.

Bend (Mo) • • • • • • • •
Hear faint body sounds (He) • • • • • • • •
Distinguish color intensity (Vi) • • • • • • • •
Handle strong emotions (ES) • • • • • • • •
Hear auditory alanns (He) • • • • • • •
Detect temperature (Ta) • • • • • • •
Feel differences in surface charac- • • • • • • •
teristics (Ta) ,
Feel differences in sizes, shapes • • • • • • •
(Ta)

Count rates (AC) • • • • • • •
Direct activities of others (Co) • • • • • • •
Stand and maintain balance • • • • • •
(OMS)
Squeeze (with fingers) (FMS) • • • • • •
Carry equipment/supplies (PS) • • • • • •
Stoop/squat (Mo) • • • • • •
Influence people (Co) • • • • • •
Twist (body) (Mo) • • • • •
Read digital displays (AC) • • • • •
Detect smoke (Sm) • • • • ..



Table 19. Additional functional ability activities/attributes essential to the perfonnance ofRNs providing direct client care in critical care, acute care,
anesthesia, operating rooms, psychially, long tenn care, residential care, home health, occupational health, outpatient clinics, physician's offices or school
health. settings. (cont.)

ActivitylAttribute Critical Acute Anes- Surgery Psychi- Long Residen- Occupa- Home Outpatient Physician's School
Carel Care2 thesia (OR)3 ally Tenn tial Care tional Health! Clinic Office

Care4 Health Comm.

Read graphs (e.g., vital signs) • • • •
lAC)
Use upper body strength (PS) • • •
Use peripheral vision (Vi) • • •
Computefiactions (AC) • • • • •
Reach above shoulders (Mo) • • • •
Reach below waist (Mo) • • • •
Stand (during procedure) (Mo) • • • •
Squeeze with hands (PS) • • • •
See objects up to 20 feet away • • • •
leVi)
Use depth perception (Vi) • • • •
Detect gases or noxious smells • • •
ISm)
Push or pull 25 Ibs (PS) • •
Read graphic printouts (AC) • •
Lift 25 lbs. (PS) • •
Hear in situations when not able to • •
see lips (He)
Measure time (AC) • •
·Key: GMS =Gross Motor Skills; FMS =Fine Motor Skills; PE =Physical Endurance; PS "" Physical Strength; Mo =Mobility; He =Hearing; Vi =Visual; Ta
= Tactile; Sm = Smell; Re =Reading; AC = Arithmetic Competence; ES = Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IF =
Interpersonal Skills; CO = Communication Skills.
I Critical Care (Critical Care (Intensive Care units, Post-Anesthesia Recovery, and Emergency Rooms)
2Acute Care (Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units)
3Surgery (Inpatient and Outpatient Operating Rooms)
4Long Tenn Care (Intermediate Care and Skilled Care)
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Table 19.. Additional functional ability activities/attributes essential to the performance ofRNs providing direct client care in critical care, acute care,
anesthesia, operating rooms, psychiatry, long term care, residential care, home health, occupational health, outpatient clinics, physician's offices or school
health. settings. (cont.)

ActivitylAttribute Critical Acute Anes- Surgery Psychi- Long Residen- Occupa- Home Outpatient Physician's School
Carel Care2 thesia (OR)3 atry Term tial Care tional Health! Clinic Office

Care4 Health Comm.

Plan/control activities for others • •
!(CT)
Move within confined spaces •
:(GMS)
Sustain repetitive movements •
(PE)
Defend self against combative •
client (PS)
Hear faint voices (He) •
Use a calculator (AC) •
Calibrate equipment (AC) •
Convert numbers to and/or from •
the Metric system (AC)
·Key: GMS =Gross Motor Skills; FMS =Fine Motor Skills; PE =Physical Endurance; PS =Physical Strength; Mo =Mobility; He =Hearing; Vi =Visual; Ta
= Tactile; Sm = Smell; Re = Reading; AC = Arithmetic Competence; ES "" Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IP =
Interpersonal Skills; CO =Communication Skills.
I Critical Care (Critical Care (Intensive Care units, Post-Anesthesia Recovery, and Emergency Rooms)
2 Acute Care (Medical-Surgical, Pediatric, Labor and Delivery, and Nursery units)
3Surgery (Inpatient and Outpatient Operating Rooms)
4Long Term Care (Intermediate Care and Skilled Care)



Employment Setting (Indirect Care). Four groups ofRNs reporting involvement in the indirect provision of care
to clients and classified according to their employment setting, collectively identified 24 common functional ability
activities/attributes as essential to the performance of their jobs. The four employment settings were: acute care
(n=1l8), skilled care (n=67), occupational health (n=4l), and home health/community health (n=42). These
essential activities/attributes, reported in Table 20, represent eight of the 16 functional ability categories. The
categories not represented are those of Gross Motor Skill, Physical Endurance, Physical Strength, Mobility, Visual,
Tactile, Smell, and Reading.

Table 20. Functional abilities/attributes essential to the performance of RNs providing indirect care in acute care,
skilled care, occupational health, and home health/community health care settings.

ActivitylAttribute

Write with pen or pencil
Hear normal speaking level sounds
Read and understand columns of writing
Tell time
Monitor own emotions
Perform multiple responsibilities
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Identify cause4ect relationships
Synthesize knowledge and skills
Sequence information
Negotiate interpersonal conflict
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers
Explain procedures
Interact with others
Speak on the telephone
Convey information through writing

Functional Ability

Fine Motor Skill
Hearing
Arithmetic Competence

Emotional Stability

Analytical Thinking

Critical Thinking

Interpersonal Skills

Communication Skills

Additional essential functional ability activities/attributes unique to RNs providing indirect client care while
employed in anyone or more of the four work settings were identified. This information, reported in Table 21
reveals that the activities/attributes essential to practice in acute care, long term care and home health/community
health care settings are very similar to each other. This is in contrast to the additional activities/attributes
identified by those employed in an occupational health care setting.
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Table 21. Additional functional ability activities/attributes essential to the performance ofRNs providing indirect
client care in acute care, skilled care, occupational health and home health/community health care settings.

Ability statement RN setting (indirect) Acute Carel Skilled Care Occupational Home Health/
Health Community

Pick up objects with hands (FMS*) • • •
Grasp small objects with hands (FMS) • • •
Walk (Mo) • • •
See object up to 20 inches away (Vi) • • •
Read and understand printed documents (Re) • • •
Write numbers in records (AC) • • •
Adapt to changing environment/stress (ES) • • •
Deal with the unexpected (ES) • • •
Focus attention on task (ES) • • •
Give oral reports (Co) • • •
Negotiate interpersonal conflict (IF) • • •
Influence people (Co) • • •
Direct activities ofothers (Co) • • •
Maintain physical tolerance (PE) • •
Read graphs (AC) • •
Establish therapeutic relationships (ES) • •
Provide client with emotional support (ES) • •
Handle strong emotions (ES) • •
Plan/control activities for others (eT) • •
Teach (Co) • •
Hear auditory alarms (He) •
See objects up to 20 feet away (Vi) •
Use measuring tools (AC) •
Read measurement marks (AC) •
Add, subtract, multiply, divide (AC) •
*Key: GMS =Gross Motor Skills; FMS =Fine Motor Skills; PE =Physical Endurance; PS =Physical Strength,
Mo = Mobility; He = Hearing; Vi = Visual; Ta = Tactile; Sm = Smell; Re = Reading; AC = Arithmetic
Competence; ES = Emotional Stability; AT = Analytic Thinking; CT = Critical Thinking; IP = Interpersonal
Skills; CO =Communication Skills.

I Acute Care (Medical-Surgical, Pediatrics, Labor and Delivery, and Nursery units)

Core Functional Ability Activities!Attributes Essential for RN Practice. by Type of Employment Setting.
The lists of functional ability activitieslattnbutes identified as essential by 95 percent or more of RNs working in
any of the twelve employment settings and involved in the provision of direct or indirect care were compared to
identify a core set of activities/attributes. These 21 commonly identified activities/attributes, reported in Table 22,
represent eight categories of functional abilities. Those not represented are: Gross Motor Skills, Physical
Endurance, Physical Strength, Mobility, Visual, Tactile, Smell, and Reading.
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Table 22. Core functional ability activities/attributes essential to the perfonnance of RNs providing direct or
indirect care across multiple work settings and job positions.

Activi~1Attribute

Write with pen or pencil
Hear normal speaking level sounds
Read and understand columns of writing
Tell time
Monitor own emotions
Perform multiple responsibilities
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Synthesize knowledge and skills
Sequence information
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers
Interact with others
Explain procedures
Convey information through writing

Functional Abili~

Fine Motor Skill
Hearing
Arithmetic Competence

Emotional Stability

Analytical Thinking

Critical Thinking

InteIpersonal Skills

Communication Skills

C. Core Functional Ability Activities/Attributes Essential for RN Practice. Finally, the lists of functional
ability activities/attributes identified as essential by 95% or more of RNs working in any employment setting,
employed in any position, and involved in the provision of either direct or indirect client care were compared to
identify a core set of essential activities/attributes. These 17 commonly identified activities/attributes, reported in
Table 23, represent eight categories of functional abilities. Those not represented are: Gross Motor Skills, Physical
Endurance, Physical Strength, Mobility, Visual, Tactile, Smell, and Reading).

Table 23. Core functional ability activities/attributes essential to the perfonnance of RNs providing direct or
indirect care in multiple work settings and job positions.

Activi~1Attribute

Write with pen or pencil
Hear normal speaking level sounds
Read and understand columns of writing
Tell time
Monitor own emotions
Transfer knowledge from one situation to another
Process information

Functional Abili~

Fine Motor Skill
Hearing
Arithmetic Competence

Emotional Stability
Analytical Thinking
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Table 23. Core functional ability activities/attributes essential to the perfonnance of RNs providing direct or
indirect care in multiple work settings and job positions. (cont.)

Activity/Attribute Functional Ability

Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory
Sequence information Critical Thinking
Establish rapport with clients Interpersonal
Establish rapport with co-workers
Interact with others Communication
Convey information through writing

Participant's Disabilities

Seven percent (n=256) of all respondents reported the presence of a current physical and/or mental disability.
Documentation regarding the type of disability was provided by 251 participants. This information and how they
accommodated for the disability were reviewed and classified to facilitate analysis. The results of this classification
are summarized in Table 24. The majority (55%, n=129) of the reported disabilities involved neuco-musculo-
skeletal disorders. Of these, 55 were back-related problems. The predominate accommodations identified by
participants were work load and/or work schedule adjustments, the provision of assistance by other staff, or
effecting a change in employment status or location (e.g., retired, disability leave, change in position). The
primary accommodation for those with a hearing impairment was the use of hearing aides or other amplification
devices. The primary accommodation for those with a visual impairment was the use of corrective lenses to correct
for nearsightedness.

Table 24. Types of disabilities and accommodations used reported by study participants (n=251).

Classification Number Percent AccommodatioDs

Cancer 2 1% Work load and work hours adjusted

Cardiovascular disorder 10 4% Work load and work hours adjusted; retired; change job
position

Circulatory problem (lymphedema) 1 0% Change job position

Cognitive disorders (attention deficit; 10 4% Organization of tasks; dependence on other staff to
Idvslexia; closed head injury) assist as necessary
Diabetes 10 4% Consistent meal times; same shift at all times

Fatigue 4 2% Adjust work schedule (Le., number ofdays)

UriIl3l)' disorder 1 0% Limit fluid intake

Hearing disorder 18 7% Hearing aides; Doppler for taking BPs; amplification
(telephone & stethoscope)

Immune disorder (Lupus, etc.) 5 2% Reduce work hours and/or stress; resign

32 National Council ofState Boards ofNursing, Inc.



Table 24. Types of disabilities and accommodations used reported by study participants (n=251).

Classification Number Percent Accommodations

Neurological disorder (seizure disorder; 9 4% Medication~reduced work hours
Menierre's~Tourette's; multiple sclerosis)

Neuro-muscular-skeletal disorder (129) (51%)

Back 55 22% Assistance with lifting; frequent change ofposition;
change job position (no patient care or lifting)

Hands 8 3% Assistance from staff; rest periods

Lower extremity 25 10% Elevators~ assistance from other staff
Neck 4 2% Limit physical activity

Upper extremity 3 1% Assistance from other staff

Undifferentiated/other 32 13% Rest periods, assistance from other staff; change job
[position

Obesity I 0% None

Olfactory disorder I 0% None

Psychiatric disorder (Depression, Bi- 10 4% None (take medication)
Polar personality, etc.)
Respiratory disorder (Asthma) 6 2% Avoid strong odors~ change job position

Visual disorder (blind one eye, color 28 11% Corrective lenses; read color coded materials carefully;
~lind~ nearsid1tedness~ chronic uveitis restrict driving hours.

~nclassified 6 2%

DISCUSSION

To practice nursing. a licensee must possess a multitude of knowledge, skills and abilities (KSAs) in order to
provide safe and effective client care. These KSAs can be dichotomized into two groups: domain specific (i.e.,
specific to the practice of nursing) and non-domain specific. Historically, boards of nursing have relied on two
major sources of information to evaluate the competence of licensure applicants regarding the domain specific
KSAs: (1) documentation from nursing education programs that graduates have demonstrated satisfactory levels of
competence and (2) performance on standardized objective tests (i.e., NCLE)(TM). Based on their successful
completion of a basic nursing education program, it has also been assumed that graduates also demonstrate
competence regarding the non-domain specific KSAs.

The initial and/or continued competence of persons with disabilities to practice nursing has been debated for many
years. In fact several boards of nursing have a mechanism whereby a limited license may be issued to individuals
whose ability to practice is impacted by the presence of a disability. A board's mandate to protect the public and
the issue of competence was heightened with passage of the Americans with Disabilities Act (ADA).
Subsequently, questions were raised regarding (1) the types of functional ability activities/attributes (non-domain
specific) a nurse must possess in order to practice safely and effectively and (2) the types of compensatory
accommodations used by nurses with disabilities.

The primary purpose of this study was to obtain validation of the essential non-domain specific functional abilities
that a nurse must possess in order to perform nursing activities in a safe and effective manner. Data were
provided, in response to a mailed questionnaire, by 3,660 RNs and LPNNNs representative of all geographic
regions of the United States. Based on previous National Council research, the demographic characteristics of this
study's participants and their work environment characteristics indicate they are representative of the nursing
population.
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Study participants identified which of 98 descriptive activities/attributes, grouped within sixteen functional
abilities, were essential for the perfonnance of nursing activities. Factors considered during data analysis were
level of licensure (RN, LPN/VN), level of involvement in client care (direct, indirect), position title and
employment setting. In addition, two constraints (minimum analysis group size (n=30); percent of respondents
indicating an activity/attribute was essential (~95%)) were placed on the data during the analysis phase.

Limitations. A limitation of this study is that the activities/attributes identified were self-reported and are subject
to the bias of the individual's perception of what functions are essential to a particular nursing role. Additionally,
the study does not address whether reported disabilities were evident at the time of initial licensure or occurred
later in the nurse's career.

Core essential activities/attributes Vary by level of licensure. The outcomes of data analysis indicate that selected
activities/attributes of all sixteen functional ability groups are essential for the delivery of safe and effective client
care. In addition, there are "core" activities/attributes that transcend the employment setting and/or job position of
a nurse in a specific licensure category. As reported in Table 12, a "core" group of 27 essential activities/attributes
were identified for LPNNNs providing direct client care. These were distributed across the following functional
ability groups: Fine Motor Skills, Physical Endurance, Mobility, Hearing, Visual, Tactile, Reading, Arithmetic
Competence, Emotional Stability, Analytical Thinking, Interpersonal Skills and Communication Skills. These
essential activities/attributes are almost evenly divided between those representing psychomotor skills/abilities and
the senses and those representing psychosocial skills and higher cognitive functioning.

In contrast, for RNs providing direct or indirect client care (see Table 23) a "core" group of 17 essential
activities/attributes were identified. These represent the following eight :functional ability groups: Fine Motor
Skill, Hearing, Arithmetic Competence, Emotional Stability, Analytical Thinking, Critical Thinking, Interpersonal
Skills, and Communication Skills. All but two of the activities/attributes represent psychosocial skills and higher
cognitive functioning abilities. This pattern is also evident in the data provided by R..."'ls providing direct client care
when they are examined according to position title (Table 13) or by employment setting (Table 17). Therefore, the
"core" activities/attributes offunctional abilities vary according to a licensee's scope ofpractice.

Additional essential activities/attributes v3JY by level of involvement in client care, job position. and work setting.
The level of involvement in care provision (direct, indirect), job position, and employment setting have an impact
on the types of additional functional ability activities/attributes that are essential for the delivery of safe and
effective client care. This is clearly demonstrated in Tables 9, 11, 14, 16, 19, and 21. Examination of the
information reported in these tables reveals the emergence of a series of common elements. First, a majority of the
activities/attributes represent psychomotor skills/abilities, the senses, and arithmetic competence. Second, there is
generally a large proportion of essential activities/attributes that are common to a majority, but not all, of either the
job position groups or the employment setting groups. Lastly, there is a small proportion of essential
activities/attributes that are unique to a specific job position or employment setting.

Disabilities. The types of self-defined disabilities reported by a subset of 256 study participants provides insight
into the range of disabilities manifested and compensatory accommodations used to compensate for the disability.
Depending upon its severity and impact on the ability to function, the reported disability mayor may not be
covered under the ADA and therefore, mayor may not trigger a legal requirement for an accommodation.

The greatest proportion of reported disabilities involved neuro-musculo-skeletal system problems and within this
group, the majority are back-related problems. The incidence ofback-related injuries as an occupational hazard is
well docwnented in the literature, most recently in the Institute ofMedicine's study, Nursing staffin hospitals and
nursing homes. Is it adequate? (Wunderlich, Sloan, & Davis, 1996). The predominate accommodations identified
by participants identifying the presence of a disability were work load and/or work schedule adjustments, the
provision of assistance by other staff, or effecting a change in employment status or location. The primary
accommodation for those with a hearing impairment was the use of hearing aides or other amplification devices.
The primary accommodation for those with a visual impairment was the use of corrective lenses to correct for
nearsightedness.
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Implications. This study identifies the "core" functional ability activities/attributes essential for an individual to
perform nursing activities in a safe and effective manner. Boards of nursing may use this information when
considering the eligibility ofan individual for initial or continuing licensure. However, the presence of a disability
that impacts an individual's ability to demonstrate competence in these areas should not be considered in isolation
from the accommodations that can be used to compensate for a noted "deficiency." Secondly, this information may
be found useful by individuals considering nursing as a career and by nurse educators evaluating both applicants
for admission and students enrolled in their programs.

Additionally, identification of both "core" and "non-core" essential functional ability activities/attributes, as
delineated by job position and by employment setting, provides guidance to boards of nursing in their consideration
to restrict a nurse's authority to practice nursing by limiting scope, setting, or type of nursing role and activities.
In both instances, the nature of the specific disability, and the degree of compensation, if any, from the use of
special accommodations must be considered. The position-specific and employment setting-specific lists of
activities/attributes can be a valuable resource during career counseling opportunities - both with prospective
licensees and with licensees who acquired a disability following initial licensure. A further implication for boards
of nursing imposing limitations, involves policy determination - whether or not such limitations should be imposed
by disciplinary or non-disciplinary methods.

Within each jurisdiction, the board of nursing has a legislative mandate to protect the public from incompetent
providers of nursing care. When evaluating the competence of licensure applicants and licensees, the board cannot
neglect or dismiss this mandate. However, it is hoped that the judicious use of the information reported in this
report will assist them in their evaluation of nurses with disabilities, many of whom could function safely and
effectively in selected employment settings/environments and/or in selected positions.
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Appendix A
Functional Ability Categories and representative activities/attributes

Gross Motor Skills
Move within confined spaces
Sit and maintain balance
Stand and maintain balance
Reach above shoulders (e.g., IV poles)
Reach below waist (e.g., plug electrical appliance into wall outlets)

Fine Motor Skills
Pick up objects with hands
Grasp small objects with hands (e.g., IV tubing, pencil)
Write with pen or pencil
Key/type (e.g., use a computer)
Pinch/pick or otherwise work with fingers (e.g., manipulate a syringe)
Twist (e.g., tum objectslknobs using hands)
Squeeze with finger (e.g., eye dropper)

Physical Endurance
Stand (e.g., at client side during surgical or therapeutic procedure)
Sustain repetitive movements (e.g., CPR)
Maintain physical tolerance (e.g., work entire shift)

Physical Strength
Push and pull 25 pounds (e.g., position clients)
Support 25 pounds ofweight (e.g., ambulate client)
Lift 25 pounds (e.g., pick up a child, transfer client)
Move light objects weighing up to 10 pounds (e.g., IV poles)
Move heavy objects weighing from 11 to 50 pounds
Defend self against combative client
Carry equipment/supplies
Use upper body strength (e.g., perform CPR, physically restrain a client)
Squeeze with bands (e.g., operate:fire extinguisher)

Mobility
Twist
Bend
Stoop/squat
Move quickly (e.g., response to an emergency)
Climb (e.g., ladders/stools/stairs)
Walk

Hearing
Hear normal speaking level sounds (e.g., person-to-person report)
Hear faint voices
Hear faint body sounds (e.g., blood pressure sounds, assess placement of tubes)
Hear in situations when not able to see lips (e.g., when masks are used)
Hear auditory alarms (e.g., monitors,:fire alarms, call bells)

Visual
See objects up to 20 inches away (e.g., information on a computer screen, skin conditions)
See objects up to 20 feet away (e.g., client in a room)
See objects more than 20 feet away (e.g., client at end of hall)
Use depth perception
Use peripheral vision
Distinguish color (e.g., color codes on supplies, charts, bed)
Distinguish color intensity (e.g., flushed skin, skin paleness)
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Appendix A
Functional Ability Categories and representative activities/attributes (cont.)

Tactile
Feel vibrations (e.g., palpate pulses)
Detect temperature (e.g., skin, solutions
Feel differences in surface characteristics (e.g., skin turgor, rashes)
Feel differences in sizes, shapes (e.g., palpate vein, identify body landmarks)
Detect environmental temperature (e.g., check for drafts)

Smell
Detect odors from client (e.g., foul smelling drainage, alcohol breath, etc.)
Detect smoke
Detect gases or noxious smells

Reading
Read and understand written documents (e.g., policies, protocols)

Arithmetic Competence
Read and understand columns of writing (flow sheet, charts)
Read digital displays
Read graphic printouts (e.g., EKG)
Calibrate equipment
Convert numbers to and/or from the Metric System
Read graphs (e.g., vital sign sheets)
Tell time
Measure time (e.g., count duration of contractions, etc.)
Count rates (e.g., drips/minute, pulse)
Use measuring tools (e.g., thermometer)
Read measurement marks (e.g., measurement tapes, scales, etc.)
Add, subtract, multiply, and/or divide whole numbers
Compute fractions (e.g., medication dosages)
Use a calculator
Write numbers in records

Emotional Stability
Establish therapeutic boundaries
Provide client with emotional support
Adapt to changing environment/stress
Deal with the unexpected (e.g., client going bad, crisis)
Focus attention on task
Monitor own emotions
Perform multiple responsibilities concurrently
Handle strong emotions (e.g., grief)

Analytical Thinking
Transfer knowledge from one situation to another
Process information
Evaluate outcomes
Problem solve
Prioritize tasks
Use long term memory
Use short term memory

Critical Thinking
Identify cause-effect relationships
Plan/control activities for others
Synthesize knowledge and skills
Sequence information
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Appendix A
Functional Ability Categories and representative activities/attributes (cont.)

Interpersonal Skills
Negotiate interpersonal conflict
Respect differences in clients
Establish rapport with clients
Establish rapport with co-workers

Communication Skills
Teach (e.g., client/family about health care)
Explain procedures
Give oral reports (e.g., report on client's condition to others)
Interact with others (e.g., health care workers)
Speak on the telephone
Influence people
Direct activities ofothers
Convey information through writing (e.g., progress notes)
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AppendixB
Comparison ofDemographic Characteristics and Responses to Selected Functional Ability Activities!Attributes: vs.
Mail Swvey Respondents vs. Telephone Swvey Participants (Non-respondents)

Characteristic Mail Telephone X2 Characteristic Mail Telephone )f

Survey Survey Survey Sunrey
% % % %

Gender: Feel differences in surface
Female 96 98 ns* characteristics (Yes) 90 93 ns
Male 4 2 (no) 10 7

License type: Detect odors from
RN 73.1 65 ns client(ves) 91 83 ns
LPN/VN 26.9 35 (no) 9 17

RacelEthnicity: Read and understand printed
White 90 91 ns documents (Yes) 99 100 ns
Minority 10 9 (no) 1 0

Activities!Attributes: Add, subtract, multiply,
divide (Yes) 96 100 ns

Stand and maintain balance (no) 4 0
[eves) 93 90 ns
(no) 7 10

Deal with the unexpected
i(Yes) 98 100 ns

Pinch/pick up with fingers (no) 2 0
I(ves) 96 93 ns
(no) 4 7

Prioritize tasks (yes) 99 100 ns

Maintain physical tolerance (no) 1 0
I(ves) 97 97 ns
(no) 3 3

Identify cause-effect
relationships (Yes) 96 100 ns

Support 25 lb. Weight (yes) 81 86 ns (no) 4 0

(no) 19 14

Establish rapport with
clients (ves) 99 100 ns

Stoop/squat (yes) 93 86 ns (no) 1 0

(no) 7 14

Give oral reports (yes) 97 97 ns

Hear faint body sounds (yes) 92 90 ns (no) 3 3

(no) 8 10

Distinguish color (yes) 94 90 ns
(no) 6 10

* X2 non significant at .05
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Roselyn Holloway, TX-RN. Area ill, Director-at-Large
Janet Wood-Yaftez, TX-VN, Area ill, Director-at-Large

Staff
Jennifer BoSlIl8, Executive Director
Doris Nay. Associate Executive Director

Tactics
Under the National Council'sOrganization Plan, the BoardofDirectors is responsible for tactics relating to governance,
including:
• Identify needs for, create and provide guidance to task forces and other committees to address specific topics

important to the National Council's mission.
• Assess organizational coordination and effectiveness.

The recommendations and activities which follow stem from the Board's fulfillment of those responsibilities during
the past year.

Recommenclatlons
1be Board forwards to the Delegate Assembly for its consideration the following recommendations brought by task
forces with tlK: support of the Board:

Long Range P:lanning Task Force: Mission Statement
1. That the recommended revised mission statementof the National Council, as presented, be forwarded to the

1996 Delegate Assembly for adoption.

TIre mission ofthe National Council ofState Boards ofNursing is to advance the safe and effective practice of
nursing in the interest ofprotecting the public's health and welfare.

(See task lorce report under Tab S.)

Advanced PnK:tice Registered Nurse (APRN) Coordinating Task Force: FNP Guidelines & Criteria
2. That the ][)elegate Assembly authorize the Board of Directors to give final approval of the FamUy Nurse

PractitiOller Curriculum Guidelines and Regulatory Criteria for Evaluating Family Nurse Practitioners
(FNPs) Applying for Prescriptive Authority and, with prior opportunity for review and comment by
Member Uoards, indicate organizational support as a model for use by Member Boards.

(See task force report under Tab lo-A.)

Future Recolnmendations

Nursing l~egulation Task Force: Respon_ to Pew Commission Task Force
The Nursing Regulation Task Force is preparing a draft National Council response to the Pew Health
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Professions Commission's Regulation Task Force for the Board's review at its June 26-28 meeting. If approved
by the Board and adopted by the Delegate Assembly, the response will be communicated in the appropriate format
to Pew prior to the December 1996 deadline, and will be disseminated for information to organizations with mutual
interests in nursing and regulation.

Nursing Regulation Task Force: Regulatory Models
It is anticipated that materials for discussion ofa revised nursing regulation model(s) will be developed during

and following the Nursing Regulation Models Conference on June 9-10. The Nursing Regulation Task Force and
Board of Directors will make specific recommendations, as warranted, to the Delegate Assembly in the
supplemental report to the Book ofReports issued in July.

APRN Coordinating Task Force: Nurse Practitioner Certification Examination Programs
The Board of Directors disseminated to all Member Boards in April a chronology of events, including all

relevant correspondence, detailing the collaboration activities it undertook over the past year in response to the
1995 Delegate Assembly motion:

The National Council will collaborate with nurse practitioner specialty certification organizations to
make significant progress toward legally defensible, psychometrically sound nurse practitioner
examinations which are sufficientfor regulatorypurposes. Benchmarksforprogress shall be established
and evaluated by the Board of Directors. The Board ofDirectors shall report to the 1996 Delegate
Assembly with specific recommendations regarding future actions including the potential creation ofa
core-competency examination. I/. at any time, the Board of Directors determines that significant
progress is not being made, the Board is authorized to conduct a job analysis of entry-level nurse
practitioners.
A job analysis was initiated in April, 1996, due to lack of significant progress in the collaboration with the

nurse practitioner certifying organizations. The results of the frrst phase of the job analysis will be reported to
the APRN Coordinating Committee and Board shortly before the Annual Meeting. Specific recommendations
will be made to the Delegate Assembly, as warranted, following that report. Time will be provided for discussion

. during the Forum.

Major Accomplishments of the Board of Directors in FY96

Goal I. Licensure and Credentiallng

• Monitored the second year ofcomputerized adaptive testing for NCLE)(Thf; directed a comprehensive evaluation
ofthe services of the Chauncey Group International in preparation for the Delegate Assembly's consideration of
the next test service contract in 1997. Compilation of the responses is attached (Attachment A). Additionally,
CGI submitted a detailed self-evaluation (Attachment B).

• Re-evaluated the passing standard for the NCLEX-PNJM, considering the recommendation ofthe panel of judges
and other relevant data, and raised the standard from -0.56 to -0.51 (approximately equal in magnitude to prior
changes in the standard).

• Provided input and direction to the CS~ Task Force and Examination Committee regarding future policy
development related to the potential use of CST in NCLEX-RNIM.

• Directed negotiations with The Psychological Corporation and Assessment Systems International regarding
provision ofa competency evaluation for nurse aides (per OBRA 1987), resulting in a new ten-year agreement for
a combined program with ASI.

• Extensively discussedwith four nurse practitionercertification organizations regarding a document review and site
visitprocesswhichwould produce information for Member Boards regarding the sufficiency ofthese examinations
when used for regulatory purposes. Upon failure ofthe discussions to progress toward any actual review, initiated
a job analysis ofentry-level nurse practitioners.

• Concurred with the APRN Coordinating Task Force that ajob analysis of Clinical Nurse Specialists (eNS) be
deferred until a later time; and that Member Boards be encouraged to actively promote the use of similar criteria
for the recognition of CNSs and Nurse Practitioners.

• Approved for dissemination the fmal Delegation: Concepts and Decision-Making Process developed by the
Unlicensed Assistive Personnel Task Force.
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• Provide:! feedback to continued competence subcommittee regarding development of competence defmition,
standards, and policy statement, and supported the position paper proposed by the subcommittee for Delegate
Assembly adoption.

• Created special committees to deal with NCLEX evaluation, "assessment" terminology with respect to NCLEX­
PN, Nurse Aide Competency Evaluation Program (NACEP), APRN issues, unlicensed assistive personnel issues,
CST research and development, licensure verification, and licensure examinations comparison (SUbsequently
deferred due to issue related to the Canadian Nurses Association Testing Service).

Goaill. N~I"'ngPtwetlt:#l

• Endorsed the NP&FJComplex Discipline Subcommittee's suggestion for a day ofdialogue on disciplinary topics
at the Annual Meeting, and the development of a notebook of resources; supported the subcommittee's
recommmldalions to the Board (see subcommittee report under Tab 9).

• Approved theofferingofthe NurseInvestigators Program upon requestbyMemberBoards with instructortraining,
as needed, in preparation for program delivery. The Board decided to offer the Nurse Investigators Program in
conjunction with the 1997 Annual Meeting rather than 1996, to allow the Day on Discipline to be offered in 1996.

• Directed implementation of offering Disciplinary Data Bank Access to certifying and government agencies and
explored potential collaboration with the National Practitioner Data Bank, to facilitate Member Board reporting
to the NPDB when implemented.

• Approved topics identified by the Discipline Investigators Task Force for future development of discipline
resource modules.

• Created special committees to deal with chemically impaired nurse issues, complex discipline cases, continued
competence, disciplinary investigators education, sexual misconduct issues, advisory opinions/rulings, and
practice-related telecommunications issues.

Goa/III. Nursing EduCiltlon

• Participated in meetings, as invited, by the National Organization ofNurse Practitioner Faculties (NONPF) related
to improving consistency in the education of nurse practitioners; supported NONPF s curriculum guidelines for
nurse pra.:titioner education.

• Created a special committee to analyze clinical experiences and supported the subcommittee's recommendations
(see repoIt under Tab 9).

Goal/V. Inflrxmatlon

• Represented the National Council at 22 meetings of organizations with related areas of interest
• Met with I~biefelected and staff officers of the American Association of Colleges of Nursing, American Nurses

Association, American Organization of Nurse Executives, Commission on Graduates of Foreign Nursing
Schools, National Association for Practical Nurse Education and Service, National Federation for Licensed
Practical Nursing, National League for Nursing, and National Organization for Association Degree Nursing for
liaison pw]lOSes. In addition, representatives of the boards of the AACN and NLN came to a Board of Directors
meeting for "board-to-board" dialogue concerning mutual interests in serving the nursing education community
and the public at large.

• Created the Institute for the Promotion of Regulatory Excellence for the purpose of serving the education needs
of Member Boards; appointed a committee of the Board to direct the Institute's activities (see Attachment C).

• Created special committees to deal with communications evaluation, Annual Meeting educational programs
selection, information services evaluation, Nurse Information System (NIS) policies, and research agenda (see
report under Tab 100G).

Goal V. Orgo.n/zatlon

• Focused 011 the National Council's Organization Plan (mission, goals and objectives). Directed that the National
Council tailre a leadership role in discussions of nursing regulation, including sponsorship of various meetings
(Nursing Leadership symposium on October 1; "Crafting Public Protection for the 210

' Century: The Role of
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(Nursing Leadersbip symposium on October 1; "Crafting Public Protection for the 2101 Century: The Role of
Nursing Regulation" conference with Citizen Advocacy Center on December 4-5; an invitational planning
conference with the American Academy of Nursing on February 23-25; and the Nursing Regulation Models
conference for Member Boards on June 9-10). Additional breadth was given to regulatory discussions through
organizational participation in the Interprofessional Worlcgroup on Health Professions Regulation. which
incorporated 15 health care professions in discussions about response to the Pew Taskforce' s recommendations
on regulation and possible collaboration on future projects.

• Appointed 129 individuals representing 38 boards of nursing to 28 committees and special groups to accomplish
104 tactics; in addition to special committees reported underGoals I-IV above. special committees were appointed
to address loog range planning and nursing regulation.

• Maintained the coordination. accountability, and supportofall committees, task forces, focus groups, and staff for
performance of tactics assigned, through quarterly reviews of progress.

• Planned agendas for and conducted Area Meetings and Annual Meeting.
• Maintained general oversight of the Special Services Division.
• Approved and monitored current year fiscal operations and the implementation of the annual budget.
• Created, updated, and maintained appropriate policies for the governance of the organization.
• Assessed the organization's performance in terms of outcomes, processes, structure, and future needs.
• Evaluated the performance of major contractors, committees, the executive director, and the Board itself.

Meeting Date.
• August 6. 1995, post Delegale Assembly
• October 19-20,1995
• November 21, 1995 (telephone conference call)
• March 5,1995 (telephone conference call)
• April 8, 1996 (telephone conference call)
• May 8-10,1996
• May 29,1996 (telephone conference call)
• June 26-28, 1996

Attachments
A Chauncey GroupiS ylvan Promelric EValuation, page 5
B Test Service Evaluation Questionnaire, page 11
C Report of the Institute for the Promotion of Regulatory Excellence Board Committee, page 47
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Attachment A

Chauncey Group/Sylvan Prometric Evaluation

Background
In August 1992, theDelegate Assembly selected ETS (now The Chauncey Group International) and SLS (now Sylvan
Prometric) as test service providers for the NCJ..EXTM for the period of April 1, 1994, through September 30, 1999.
In order to p:ovide for a sufficient timeline to facilitate a smooth lranSition to a possible new vendor, next August, the
Delegate As:sembly will be asked to determine whether to approve a new contract with the Chauncey GrouplSylvan
for the next I;ontract period (1999 to 2002 or later) or to begin the Request for Proposals (RFP) process for selecting
an NCLEX testing services vendor.

Evaluation Methodology
The tactic to ,:onduct the test service evaluation was assigned to staffto complete as partofthe 1995 Organization Plan.
This is different than for previous test service evaluations which were conducted by committees. It was believed that
the timing of this evaluation was such that the process would be largely data driven and that membership input would
be solicited throughout the process. Also. the NCLEX Evaluation Task Force is completing its charge for this August
and some of their fmdings about the NCLEX program can be used to additionally inform this evaluation.

Staff began tile evaluation process with a review of the 1989 Test Service Evaluation Committee's survey instrument
(which was a modificationof the 1985-1986TestService Evaluation Committee's instrument) and made additions and
modifacatiolm. The Chauncey Group/Sylvan was provided with a draftofthe survey which they were invited to review
and provide (:omments. Their comments were taken into account in development of the fmal survey form and their
question addiltions were included mostly verbatim (these are the 5-point scale items referenced below). Staff also
reviewed the final report of the 1989 Test Service Evaluation Committee and materials from the 1986 Committee to
get a flavor of bow these big evaluations were conducted in the past.

The survey instrument was distributed to: (1) all Member Boards, (2) Examination Committee (EC) members, (3)
Board of Din:etors members, (4) appropriate National Council staff, (5) legal counsel, and (6) the Chauncey Group!
Sylvan for thdr evaluations. The instrument was tailored for each evaluator group so that they received only questions
with which tJleY would have a reasonable likelihood of having direct experience. Previous evaluations have also
included iteml writers and item reviewers; they were not surveyed for this evaluation because each panel member
completes a survey after their service.

The survey results were compiled and entered into a database and spreadsheet for analysis. The results form the basis
of this report. To provide a framework for the results, and to replicate an activity of the 1989 Evaluation Committee,
survey respoodeots were asked to rank six major service areas in order of importance to the mission and goals of the
National Council. The rankings of the services were:

Services Member Boards BiHwl EC Sfaff
Test Development 1 1 1 1
Test Adminislration 2 2 2 2
Data Services 3 3 3 4
Candidate CU:ltomer Service 4 4 6 5
Test Service Staff 5 6 4 3
Reports 6 5 5 6

There was a d~fmite break between the top three and bottom three service areas for Member Boards.

R.sults
As of April 15 , the survey was returned by: 48 Member Boards. 5 Board of Directors members, 7 Exam Committee
members, 7 stiltf (and legal counsel), and Chauncey/Sylvan.
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The perfoffilance of Chauncey/Sylvan as test service was evaluated for each of the six major areas of service, within
the context of this importance ranking framework. Groups without opportunity to observe a particular service area
generally did not receive questions about that service on the survey. In reporting the results, the overall averages of
the involved groups on items relating to each service will be described. This average is necessarily affected by the
number of enluators in each category who responded to the item. Thus, items which Member Boards responded to
would be largely affected by the aggregate Member Board rating. The reported overall averages include Chauncey/
Sylvan's self review ratings; their evaluation form is Attachment B behind this tab.

The survey response scale was coded with 1 indicating low satisfaction, 2 = moderate satisfaction, and 3 = high
satisfaction. To facilitate interpretation of the results, items with average scores ~ 2.7 are described as "high
satisfaction"; from 2.31 to 2.69 as "moderate satisfaction"; items with average scores between 2.0 and 2.3 indicate
"needing improvement"; items with average scores < 2.0 indicate "problem areas." These designations were also
used in the 1989 test service evaluation, but with the designators being applied a bit more harshly than they were
here (e.g., hil~h was for scores> 2.8; needing improvement was indicated for scores between 2.0 and 2.49). With
Chauncey and Sylvan's opportunity to provide service only possible over a scanttwo years, the more lenient scale
described above was applied for this evaluation.

Overall, 25 items achieved a high satisfaction rating; 60 earned moderate satisfaction; 28 earned a needing
improvement rating; and 4 were designated as problem areas out of the 117 items on the three-point response scale.
Comments art: incorporated when appropriate to elaborate on the reasons for lower ratings. As in the 1989 report,
specific comments on highly or moderately rated itemsare not incorporated in this report. This should not be interpreted
to mean that only negative comments were made; in fact, many areas were rated highly and positive comments made.

Test DeveloplDent. For items that can be reasonably categorized as Test Development (including some questions
about research areas), four reflect high satisfaction (#8 - security procedures for exam development, #22 - quality of
preconference materials for Item Review meetings, #24 - arrangements for Item Review conferences, and #26 - ETS
coordination of MB tryout item review). Member Boards also rated their participating nurses' satisfaction in the item
writing and item review workshops as 4.36 (l=low to 5=high satisfaction).

Ten items reflect services needing improvement:
# 12 - frequency, duration, and location of item-writing conferences sufficient to accomplish necessary item writing and
item review to build up to three optimal NCLEX item pools,
#14 - detailed item-writing assignments prepared jointly by the Exam Committee and Chauncey staff,
#15 - item-writing training materials/item-writer screening tool,
#19 - Chauncey review of items for agreement with exam specifications sound measurement characteristics, and
grammatical correctness,
#21 - assistanct: to National Council in selection of Item Reviewer (IR) panel members,
#25 - effectiveness of IR procedures,
#27 - annual item pool inventory report,
#29 - the construction of item pools (including adherence to specifications, equivalent content distribution, readability
level, difficulty level, discrimination level, and reliability),
#64 - person-fit analyses (identifying patterns of anomalous responses), and
#81 - annual research meeting.

Member Boards also rated very lowly the various aspects related to Member Board review of newly written items with
none of the servIces being rated higher than 1.92 (ease of accessing items) on a 1=low to 5=high scale.

Two serviceareas reflectproblem areas (#17 - effectiveness ofitem writing workshopprocedures = 1.75 overall average
[Board of Directors' average - 1.0; EC - 2.0; staff - 1.0], and #67 - Chauncey role in facilitating functioning of the
Joint Research CDmmittee = 1.91 overall average [Board average-2.0; EC-2.0; staff-l.67]). Note that Member Boards
were not asked either #17 or #67. The evaluator comments on item # 17 generally refer to the slow progress in working
towards producing three optimal item pools as agreed-to in the contract. Chauncey's selfevaluation on items #17 and
#67 was 2.0 for t:ach.
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Test Administration. For items that can be reasonably categorized as Test Administration, seven reflect high
satisfaction:
#9 - security of item pools and rotation,
#111 - ability to meet 30/45-day rule,
#122 - procedures for ADA modifications,
#123 - approved procedures are correctly implemented,
#125 - timeliness of transmitting candidate NCLEX data to Chauncey,
#128 - Sylvan coordination of Member Board exam reviews, and
#130 - Sylvan coordination of Member Board tryout item review.

Six reflect service areas needing improvement:
#114 - procedures for responding to a crisis before, during, and after the administration of an examination,
#116 - efficacy of the training and certification program for Test Center staff,
#118 - examinations are successfully restarted following softwarelhardware problem identification and correction,
#119 - quality and timeliness of technical support services for centers,
#124 - procedures for responding to and recording test administration problems (EIRs) by Test Center staff, and
#127 - responsiveness to providing data in response to candidate investigations (including timeliness and quality).

Member Boards rated the quality of EIRs in solving candidate issues as 3.40 on a 5-point item (1 =low to 5=high).

One service area reflects a problem area (#117 - examinations are delivered without hardware/software problems= 1.97
average overall). [Member Board average - 2.02; Board ofDirectors - 1.75; EC - 1.86; staff - 1.8]. Evaluatorcomments
for item #117 commonly refer to the number of restarts to which candidates are subjected and the number of hardware
and software problems as reflected in the EIRs. Chauncey's self evaluation for item #117 was 2.0.

Data Services. For items that can be reasonably categorized as Data Services, seven areas reflect high satisfaction:

#39 - Test Center Administrators' Manual,
#42 - usefulness and clarity of the AIT document,
#46 - adequacy of possible modifications for disabled candidates,
#51 - procedures for exam reviews by Member Boards,
#94 - the options available for handling registrations from licensure candidates (direct registration, and board­
processed),
#95 - responsiveness of Chauncey registration staff to requests for information, and
#97 - interpersonal relations between registration staff and National Council.

Eight items reflect service areas needing improvement (#90 was not asked of Member Boards):
#43 - procedures for revising exam-related materials,
#44 - procedures for ordering Candidate Bulletins (including overage policy and responsiveness to late orders),
#48 - procedures for analyzing possible cheating behavior through manual and electronic review (including turnaround
time),
#49 - procedures for responding to a crisis before, during, and after the administration of an examination,
#52 - procedures for exam reviews by candidates (including cost and turnaround time),
#85 - the design of the computer system and programs to implement the candidate registration process (including the
matching algorithm, but not MBOS),
#90 - the quality of Chauncey financial reporting regarding NCLEX candidate volumes and fees, and
#92 - the procedures for correcting candidate data (for program, foreign educated, and initiaVrepeat, etc.) with respect
to both timeliness and format.

One service area reflects a problem area (#50 - procedures for item deletions = 1.71 average overall). [Board average
- 2.0; EC- 2.13; staff· 1.0]. Member Boards were not asked #50. The comments on this item refer to the time lag being
too long to remove a flawed item from the field and that some items come to the EC that should already have been
removed from the item pools. Chauncey's self evaluation on item #50 was 2.0.
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!Candidate Cos........ Serv;ce. Fo' item, thot coo be reasooably categoriud os Coodidate C.,'omer Service,. two
reflect high satisfaction (#122 - procedures for modifying NCLEX administration for disabled candidates; and #123
i- approved modifications for ADA candidates are correctly implemented). These questions also were included in the
Test Administration section and they were answered by Member Boards. Member Boards rated their level of
satisfaction with the service provided when contacting ETS to resolve a problem as 4.47 (l=low to 5=high).

Two items reflect service areas needing improvement (#118 - Examinations are successfully restarted following
softwarelhardware problem identification and correction; and #127 - responsiveness to providing data in response to
candidate investigations, including timeliness and quality). Thesequestions also were included in theTestAdministration
section and they were answered by Member Boards. Member Boards rated their impressions of candidates satisfaction
with the service provided when candidates call ETS as 3.79 on a 5-point item (l=low to 5=high).

Reports. For items that can be reasonably categorized as reports: One reflects high satisfaction (#61 - accuracy of
reports). Member Boards also rated timeliness of electronic results transmission as 4.55 (1=low to 5=high).

Two items reflect service areas needing improvement, #56 - Individual Candidate Results Report (including
photograph quality) and #57 - diagnostic profiles. Evaluator comments on item #56 uniformly discuss the lack of
quality photographs. Participant comments on #57 reflect candidate confusion over interpretation of the profiles and
the lack of sufficient information to aid studying for retakes. Member Boards also rated timeliness of paper results
receipt as 3.78 on a 5-point item (1=low to 5:;::high).

Test Service Staff. For items that can be reasonably categorized as test service staff, five reflect high satisfaction (#5
- availability of Chauncey staff for National Council meetings, #71 - facilitation of visits to Chauncey headquarters
and Sylvan sites, #72 - expertise of psychometric staff, #107 - availability of Sylvan staff for National Council
meetings, and #108 - interpersonal relations between Sylvan and National Council representatives). All of these items
were included in the Member Boards' evaluation form. Member Boards rated the responsiveness of Sylvan staff in
responding to inquiries as 4.14 (l=low to 5=high).

Two items reflect service areas needing improvement (#7 - manner in which ETS staffchanges were handled [e.g., how
communicated, advise sought], and #104 - level of expertise of Test Center staff [e.g., adherence to policies, training,
responsiveness to problems]).

Overall Rating Items. There were four questions on the survey which sought to elicit global evaluations of the testing
service providers and the NCLEX. The rating for Chauncey on item #102 - overall performance = 2.65 (3 = high
satisfaction; 2 = moderate satisfaction). Sylvan's rating on item #135 - overall performance = 2.57. The rating for
Chauncey/Sylvan combined on item #137 - how satisfied are you with the services provided by Chauncey and Sylvan
:;:: 4.19 (on a 1 to 5 scale). The average rating for the NCLEX on item #136 - how well is the computer-delivered
NCLEX satisfying your needs to support the licensing of nurses in your jurisdiction:;:: 4.83 (on a 1 to 5 scale).

Summary. For the service area ranked highest by all participants, Test Development, four items werejudged to provide
high satisfaction, ten were needing improvement, and two reflected problem areas. The next highest ranked service
area, Test Administration, showed seven items with high satisfaction, six needing improvement, and one problem area.
For Data Services, seven items were high satisfaction, eight needing improvement, and one problem area. In the area
of Candidate Customer Services, two items showed high satisfaction and two reflected needing improvement. For
Reports, one item showed high satisfaction and two reflected needing improvement. For Testing Service Staff, five
items earned high satisfaction, two showed needing improvement.

Problems
2
I
1
o
o
o

Needing
Improvement

10
6
8
2
2
2

High
Satisfaction

4
7
7
2
1
5

Service Areas
Test Development
Test Administration
Data Services
Candidate Customer Service
Reports
Test Service Staff
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FutureActivities
The future activities relating to acquiring testing services for the next contract period (post-September 1999) are

dependent on the actions of the 1996 Delegate Assembly. Tactics in the FY97 Organization Plan have been drafted
and budgeted to correspond with either of two decisions: (1) negotiation of a new contract with Chauncey, or (2)
development and distribution of an RFP for testing services.

Also in the FY97 Plan are associated task forces to assist with the necessary activities for either delegate decision.
Should the Delegate Assembly choose to negotiate a new contract with Chauncey/Sylvan, a Negotiation Team has been
planned for; should the delegates decide to let an RFP, a Proposal Evaluation Team has been planned for.
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11

Attachment B

Test Service Evaluation Questionnaire

Date submitted: March 1, 1996

Note: Rating:; for each statement are indicated by parentheses.

Staff Form
Directions: Please rate ETS/Chauncey Group (still ETS for this form) and/or Sylvan's performance (as
applicable) on each service, deliverable, or procedure by circling one of the ratings in the column on the right. If
you do not have adequate involvement in the activity or function to provide a fair assessment, please mark that
item not applicable (N/A). Space has been provided should you wish to make explanatory comments. Use the
time period from September, 1992 to the present for all assessments.

This survey has been customized for the specific respondent groups. Please disregard the item code numbers in
parentheses. Also, some items have been included to provide requested feedback to ETS/Chauncey and Sylvan;
they are interspersed and may have a slightly different format.

De~:ree of Satisfaction
Key: H =high M = moderate L=low Degree of Satisfaction

I. TEST SERVICE (ETS/ChauDcey Group)

TEST SERVIC]~STAFF

(please note that Sylvan staffwill be evaluated in Section II.)

(1) Overall level of expertise ofETS staff (H) M L N/A
Comments:
The major responsibilities for the daily operation of the NCLEX Program rest with a large number of
ChaunceylETS staff with expertise in areas ranging from computer systems and customer service to test
development and psychometrics. In addition to these individuals, many other Chauncey and ETS staff
from across both organizations are involved in the many activities required to maintain a daily testing
program. In addition, when other needs arise we are able to supplement the "regular" NCLEX staff with
access to colleagues within Chauncey and ETS.

(2) Responsiveness ofETS staff to requests for information H (M) L N/A
(including timeliness, follow-through, depth)
Comments:
Requests for information, in particular requests from Member Boards, take high priority and are, in most
cases, addressed promptly. In many situations, requests can be met within the same day of the request.
However, investigations into candidate issues may require time for data gathering, reporting of findings,
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Degree of Satisfaction
Key: H = high M = moderate L=low Degree of Satisfaction

and resolution, especially when multiple decisions-makers are involved. In those cases, we provide status
updates until resolution is reached. Our responsiveness to requests for information from NCSBN staff
has not always been as prompt as we would like. On occasion, we have not met deadlines for submission
of reports. We will continue to try to improve our timeliness.

(3) Responsiveness ofETS staff to requests for services H (M) L N/A
(including timeliness, follow-through, depth)
Comments:
Candidate issues related to NCLEX administration take the highest priority and are resolved promptly.
Requests for other services or program enhancements are responded to as quickly as possible, given
competing priorities and available resources. As with requests made by NCSBN for information, we
have set as a goal to improve our timeliness in responding to requests for services.

(4) Communication between ETS and Council representatives H (M) L N/A
(including staff, Board, Member Boards, Committees)
Comments:
It took some time for ETS/Chauncey staff to get to know Council Staff and to become familiar with their
needs. We believe communications between staffs have improved significantly in the past year. We
recognize the importance of keeping the National Council informed and updated and strive to do so. In
all of our communications with Member Boards and Committee members, we strive to be responsive,
accommodating, and timely.

(5) Availability ofETS staff for National Council meetings (H) M L N/A
Comments:
Chauncey staff regularly attend Examination Committee meetings, Area Meetings, Delegate Assembly,
monthly staff meetings, and other meetings to which we are invited to participate.

(6) Interpersonal relations between ETS staff and Council H (M) L N/A
(including staff, Board, Member Boards, Committees)
Comments:
We began the NCLEX program by having one contact person at Chauncey communicate with one
contact person as NCSBN. While that approach may have been the best way to start a new program, we
soon realized that direct communications among all staff would be more productive and responsive. The
focus for staff interactions has changed from a single contact person at each organization to direct
contacts between persons sharing similar responsibilities - for example, test development staff at
Chauncey talk directly with test development staff at NCSBN. This change has been both positive and
effective and, we believe, has enhanced interpersonal relations. Generally, staff communicate daily either
by phone or e-mail and must often deal with difficult and sensitive issues quickly. We have enjoyed our

2-All
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Degree of Satisfaction

interactions with Member Board staff and believe our interpersonal relations with them to be very
positive.

(7) Manner in which ETS staff changes were handled (H) M L N/A
(e.g., how communicated, advise sought)
Comments:
The majority of the Chauncey staff who began NCLEX implementation are still an active part of the
program staff today. There has been only one change in key staff since the program began; we have
appreciated the input received from the National Council about the criteria to be considered when
selecting a replacement and about candidates being considered. Also, several new positions have resulted
in additional staff for the program. When Chauncey staff are hired, NCSBN staff and Member Boards,
when appropriate, are informed of the change and in-person introductions made at the first available
opportunity.

SECURITY PROVISIONS

(8) Development of and adherence to security procedures (H) M L N/A
with respl~ct to exam development
Comments:
Security has been maintained during all test development activities including item writing, item review, in­
house editing, item bank maintenance, and Examination Committee review. There have no incidences of
security breaks in test development activities. Items are stored securely and are tracked in each stage of
the development process.

(9) Development of and adherence to security procedures (H) M L N/A
with resp€:ct to item pools and their rotation in the field
Comments:
There has been no incidence of a security break impacting the item pool during rotation of the item pools
or during the time the pools are in the field. There have been two incidences where candidates' actions
regarding recording items on scratch paper were investigated but no evidence was found in either case
that supported a security break or a serious threat to the integrity of the item pools.

(10) ETS cooperation in investigations of potential security breaks H (M) L N/A
(timelines:; of reporting, correction of problem)
Comments:
In the mo:;t serious case investigated, ETS's Office of Test Security conducted an extensive investigation
into a candidate taking scratch paper from the test center. That investigation lasted several days during
which tim;: the candidate's test result was put on hold and the Board ofNursing notified of the action. In
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another case where a test center was broken into, the investigation included interactions with the local
police. Both cases were resolved. We continue to work with the ETS Test Security office to conduct
investigations in a more timely way.

(11) Support of Crisis Management Planning
Comments:

(H) M L N/A

Fortunately, we have not had an occasion where we have had to use the Crisis Management Plan. We are
planning some major security enhancements in the near future which will significantly strengthen the
systems currently in place.

TEST DEVELOPMENT

(12) Frequency, duration, and location of item-writing H (M) L N/A
conferences and Item Reviewer meetings (sufficient to
accomplish necessary item writing and item review to build
up to three optimal NCLEX item pools)
Comments:
ETS/Chauncey had anticipated that approximately 5 item writing workshops and 5 item review panels for
both NCLEX-RNTM and NCLEX-PNTM each year would produce sufficient numbers of items to meet the
expectations of the optimal item pool. Item development for NCLEX proved to be a massive project and
it became evident that the original expectation for session productivity could not be achieved as less than
projected numbers of items were being produced. The demands to develop items within a specific
difficulty range also proved to be a great challenge. ETS/Chauncey have initiated a variety of activities to
increase item production. As part of the Test Development Strike Force (which consists ofNCSBN and
Chauncey staff charged with the task of evaluating the entire test development process), the entire format
and frequency of item writing workshops and item review panels are being evaluated and suggested
changes will be made and implemented.

For the remainder of 1996 and into 1997, 6 item writing workshops and 6 item review panels per pool
have been scheduled. More review panels will be scheduled if supplemental item writing activities
produce sufficient numbers to warrant them. This will be evaluated by Chauncey staff in cooperation
with NCSBN staff
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(13) Assistance to Council in selection and screening of item writers (H) M L N/A
Comments:
ETS/Cbauncey test development staff participate on a frequent basis with the screening of potential
NCLEX-RN item writers. At least 10, and frequently more, sets of exercises per session, totaling more
than 120 sets per year, are reviewed and rated by Chauncey staff according to a predetermined format.
Recommendations are made to NCSBN staffbased upon the individual's performance on the screening
exercise. Potential NCLEX-PN item writers are not screened in this manner because of a limited number
of available item writers. As part of the Test Development Strike Force, the screening exercise will be
modified into a tool to prepare item writers for workshop activities.

(14) Detailed item-writing assignments prepared jointly by the Exam (H) M L N/A
Committee and ETS staff (to provide direction to the Item Writers)
Comments:
ETS/Chauncey staffhas worked with NCSBN staff to develop guidelines for item writers that will
provide them with detailed specifications for writing items. Currently information available about item
content is limited to the components of the test plan: Client Needs and Nursing Process. This
information can be cross-tallied with statistical information to provide a distribution oftest plan across
five ranges of difficulty. Lists describing specific content areas to avoid have been developed by
ETS/Chauncey test development staff as the process as evolved over the last two years. Chauncey,
National Council staff and the Examination Committee have recognized that a more detailed description
of item pool content needs is required to provide the item writers with a detailed assignment. Chauncey
is currently developing a more comprehensive data bank that will allow us to code items on several
content strands, such as medical diagnoses, drugs and treatments. These item coding schemes will make
it easier to provide detailed assignments to item writers

(15) Item-WIlting training materials/item-writer screening tool (H) M L N/A
Comments:
Item writer guidelines have been prepared jointly by NCSBN staff and Chauncey staff that assist item
writers with their item development. The guidelines reflect the test plan and provide directions to the
item writer. The rules for writing acceptable stems and options are presented with examples. Feedback
from thl~ item writers is that these guidelines are very helpful and provide them with a tremendous amount
ofuseful and pertinent information. Materials are reviewed and revised every two years to reflect the
most current test plan and item development information.

Item sCJieening materials are used to screen NCLEX-RN item writers. It has been recognized by both
NatioD<:J Council and Chauncey staff that the screening exercises are not always valuable in predicting the
potentially successful item writer. Chauncey staff is working with National Council staff as part of the
Strike Fiorce to re-evaluate these exercises and their predictability.
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(16) Training/feedback provided to item writers (H) M L NIA
Comments:
Chauncey staff are readily available throughout the item writing workshops to provide frequent
consultation to item writers about their items. Staff assist them with revising the item and with increasing
the potential difficulty level of the item. At the end ofeach day of the workshop, the items are reviewed
by Chauncey staff and some of them are discussed with the group the next day. This enhances the item
writer's ability to develop acceptable items. Evaluations from participants have demonstrated an
increasingly positive rating about the experience--over 90% rate the sessions and the staff as being above
average. Chauncey staff then evaluate the contributions of the participants and provide NCSBN with this
evaluation that is used for future reference when selecting individuals who should return to another
session.

(17) Effectiveness of item-writing workshop procedures H (M) L NIA
(evidenced by productive, high-quality sessions)
Comments:
Based on experience with other testing programs, ETS/Chauncey had predicted that item productivity
would yield approximately 50 items per writer per workshop. But productivity at the item writing
workshops has not been at the level expected at the start of the contract and varies greatly among the
writers and the workshops. Item writers produce on average about 25 items per person, though
frequently there are some who produce less than 15. Even for those who produce a large volume, the
quality is not always at the level that is desired.

In an effort to increase both quantity and quality of items produced at workshops, Chauncey staff is
beginning to reorganize the teaching methods used at item writing workshops. Following an orientation
to the item development process, staff are working with 3 to 4 item writers who write items as a group.
This is being done for a half day to assist the participants in starting the item writing activity. Though this
is a recent change, initial feedback from the item writers is quite positive. Some would even prefer to
work in a group for the whole session.

Chauncey and NCSBN staff are investigating a variety of supplemental item development activities,
including revising old items with poor statistics, cloning of items, and having item writers develop items
at home. Items will be tracked according to their origin so that each supplemental method can be
evaluated for effectiveness.

(18) Arrangements for item-writing workshops (coordination,
travel, accommodations, meal allowance, hospitality,
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and work environment)
Comments:
All travel arrangements and accommodations for item writing workshops are arranged efficiently by
Chauncey staff Effort has been exerted to keep out-of-pocket expenses for participants to a minimum,
as most of their travel-related needs and meals are provided by Chauncey. Feedback from the item
writers reflects their overall positive satisfaction with the arrangements and service provided.

(19) ETS review of items for agreement with exam specifications (H) M L N/A
sound mt:asurement characteristics, and grammatical correctness
Comments:
Since the inception of the contract, ETS/Chauncey has been responsible for reviewing large numbers of
items thal: include the thousands of RN and PN items in the original base pool of items transferred to
ETS, approximately 1,000 RN and 800 PN base pool items that are reviewed for currency each year and
several hundreds of items that are being prepared for item review and for inclusion in the operational
pools each year. On several occasions, a few items with flaws were not identified during these screenings
and had to be removed from the operational pool. ETS/Chauncey has accepted the request by NCSBN
and the EC to include validation of an incorrect distractor in addition to the support for the correct
answer and have applied this not only to new items but to the currency validation ofbase pool items.

Recognizing this difficulty, ETS/Chauncey has expanded their staff of experienced nurse collaborators
who are specialists in selected areas of nursing practice and who review items for accuracy and currency.
All items are reviewed by editors to assure that they are in agreement with grammatical correctness and

test specifications.

(20) ETS review ofitems for ethnic and gender bias (H) M L N/A
Comment:;:
ETS/Chauncey has done very well in reviewing items for ethnic and gender bias. Test development staff
have become well versed in bias review; few items are flagged by the sensitivity bias review for potential
problems.

(21) Assistance to Council in selection of Item Reviewer panel (H) M L N/A
(IR) members
Comments:
ETS/Chauncey's involvement in the selection of item reviewers has generally involved discussion with
NCSBN staff of individuals who might be asked to return to a second session. Item reviewers are
evaluated by Chauncey staff after each session and recommendations are made about those individuals
who would be valuable to have return at another time. The evaluations of item review members are used
by NCSBN staff in determining the selection of subsequent panels.
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(22) Quality of preconference materials for IR members (H) M L N/A
Comments:
Item review members are sent materials about the item review process and the feedback from them is that
these materials are very helpful in preparing them for the panel sessions. Manuals for Item Review Panels
for NCLEX-RN and NCLEX-PN have been developed by ETS/Chauncey in cooperation with NCSBN
staff and are reviewed and revised every two years.

(23) Effectiveness of training provided to IR members (H) M L N/A
Comments:
Item Review members have consistently reported that the orientation program provided on the first day
of the session is extremely beneficial in initiating the review process. At this orientation, Chauncey staff
explore the members' role as reviewers and discuss the procedures involved in the session in detail.
Feedback on the evaluation forms from the members indicates that over 90% of the participants rate the
quality of the session and the expertise of the staff as being above average.

(24) Arrangements for IR conferences (coordination, travel, hotel, (H) M L NIA
meal allowance, hospitality, and work environment)
Comments:
ETS/Chauncey makes all arrangements for the item review panels in an efficient and timely manner. As
with the item writing workshop sessions, out-of-pocket expenses for the participants are kept to a
minimum. Evaluations from participants overwhelming indicates their satisfaction with our
accommodations and service.

(25) Effectiveness ofIR procedures (H) M L N/A
Comments:
A panel offive item reviewers is convened; each reviewer is experienced clinically in a specific area of
nursing practice. Item reviewers read and discuss each item together and textbooks are available if
needed for their review. Evaluations from item reviewers has also been consistently positive.

(26) ETS's coordination ofMember Board review of experimental items (H) M L NIA
Comments:
Twice a year, Member Boards are invited to review pretest pools for both NCLEX-RN and NCLEX-PN.
These review sessions are scheduled by Chauncey at a Sylvan test center that is convenient for the

Member Board.

(27) Annual item pool inventory report
Comments:

National Council o/State Boards o/Nursing, Inc.l1996
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Each year in February, the RN and PN pools are inventoried to tally the number of items in each part of
the test plan and in each of five ranges of item difficulty. Actual numbers of available items in the master
pools is compared to the optimal numbers of items required for three operational pools. These
frequencies provide guidance for evaluating the status of the pool and for identifying deficient areas in
need of development.

(28) Maintenance of the NCLEX item banks (text and statistics) H (M) L N/A
Comments:
NCLEX items have been maintained in ETS' Test Development/Document Creation (TD/DC) data bank.
This bank allows for the inclusion of the item text, test plan codes, status codes, textbook validation. and
statistical information. But ETS/Chauncey has recognized that the TD/DC system is inadequate in
handling the large scope of information that is needed to satisfy a variety of data needed for test
development. For instance, there is a need to be able to code items for specific content areas that are
outside of the framework of the test plan, which would be useful for developing specific item writing
assignments, for selecting content-diverse operational pools, for separating items with similar content into
different pools, and for reducing the amount of overlap in real exams.

In an effOlt to improve the maintenance of the item ba:nk, Chauncey is currently in the process of
developing a new data base management system that will increase the amount and type of information
that can bl~ stored about each item in the bank. Of particular concern to the Examination Committee is
the need to have a more specific coding scheme that can be used to evaluate the types of items in the
current pool and to identify content areas for further item development. It is expected that this system
will be operative by July 1 at which time items will be re-evaluated for new codes.

(29) The constlUction of item pools (including adherence to H (M) L N/A
specifications, equivalent content distribution, readability
level, difth:ulty level, discrimination level, and reliability)
Comments:
Item pools are constructed using automated procedures based on a large number of content and statistical
rules. Simulations have documented the equivalence of the item pools. The depth of the pools have
increased in the past two years; however, they are still not optimal. We are implementing new procedures
for pretest pool construction so that content within each pretest pool will be more representative of the
entire NCLEX Test Plan rather than restricted to specific content areas.

(30) Relevance of items to current, entry-level practice (H) M L N/A
Comments:
Items are reviewed on numerous occasions for currency and relevance for entry-level practice at item
review panels, Chauncey staff reviews, Member Board reviews, and Examination Committee reviews.
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(31) Implementation of new RN test plan (including review of item pool (H) M L N!A
recoding of items, writing of new items, revision of report formats)
Comments:
In preparation for the new RN test plan that was implemented in October, 1995, Chauncey staff
completely recoded the item pool according to the new scheme. Item writing workshops began
developing items according to the new RN test plan about one year prior to its implementation.

(32) Assistance in development of the new NCLEX-PN Test Plan (H) M L N!A
Comments:
Currently, staff are in process of recoding the PN item pool for the new test plan to be implemented in
October 1996. Test development staffreviewed and critiqued the draft of the test plan as requested by
NCSBN staff

(33) Has your Board of Nursing participated in a Member Board review of newly-written items or simulated
examinations ata test center?

YES NO IfNO, skip to question #34. (N/A)

On a scale of I to 5, please rate the following services used for Member Board item reviews at test
centers (1 = low rating,S = high rating):

scheduling ofMember Boards reviews
ease ofaccessing items
ability to review and critique items
procedure for completing review and submitting comments

(34) Based on comments from nurses from your jurisdiction that have attended item writing or item review
workshops, please rate on a sale of 1 to 5 the level of satisfaction from attending the workshop. (N!A)

OPERATIONAL SERVICES

(35) On a scale of I to 5, how well does MBOS satisfy your need to manage data about NCLEX candidates?
__5__ (I = low rating, 5 = high rating)

l(~AlI

National Council ofState Boards afNursing, Inc.//996



De'gree of Satisfaction
Key: H = high M = moderate L=low

21

Degree of Satisfaction

Information about all registered candidates is available in MBOS and can be viewed on the screen or in a
variety of reports. The information is updated when candidates are authorized, make appointments or
take the NCLEX. Candidates can be made eligible and changes can be made to candidate data, both of
which arl~ transmitted to the NCLEX Data Center. Staff at Member Boards have learned to use MBOS
effectively. Most calls to the MBOS Helpline are routine, e,g., forgotten passwords.

(36) The usability of the non-MBOS system to communicate with ETS (H) M L N/A
Comments:
All Boards except North Carolina use expEDIte/PC, the same software as the MBOS users use, to
communicate data to the Data Center, so communication is the same for MBOS and non-MBOS Boards.
This communication is functioning effectively. North Carolina uses software on the AS-400 mini­
computer. After a few start-up issues due to the uniqueness of their set-up, we have experienced very
few problems interacting with NC.

Although the communication system has operated effectively, several non-MBOS Boards have had
difficulty programming their internal systems to accept and process transactions from the Data Center and
to send appropriate transactions to the Data Center.

(37) The quality of the MBOS documentation (manual) H (M) L N/A
Comments:
The MBOS User Manual has been adequate but could be improved. However, we have the impression
that MBOS is easy enough to use and the on-screen prompts are helpful enough that most users rarely
refer to the User Manual, The User Manual is a basic entry-level document and most users have
progressed beyond that point. The MBOS Helpline has not received calls from MBOS users complaining
about the User Manual.

(38) On a scalt: of 1 to 5, how do you rate the support you have received from the MBOS Helpline? _5_
(1 = low rating, 5 = high rating)
We have been told by Member Board staff at Area Meetings and Delegate Assemblies that they have
been pleased by the support that they have received when they have had to call the MBOS Helpline. The
Helpline i:; staffed from 8 AM until 8 PM. From 8 AM to 6 PM, there are usually three people available
to respond to Helpline calls with the evening shift supervisor covering from 6 to 8 PM. After hours
callers may leave a voice-mail message which will be responded to the next day.

Please make additional comments about MBOS. Please include what you like best about MBOS as well
as any improvements or enhancements you suggest.

(39) Test Center Administrators' Manual
ll-All
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Comments:
The TCA Manual has effectively communicated the National Council's expectations to the test center
administrators and has served as a resource for information about NCLEX policies and procedures. It is
updated annually following review by Council, Sylvan, Chauncey and ETS staff

(40) NCLEX Candidate Bulletin (H) M L N/A
Comments:
There have not been any systematic candidate misunderstandings that can be attributed to the Candidate
Bulletin. In fact, call volumes about topics such as registration and procedural issues have decreased
over the past year. Candidates have been successfully registering for the NCLEX based on the
information provided in the Bulletin. The Bulletin has recently undergone its third revision and reprinting
since CAT began.

(41) Scheduling and Taking Your NCLEX Bulletin (H) M L N/A
Comments:
Candidates have generally understood how to make appointments and what they must do on the day of
the test. Revisions to this document have been minor including the section regarding forms of acceptable
identification which must be presented at the test center.

(42) Usefulness and clarity of the ATT document (H) M L N/A
Comments:
The ATT has served its function well as evidenced by very few revisions during the past two years. An
alternate version of the ATT is produced for ADA candidates to provide specific instructions for
scheduling their examination. Duplicate ATTs are provided on request without charge and the envelopes
are addressed by hand on occasion to ensure delivery.

(43) Procedures for revising exam-related materials H (M) L N/A
Comments:
The procedures for revising exam related materials involve staff from the National Council, Chauncey,
Sylvan and ETS. While the coordination of reviews and revisions has improved, there is room for further
improvement in the coordination of these activities.

(44) Procedures for ordering Candidate Bulletins (including H (M) L N/A
overage policy and responsiveness to late orders)
Comments:
Annual supplies of Bulletins are provided to Boards from the printer in a bulk shipment. The quantity is
determined by past usage. Requests for supplementary shipments are delivered within three weeks via
UPS ground delivery. In cases of emergency, a supply of Bulletins is shipped via Federal Express for two
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day delivery. Follow-up via NCNET may help Member Boards May help identify delayed shipments
early enough to take timely corrective action. We are working toward refining the ordering and
distribution process for Bulletin shipments so as to accommodate each Member Board's schedule rather
than auwmatic annual shipments.

(45) Procedures for modifying the examination for disabled candidates (H) M L NtA
Comments:
After a less than ideal start-up, the examining of disabled candidates has been handled effectively due to
careful monitoring and individualized instructions to center staff for these candidates. When the Data
Center receives information that a candidate has requested special conditions, an entry is made into a
database developed expressly for tracking ADA candidates. The Data Center also communicates with
Sylvan :;taff so that they can be prepared to process the requested modifications when approved by the
National Council. Systems changes are currently underway for release in April 1996 that will provide
system-managed breaks for candidates with extended time tests.

(46) Adequa,:y of possible modifications for disabled candidates (H) M L NtA
Comments:
Most modifications requested are provided routinely. Occasionally a request is received that is not
satisfied by any of the modifications that are in place. On those occasions, the candidate (and sometimes
her advocate) work with ETS experts in testing the handicapped and, in consultation with the Member
Board and the Council, an appropriate accommodation is designed. In all cases, an accommodation has
been provided that is psychometrically sound and acceptable to the candidate.

(47) Procedures for examination data transfer to Member Boards (H) M L NtA
Comments:
Most Member Boards transfer data to and from the Data Center routinely every night. Initially there
were no automated systems to detect procedural errors in the transfer of data. But since those systematic
checks 'In the transfer have been implemented and the Boards have become more experienced in
operating the system, there have been few problems with data transfers. The Boards located on the
distant Pacific islands continue to have occasional difficulties in their communications due to power and
telephone service instability.

(48) Procedures for analyzing possible cheating behavior through H (M) L NtA
manual and electronic review (including turnaround time)
Comments:
Cases of possible cheating have been handled promptly and effectively (See the section titled Security
Provisions - items 8 through 11). However, some repeating candidates whose results were very different
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from prior results (large score differences) have been held longer than is desired while the signature logs
are retrieved from the center for comparison of the signatures from the two examinations.

(49) Procedures for responding to a crisis before, during, and after H (M) L N/A
the administration of an examination
Comments:
Staff at Sylvan, Chauncey and ETS have responded promptly on those fortunately rare occasions when a
crisis has occurred. Unfortunately there have been times when our focus on resolving the crisis has meant
that we have not communicated as promptly with the National Council and the affected Member Board(s)
as we should have. (See item 4)

(50) Procedures for deletion of items with unacceptable H (M) L N/A
psychometric properties (including speed of ETS' action)
Comments:
At the start of computer-based testing for NCLEX, our procedures for deleting items from an active pool
were not fully documented. This resulted in some delays. They have since been documented with clear
responsibilities and deadlines for every step. Since that time, the process for deleting items (i.e., releasing
a Problem Item Notice or PIN) has begun promptly. Most centers receive and install the PIN the day
after it is released, but for a few centers it takes longer than is desirable. We continue to work to speed
the distribution ofPINed items to all centers.

(51) Procedures for exam reviews by Member Boards (H) M L N/A
Comments:
Member Boards may request examination reviews twice yearly at a local test center. Both simulated
examinations at different ability levels and pre-test items are available for review. Approximately 14 to
18 Member Boards choose to review items during each review session.

(52) Procedures for exam reviews by candidates (including (H) M L N/A
cost and turnaround time)
Comments:
Candidate reviews have been scheduled with reasonable lead times considering the need to also schedule
Member Board participation and test center time that will not impact NCLEX (or other) scheduled
examinations. The cost is high and so is the price to the candidate. To date, only 16 candidates have
requested review sessions.

(53) On a scale of 1 to 5, how satisfied are you with quarterly Examinee Exit Evaluations?
(1 =low rating, 5 =high rating)
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Using newly developed analytical reports, the Examinee Exit Evaluations have been very useful in
identifying centers whose performance falls outside the expected parameters or varies significantly from
the nonn set by test centers as a whole. Some of the questions have been revised to improve clarity.

NCLEX REPORTS

Please indicate: the degree to which you believe the following reports provide clear, timely, and useful
information to :Member Boards and/or candidates

(54) On a scale of 1 to 5, how well do the Quarterly Reports ("Green Sheets") satisfy your needs for summary
information about NCLEX candidates? _4_ (1 = low rating, 5 = high rating)
With the addition of four quarters and a rolling annual total to Table 1 and the addition of Table 4-A
which implemented data sharing among Boards, the current Quarterly Reports provide more information
than wa.s provided by the versions from the paper and pencil test. We continue to make changes and
enhancements at the request of the Member Boards and the Examination Committee.

Please make additional comments about the Quarterly Reports. Please include what you like best about
the Quarterly Reports as well as any improvements/enhancements suggested.

(55) Jurisdiction Program Summary Reports (Table 4 of Green Sheets) H (M) L N/A
Comments:
Table 4 of the Quarterly Reports has been a source of some frustration for Member Boards and education
programs. The sources of the frustration were inaccurate data provided by candidates on their
registration forms (errors in program code and graduation dates) and the fact that candidates are included
in Table 4 when educated within the jurisdiction even though they have applied for licensure from another
Board. The former problem has been addressed by improving the edit rules and by adding the program
code, program name and graduation date to the main candidate screen in MBOS so Boards can verify the
accuracy of those data when making candidates eligible. The second problem has been addressed by the
initiation of Table 4-A which provides data about candidates seeking licensure outside the educating
jurisdictilon to the extent that the licensing jurisdiction permits the sharing of data.

(56) Individual Candidate Results Report (including photograph quality) H (M) L N/A
Comments:
There have been no reported problems with the paper Candidate Results Reports. The photo images are
of unev(~n quality, most are fine but a few are not as clear as we would like. The NCLEX Operations
staff monitor the quality of the photo images daily and notify Sylvan of centers that are producing
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unacceptable photo images. The recently introduced options on the number of copies of reports has been
a useful enhancement.

(57) Diagnostic Profiles for Failing Candidates H (M) L N/A
Comments:
Some candidates were confused by the first version of the Diagnostic Profile. The revised version
appears to have reduced the confusion, but a few candidates are still not clear about how to interpret the
Diagnostic Profile. We continue to work with the National Council to find better ways to interpret the
examination results to candidates who fail the examination.

(58) On a scale of 1 to 5, how do you rate the timeliness of the receipt of the electronic transmission of
results ofNCLEX examinations? _5_ (1 = low rating, 5 = high rating)
With the exception of office closings (due to holidays or weather) and a couple of instances of the Data
Center not having the data ready on schedule, the electronic transmissions have gone out to the Boards
night after night without interruption.

(59) On a scale of 1 to 5, how do you rate the timeliness of the receipt of the paper results of NCLEX
examinations? _4_ (1 = low rating, 5 = high rating)
The paper results are packaged and mailed every afternoon. However, we have heard from some
Member Boards that the paper reports are not received on a regular daily basis. For example, a Member
Board may tell Chauncey staff that they received the reports for a test date before receiving reports for a
prior test date, or that they receive reports only two or three times per week instead of daily. These
anomalies in the receipt of the paper reports are being investigated. We continue to investigate uneven
receipt of hardcopy (paper) reports and to look for ways to improve the reliability with which they are
received by the Boards.

(60) On a scale of 1 to 5, how do you rate the format and content of the paper results reports? _4__
(1 = low rating, 5 = high rating)
The results reports contain all the information needed in an easy to use format and contain the name and
address in a location that fits a standard window envelope. The quality of the photo images needs to be
more consistent.

Please make additional comments about examination results. Please include what you like best about
results reporting as well as any improvements/enhancements suggested.

(61) Accuracy of reports
Comments:
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Chauncey has received no allegations of inaccurate data in NCLEX reports. There have been instances in
which the wrong candidate's photo image appears on a Results Report. This is due to a procedural error
at the test center. The incidence of wrong photo images on reports has declined sharply and is currently a
very rare event. The accuracy of the reports are dependent on the accuracy of the data provided by the
candidatt:s. We have improved our data editing procedures and have increased the number of candidate
records that are manually reviewed and corrected.

(62) Ease ofunderstanding and interpreting reports (H) M L N/A
Comments:
.We have not heard from Boards about any difficulties in understanding or interpreting the reports
provided.

STATISTICAL ANALYSES

Please indicate tae degree to which you believe the following analyses and resulting reports provide clear and
useful information to National Council, Member Boards and/or candidates

(63) Standard statistical analyses (including item difficulty, discrimination, (II) M L N/A
reliability, Rasch scale values, Rasch fit statistics, equating procedures)
Comments:
Statistical~ analyses have included extensive simulations of CAT as well as detailed technical analyses that
are issued on a quarterly basis. Simulations have been run for operational pools to assess the face validity
as samples of examinations and to develop the scripts for Member Board reviews. National Council staff
have had significant input on the format and content ofthe statistical reports produced for the Council.

(64) Person-fit analyses (identifying patterns of anomalous responses) (II) M L N/A
Comments:
Person-fit statistics are calculated for all candidates and extreme cases are put on hold until for further
investigation has been completed. Research is in progress to explore new methods for doing person-fit
analyses.

(65) Item differential performance analyses (Mantel-Haenszel) (II) M L N/A
Comments:
Research was carried out prior to the implementation of CAT to establish and evaluate appropriate DIF
proceduws. Analyses are carried out on a semi-annual basis leading to a review meeting of the DIF panel
to inspect the items identified by the DIF analysis as requiring further scrutiny. Feedback from EC
members and Council staff who have attended DIF panel meetings has been very positive. Modifications

17-All

National Council a/State Boards a/Nursing, Inc./1996



28

Degree of Satisfaction
Key: H = high M = moderate L=low Degree of Satisfaction

to the procedures and systems enhancements (e.g., collecting ethnicity data during testing) have been
implemented to increase the numbers of items analyzed.

RESEARCH, EVALUATION, AND EDUCATION

(66) ETS support in providing current research findings (H) M L N/A
regarding test methodology
Comments:
ETS and Chauncey research has contributed to the development of the NCLEX DIF procedures, the
methods used to create parallel pools, the methodology and computer programs for CAT simulations,
and to ongoing research on CAT item calibration. In addition, ETS research staff contributed resources
and expertise to the design and execution of the NCLEX Beta Test comparability study.

(67) ETS role in facilitating the functioning of the JRC H (M) L N/A
Comments:
ETS and Chauncey staff have played key roles in establishing the Joint Research Committee and in its
ongoing operations. Since staff were focused on the NCLEX operational program, the JRC got off to a
slower start than had been hoped. Although research efforts to date have concentrated on applied
psychometric problems, plans for more long range projects (such as research on alternative item types
that could be included in CAT) are starting to be made.

(68) Effectiveness of JRC structure to get important NCLEX (H) M L N/A
research conducted
Comments:
The JRC structure has provided an efficient mechanism to get important NCLEX research conducted. In
the first year of implementation, research projects on CAT standard setting, CAT item calibration,
prediction of item difficulty, and CAT person fit procedures were funded.

(69) Monitoring the integrity of measurement principles applied to (H) M L N/A
NCLEX (e.g. dimensionality, scale drift, IRT model)
Comments:
In late 1994 the NCLEX program was audited through the ETS auditing process, which included an
evaluation of the measurement principles and procedures utilized with the program. This audit process
confirmed the overall integrity of the program, as well as providing suggestions for enhancing
psychometric procedures. Recognizing the NCLEX program as a new program using new CBT
procedures, the auditors were particularly complimentary about the thoroughness with which the audit
guidelines were met.
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(70) Compilation of data at Member Boards' request (H) M L N/A
Comments:
The NCLEX program has been responsive in directly compiling data at Member Boards' requests or
assisting Council staff in responding to Member Board requests. MBOS data damaged by error made by
a Member Board was rebuilt by Chauncey and ETS staff and promptly reinstalled. Requests have been
honored promptly and accurately.

(71) Facilitation of visits to ETS headquarters and SLS sites (H) M L N/A
Comments:
ETS has encouraged visits by Council staff and Member Boards to their headquarters and to SLS sites.
SLS held open houses at many test centers so that Board members and staff could visit a test center. EC
members and National Council staff have been invited and have met at ETS and Chauncey offices.

(72) Expertise of psychometric staff (H) M L N/A
Comments:
ETS and Chauncey staff have a high level of expertise which has been used in developing innovative
methods to accomplish psychometric analyses for the program.

(73) NCLEX Quarterly Technical Reports (H) M L N/A
Comments:
The NCLEX Quarterly Technical Reports provide a comprehensive summary of information about each
testing quarter as well as comparisons to past quarters and annual results. These Reports are reviewed at
EC meetings and have been evaluated as thorough. Data are used for addressing questions and decision
making.

(74) Item Differential Performance Reports (H) M L N/A
Comments:
NCLEX DIF reports are thorough, have been completed in a timely manner, and have provided important
information for the DIF review meetings. The DIF procedures developed for linear (e.g., paper and
pencil) tests are inappropriate for CAT so staff have developed new procedures to apply to the NCLEX.

(75) Person-Fit Analysis Reports H M L (N/A)
Comments:
Person-fit statistics are used in reviewing individual candidates' results but are not summarized in any
regularly-produced report.

(76) Effectiveness of standard-setting procedures
190All
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Comments:
An extensive research project was conducted as part of the RN standard setting in 1995. Both this
standard setting and the PN standard setting in 1996 have been thorough, well documented, and
evaluated favorably by the participants.

(77) Usefulness of reports and recommendations pertaining (H) M L N/A
to standard setting
Comments:
Reports and recommendations pertaining to standard setting have been timely and thorough. These
reports provide the basis for infonnation provided to the Board of Directors for the setting of passing
standards.

(78) ETS Annual Report (H) M L N/A
Comments:
Each year Chauncey and Sylvan staff take the opportunity to summarize the program activities and
accomplishments. This comprehensive report is submitted for the Annual Book of Reports. We know
that the report is reviewed since we generally receive questions from Member Boards following the
distribution of this report.

(79) ETS Quarterly Reports (H) M L N/A
Comments:
Chauncey and Sylvan staff submit reports of activities and accomplishments to the NCSBN Board of
Directors for each meeting held. We have responded to requests for fonnat changes and topics for
inclusion from National Council staff

(80) Additional written reports/oral presentations for committees, Board (H) M L N/A
ofDirectors, Area Meetings, and Delegate Assembly
Comments:
NCLEX program staff have been responsive in providing written reports and oral presentations as
requested. We have not always made the deadlines for EC mailings and hotel packets. We will
continue to work to improve in this area. Committee meetings have consistently been staffed by the
most senior staff members. The Delegate Assembly has been well attended and staff have consistently
been willing to embarrass themselves at the annual ETS breakfast.

(81) Annual research meeting H (M) L N/A
Comments:

ETS staff have used the Annual Research meeting to work with National Council staff to establish research
priorities for the JRc. Future Annual Research meetings will focus on exploring the research needs ofNCLEX.
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(82) Annual contract evaluation meeting (II) M L N/A
Comments:
The contract evaluation meeting has provided ETS and National Council staff with opportunities to step
back from the day-to-day issues and look at the "big picture". Both National Council and Chauncey staff
have been open in discussing topics related to the contract evaluation and the meetings have been
beneficial to the Chauncey staff in planning future work activities.

(83) Participation in education workshops at the request ofMember Boards H M L (N/A)
Comments:
No education workshops have been held. However, discussions with National Council staff have taken
place to plan an educational session for Member Board staff

(84) Additional educational services (including Invitational (H) M L N/A
Conferences and other conference presentations)
Comments:
ETS staff have been proactive in setting up symposiums at the AERA conference and in presenting
research related to computerized adaptive testing and the NCLEX at other national conferences (e.g.,
CLEAR.).

REGISTRAnON ISSUES

(85) The design of the computer system and programs to implement the H (M) L N/A
candidate registration process (including the matching algorithm,
but not .MHOS)
Comments:
The computer systems have been constantly revised to improve their functionality and efficiency. As
problems have been encountered and resolved, the computer systems have been enhanced to prevent the
problem in the future or to automate the process of recovery. The matching algorithm is a good example.
The algorithm itself has had only a few changes. But changes have been made to edit programs to
improve the quality of the data used by the algorithm, the displays of data for the clerical review of
uncertain cases has been improved, and the clerical procedures have been refined, all of which have
brought us to the point where a scan of the database for duplicate candidate records detected only one
case from some time ago.

(86) The functioning of the telephone registration system
21-All
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Comments:
Since the inception of NCLEX using CAT, over 50,000 telephone registrations have been taken by
NCLEX Operations. Telephone registrations, which take about 4 minutes each, account for about 13%
of all registrations. Our quarterly customer satisfaction surveys show that 96% of respondents answer
yes to a question asking if the telephone registration system was easy to use.

(87) The level of cooperation between the Council and ETS in resolving (H) M L NIA
problems with registration including the matching algorithm
Comments:
Council staff, the Examination Committee and ChaunceylETS staff have worked together to identify
issues and to suggest enhancements to the registration (and indeed to all Data Center) systems. All the
enhancements are assigned a priority and are implemented as soon as possible.

(88) The process for delivering and updating magnetic and hard (H) M L NIA
copy ofNCLEX data
Comments:
The process for delivering magnetic NCLEX data operates smoothly day in, day out. Magnetic (or
electronic) NCLEX data emanating from the registration process are sent nightly to Member Boards.
There is no hard copy resulting from registrations per se. When eligibilities are received by the Data
Center, they are processed and the result is both an electronic transmission to the Member Board and to
Sylvan and a hard copy (the ATT) which is mailed to the candidate. This process occurs daily with the
ATTs going into the mail one or two days after receipt of eligibility from the Member Boards. We had
one deviation from that schedule in late December 1995 when ATTs were not produced. We have
tightened our procedures to detect times in the future when ATTs are not printed.

(89) The procedures for processing candidate registrations and fees (H) M L N/A
Comments:
Over 360,000 registration have been processed since February, 1994. The bulk of the registrations, those
that do not require special handling, are processed within 48 to 72 hours of receipt. Instructions in the
Bulletin provide detailed instructions for correctly completing the registration form. An extensive data
editing procedure is used to ensure that accurate data are entered into the NCLEX database. Member
Boards have commented that the quality of the data they receive has improved as the improved editing
procedures have been implemented. The matching algorithm and the clerical review match the
registrations for repeaters with their database records from prior administrations of the examination.

(90) The quality ofETS financial reporting regarding NCLEX candidate
volumes and fees
Comments:
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Financial reports are provided monthly. There have been some early issues surrounding the reconciliation
of the Counts of registrants provided by Chauncey with the funds transferred to the National Council
account, but those issues have been resolved. There have been concerns about differences between
financial information provided by LGR and Chauncey. The most recent communication on this topic
indicates that LGR and Council staff have accepted the Chauncey data as accurate.

(91) The registration form (content and composition) (H) M L N/A
Comments:
The fact that the registration form used in February 1994 has been reviewed by both Chauncey and
National Council and has had almost no change since then is an indication that it is working well.

(92) The procedures for correcting candidate data (for program, H (M) L N/A
foreign educated, and initiaVrepeat, etc.) with respect to
both timeliness and format
Comments:
From the beginning, the Acknowledgment postcard has been an effective means of informing candidates
about their name and address as recorded in the database and gives candidates an opportunity to correct
these data. The name of the education program was been added to the postcard in 1995 to allow
candidates to inform us of corrections to that data also. Meanwhile, the address, program code, program
name and graduation date have been added to the main candidate screen in MBOS so that Boards can
now confirm the accuracy of those data when making candidates eligible. Initially the designation of first
time or repeater was based purely on candidate reported data. Once the database contained adequate
historical data, edits were added to overrule the candidate reported data when the database substantiated
the overruling.

(93) The procedures for verifying the receipt of Candidate H (M) L N/A
Bulletins to Member Boards
Comments:
Member Boards receive prior notice of the shipment of Candidate Bulletins and notify Chauncey if the
shipment is delayed or not delivered. Many Member Boards order and acknowledge Bulletin shipments
through NCNET. Our goal is to determine what method of acknowledgment works best for each
Member Board.

(94) The options available for handling registrations from licensure
candidates (direct registration, and board-processed)
Comments:
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Several options exist and have been implemented. Most Boards ask candidates to register directly with
Chauncey. Although most of those Boards wait to receive a registration record from Chauncey prior to
declaring eligibility, three Boards have opted to send eligibilities prior to receiving the registration record.
Four states register candidates in jurisdiction-specific systems and transmit the resulting eligible
registrations to Chauncey. As these comments indicate, Chauncey has implemented a flexible variety of
ways in which Member Boards can interact with the Data Center. All of these ways are working
effectively.

(95) Responsiveness ofETS registration staff to requests for information (H) M L N/A
Comments:
Up to four supervisory staff are available via an 800 number to answer requests for information from
Member Boards. Responding to requests for information from Member Boards is always a high priority
for NCLEX staff. Member Boards have commented favorably during phone calls or in person at various
meetings about the helpfulness ofthe NCLEX staffand their timeliness in providing data.

(96) Communication between registration staff and Council (H) M L N/A
representatives (including staff, Board, Member Boards, Committees)
Comments:
The phones are covered from 8 am to 8 PM and messages left in the voice mail system will be responded
to the next business day. In addition, Boards and National Council communicate with NCLEX staff via
email and fax. We place a high priority on responding to all communications from Boards and Council
staff

(97) Interpersonal relations between registration staffand Council (H) M L N/A
representatives (including staff, Board, Member Boards, Committees)
Comments:
Chauncey registration staff communicate frequently, even daily, with Council staff, and communicate
frequently with Member Boards via special access 800 telephone number. As a result we feel we know,
are known to, and maintain friendly relationships with all these constituencies of the NCLEX program.
We have received several positive comments from Member Boards and Council staff about the
helpfulness of the registration staff.

TIMETABLES

(98) The adherence ofETS to the mutually specified timetables
Comments:
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Although we have tried to meet the most critical deadlines, we face daily demands that, on occasion,
prevent us from accomplishing all we had hoped to accomplish on that specific day. We have certainly
encountered delays in providing work copies (for Ee) for NCSBN review. We want to improve our
performance in this area.

CUSTOMER SERVICE

(99) On a scale of 1 to 5, what is your level of satisfaction with the service provided when you have contacted
ETS to ask a question or to resolve a problem? _5_ (1 = low rating, 5 = high rating)

This rating is based on comments from Member Board staffduring telephone conversations, at Area
Meetings and the Delegate Assembly.

(100) On a scale of 1 to 5, rate your impressions of your candidates' satisfaction with the service provided
when candidates call ETS. _5_ (1 =low rating, 5 =high rating)

This rating is based on the responses to the quarterly satisfaction survey that is mailed to a sample of
candidates who have had contacted us.

Please make additional comments about ETS' customer service. Please include what aspects of customer
service have served you well as well as aspects of any improvements you suggest.
From the outset, NCLEX staff have made customer service a priority. Our telephone staff are trained in
providing good customer service and are provided with manuals and scripts so as to ensure that correct
information about the program is provided whenever customers contact the NCLEX staff One area of
improvement will be to do a better job of alerting National Council staff and Member Boards when a
customer's contact indicates that they may also contact either of those bodies. Our customer satisfaction
surveys show positive responses of the 90% and above, with 94% responding yes to the question about
overall satisfaction.

N/ALM(H)The provision for cooperation with respect to claims
Comments:
To our knowledge, there have been no legal actions brought against the NCLEX program. In 1994 an
item rescore resulted in payment of lost wages to two candidates whose test results changed from fail to
pass. Working together the two Boards of Nursing, ETS/Chauncey, and the National Council resolved
this issue promptly and without further consequence.

INDEMNITIES

\(101)
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(102) Overall perfonnance ofETS (H) M L N/A
Comments:
Implementation of NCLEX using CAT has been challenging yet rewarding for all ChaunceylETS staff.
As the first large-scale licensure program to move in a single effort from paper-and-pencil testing to
computerized adaptive testing, there have been many "firsts" encountered along the way. Processes have
been created or, in some cases, adapted for NCLEX. The transition from a paper-and-pencil test to a
computer-administered CAT, from testing four times per year to testing every working day, from Board
administered tests to vendor administered tests has been accomplished with a remarkable lack of
disruption. Folks that were dubious about the plan to move to computer-based testing are no longer
doubters.

A daily testing program provides a unique set of needs. Issues arise that must be addressed immediately
while still providing the complement of daily services required to keep the program operational. We
believe we are meeting this challenge. Our goal is to be responsive to needs and to adapt to meet those
needs.

Our strengths rest in our commitment to NCLEX and our strong desire to make this program as
successful as possible. To achieve that end, we benefit from the vast resources available within the
Chauncey Group, ETS, and Sylvan Prometric available to create unique approaches to issues as they
anse.

II. ADMINISTRATION SERVICE (Sylvan)

ADMINISTRAnON SERVICE STAFF

(I03) Level of expertise of Sylvan staff (H) M L N/A
Comments:
Sylvan corporate staff, specifically the Program Manager, Client Inquiry, National Registration and
Technical Support staff members that work directly with the NCLEX program, possess a high level of
expertise in NCLEX policies and procedures. All others know how to obtain NCLEX specific
infonnation.
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(104) Level of expertise ofTest Center staff (e.g., adherence to policies, H (M) L N/A
training, responsiveness to problems)
Comments:
Overall, center staff are knowledgeable of and correctly follow NCLEX policies and procedures the vast
majority of the time. Of the 344,163 candidates responding to the NCLEX Examinee Evaluation
between April 1994 and December 1995, 267,521 voiced a specific opinion about the knowledge level of
the center staff Approximately 95% (253,739 candidates of those responding) felt the center staff was
very knowledgeable; 13,314 (4.98%) felt the staff was somewhat knowledgeable and 468 (.17%) felt the
staff was not knowledgeable. Sylvan strives to ensure all staff is knowledgeable all of the time but also
realizes candidate perception is sometimes skewed negatively when technical difficulties beyond the staff's
control arise. Additionally, we recognize the occasions when specific individuals have provided
candidates with incorrect information or have not followed the specified policies and procedures.

(105) Responsiveness of Sylvan staff to requests for services (H) M L N/A
Comments:
Sylvan is very responsive to all requests for information and services from National Council and Member
Boards. Member Board requests we have granted include furnishing a listing of center schedules for site
visits, analysis ofcenter performance over time and implementation of the natural disaster plan.

(l06) Communication between Sylvan and Council representatives H (M) L N/A
(including staff, Board, Member Boards, Committees)
Comments:
The Program Manager acts as the primary contact for NCSBN and Member Boards and the conduit
through which most communications with Sylvan flow. When she is unavailable, her voice mail directs
callers to contact Sylvan's corporate offices for immediate assistance. While most communications have
been smooth, occasional misunderstandings and technical difficulties delay response times and sometimes
result in incorrect infonnation being forwarded. Immediate follow up action is taken when problems like
these arise.

(107) Availability of Sylvan staff for National Council meetings (H) M L N/A
Comments:
At least one Sylvan staff member attends each Exam Committee meeting, staff meeting, Area
Meetings and Delegate Assembly. Most EC and staff meetings are attended by both the NCLEX
Program Manager and Director of Operations.

(108) Interpersonal relations between Sylvan staff and Council
representatives (including staff, Board, Member Boards, Committees)
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Comments:
Sylvan views their relationship with NCSBN and Member Boards as a partnership and encourages input
from them to solve specific problems and further enhance our services to them and the NCLEX
candidates.

(109) Way in which Sylvan staff changes were handled (H) M L N/A
Comments:
Sylvan initially proposed serving Member Board needs via Regional Consultants. As the program
unfolded, Sylvan dedicated the NCLEX Program Manager to serve as the primary contact for Member
Boards and National Council Staff

(110) On a scale of 1 to 5, how do you rate the responsiveness of Sylvan staffin responding to your inquiries
about candidate complaints and site issues? _ 4_ (l = low rating, 5 = high rating)
Sylvan strives to provide a preliminary response to all complaints within 72 hours of their receipt. Many
issues are resolved in less time but some take longer due to their complexity and the need for discussions
with a specific center staff member. Concerns raised during site visits are forwarded to Sylvan by
NCSBN and are investigated and responded to in writing within 30 days.

ADMINISTRAnON ISSUES

(Ill) Ability to schedule candidate examinations within 30 or 45 days (H) M L N/A
(as required by contract)
Comments:
Since implementation in April 1994, all candidates but 8 in Arkansas in the spring of 1994 and 6
candidates in the Virgin Islands in January 1995 were seated within 30/45 day compliance. In both cases,
Sylvan was unable to seat candidates within the 30/45 day compliance because our centers were not
operational.

(I 12) Sylvan and Test Center adherence to National Council security (H) M L N/A
measures for NCLEX administration
Comments:
Sylvan monitors EIRs, complaint letters and Examinee Exit Evaluations to ensure compliance with all
security measures. Network wide, center staff always strive to adhere to NCSBN security measures by
reporting security issues to the Technical Support Hotline and filing EIRs upon identification. One
notable case involved a candidate who attempted to bribe the staff in hopes of passing the NCLEX. The
National Council and affected Member Board were immediately informed of the situation and the
candidate was apprehended. Occasionally, a test center administrator fails to adhere to one or more of

2s-All

National Council ofState Boards ofNursing, Inc./J996



Degree of Satisfaction
Key: H =high M =moderate L=low

39

Degree of Satisfaction

the security measures. When this occurs, Sylvan investigates the incident, provides retrammg and
reprimands the staff member, when applicable. Some examples that prompt intervention include failing
to view an visitor's authorization letter or identification, inconsistent proctoring or staffing and allowing
candidates failing to bring their ATT to test without successfully matching all secondary match criteria.

(113) Sylvan cooperation in investigations of potential security breaks (H) M L N/A
(timeliness of reporting, correction of problem)
Comments:
Investigations relating to security breaks are escalated to the NCLEX Program Manager, Director of
Operations and the ETS Office of Test Security and are considered to be of the highest priority for timely
resolution.

(114) Procedures for responding to a crisis before, during, and after H (M) L N/A
the administration of an examination
Comments:
Sylvan has a crisis plan in place that has worked well since implementation of the NCLEX. The Blizzard
of '96 afforded us the opportunity to test our procedures relating to weather crises. The Sunday before
the blizzard shut down the upper East Coast, technical support staffwere asked to move into a hotel near
the corporate offices to increase their chances of being able to travel to work on Monday morning. They
supported center staff from the hotel on Monday and were able to travel into work on Tuesday. They
remained stationed at the hotel through Friday.

(115) Sylvan responsiveness to corrective actions suggested by concerns (H) M L N/A
raised by National Council and site visitors
Comments:
EIRs, technical support records, candidate complaints, site visits and Member Board and Council input all
help us to identify areas where improvements are warranted. If a problem appears to be widespread,
communiques are sent to the entire testing network. If a problem is specific to a center, the Client
Inquiry staff or NCLEX Program Manager contacts the center to discuss the concern and to provide
guidance for dealing with a similar event in the future.

(116) Efficacy of the training and certification program for Test Center staff H (M) L N/A
Comments:
Center staff are trained on the basics of the NCLEX and must pass the certification exam prior to serving
as a test center administrator. Subsequent training is performed on the job and through communication
with Sylvan's corporate headquarters via communique and telephone. Plans to enhance the quantity and
quality of training are currently being implemented by Sylvan's new Training Director. A series of videos
focusing on maximizing daily operations and improving customer service are being produced. Users
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groups made up of center staff will further help us identify and disseminate best demonstrated practices to
all centers.

(117) Examinations are delivered without software/hardware problems H (M) L N/A
Comments:
Hardware problems have been minimal in the last 2 years. In February, we isolated and began remedying
a problem caused by the constant running of the file server. Software issues relating to the test
administration software are not within Sylvan's purview. Scheduling errors are seldom caused by
software malfunctions but rather human error. In August 1994, the National Registration Center (NRC)
began utilizing a written script requesting candidates repeat back appointment date, time and location to
the registrar prior to ending the call. This has virtually eliminated scheduling errors that occur when
candidates call the NRC. We continue to encourage center staff to utilize the script to further minimize
communication errors when scheduling candidate appointments.

(118) Examinations are successfully restarted following software/hardware H (M) L N/A
problem identification and correction
Comments:
The procedures for restarting an exam that has been interrupted due to a power outage or technical
problem are very clear and easy to perform by the center staff. Successful restarts are dependent upon
the test administration software allowing the restart. Additionally, restarts for special needs candidates
approved for extra time and additional breaks are planned in advance. Restarts for special needs
candidates do not signify a problem, rather that the exam has been administered as directed. Candidates
whose exams must be restarted due to power outages and technical problems are offered the opportunity
to reschedule their exam if it cannot be restarted in 30 minutes. The majority of candidates choose not to
reschedule their appointment once their exam has begun because doing so requires a new ATT be
produced and sent by Chauncey and the candidate must take an entirely new examination.

(119) Quality and timeliness of technical support services for centers H (M) L N/A
Comments:
In 1995, the Technical Support Department averaged less than 55 seconds to answer Hotline calls (for all
testing programs), and a call back occurs within an average of 4 minutes for calls classified as emergency
calls. On average it takes of about 29 minutes to respond to, diagnose and resolve problems identified as
emergencies. For non-emergencies, the call back occurs on average in about 7 minutes and it takes an
averaged 42 minutes to respond to, diagnose and resolve non-emergency issues. Emergencies always
receive the highest priority and are defined as problems that delay or interrupt candidate testing.

(120) Timely replacement offaulty equipment
Comments:
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Isolating reported problems sometimes poses a challenge due to the lack of technical expertise of the
staff reporting the problem and the intermittent and elusive nature of some problems. Faulty
hardware is generally replaced within 24 hours of positive identification and isolation of the problem
and detennination that it cannot be fixed remotely by the Technical Support staff. We do
acknowledge that in the past, repair or replacement of Image Capture cameras sometimes took longer
than 24 hours requiring center staff to take Polaroid pictures of candidates. Faulty Image Capture
cameras are now repaired or replaced within 24 hours.

(121) Quality ofNational Registration Center services (centralized scheduling) (H) M L N/A
Comments:
The National Registration Registrars utilize a written script when scheduling candidates. The script was
enhanced in August 1994 to ask candidates to verbally confinn appointment date, time and location prior
to ending the call. This measure has significantly decreased the number of candidates arriving to test on
the wrong day.

(122) Procedures for modifying NCLEX administration for disabled candidates (H) M L N/A
Comments:
In late 1994, a process was developed whereby Sylvan's Program Manager reconciles special
accommodations infonnation received from NCSBN and Chauncey on a weekly basis. Monitoring the
status of every ADA candidate promotes discussion between the organizations when highly unusual
accommodations are requested and ensures each candidate receives the accommodations that have been
approved by their Board ofNursing.

(123) Approved modifications for ADA candidates are correctly implemented (H) M L N/A
Comments:
Center staff utilize written step-by-step instructions when administering examination sessions for special
needs candidates. The Technical Support Team is in possession of all special needs documents and is
infonned of all upcoming ADA appointments beforehand so they can best assist center staff ifprocedural
questions or technical problems arise.

(124) Procedures for responding to and recording test administration H (M) L N/A
problems (EIRs) by Test Center staff
Comments:
Center staff have become very good at reporting most test session irregularities. We are working to
provide additional direction on the need to document any and all concerns and comments candidates
make as well as documenting problems that are reported to Technical Support and resolved immediately
or that have been reported previously.

31-All
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(125) Timeliness of transmitting candidate NCLEX data to ETS (H) M L N/A
Comments:
NCLEX data is transmitted to Sylvan's central database as soon as the examination has been completed.
The central database then transmits the EPRs to Chauncey at various time intervals throughout the day
and evening.

(126) Timeliness of conununicating EIR data (H) M L N/A
Comments:
Each evening EIR data are transmitted to the Chauncey Group and NCSBN simultaneously. EIR data
are transmitted to Member Boards by NCSBN.

(127) Responsiveness to providing data in response to candidate H (M) L N/A
investigations (including timeliness and quality)
Comments:
The Client Inquiry Department investigates candidate complaints and responds to NCSBN inquiries.
Current communication channels between the Client Inquiry Department and NCSBN are indirect.
NCSBN has agreed to add the Client Inquiry Department to their distribution list. This measure will
decrease the time lag caused by transmitting messages through the Program Manager or Chauncey.

(128) Sylvan's coordination of exam reviews by Member Boards (H) M L N/A
Comments:
Member Board Item Reviews are scheduled and confirmed in advance. As requested by Board Members
at the 1995 Delegate Assembly, we have published review dates for 1996 and 1997 to assist Member
Boards in coordinating board meetings around Item Reviews.

(129) Sylvan's coordination of exam reviews by candidates (including (H) M L N/A
cost and turnaround time)
Comments:
Candidate Review and Challenges are considered special events and are coordinated by the NCLEX
Program Manager. The Program Manager works directly with the Board of Nursing to coordinate a
date, time and location that is most convenient for the Board.

(130) Sylvan's coordination of Member Board review of (H) M L N/A
experimental items
Comments:
Member Board review of simulated examinations and experimental items takes place during the same
sessions. See conunents under question #128.

32-AlI
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(131) Timeliness and quality of Sylvan reports to National Council (H) M L N/A
Comments:
In 1995, Sylvan and National Council developed a report schedule for a variety of summary reports.
Additionally, Sylvan provides drafts of all reports that will be furnished to the Board of Directors and
Member Boards for input prior to fInalization.

(132) On a scale of I to 5, how do you rate the quality of service your candidates receive at the testing centers?
_5_ (1 = low rating, 5 = high rating)
We believe the service we have provided to candidates has been very high based on the compilation of
responses to the April 1994 - December 1995 NCLEX Examinee Evaluations. Over 95% of candidates
responded favorably to questions concerning check-in procedures, knowledge and professionalism of the
center staff with the highest rating achieved on professionalism of staff (99.13%). Over 90% of
candidates responded favorably to our scheduling processes, ability to locate the testing center and the
lighting inside the testing lab. The least favorable responses related to noise, both inside and outside the
testing room with an average rating of approximately 86% reporting the testing room was quiet. Sylvan
continues to search for ways to further reduce noise levels or create white noise that will mask noises that
cannot be eliminated like keyboard noises and those caused by candidates such as coughing, writing and
entering and exiting the testing room.

(133) Please choose the answer that best describes the amount and quality of information Sylvan Technology
Center staff provide to testing candidates.

Just the right amount of correct information __
Not enough information __
Too much information
Incorrect information

(N/A)

(134) On a scale of 1 to 5, how do you rate the quality ofEffi.s written in helping you resolve candidate issues?
_4_ (1 =low rating, 5 =high rating)
The quality ofEIRs filed has improved significantly since implementation. National Council and Member
Board input has been instrumental in determining when EIRs should be filed and what level of detail is
needed to best assist Member Boards when working with candidates. Sample EIRs have been forwarded
to center staff and are included in the 1996 NCLEX Test Center Administrator's Manual to help them
better understand what details are needed.
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Please make additional comments about ways that Sylvan might improve the services offered to Member
Boards and/or candidates? Please include what you think works as well as any improvements or
enhancements suggested.
Sylvan continually strives to improve the services we offer Member Boards and candidates. A variety
of software enhancements are scheduled to be implemented in late 1996. Two significant
enhancements include allowing us to automatically capture detailed information about center closures
and disallowing center staff from scheduling candidates approved to test with special accommodations.
The automated scheduling system that we began testing last summer will shortly become fully
operational allowing candidates to schedule, reschedule, cancel and confirm appointments Virtually 24
hours per day.

OVERALLPERFO~NCE

(135) Overall perfonnance of Sylvan (H) M L N/A
Comments:
Implementation and successful coordination of the NCLEX CAT has been challenging and enlightening
for the Sylvan corporate and center staff In the last two years, we have found new challenges and better
ways of serving our NCLEX candidates and Member Boards. As we work with the individual boards,
National Council, ETS, Chauncey and center staff, we consistently challenge ourselves to approach each
new opportunity creatively, always focusing on how changes will affect all parties, including the
candidates.

Our strengths lie in the dedication of our corporate and center staffs to making this program as successful
as possible. Our corporate staff is dedicated to providing more and better tools to help the center staff
better satisfy the needs of all candidates. The ability of our center staffto provide quality testing services
in a friendly, comfortable and professional atmosphere on a daily basis and sometimes under tremendous
pressure is noteworthy.

III. ADDITIONAL COMMENTS

Note: This section is not applicable for The Chauncey Group and Sylvan Prometric
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(136) On a scale of 1 to 5, how well is the computer-delivered NCLEX satisfying your needs to support the
licensing of nurses in your jurisdiction? __ (1 =low rating, 5 = high rating)

(137) On a scale of 1 to 5, how satisfied are you with the services provided by ETS and Sylvan? __
(1 = low rating, 5 =high rating)

(138) Please make additional comments about the performance ofETS not covered above

(139) Please make additional comments about the performance of Sylvan not covered above.

(140) Additional comments about computer-delivered NCLEX. Please include what you like the best about the
computer-delivered NCLEX and what aspect of the computer-delivered NCLEX is most in need of
improvement.

(141) Please list any additional services or procedure modifications that are of high priority to you at this time
and indicate the rationale for the request.

Please specify who participated in the response to this survey (by title):

35-All
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Jurisdiction:

L=low Degree of Satisfaction

Please rank order (1 - 6, with 1 as highest, 6 as lowest) the following areas of testing service in terms of
importance to the National Council mission and goals:

Candidate customer service---
___ Data services (registration, MBOS)

___ Reports

Test administration---
___ Test development

___ Test service staff (SLS and ETS)

3&All
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Attachment C

Report of the Institute for the Promotion of Regulatory
Excellence Board Committee

Committee Members
Tom Neumann, WI, Area II, Vice-President, Chair
Charlene Kelly, NE, Area II, Treasurer
Roselyn Holloway, TX-RN, Area III, Director-at-Large
Janet Wood-Yanez, TX-VN, Area III, Director-at-Large

Staff
Lea Newson, Administrative Assistant, Communications
Susan Woodward, Director 0/ Communications

Relationship to the Organization Plan
Goal N Promote the exchange of information and serve as a clearinghouse for matters related to nursing

, regulation.
Objective C Facilitate communication between National Council, Member Boards and related entities.

Recommendations to the Board of Directors
Recommendations were made over the course of the year that helped to identify educational offerings for Member
Boards.

Highlights of Activities

• Creation of the Institute for the Promotion of Regulatory ExceUence
During its October meeting, the Board committee defined National Council's continuing education program,

named the program the "Institute for the Promotion ofRegulatory Excellence," reviewed its responsibilities in the
development of the program, and created a Member Board Needs Survey that was distributed to all boards of
nursing and returned with responses. The committee decided that the objective of the Institute for the Promotion
ofRegulatory Excellence would be to provide educational offerings for MemberBoards (board members and staff)
that expand and enhance the knowledge of issues and activities that impact the regulation of nursing. The Board
of Directors required the committee to act as the coordinating group for the program, reporting to the Board, with
the following responsibilities:

• survey Member Board needs/ distribute Call for Topics to National Council committees/task forces;
• identify/prioritize needs;
• match needs with proposals;
• identify delivery method;

choose educational offerings according to needs;
• refer topics to appropriate structural units (e.g., task forces) for program development;
• conduct evaluation activities;

assure quality of program;
• deal with emerging issues; and
• budget annually.

The committee developed criteria for the selection and evaluation of offerings, and defined the role of
continuing education credit in the implementation of the program. Educational offerings will be selected on the
basis of whether the offering is based on a Member Board needs assessment; offers an educational opportunity;
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a structured learning experience; requires an investment of time and money; and is deliverable to the majority
ofMember Boards. Attendance and participant evaluations will be used to evaluate offerings. The committee also
decided that Member Board need would be the driving force behind the program, not the amount of continuing
education credit offered.

• Joint Conference with the Citizen Advocacy Center
On December 5, 1995, over 225 persons attended the joint conference sponsored by the National Council and

the Citizen Advocacy Center titled, "Crafting Public Protection for the 21 st Century: The Role of Nursing
Regulation." The conference, recommended in June 1995 by the Board committee, was well received and attendee
evaluations indicated a successful meeting.

• Selection of Offerings based on Member Board Needs Survey
The committee reviewed results from the 1996 Member Board Needs Survey and the Call for Topics during

its January meeting. The committee identified that topics of most interest to Member Boards were "Political
Climate and Impact on the Functioning of Boards of Nursing," "Turf Issues - Overlapping Scopes of Practice,"
and "Delegation." Indicated as the most preferred delivery method for educational offerings was "as part of the
Annual Meeting." In addition, the committee noted that many boards suggested that topics related to continued
competence would be of interest.

The committee agreed that Member Boards' continuing education needs, as identified in the needs survey,
were partially met in 1995 with regard to the topic "Political Climate and the Impact on the Functioning ofBoards
of Nursing." Based on its review ofthe survey and of various proposals in FY96, the committee recommended
to the Board of Directors that an offering on continued competence be developed by the Essential and Continued
Competence Subcommittee and offered as a concurrent educational session to be held at the 1996 Annual Meeting;
and that the educational offering, "A Day of Discipline" as proposed and developed by the Complex Discipline
Cases Subcommittee, be held on August 5, 1996, in conjunction with the 1996 Annual Meeting. Both
recommendations were approved by the Board ofDirectors at its January meeting. At its May meeting, the Board
of Directors also approved the committee's recommendation that a public policy conference be offered as an
educational offering during FY97. The committee will continue to look for ways to incorporate other top topics
identified in the survey in future educational offerings.

Future Activities
In accordance with its responsibilities, the committee will continue to review educational proposals, survey

Member Board needs and recommend educational offerings to be offered by the Institute for the Promotion of
Regulatory Excellence. In June, the committee will meet to revise the Member Board Needs Survey for distribution
in October 1996.

Meeting Dates

• October 17, 1995

• January 16, 1996

• May 7, 1996

Recommendations to the Board of Directors
Recommendations were made over the course of the year that helped to identify educational offerings for Member
Boards.
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Suppltemental Report of the Board of Directors

Board Menlbers
Marcia M. Rachel, MS, Area ill, President
Tom NeumaJm, WI, Area n, Vice-President
Charlene Kellly, NE, Area n, Treasurer
Joey Ridenour, AZ, Area 1 Director
Linda Seppallen, MN, Area 11 Director
Nancy Durrell, VA, Area III Director
Marie Hilliard, cr, Area W Director
Roselyn Hol)oway, TX-RN, Area ill, Director-at-Large
Janet Wood-Yafiez, TX-VN, Area ill, Director-at-Large

Staff
Jennifer BOSIlla, Executive Director
Doris Nay, Associate Executive Director

Recommendations
The Board forwards to the Delegate Assembly for its consideration the following recommendation brought by the
Nursing Regulation Task Force with the support of the Board:

1. That the Delegate Assembly approve the National Council response to the Pew Health Professions Taskforce
on Healtlll Care Workforce Regulation report, Reforming Health Core Worlcforce Regu/Qlion. (See Nursing
ReguiatillHl Task Force report behind Tab 18-K.)

If adopted by the Delegate Assembly, this response will be forwarded in the appropriate format to the Pew
Commission for inclusion among the solicited responses. It will also be disseminated for information to
organizations with mutual interests in nursing and regulation.

Board Action at June 26-28 Meeting
The Board of Directors also considered the Nursing Regulation Task Force's request for direction regarding

development ofpotential futme regulatory models. Materials developed subsequent to the discussions al the Member
Boardconference on regulatory models, June 9-10, were reviewed and the Board provided feedback to the Task Force.
The Board apJlI'Oved funding for a mid-July Task Force meeting combined with another Member Board focus group.
Member Boards will receive materials describing the continuing development ofmodels prior to the Annual Meeting.
Forum time luIS been identified for further discussion of the regulatory models al the Annual Meeting. The Nursing
Regulation Task Force and the Board ofDirectors, al their next meetings (July 16 and August 3-4, respectively), will
further consiO::r potential recommendations for discussion and action by the delegates al the Annual Meeting. The
forum on the ~ftemOOD ofThursday, August 8, will include this topic.

The Board received the report of the InformalionServicesEvaluation Task Force (Tab 100Q). The Boardendorsed
the task force' I; recommendations thal the NationalCouncil continue to advance, with high priority, its presenceon the
Internet. The task force in FY97 will be known as the "Strategic Technology and Information Management Task
Force." At the post-Delegate Assembly Board meeting, the Board will consider the number of meeting times for the
task force as it finalized the tactics and budget for FY97.

Future Boant Considerations
The Board will also discuss, with the APRN Coordinating Task Force, the results of Phase I of the Nurse

Practitioner job analysis and the recent commitments by Nurse Practitioner certifying organizations for third party
review of the sufficiency ofcertification examinations for regulalory purposes. This discussion is anticipated to occur
at the Board meeting on August 4, and will be reported during the Annual Meeting. Opportunities for discussion of
APRNissues will beofferedontheaftemoons ofWednesday, August 7, andThursday, August8, al the AnnualMeeting.
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Report of the APRN Coordinating Task Force

Task FOrcE! Members
Kathy Thomas, TX-RN, Area III, Chair
Kathy Apple, NY. Area I
Elizabeth Lindberg. MA, Area IV
Jacqueline Waggoner, IL, Area II

Staff
Diane Creal, Policy and Practice Associate
Carolyn Hute:herson, Senior Policy Analyst

Relationship to Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentiaIing.
Objective E Provide a comprehensive approach for the regulation ofadvanced nursing practice.

Recommemtatlons to the Board of Directors

1. That a job analysis for the Clinical Nurse Specialist is deferred until a later time.

Rationale
PrelimiIulI)' results from the data collected on the regulatory status of the Clinical Nurse Specialist indicate that
furthermonitoringoftherole is required. Obtaining information on thepractice andeducationoftheClinicalNurse
Specialislt was difficult. in part, because of the redefining of the role. Additional monitoring of the evolving role
of the Clinical Nurse Specialist and the regulatory implications of the changing role is required before
recommending a job analysis be initiated.

2. That the Member Boards be encouraged to actively promote the use of simUar criteria for recognition of
Clinical Nurse Specialists and Nurse Practitioners.

Rational'S
Specific recommendations for criteria for regulation include: Master's degree (consistent with Model Nursing
Practice J\ct); specific educational preparation in role and specialty (consistent with American Association of
Colleges of Nursing's Essentials of Graduate Education and the National Organization of Nurse Practitioner
Faculty Ctlrriculum Guidelines); standardized curriculum; and passing score on an entry-level competency exam
(regulatory assurance of competency).

3. That the Delegate Assembly authorize the Board of Directors to give rmal approval of the Family Nurse
Practitioner (FNP) Curriculum Guidelines and RegUlatory Criteria for Evaluating Nurse Practitioners
Applying for Prescriptive Authority and, with prior opportunity for review and comment by Member
Boards, illdicate organizational support as a model for its use by Member Boards.

Rational,9
The need for commonly agreed upon evaluation criteria for FNPs applying for prescriptive authority and for
curriculum guidelines in the areaofpharmacology iscriticalgiven current trends toward greaterutilizationofFNPs
for the provision ofprimary care in community-based healthcaredelivery settings. Inorder to fully maximize their
potential for providing competent primary health care for all types of clients, including those in underserved
populations, FNPs must possess sufficientknowledge of pharmacology, other related sciences and relevant state
and federal laws. Consistency in regulatory agencies' evaluation criteria and requirements would, in addition to
promoting inter-state mobility of FNPs, also help promote other health care provider groups' and the public's
understan<ling, acceptance and utilizationofthe contributions FNPscan make to thedelivery ofquality health care,
and promc1te public proteCtion through the standardization of educational preparation.
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Member Boards will have received draft documents prior to the Annual Meeting for review and comment An
opportunity for discussion will be provided at the Annual Meeting. Because the projected final date of completion
for the FNP project isFebruary 1997, it would beofbenefit to Member Boards if the approval process was not delayed
until the 1997 Delega&e Assembly.

4. Following receipt 01 Phue 101the Nurse Practitioner job .....y81a, the task force wW review the results and
make recommendations to the Board 01 Directors regarcUng future National Council activities.

B8ckground
Per the 1995 Book ofReports, the Task: Force to Study the Feasibility of a Core Competency Exam for Nurse

Practitioners recommended that the NationalCouncilproceed with "thedevelopmeotofaneotry-Ievel corecompetency
examination for nurse practitioners." The Nurse Practitioner specialty certification organizations requested that they
be allowed to demonstrate the feasibility of utilizing their tests for regulatory purposes. A vote at the 1995 Delegate
Assemblyresulted in the following resolution: "Collaborate with nursepraailionerspecialtycertificationorganizations
to make significantprogress towardlegallydefensible, psychometricallysoundnursepractitionerexaminations which
are sufficientfor regulatory purposes. BenchmarJcsfor progress shiJll be established and evaluated by the Board of
Directors. The Board of Directors shall repon to the 1996 Delegate Assembly with speCific recommendations
regardingfuture actions including thepotential creation ofa core-competency examination. If, at any time. the Board
ofDirectors determines that significantprogress is not being made, the board is authorized to conduct a job analysis
ofentry-level nurse practitioners." The APRN Coordinating Task Force was charged with this tactic. A chronology
of the collabora1ioo activities and correspoodence was distributed to Member Boards in April, at the time it was
detennined by the Board of Directors that significant progress bad not been made and a job analysis should be
performed.

Highlights of Activities

• Review 01 the National Organization of Nune Practitioner Faculties (NONPF) Cumculom Guidelines
100 APRN task force reviewed the NONPF Curriculum Guidelines and reported its conclusions to the Board of
Directon, resulting in a letter of strong support for Member Board use of the guidelines as a method ofpromoting
consistency in licensing and eredentialing.

• Review 01 tile National Association of Nurse Practitioners in Reproductive Health (NANPIlH) Standards
01 Practice & Education
1be task force reviewed the NANPRH standards of practice wbicb were submitted to National Council with the
request for an official letter of endorsement, and reported its conclusions to the Board of Directors.

• Nune Practitioner Certifying Body Activities
Events and discussions sunounding the collaborative activities between the National Council and the nurse
practitioner certifying organizations are outlined in a cbronology of events (Attachment A). A request for
proposals (RFP) for a job analysis of entry-level nurse practitiooers was initiated and a resulting job analysis will
be reported (Phase I) to the delegates at the Annual Meeting. 100 APRN Coordinating Task Force will be
forwarding a recommendation to the Board of Directors as the results of the job analysis become available.

• Regulatory Issues for Advanced Practice Nursing
Monitoring of issues related to advanced practice and education as well as the potential merging of the nurse
practitioner and clinical nurse specialist roles was ongoing. From a regulatory perspective, distinguishing primary
care versus acute care and specialty versus advanced practice were identified issues which Member Boards face
on a consistent basis. Resource documents will be developed to assist Member Boards with these issues.

• Regulatory Status 01 the CUnicaI Nurse Specialist (CNS)
1be initial work of the task force centered on data collection regarding the status of the CNS from a regulatory.
educational, certification andpracticeperspective. Numerous issues related to the regulation ofCNS practice were
identified and discussed. A survey to Member Boards was developed and articles on the role confusion/merger
of the CNS were obtained and discussed (Attachment B). Regulatory issues were identified for the CNS.
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Future Considerations for the National Council
• Continue to monitor all issues related to advanced practice and education
• Continue to monitor the merging of the nurse practitioner and clinical nurse specialist roles
• Continue to monitor the regulatory implications of the advanced practice role and potential merging ofroles
• Continue to develop strategies for uniform regulation of advanced practice nurses
• Continue to monitor impact of changes in advanced practice on Member Boards

Meeting Dates
• September 20-22, 1995
• January 24-26,1996
• March 25-27,1996
• May 16-18, 1996

Recommendations to the Board of Directors
1. That a job analysis for the Clinical Nurse Specialist is deferred until a later time.

2. That the Member Boards be encouraged to actively promote the use ofsimilar criteria for recognition ofClinical
Nurse Specialists and Nurse Practitioners.

3. That the Delegate Assembly authorize the Board of Directors to give fInal approval of the Family Nurse
Practitioner (FNP) Curriculum Guidelines and Regulatory Criteria for Evaluating Nurse Practitioners Applying
for Presaiptive Authority and, with prior opportunity for review and comment by Member Boards, indicate
organizational support as a model for its use by Member Boards.

4. Following receipt of Phase I of the Nurse Practitionerjob analysis, the task force will review the results and make
recommendations to the Board of Directors regarding future National Council activities.

Attachments
A Cbronology ofNP Certification Review Events, June 1995-March 1996, page 5
B Member BoardRequirements for Legal Recognition as a Clinical Nurse Specialist(CNS~ummaryReport

1996, page 9
C Clinical Nurse Specialists: A Regulatory Profile, page 11

National Council ofState Boards ofNursing, Inc.l1996



5

Attachment A

Chronology of NP Certification Review Events
June 1995 to March 1996

June, 1995

July, 1995

August, 1995

September, 1995

October 10, 1995

October 19, 1995

October27,1995

National Council (NC) sponsors Advanced Practice Leadership Roundtable, at which the
recommendation of the National Council Task Force to Study the Feasibility of a Core
Competency Examination for Nurse Practitioners is discussed.

National Council representatives attend special meeting of NP certification organizations
called in conjunction with Keystone NP conference; purpose is to "achieve the goal of
effectively responding to NCSBN's concerns."

NP Certification organization representatives attend National Council Delegate Assembly,
provide a document intended to address the questions raised about the regulatory sufficiency
of NP examinations, and lobby the Delegate Assembly for time to work out a mutually
agreeable alternative. Delegate Assembly adopts a motion that ''the National Council will
collaborate with nurse practitioner specialty certification organizations to make significant
progress toward legally defensible, psychometrically sound nurse practitioner examinations
whichare sufficient for regulatory purposes. Benchmarks for progress shallbe established and
evaluated by the Board ofDirectors. The Board ofDirectors shall report to the 1996 Delegate
Assembly with specific recommendations regarding future actions including the potential
creationofa core-eompetency examination. If, at any time, the Board ofDirectors determines
that significant progress is not being made, the board is authorized to conduct a job analysis
of entry level nurse practitioners." A letter is sent to certification organizations laying out
National Council's proposed process for document review and site visits, and calling a
meeting for September 20,1995.

All NP certification organizations send representatives to the September 20 meeting at the
National Council. (A memo of September 19 from the certifying organizations requests
criteria for detenniningpsychometric soundness and legal defensibility.) During themeeting,
the process described in the letter is reviewed and discussed (no substantial alternatives are
proposed other than the possible need for a resolution-of-differences-regarding-eonclusions
process). The certifying organizations expressed a need for more specificity regarding the
documents to be provided and a detailed list was generated at the meeting. Each organization
identified a target timeframe for its site visit, and an overall timeframe for review of
docwnents, site visits, report generation and review, and fmalization was agreed upon.

National Council sends a letter confirming outcomes of the meeting to all organizations,
including timeline for entire process through reporting, the 11 areas to be reviewed and a list
of relevant source materials in each area.

National Council Board of Directors finds progress to date acceptable.

The first correspondence from one of the certifying organizations is received (NCC); it
contains dates and procedures (including a confidentiality agreement) for the organization's
site visit. The procedures (e.g., restricting access to some materials to on site and limiting
parties participating in the process) are significantly different than those discussed on
September 20, and seriously reduce the likelihood that the document review and site visit will
be able to fulfill their intended purpose. Over the next several weeks, correspondence is
exchanged with NCC.
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November 21,1995

November 29, 1995

December 22, 1995

December 28, 1995

January 17, 1996

January 19, 1996

January 24, 1996

February 23,1996

National Council Board ofDirectors receives an update on the process and determines that it
is proceeding as planned "with minor issues to be worked out with a few certifYing agencies."
Board suggests executive director meet face-to-face with NCC executive director.

Executive directors ofNCC and National Council meet and reach the following conclusions:
1) NCC will review a confidentiality agreement proposed by National Council.
2) National Council will develop definitions of terminology to clarifY issues such as legal
defensibility. Furthermore, Ms. Bums found the draft checklist for document review and site
visit list helpful and encouraged that it be shared with the other organizations.

National Council sends correspondence to all certifying organizations; including the checklist
and "chapterone" ofthe tiDalreport (whichdefines the purpose, key terminology such as legal
defensibility and regulatory sufficiency, and the industry standards to be used in the review
process and report.

Certification organizations send correspondence to National Council expressing a number of
unresolved issues. Concerns to the certification organizations are reflected in the following
excerpts from their correspondence: "A significant level of uncertainty continues to exist
regarding the pwpose, process, criteria for review, and standard of acceptability." The
correspondence concludes with the following: "Due to the lack of resolution of these key
issues, we believe that plans for site visits need to be deferred until further discussion and
clarification have occurred. In addition, we request that written assurances to all the parties'
satisfaction be given, that NCSBN will not develop or administer a generic or specialty
examination for nurse practitioners, based inany respect upon its review ofour organizations."
National Council suggests a conference call for discussion.

Marcia Rachel, Jennifer Bosma, and Anthony Zara speak with NP certification organization
representatives by conference call; major unresolved issues identified by certification
organizations are how to assure that National Council will not use organizations' materials in
creating a new examination and the criteria to be used by National Council for the review and
reporting to Member Boards. Conference call is reported to National Council Board of
Directors, meeting on this date, who agree that it is not within the Board's purview to agree
to the certifYing organizations' request that National Council make a commitment not to
engage in the preparation of any NP examinations for a specified period of time, and set a
March 1 deadline for a face-to-face meeting by which an acceptable procedure must be
identified.

Certification organizations send letter reflecting their understanding of conference call
conclusions; variation inunderstanding is evidencedby theirconclusion thatNational Council
had agreed to "provide the certification organizations with a specific, written description of
perceived insufficiencies of current examinations and/or certification processes." National
Council representatives articulated that a list of specific cases of concern would be
counterproductive to an objective, comprehensive assessment of NP certification programs
compared to industry standards.

Certification organizations meet; telephone contact is initiated by National Council with
representatives of the organizations prior to and on the day of the meeting in an attempt to
ensure accurate, comprehensive and timely communication. A February 26 meeting with
National Council is agreed to by phone.

Certification organizations send correspondence emanating from their January 24 meeting,
stating a review mechanism, standards, and report components acceptable to them including:
new limitations to job analysis (executive summary only); limitations on notes made on-site
(e.g., W2 written record related to documents not in pUblic domain); and reiterating requests
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for specific insufficiencies and for commitment not to develop or administer a generic or
specialty exam for nurse practitioners.

Marcia Rachel and Carolyn Hutcherson attend meeting with certification organization
representatives on behalfofNational Council.

Certification organizations send correspondence regarding outcomes ofFebruary 26 meeting.
New issues are identified in the following excerpt from the correspondence: "We think it
important, however, to reserve the right ofthe certifying organizations, within the boundaries
described above, to modify a draft report prepared by the staffofthe National Council in any
way they deem appropriate at their sole discretion. We are also seeking the agreement ofthe
National Council to make verbal reports to members based solely on the written report ofthe
results of the review that has been approved in advance in writing by the certifying
organizations". Fmthermore, a proposal for anewdocument, a "memorandum ofagreement,"
was made by the certification organizations.

National Council Board of Directors reviews progress during conference call meeting. The
BoardoIDirectors specified thatprocedures anda timeline identifying agreedupondatesmust
be forwarded to National Council by March 13, 1996. Board's decisions are communicated
to certification organizations in letter.

Certification organizations reply, sending proposed memorandum of agreement and
confidentiality agreement with substantial changes from terms proposed by National Council.
The countcrproposal by the certification organizations included: to keep the memorandum of
agreement itself confidential; to bind all National Council persons including volunteers to
confidentiality regarding the reports; and to return all documents prior to report completion
and presentation at the Annual Meeting.

Jennifer Bosma sends initial reply stating the unacceptability ofthe certification organizations
having the right to make modifications in the final report "in any way they deem appropriate
at their sole discretion." By telephone conversation, certification organizations agree to
consider alternatives to the objectionable provision concerning the reports and propose a
meeting in Chicago on March 20 to "attempt to resolve remaining issues related to both
proposed agreements."

Jennifer Bosma relates proposed alternative reporting mechanism to Mary Jean Schumannby
telephone (i.e., that a certification organization which upon reviewing the draft report has
serious unresolvable concerns about its contents, will have the option to decline publication
ofany report with that action reported to the delegates); and supports idea ofmeeting March
20, provided that there is a viableproposal "onthe table" beforehand for theapproval ofreports
and all participants understand that all issues must be resolved at this meeting in order to
proceed further with the collaborative process. Mary Jean Schumann requests that the
proposed alternative be put in writing by National Council, as well as the other points of
objection. Jennifer Bosma prepares memo describing points of objection and faxes to Mary
Jean Schumann that evening.

Legal counsel prepares language for reporting alternative, which is transmitted by Tony Zara
to certification organizations. Mary Jean Schumann requests that any additional points raised
in legal review be transmitted to them in writing and suggests that we handle discussions on
Wednesday via conference call rather than face-to-face meeting.

After receiving legal counsel review ofproposed agreements and suggested minor changes,
JenniferBosmapreparesletterandfaxes ittocertificationorganizationsinmorning. Certification
organizations, via MJ Schumann, indicate that they wish to delay start of conference call to
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have opportunity to consider the legal review comments. MJ Schumann calls near end ofday
to say they are preparing a written response which will be delivered the next moming.

March 21, 1996

March 22, 1996

March 25, 1996

March 28, 1996

March 29, 1996

Apri14, 1996

May 8,1996

Written response of certifying organizations is received. It continues to bind volunteers to
confidentiality, newly limits report distribution to "official representatives ofeach state Board
ofNursing registered and in attendance at the 1996 NCSBN Annual Meeting." and provides
that the only information to be shared if and when a certification orga.o.i2'Jltion declines
publicationofits report is "theparties couldnot reach mutual agreement regarding the content
ofthe report." A new sentence limiting report content is included: "The draft report shall not
include any information that adversely affects the legal defensibility or integrity of any test
or testing process." Marcia Rachel indicates desire to confer with Board of Directors on
March 22.

President polls Board ofDirectors, which reaches decision to initiate job analysis.

Decisionofthe Board ofDirectors is communicated to certification organizations. Basis cited
is lackoflignifieant progrea incollaboratingwithcertificationorganizations toward legally
defensible and psychometrically sound nurse practitioner exams sufficient for regulatory
purposes. Specific barriers include the limitations on reporting the findings and on the ability
to openly discuss the findings and process used.

Correspondence received from certification organizations expressed that they are "at a loss to
understand how Council has reached the conclusions implicit in Paragraph 3 of your letter"
(dated March 25) and "remain opento dialogue ifthe National Council believes this would be
beneficial."

Request for proposals (RPF) for the performance of an entry-level nurse practitioner job
analysis study is issued.

Board of Directors reviews correspondence from certification organizations and the APRN
Task Force comments and recommendations. Directs correspondence replying to March 28
letter reiterating National Council commitment to job analysis, and offering opportunity for
any NP certification organization to approach the National Council for further dialogue.

BoardofDirectors awards the contract for the perfonnance ofan entry-level nurse practitioner
job analysis study to the Chauncey Group International. A preliminary report of Phase I
(logicaljob analysis) will be given atNational Council's Annual Meeting, August 6-1 0, 1996,
in Baltimore.
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ATTACHMENT B

Member Board Requirements for Legal Recognition as
a Clinical Nurse Specialist (CNS) - Summary Report

1996
1) Are Clinical Nurse Specialists (CNS) regulated as advanced practice registered nurses in your state? (n=40, out

of 56 Member Boards regulating registered nurses)
25 Yes 15 No (go roquestion 7)

If yes, please identify whicb type ofCNSs (check all that apply) (n=25)
15 psycb and/or mental health
9 no designation
10 others (please specify) _

2) What approacb is used to regulate CNSs? (n=25)
9 Licensure
3 Certification
6 Letter of Recognition
7 Other (please specify) _

3) Does authorization from the Board of Nursing grant the use of a CNS title? (n=25)
15 Yes 10 No

If yes, please specify _

If no, bow do you advise CNSs regarding use of the title CNS? (please explain)

4) Does authorization from the Board of Nursing grant a scope for CNS practice? (n=25)
14 Yes 11 No

- If DO, bow do you advise CNSs regarding scope of practice? (please explain)

5) What is the minimum level of education required for legal recognition as a CNS? (check one) (n=25)
o Baccalaureate
7 Mastets Degree

12 MS in Nursing
5 Other (please specify) _

1 N/A

6) Please indicate wbich additional criteria are required for recognition as a CNS: (n=25)
11 MS in specialty area

- If yes, must it be in the CNS's selected area of practice
7 Yes 4 No

1 Other post baccalaureate education
20 Certification by a national certifying body in a specialty area
1 Formal preceptorsbip

Other (please specify) _
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7) Does the Board of Nursing establish educational criteria for the CNS programs? (n=40)
7 Yes 33 No

If yes, are minimum requirements specified for the length of CNS programs? (n::7)
3 Yes 4 No

If yes, please specify minimum number of hours, months, etc. _

If no, requirements are recognized by: (n=33)
*education program Yes 6
*national certifying body Yes 12
*otber (please specify)

No 27
No 11

8) Does your board review the curriculum content of CNS educational programs? (n=40)
7 Yes 33 No

Ifyes, which of the following content is required: (check all that apply) (n=7)
3 Advanced Pbannacology Number of hours required __
2 Advanced Pbysical Assessment Number of hours required __
2 Pathophysiology Number of hours required __
2 Psycbopathophysiology Number of hours required __
3 Preceptorsbip Number of hours required __

Do you specify preceptor qualifications? (n=40)
4 Yes 36 No
-If yes, which are required (check all that apply) (n=4)

I Experienced eNS
2 Physician
1 Nurse Practitioner
Other (please specify )

- Must the preceptorsbip be a part of the formal curriculum? (n=40)
5 Yes 35 No

-If yes, which of the following scenarios are accepted (check all that apply) (n=5)
3 Concurrent with didactic
2 Mter conclusion of didactic
2 As specified by educational program
2 As specified by certifying body

9) Are the educational standards for the nurse practitioner and CNS the same in your state? (n=40)
9 Yes 31 No

10) Are you consideringrule changes which require the same criteria forCNS andnurse practitionerboard recognition?
(n=40)
6 Yes 34 No

11) Are CNSs eligible for prescriptive authority? (total n=40)
18 Yes 22 No

If yes, what criteria are required for eligibility for CNS prescriptive authority (check all that apply) (n=18)
11 Specialty education in master's program
14 Additional pbarmacology courses
4 Continuing Education

Other (please specify) _
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Attachment C

Clinical Nurse Specialists: A Regulatory Profile

The advent of managed care and subsequent restructuring of the health care system have brought practice and
regulatory issues facing advanced practice nurses to the forefront. Furthermore, while nurse practitioners (NPs)
continue to struggle with issues related to prescriptive authority, independent practice and reimbursement, clinical
nurse specialists (CNSs) are experiencing the restructuring of their very role. Historically, CNSs have practiced in the
acute care setting and as the practice setting shifts from acute care to the community, the role of the CNS is tenuous,
at best. 100 question then becomes: what is happening to the role of the CNS-from a regulatory perspective?

At NatioDal Council's August 1995 Delegate Assembly, a resolution was passed to "gather data to reveal the ClDTent
state of the regulation of the clinical n1D'SC specialist" to assist Member Boards with identification related to the
regulatoryneedsoftheCNS. Inresponse to this resolution, the APRN CoordinatingTaskForceof the NationalCouncil
ofState Boards of Nursing developed a framework foranalysis of the issue. Theeducation, certification, practice, and
regulation of the CNS were identified as key areas to explore in the quest for capturing a current picture of the role of
the CNS from a practice and regulatory perspective. Are CNSs regulated as advanced practice nurses? Is the scope
ofCNS practice changing? Are there standard criteria for regulating NPs and CNSs? Are the educational standards
the same for CNSs and NPs? Is there a need for standard regulatory criteria to ensure protection of the public? Are
the roles of the CNS andNP merging? These are justafew ofthe questions that provided the framework for exploring
the current practice and regulatory environment of the CNS.

Introduction and Background
Advanced practice registeced nurse (APRN) is an umbrella term used to describe,categories ofregistered nurses who
have gone beyond the basic nursing education and engage in clinical practice beyond the basic nursing practice. The
categories ofnurses generally accepted as APRNs include clinicalnurse specialists, nurse practitioners, certifiednurse
midwives, and certif"led registered nurse anesthetists (American Nurses Association, 1993; National Council of State
Boards ofNursing, 1994). However, in the regulatory arena, the types ofAPRNs wboare legaUyauthorizedto practice
beyond the nurse practice act as advanced practice registered nurses vary. At issue, is the regulatory status of the CNS
aaoss the nation.

Issues Specific to CNS Regulation
There are several key factors related to the CNS role which are causing the regulatory community to pause. FJrSt and
foremost, the scope ofCNS practice is changing. The continued movement towards emphasis on primary care versus
acute care and the change in settings from acute care to community-based care has afforded the CNS an opportunity
to have increased responsibility in the medical management of patients. Additionally, there has been a proliferation
ofvery sub-specializedpractice (e.g., transplantation, infertility, etc.) as well as anincrease in thenumberofCNSs who
are seeking prescriptive authority. 100 increased responsibility for medical management ofpatients, the proliferation
ofsubspecialtiesandprescriptiveauthority forCNSsbegs the fundamental question ofwhethereducationalpreparation
matches currentCNS scope of practice? Does the coursework of the CNS indude SUbjects such as advanced physical
assessment, pbarmacotberapeutics, diagnosis and management of medical problems with pbarmaco and non­
pharmacotherapeutictreatments?Furthermore, notaUboards ofnursingrecognizeandgrantlegalauthority for tbeCNS
to practice beyond the basic nurse practiceact If the scope ofCNS practice is changing to this extentdescribed above,
legal authority to practice beyond the basic nurse practice act is required. These scenarios pose unique cballenges to
the regulatory community and require additional deliberations.

Clinical Nurse Specialist Educatjon
Curricular Conte"t
It is widely recOgnizedand accepted that the CNS is generally educatedandpreparedat the graduate level, whereas the
NP has a variety of entry levels into advanced practice (e.g., post-basic education certification programs, graduate
level). Since 1m,studies conductedon the differences in core curriculum between the NP and CNS have found more
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similarities than differences (Elder & Bullough, 1990; Forbes, Rafson, Spross, & Kozlowski, 1990; Price, Martin,
Newberry, Zimmer, Brykczynsti, &WaneD, 1992). However, the major differences between the curriculawere in the
following substantial components: pbarmacology, primary care, physical assessment, health promotion, nutrition, and
history taking (Elder& Bullough, 1990;Forbesetal, 1990; Schroer, 1991). Understandably,theabovementionedareas
were generally included in curricular content for the NP rather than CNS programs.

In 1992 a report tided "Survey ofCertifiedNurse Practitioners and Clinical Nurse Specialists: December 1992" was
conducted for the Division ofNursing and served as an additional source of information for purposes ofexploring the
educationalpreparation of the CNS. Thepopulation for the study was "all nationally certifiedor state recognized nurse
practitioners and clinical nurse specialists in the United States who obtained their certiflCationlrecognition from a
national certifying body or a state that required a master's degree in nursing as part of the certification/recognition
requirements" (n=37,963). The estimatednumber ofNPs reported in this study was representative ofall nationally or
state certified/recognized NPs. The estimated number of CNSs represents only those for whom the certiflCatiOnl
recognition process requires a master's degree in nursing. Surveys were mailed to 4,000 eligible certified nurses, with
a 69 percent response rate. Results of the study are reported based on the estimated population and sample.

According to the 1992 Division of Nursing survey, 65.1 percent of the estimated population were educated in NP
programs only, 19.5 percent in CNS programs only, and 15.4 percent as both NPs and CNSs. Of the certified nurses
who attended CNS programs, the majority (99.5 percent) were educated at the master's level. Less than one percent
(0.5 percent) were educated in doctoral programs. In contrast, the majority (55.6 percent) ofcertified nurses educated
exclusivelyas NPs wereeducated incertificateprograms, and40.1percent were educated in master's degreeprograms.

As ofDecember 1995, information received from the American Association ofColleges ofNursing (AACN) indicated
that approximately 178 programs in the United States offer master's level CNS programs. In an attempt to determine
the curricularcontentofCNS programs,eight institutionsofferingCNS programs were selectedfrom this list. The eight
institutions were selected based on area representation and included; University of Florida, Pennsylvania State
University, University of Texas at Austin, Hunter College (New Yark), University of Colorado, University of Iowa,
University ofWasbington, and South DakotaState University. Information was requested on admission and education
requirements as well as terminal objectives. Because of the wide variation in the information submitted, a formal
analysis was DOt feasible; however, some interesting details were eXlIapOlated. For instance, the University ofFlorida
indicated that itanticipatedall clinical tracks willbeNPprogramsby fall 1996. PeonsylvaniaStateUniversity indicated
that its graduate faculty was revising the curriculum for CNS programs to meet "cunent AACN guidelines," and the
new curriculum would be available by spring semester 1997. 1be American Association of Colleges of Nursing
(AACN) Essentials ofMaster's Education for Advanced Practice Nursing document contains both essential core
content for all master's educated nurses and essential core content for all advanced practice nurses in direct care roles.
And fmally, Hunter College in New Yark responded that it was unable to send information because the faculty was
reviewing the curriculum ofall CNS programs with the intent of modif'JCation. Although the task force was unable to
formulate any conclusions from this information, the modifications and anticipated changes of the educational
programs do lend support to the hypothesis that the role and scope ofpractice of the CNS is cbanging. The question
is whetbe!' the CNS will remain a unique role, be phased out entirely, or merge with the NP role?

Clinical Nyrse Specialist Certification
Certification is a word which bas a propensity to cause confusion because it is used in different ways to mean different
things. 10 the regulatory arena, cectification is the term often used by boards of nursing when granting legal authority
for advanced nursing practice. Some states also use recognition and liceosure in the same manner. Conversely,
certification is used within the profession to indicate specialized knowledge or excellence in practice and, in and of
itself, provides DO legal authority for advanced nursing practice. 1be confusion arises because someboards ofnursing
accept certification by a board-approved national certification organization as fulfillment of one of the prerequisites
for legal recognition. Any tide, even if issued by a national certification organization, only carries legal status if that
tide is recognized or authorized by the state board of nursing. Clearly, the area of national certification and/or state
recognition is confusing, at best Currendy, it appears that the American Nurses Credeotialing Center (ANCC) may
be the only national certifying body for CNSs which is generally recognized by boards of nursing.

Wbile limited data were available regarding CNS certification, the 1992 Division of Nursing repon did contain some
data regarding national certification and state recognition. Results of this report revealed that, of the total estimated

at'onal Council 0 Stare Boards ofNursing, Inc.l1996



13

population ofcertified nlU'Ses, approximately 10,217 ofthe total were nationally certified or state recognized as CNSs.
An estimated 7,988 CNSs were nationally certified (44 percent) or state recognized (20.8 percent) only as CNSs. The
remaining (35.2percent) heldnationalcertificationand staterecognition. However, an estimated2,219nurses certified
as both NPs andCNSs were most likely to be state recognized as CNSs (74.8 percent) and nationally certifiedas nlU'Se
practitioners (66.1 percent). Again, remember that national certification does not necessarily equate with state
recognition.

Clinical Nurse Specialist Practice
The literature largely supports the premise that the core role components of the CNS consist of expert clinician,
consultant, researcher, and educator (Crigler, Hurt, Burge, Kelly, & Sanborn, 1984; Elder & Bullough, 1990; Schroer,
1991; Sparacino, 1992). Wbile the core components of the role appear clear, the actual CNS practice as it re1ales to
educational preparation and legal use of the CNS title as itrelates to additional legal authority are ambivalent, atbest
Furthermore, job titles may be clinical specialist (CS) or clinical nurse specialist (CNS) without any requirement for
advanced education or certification.

PosiJionITiIle
The 1992Division ofNursing surveyofcertified NPs andCNSs was the major sourceofinformation for this issue. The
survey revealed that 76.8 percentof the tota1 NPs and CNSs were employed in advanced practice roles where they held
the role title of NP or CNS. An estimated 21,892 certified nurses (75.2 percent) were employed in patient care roles
with the position title NP, and an additional 5,868 certified nurses (20.1 percent) were employed in patient care roles
with the position title CNS. However, in some cases, the title and educationalpreparation were not consistent. Among
nlU'SeS who were employed full time and reported their practice role title, an estimated 326 individuals were educated
exclusively as NPs and were certified as NPs, but had the role title CNS. An estimated 246 nurses who were educated
exclusively as NPs, were employed with the role title NP but were certified as CNSs. Furthermore, an estimated 86
nurses were educated and certifiedexclusively as CNSs but had the practice role title NP, and an estimated 130 nlU'SeS
were educated as CNSs and held the position title CNS but were certified as NPs. This report provides concrete data
to illustrate the inconsistency in the education, certification, titling, and use of APRNs to date.

Regulation of the Clinical Nurse Specialist
In November 1995, the APRN Coordinating Task Force developed a survey to collect data on the current regu1alory
status of the CNS from a national perspective. After refmementof the tool, the survey was sent to 56boardsofnlU'Sing,
which were asked for completion and return oftbe survey by January 31, 1996(AttachmentB, page 9 behind this Tab).
In all, 40 boards of nlU'Sing responded to the request, reflecting a 71.4 percent response rate. Two boards responded
after the results were compiled so their responses are not reflected.

Su"ey Results
• Ofthe 40 boards ofnursing that responded to the survey, 25 (62.5 percent) regulate CNSs as APRNs in their state.
• Of states that regulate CNSs as APRNs, 36 percent regulate by licensure, 12 percent by certification, 24 percent

by letter of recognition, and 28 percent by another method (nonspecified).
• 60 percent of the respondents who regulate CNSs indicated that authorization from the board ofnursing grants the

use of a CNS title, and 56 percent indicated that authorization by the board of nursing grants a scope for CNS
practice.

• The minimal level ofeducation required for legal recognition as aCNS varies. Ofrespondents thatregulaleCNSs,
28 percent require a master's degree, 48 percent require an MS degree in Nursing, 20 percent indicated other
educational requirements (nonspecif1ed) and 4 percent indicated that it was non-applicable.

• Additional criteria required for legal recognition as a CNS included an MS degree in specialty area (44 percent),
certification by a national certifying body in a specialty area (80 percent), formal preceptorsbip (4 percent), and
other post baccalaureate education (4 percent).

• 18 percent indicated thal their board of nlU'Sing established educational criteria for CNS programs.
• 18 percent of the respondents indicated that their board of nursing reviewed the curricular content of CNS

educational programs.
• 23 percentindicated that the educationalstandards for theNPandCNS werethe same.Fifteenpercentoftbeboards

of nursing responded that they were considering rule changes thatwould require the same criteria forCNS andNP
board recognition.
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Finally, boards ofnlD'Sing were asked to identify current issues related to the practice and/or regulation ofCNSs in their
respective state (e.g., education, scopeofpractice, credentialing, reimbursement). The following is an summarized list
of comments:
•
•
•
•

•

•
•
•
•

•

•

•

(AR)
(MN)
(AZ)
(FL)

(GA)

(CA)
(WA)

(SD)
(NH)
(ND)
(ID)

(MO)

(NE)
(NY)

(TX)

(UT)

Should all CNSs be eligible for prescriptive authority?
What is their scope of practice? How does it differ from NP's? Reimbursement is a professional issue.
The CNSs asked for rules so they can get reimbursed.
Applicants who holdbachelor'sdegrees in nursing andmaster' s degrees in psychlmental health counseling
(that included experience in case management) and who can document that they successfully completed
coursework in physical assessment, pathophysiology, and pbarmaoology can be considered on an
individual basis or can be considered if they passed a national certification exam.
GeorgiaBoaroofNursing' s issues relate to guidelines for new groups (otherthanCNSs) seeking advanced
practice status.
We have a bill pending in legisIa1ure.
The blending of CNS and NP roles is of concern. Subcommittee of the commission is beginning
discussions.
Obtaining Medicare, Medicaid provider numbers.
Lack of similarity in programs. No common standards.
PIMH CNS receives third-party reimbursement at a lower rate than other APRNs.
Legislation may be introduced this session to change the definition of "nurse practitioner" to advanced
practice nurse and to include CNS.
CNSs in subspecialties who are without certifying body (e.g., peds); concerns about pursuing college
practice and delegated RN authority and not having pharmacology course other than mental health
professionals.
CNSs would like an "expanded scope" to include management of chronic illness and prescription.
CNS is working adequately for what the designed role "was," but the poSsibility of CNS diagnosis,
treatment and prescribing illness andhaving limited scope ofpractice that was similar to medicine was not
in the design. .
Educational preparation for medical aspects of care and prescriptive authority. Lack of standards for
education. Lack of certification examinations for all specialties scope of practice - they are being
recruited for primary practice positions
Blurring of the role between nurse practitioner and CNS.

Future CN$-R.lated Actiyities
The APRN Coordinating Task Force has proposed that Member Boards are identifying that the CNS role and scope of
practice is changing. CNSs are assuming an increased responsibility of medical management of patients. While this
may fuliill a need ofthe health caredelivery system, whatare the regulatory implications? As Nevada identified in their
response to state-specific issues: CNS is working adequately for what the designed role "was," but the poSSibility of
CNS diagnosis, treatment and prescribing illness and having limited scope ofpractice that was similar tomedicine was
not in the design.

Secondly, there appears to be an "informal" merging of the CNS and NP roles. This conclusion is validated in several
state responses to state-specific issues. For example, Utah indicated that there is a blurriDg of the role between nurse
practitioner and CNS. Nebraska responded that CNSs would like an "expanded scope" to include management of
chronic illness and prescription (similar to the role of the NP). Minnesota asks, what is their scope of practice? How
does it differ from NPs'? The regulatory implications to an informal or formal merging of the CNS and NP roles are
significant. The establishment of standard criteria for regulation of CNSs and NPs becomes a fundamental question
which needs to be addressed. If, in fact, the purpose of regulation and the concomitant establishment of standards is
to protect the public, is the current regulatory system allowing the regulatory community to realize that objective?
Additionally, does thecurrentsystem ofregulationlrecognition limit interstatemObility? Clearly, with theadvancement
of technology and the onset of telecommunications technology in the provision of nursing care, similar standards for
the regulation of advanced practice nurses would facilitate mobility of the APRN and ensure a consistent level of
protection for the citizens of the states.
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The APRNCoordinating TaskForce bas recognized whatbas been reinforced by this studyofthe issues is that the CNS
role is in flux. Additionally, cbanges to the structure of the healthcare delivery systemas well as the role ofall APRNs
are occurring rapidly. Continued monitoring, identification and analysis of the trends is imperative to the regulatory
community.
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Report of the Computerized Clinical Simulation Testing
(CSf8) Task Force

Task Fore. Member.
Debra Brady, NM, Area I, CluJir
Dorothy Florino, OR, Area IT
Linda Laskowski-Jones, DE, Area IV
Vickie Lambert, GA-RN, Area 1lI
Adrienne Mmano, NY, Area IV

Staff
Anna Bersky, CST Project Director
June Krawczak, CST Project Associale

R.latlon.hlp to the Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective C Conduct researcb anddevelopment regarding computerized clinical simulation testing for initial and

continued licensure.

Recom.....ndatlon. to the Board of DIr'8Ctors
No recommendations.

BackgroUnd of CST Project
Computerized Clinical Simulation Testing for nursing competence bas been under researcb and development in

collaboration witb theNationalBoardofMedicalExaminers (NBME) since 1988. Itis believed thatCSTpermits a more
autbentic assessmentofexaminee application oftbe clinical decision-making process to the managementofclient care.
In CST there areno testing cues in the form questions oransweroptions. This testing methodology usespatientscenarios
that are based on real life situations and requires tbe use of free-text entry for tbe specification ofclient care activities.
At the beginning ofeach clinical encounter, the examinee is presented with a brief description of the client siwation.
The examinee then proceeds to the "Client Care" screen where requests for nursing activities can be specified. From
this screen, requests for cbart review are specified by selecting the desired cbart component Requests for nursing
assessments and interventions are specified by typing the desired nursing action into tbe free-text entry box labeled
patient or into the box labeled family/significant otber. When a free-text request is entered, a 30,000+ term nursing
activity database is searched for an alphabetical match to the request. When a match is found and confumed, a client
response is presented and simulation time moves forward. In addition to the interactive nature ofCST, the simulations
are also dynamic, in that client condition changes over time, both in response to nursing action (or non-action) and as
tbe underlyingbealtb problem unfolds. BecauseoftbetemporaInatureofCST,examineeactionscanbeevaluatedbased
not only on the level of correctness of action, but also on the timing and sequence, or prioritization, of actions.

Phase I (1988 - 1993) of the CST Project included the initial development of CST. Fleld and pilot study results
provided preliminary evidence that CST is feasible to develop and administer, and that it is a potentially valid and
reliable exam. In 1991, tbe National Council's Delegate Assembly directed that the investigation ofCST as a potential
component of the NCLEX-RN"'I continue. Phase IT of the CST Project (1994 - 1996) bas included the development
and programming of tbe specifications of a new simulation system, and enbancement of the Nursing Information
Retrieval System (NIRS0 ), the relational database ofnursing andmedical information wbicb underlies the CST system
and contributes to the efficiency and flexibility of case and scoring key development and exam administration. Pbase
1lI of tbe CST Project (1996 - 1999) includes CST case and scoring key development and a pilot study designed to
evaluate the psycbometric soundness and legal defensibility of CST as a potential component of the NCLEX-RN. In
1999, tbe results oftbe pilot sbldy will be reported to tbe Delegate Assembly, wbo will make a decision regarding tbe
use ofCST as a component of the NCLEX-RN. During Phase III of tbe project., other Member Board uses ofCST sucb
as education and the evaluation of continued competence will also be explored.
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Highlights of Activities

• CST Research Plan and POot Study
Initiated implementation of the CST Pilot Study plan. In February 1996, a mailing sent to all Member Boards
described the requirements for, and solicited participation in, the CST Pilot Study. It is anticipated that board
selection for participation will occur in June 1996.

During its February 1996 meeting, the CST Task Force met with the Examination Coounittee (EC) to determine
bow the two groups should work together to address CST content and scoring policy-related issues. The CST Task
Force and the EC formed a work group consisting of three members each from the CST Task Force and the EC to
consider these issues. The CSTJEC work group will have its fust meeting in July 1996.

• Member Board Use or CST (for applications other than initiallic:ensure)
Initiated implementation of the plan for exploring Member Board use of CST. In February 1996, a mailing sent
to all Member Boards described the requirements for, and solicited participation in, exploration ofMember Board
use of CST. It is anticipated that the selection ofboards of nursing for participation will occur by January 1997.

• CST Case Development Committee (CDC) and Scoring Key Development Committee (SKDC)
Recruitment for CDC and SKDC members was initiated in February 1996. Twelve members and two alternates
have been appointed to the CST CDC, wbicb will begin work in the Fall of FY97. Selection of SKOC members
is in progress.

Future Activities

• Initiate CST casedevelopment and continue refinementof research plan and procedures for evaluating the content
validity of CST.

• Recruit schools of nursing to participate in IDe CST Pilot Study (Fall 1996) and identify participating scbools by
February 1997.

• Begin CST case development in November 1996.

• Develop scoring keys for CST cases and refme researcb plan for evaluating psycbometric soundness of CST.

• Explore Member Board use of CST.

MMting Dates
• November 3 - 4,1995
• February 15 - 17, 1996
• April 28 - 29, 1996
• May 22,1996 (telephone conference call)

Recommendations to the Board of Directors
No recommendations.
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Report of the Licensure Examination Comparison Task
Force

TaSk Foree Members
Frazine Jasper, NV, Area I, Chair
Joyce Johnston, PA, Area IV
Margaret Kotek, MN, Area IT
Helen Taggart, GA-RN, Area III

Staff
Anthony Zara, Director o/Testing Services

Relationship to Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective B Provide examinations that are based on current accepted psychometric principles and legal

considerations.

Recommendations to the Board of Directors
No recommendations.

HighlightS of Activities
The expected outcomes for this task force were to develop a formal contrast and comparison of the Canadian

Nurses Association (CNA) and National Council entry-level nursing competencies, share information about test
development, and develop and increasingly collaborative relationship. Early in the process, the Canadian Nurses
Association Testing Service (CNATS) shared some infonnation about activities in Canada that affected this year's
projected workflow. CNATS expressed interest in working collaboratively on the examination comparison, but they
did not believe that this year was the best time to begin such an undertaking. First, CNA's Executive Director
relinquished her duties during February 1996 (to take the Executive Director post at the International Council of
Nurses) and a new Executive Director was hired. CNA is also in the middle of a large National Nursing Competency
Project to develop lists of competencies for the "family of nurses" (practical nurses/nursing assistants, registered
nurses, andregistered psychiatricnurses), scheduledto becompletedduring 1996. This project isbeingconductedwith
input from the testing staff, but is being directed by another department.

After reports from staff about CNATS' desire to slow down the process and defer collaborative and comparison
activities until later this spring, NationalCouncil's BoardofDirectors agreed to lengthen the timeline so that the fonnal
comparison ofCNATS and NCLEX'fM would be scheduled for completion until sometimenext fiscal year. This timing
change will preserve National Council's opportunity to work collaboratively with a sister organization in another
country to produce a jointly-developed examination comparison and also to continue to develop a collegial and
collaborative relationship.

Future Activities
National Council will continue to communicate withCNATS about its examination and will stay informed about

its competency project. The timing of specific activities for this task force will be developed after an initial planning
meeting with CNATS this fall.

Meeting Dates
None to date in FY96.
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Report of the Licensure Verification Task Force

Tuk Force Members
Mark Majek, TX·RN, Area Ill, Chair
Donna Dorsey, MD, Area IV
Renatta Loquist, SC, Area ill
Anita Ristau, VT, Area IV
Mary Schaper, WY, Area I

Staff
Carolyn Hutcherson, Senior Policy Analyst
Bryan Newson, SOftware Engineer/Database Manager
Lea Newson, Conununications Administrative Assistant
Susan Woodward. Director ofCommunications

Relationship to Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective G Promote consistency in the licensure and credentialing process.

Recommendations to the Board of Directors
No recommendations.

Background
As early as 1990. it was determined by legal counsel that "absentcontrarystatutory requirements, Member Boards

may rely on electronically transmiued information in making endorsement decisions." Between 1990 and 1995,
various projects were undertaken to determine the feasibility of electronic licensure verification. A universal
verification form was developed from samples of all Member Board forms, and pilot testing was conducted among
eight Member' Boards. However, it wasn't until after the implementation of computerized adaptive testing for the
NCLEXN, when Member' Boards were provided with the same computer hardware and software, that the possibility
of electronic licensure verification became more viable.

In August 1995, an overview of electronic licensure verification was presented at theExecutive Officers' Network
meeting. At that time, the Licensure Verification Task Force identified two possible approaches for developing a
system which maximizes the use of technology for transmittal of licensee information. Discussion focused on whether
or not all the elements historically requested on licensure verification forms (especially for nurses licensed many years
ago) are indeed necessary to grant a license. Tbe executive officers supported acomprebensive anaIysis ofinformationl
data that is needed to grant a license and requested that a study be done in conjunction with the development of an
electronic licensure verification system. Strong support was voiced to proceed with study and development of the
project.

Highlights of Activities

• Review of Previous Work
At its flISt meeting in November 1995, the Licensure Verification Task Force reviewed all past activity done

toward developmentofan electronic licensure verification system and discussed results from pilot tests conducted
in the early 19908 among eight Member' Boards. Member Board data release parameters, as provided via Nurse
Information System (NIS) contracts, were reviewed and discussed. Possible roadblocks were identified and
discussed, and plans were set inmotion to survey Member Boards regarding their currentendorsementprocedures.

• Request for Member Board Input
In January 1996, the task force requested that each Member Board submit a copy of its licensure verification

form and circle the five data elements that the jurisdiction believed most essential for an electronic licensure
verification system. By the start of the 1996 Area Meetings in March, the task force bad received endorsement
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forms from 57 of61 Member Boards. Basedon input received. the task force identified the following dataelements
(in addition to identifying information sucb as name, address, birth date, Social Security number. etc.)for inclusion
in the preliminary software prototype for eleclronic licensure verification (listed below in no particular order):

• License ever encumbered
• NCLEX-RNJ'M and NCLEX-PNTM pass/fail status
• Current license status (active/inactive)
• Type of license issued (RN, LPNNN)

Name of education program completed
• Education program graduation date
• Location of education program (city/state)
• License number

With these data elements identified, staff was directed to develop a preliminary software prototype ofa user­
friendly computer saeen t.ba1 shows what eleclronic licensure verification might look like. This prototype was
shown and explained at all four Area Meetings, with an invitation for further input from Member Boards.

• Development 01 an Electronic Lkensure Verllkation lnforlD8tion System (ELVIS)
During its April 30-May 2, 1996, meeting, the task force discussed the Area Meeting presentations as well

as attendee reaction and feedback. Task: force members concluded tbat attendees at all four Area Meetings had a
positive reaction to the concept of ELVIS. In fact, it was perceived that there is an overall sense of wanting to
participate and Member Boards are ready. The few suggestions and questions raised by attendees were addressed
by the task force and incorporated in its work at this meeting.

Before beginning work on development ofELVIS, the task force also reviewed correspondence received by
legal counsel regarding the ownership ofNCLEXnf data, reports indicating the status ofrelease ofSocial Security
numbers by Member Boards, information aboutthe exploration ofthe SpecialServices Division intoplastic license
production services, anda verbal report fnm staffregarding the preliminary discussions ofthe Nursing Regulation
Task Force on development of revised regulation models.

Modifications to the proposed ELVIS computer screens were made. primarily adding date information to
various data fields (e.g., date of original and subsequent licensure, date data received by National Council, date
of disciplinary action, and date each nurse passed the appropriate nurse licensure examination). Also added were
maiden name and mother's maiden name to the possible identifying search data fields. With the form revised
(Attaebment A), the task force defmed the parameters ofeach data field (Attachment B). These defmitions would
be shared with Member Boards so tbata common understanding ofall datathat appear in ELVIS wouldbepossible.
There was much discussion on the topic of State Board Test Pool Examination (SBTPE) score reporting, as well
as education information that resulted in waivers. 'The task force concluded that anomalies exist and the system
would instead be designed for the benefit of the greatest percentage of Member Boards; anomalies would be
bandied on an individual basis andseparate from ELVIS. Task force members alsoagreed that the National Council
will build the best database possible, always slriving for completeness and accuracy, but recognized that absolute
perfection will never be possible.

To help determine the extent of the anomalies and possible hurdles, the task force prepared a six-question
survey that was mailed to Member Boards in May. asking them to indicate their variances to the passing standards
over the years (if any), place a check next to each data element they can eleclronically provide, indicate whether
or not they electronically report to the DDB. and indicate whether or not they can elecuonically select and transmit
only new activity on a data record (instead of the entire record each time).

'The task force agreed that a pilot among its members would serve as a good test of a system, for presentation
and discussion at the 1996 Annual Meeting. The following pilot timeline was established: May/June--build test
database with data from the Chauncey Group, ern, TX-RN, SC, MD, WY, and VT; July-revise prototype
software screens and make them operational with the test data; August-present findings at the 1996 Annual
Meeting. Among the questions that will hopefully be answered by the pilot test will be: 1) bow many records were
complete?, 2) what data elements are missing?, 3) what problems were encountered in matching?, 4) will the link
to the DDB work?, and 5) will securing NCLEX data from the Chauncey Group on a routine basis work? The task
force plans to conduct a telephone conference call in late July to discuss the pilot and plan for presentation at the
Annual Meeting.

The fee schedule was discussed at length, with two models emerging as most viable: 1) invoice Member
Boards annually, basedon actual endorsementsmade in the previous year, and2) setanannual flatfee that isoffered
on a graduated basis, depending on the number of annual endorsements. Regardless of fee schedule model, the
cost to the National Council for maintaining and administering the system must be calculated. The task force
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directed that, with the National Council costs in band, a fee schedule be prepared for distribution at the Annual
Meeting that would show the projected fee for each Member Board under each model. This would be among the
topics ofdisaJSsioo with Member Boards in August The task force then tackled development of an endorsement
model that depicts data flow (Figure 1).

FlguN 1. Endorsement Data Flow Model

Applicant

~
Fee paid by applicant to Member Board

..... (a total of all fees for endorsement,
verification, and National Council cost)

...J;

Receiving Member Board reviews
application and queries ELVIS

'"~ ... 1...

If data record is obtained in ELVIS, review If data record does not appear in ELVIS,
to determine if enough information is there communicate with original state of licensure

to make a decision for licensure via fax, e-mail or mail to obtain necessary data

.... 'L ... ...
If yes I If no

.... /

License Communicate with original state
or Deny of licensure via fax, e-mail or

mail to obtain necessary data

..... 1.1' ,1/ ,1/

Licensing Member Board electronicalIy transmits any change to data record to National Council each
month (or sends complete data file from which National Council can extrapolate changed data)

Itwas strongly agreed that, in order to preserve the integrityofthe system, ELVIS datashan beupdatedONI...Y
via Member Board electronicdata submission on a regular schedule. Neither Member Board staffnor National Council
staff will be able to enter or change data directly in ELVIS on-line.

Fmally, the task force determined that its target outcomes of the meeting with executive directors in August
will be: 1) reach consensus among Member Boards on using only the dataelements on the ELVIS screen for licensure
endorsement; 2) reach agreementon the fee schedule model; and 3) reach agreementon the data flow process. The task
force plans to request that the executive officers develop aresolution for consideration by the 1996Delegate Assembly
that would direct implementation of ELVIS in FY97 and promote, but not insist on, Member Board participation.
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Futur. Activities
Results of the pilottestwill be shared with the membershipat the 1996 Annual Meeting. Also at that time. possible

data flow and fee models will be discussed. DepeDding on feedback and results of the 1996 Annual Meeting. the task
force will continue its worlt. by immediately determining an implementation timeline and resolving any obstacles to
implementation that present themselves along the way.

....tingDat••
• November 26-27. 1995
• February 26. 1996 (telephone conference call)
• April 3D-May I, 1996
• July 29. 1996 (telephone conference call)

Recommendations to the BoaIrd of Dlnactors
No recommendations.

Attachments
A Prototype computer screen for ELVIS. page 5
B Electronic Licensure Verification Information System (ELVIS) Data Definitions-Preliminary. page 7
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Attachment B

Electronic Licensure Verification Information System
(ELVIS) Data Definitions-Preliminary
Purpose: for licensee identification: for use by Member Boards only

identifying Data

License number a list of all license numbers from all jurisdictions in which the nurse is licensed

Jurisdiction must match license number

Social Security number if it does not appear, it is not known

Date of birth if it does not appear, it is not known

LIc.nSUN D8t8

Date submitted the date the data was received at the National Council

Original fU'St state of licensure

Inactive any license not active. Includes, but is not limited to, lapsed, delinquent, non­
renewed, revoked, suspended, meaning that the person is not licensed to practice.

Nursing Education Om

Graduation year the date the candidate met the jurisdiction's basic education requirements for
examination eligibility. If the date does not appear, additional information may be
required.

Examination Oat.

RN if a date appears, the nurse passed an appropriate nurse licensure examination*

1952-1982
1982-1988
1988-Present

Pass all 5 parts of SBTPE with a score of 350 or above
Pass NCLEX with a score of 1,600 or above
Pass NCLEX with a result of pass

LPNNN ..... if a date appears, the nurse passed an appropriate nurse licensure examination*

1952-1982
1982-1988
1988-Present

Pass both parts of SBTPE with a score of 350 or above
Pass NCLEX with a score of 350 or above
Pass NCLEX with a result of pass

* If the date does not appear, the nurse did not pass a nurse licensure exam at the national passing standard and
additional information may be required.
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Report of the NCLEXTM Evaluation Task Force

Task Force Members
Deborah Feldman, MD, Area IV, Chair
Joan Bouchard. OR, Area I
Faith Fields, AR, Area ill
Lori Scheidt, MO, Area II
Rosa Lee Weinert, OH, Area II

Staff
Carol Hartigan, NCLE}(fM Contract MtJ1UJger
Anthony zara, Director o/Testing Services

Relationship to Organizational Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective B Provide examinations that are based on current accepted psychometric principles and legal

considerations.

Recommendations to the Board of Directors
See end of Summative Report, Attachment A.

Highlights of Actlvltl..
The CAT Evaluation Task: Force was appointed by the Board of Directors last year to complete planning for and

implement an evaluation of the NCLEX program. The conversion of the NCLEX from paper-and-pencil to
computerized adaptive testing (CAn administration was a large national project affecting MemberBoards, candidates,
educators, National Council and test service staff. The goal of the evaluation was to obtain a global view ofa complex
National Council program. Last year, the task force identified the seven~orareas of NCLEX program evaluation
(test development, Member Board processes, candidate registration, NCLEX administration, results reporting,
psychometric effectiveness, and customer service), primary and secondary evaluators, and an overall structure for the
evaluation. Primary evaluators of the NCLEX program include Member Boards, the Examination Committee,
candidates. and National Council staff. Secondary stakeholders identified were nursing educators, nursing service,
health care consumers, the regulatory community, the testing service, legal counsel, the psychometric community,
legislators, and the general public.

During this year, the task force revised and edited the original draft framework of the Comprehensive NCLEX
Program Evaluation Matrix (containing seven major service areas, 28 issues, and 129 specific service categories),
determining criterion statements, frequency andmodality ofeach evaluative component, and the appropriateness ofthe
designated evaluators. In a concerted effort to not duplicate existing ongoing efforts, the task: force designed the
NCLEX programevaluation to include the evaluation mechanisms which are already in placeon a fixed schedule, such
as the periodic test service reports to the Examination Committee, BoardofDirectors. and Delegate Assembly. Many
of the key areas of NCLEX administration evaluation were dependent on the completion and acceptance by the
Examination Committeeofthecomprehensive Sylvan QualityAssurancePlan, which wasapprovedby theExamination
Committee at itsJuly 1995 meeting. Thus, theevaluation matrix is composedof theexisting performancecriteria (based
on the ChaunceylSylvan contract, Examination Committee policies and procedures, etc.) and key areas of service
identified by the task force. The matrix was approved by the Board of Directors at its January 1996 meeting.

In numerous instances, the primary evaluators ofan NCLEX program area are the Member Boards. The task force
developed anddistributeda survey tool for Member Boards toevaluate theNCLEXprogram that wouldnotbe repetitive
or burdensome to the membership. The task force also utilized the results of the Test Service Evaluation survey, which
was conducted this year. The results of the Member Board NCLEX Evaluation Task Force survey were considered by
the task: force at its April 1996meeting, and fmal revisions were made to the evaluation matrix based on survey results.

The task: force presents the first comprehensive evaluation of the NCLEX program in Attachment A. The full
NCLEX Program Evaluation Matrix is Attachment B. The task force believes that as more experience with CAT
administration of NCLEX bas been gained, the frequency, duration and severity of problems in all aspects of the
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program have become solved. This trend should continue with even more problems being solved. eliminating the need
to continuously evaluate some elements which are currently judged as problems, but which will be satisfactorily
resolved as the program progresses.

Futu... Activities
The task force has completed its charge.

Meeting Oat••
• November 2-3,1995
• April 16-17, 1996
• April 30, 1996 (tekphone conference call)

RecomrnendldJon. to the Board of Directors
See end of Snmmative Report. Attachment A.

Attachments
A Summative Evaluation of the NCLEXN Program, page 3
B NCLEXN Comprehensive Evaluation Guide, page 9
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Attachment A

Summative Evaluation of the NCLEXTM Program

lbis summativeevaluationof the NCLEX was conducted by the NCLEX Evaluation Task Force as partofcompleting
its charge for FY96. It is based on the NCLEX Comprehensive Evaluation Guide mattix, developed by the task. force
during FY95 andapprovedby theBoardofDirectors in January 1996 (AttachmentB). Thiseffortreflects thefust large­
scale evaluation of any National Council program and may be used as a model for other program evaluations.

The general NCLEX program evaluation methodology is outlined in detail in the NCLEX Comprehensive Evaluation
Guide (Attachment B). It was specifically designed to utilize existing evaluators and standard NCLEX reporting as
much as possible. The task force believed that the primary evaluators ofeach aspect of the NCLEX program should
be the entities that have the most information, accountability, and the most contact with the program. The task. force
believes little is gained by adding another layer of evaluation process (one step removed from the data) to existing
structures. For example, the Examination Committee is designated as the primary evaluator for many of the NCLEX
service areas, with its evaluation frequency basedon the reporting cycles oftheChauncey Group and National Council
staff. The evaluative criteria were developed by the task force to coincide with Examination Committee policies,
National Council-Chauncey contract terms, the Sylvan Quality Assurance Plan, and Member Board needs.

Another point for this evaluation is that it has been designed as an NCLEX program evaluation, and not an evaluation
of the performance of the testing service, the Chauncey GroUp/Sylvan Prometric. The testing service evaluation was
also conducted this year and can be found under the Board of Directors' report.

The format of this evaluation is that the NCLEX service areas will only be discussed by exception. That is, unless a
service area is not meeting the criteria. or unless there is something surprisingly positive to report about a service area,
it will not be discussed here. The task force believed that it is Member Boards' expectation that the NCLEX program
is generally performing satisfactorily and to reporton service areas meeting criteria would not be conducive to concise
analysis. The evaluation matrix contains seven major service areas, 28 issues, and 129 specific service categories.

To enhance the available information in some of the evaluation categories, the task. force reviewed responses from the
Test Service Evaluation Survey. The survey response scale was coded with 1 indicating low satisfaction, 2 =moderate
satisfaction, and 3 = high satisfaction. To facilitate interpretation of the results, items with average scores 2.7 are
described as "high satisfaction"; from 2.31 to 2.69 as "moderate satisfaction"; items with average scores between 2.0
and 2.3 indicate "needing improvement"; items with average scores <2.0 indicate "problem areas." These designations
were also used in the 1989 test service evaluation, but with the designators being applied a bit more barsbly than they
were here (e.g., high was for scores > 2.8; needing improvement was indicated for scores between 2.0 and 2.49). With
Chauncey and Sylvan's opportunity to provide service only possible over a scant two years, the more lenient scale
described above was applied for this evaluation.

Area I, Test Development; Issue A - Content
No major problems identified.

Area I, Test Development; Issue B - Participation
For this area, it is important that an increased number ofitem developmentpanel members be recruited from Areas
I and IV. More ethnically diverse members should also continue to be sought. The screening instrument used by
Chauncey is being reevaluated for its effectiveness as a positive predictor of success for item writers.

Area I, Test Development; Issue C - Item DevelopmI!nt Process
At this time, the evidence suggests that item production is not proceeding on a pace to meet the contractual goal
of producing three optimal item pools for the NCLEX-RN and -PN by September 1999. The task force believes
that semiannual reports specifically addressing this contractual term should be produced by Chauncey for the
Examination Committee. The percentage of tryout items lost due to unacceptable statistics bas DOt consistently
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been less than 28 percent. There does seem to be a reasonable mau:b between item pool needs and item output,
but the process of item pool need specifications bas not yet been optimized. Chauncey and National Council staff
are working toward a more comprehensive item coding scheme to address this need.

Are. I, Test Development; Issue D - Item Pools
As mentioned above, Chauncey provides several types of item production summaries, but the task force believes
that a semiannual report specifically developed to address the issue of progress toward three optimal pools is
needed.

Are. II, Member Board Processes; Issue A - MBOS
No major problems identified; six Member Boardsdo not use the MBOS system. but have developed state-specific
resources.

Are. II, Member Board Processes; Issue B - Communication
The Examinee Exit EvalUQIion reflects that 95 percent of the NCLEX candidates believe they receive sufficient
information to meet their needs. Member Boards answered that 94 percent of the time they receive suffteient
information from National Council to meet the needs of their constituents. Thirty-three of 40 (83%) Member
Boards reported that they bad sufficient information to respond to candidate questions or complaints at least 90
percent of the time. Thirty-five of forty (85%) Member Boards reported that they could find answers to NCLEX
questions in the NCLE)(fM Manual 95 percent of the time.

Are. II, Member Board PrCK:eS5eS; Issue C - Interactions with NCLEX System
Member Boards reported a satisfaction level of 2.4 (with 2=moderate and 3=bigh) concerning the responsiveness
of Sylvan to corrective actions suggested by Member Board or National Council site visitors. Member Boards
believe that the procedures for correcting candidate data with respect to timeliness and format need improvement
(with a satisfaction level of 2.3). The task force also noted thatsupplying sufficient qualified readers for meeting
ADA candidates' needs remains an issue. The task force noted that approximately half the Member Boards are
not providing readers' names to Sylvan (reader lists should be provided annually) and recommends that Sylvan
send reminders to Member BoardseacbJanuary soliciting readers. Asoflate April, only five MemberBoards bad
more than a three-week span in which they did not access the National Council electronic mail system (and
presumably picked up their EIRs).

Are. fi, Registration; Issue A - By Telephone
Regarding this issue, the task force believes that the value to candidates (costs versus benefits) of NCLEX
telephone registrationcouldbe improved, given the current system ofbatcbing approvals and waiting for the credit
card number to clearbeforecontinuing the process. The task force recommends that Chauncey implement a system
in which aedit card approvals are available in real time (as is done in all retail establishments) to increase this
service's value.

Are. III, Regis....tion; Issue B - By Mail
No major problems identified.

Are. Ill, Regis....tion; Issue C - Funds Handling
On the Test Service Evaluation, the quality of Chauncey's fmancial reporting concerning NCLEX volumes and
fees earned a 2.2 average rating (l=low, 2=moderate, 3=bigb satisfaction). 1be lower rating was due to issues of
report timing and responsiveness to National Council requests for information.

Are. fi, Registr.tion; Issue D - Process
The task force noted that the matching algorithm (designed to prevent duplicate candidate entries in the database)
was not performing to the level expected by National Council early after the implementation of CAT. Since that
time, Chauncey and National Council have worked together to significantly improve the algorithm and its
associated resolution procedures. Recent update reports as to its functioning have been very satisfactory.
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Area III, Registration; Issue E - Communication
Member Boards report the procedures for ordering Candidate Bulletins attain a satisfaction level that reflects
needing improvement (2.22; with 1=low, 2=moderate, 3=high satisfaction). National Council staff reports that
worting with Chauncey to develop and update theCandidate Bulletins bas been very cumbersome. Consistentred­
lining of previous language and the elimination of new errors in the draft text would provide a good start to
improving the process.

Area IV, NCLEX Administration; Issue A - Scheduling
No major problems identified.

Area IV, NCLEX Administration; Issue B - ADA Compliance
Sylvan bas assigned one staffperson to specifically work with Americans with Disabilities Act (ADA) compliance
to assure that candidate service is maintained within legal and contractual requirements. The service provided by
the test service bas been good in this regardand should continue. The taskforce recommends that National Council
continue to monitor this service area closely.

Area IV, NCLEX Administration; Issue C - Security
The task force believes that site proctoring is an issue which requires continual vigilance and high-level attention
by Member Boards and National Council. Proctoring compliance bas shown improvement since April 1994, but
incidents still occur where the NCLEX is administered without two proctors present The task force believes that
the videotaping system bas proven useful and is in general performing adequately. However, there bas been a
surprisingly large number of tapes discovered to be blank or useless after they have been requested for
investigation. The task force suggests that Sylvan provide a more systematic retraining ofcenter personnel on the
video system to reduce the number of bad tapings.

The task force noted that only a few NCLEX have been administered to candidates who did not provide the
approved identifICation. Thetaskforce stresses thatbecause the MemberBoards have alegalresponsibility to issue
licenses only to the correctcaodidates. a zero tolerance is theonly appropriatecriterion for site identificationerrors.
National Council staff should continue to monitor the EIRs for this type oferror. The task force believes that the
quality ofthe digitized photographs is much too variable and that toomany poorqualityphotos are being produced.
General photo quality has not improved much since CAT was implemented. Member Boards have complained
about the time lag necessary to retrieve candidate thumbprints and signature logs.

Area IV, NCLEX Administration; Issue D - EIRs
The task force found that EIRs seem to be providing consistent information, but that their coding accuracy could
use some improvement There have been EIR transmission irregularities. but they seem tobe improving. The task
force suggests that Chauncey explore the possibility ofdeveloping an on-line system for EIRs providing Member
Boards with an option to print only the ones selected. Concerning EIR value. 47 percent of the Member Boards
believe they are not fully informed ofcandidate problems through the EIR system before candidates register their
complaints. Some EIRs do not provide enough information or the description of the incident is not sufficiently
clear. The task force believes that EIR trends will be more effectively evaluated based on the trigger points (which
initiate further Sylvan action) described in the Sylvan Quality Assurance PIan.

Area IV, NCLEX AcImlnbtratlon; Issue E· Sites
1be Sylvan site equipment and maintenance bas been very satisfactory. One equipment problem bas occurred in
which the site me serverperformance was sloweddowndue to heavy utilizationofthe "back-uplbotfix" space(not
as a function ofcandidate volume but as a function ofhow much time bad passed since the servers were "brought
down" and restarted). This problem was solved by reallocating the back-up space of each server by bringing it
"down" and reinitializing it. To avoid a recurrence, Sylvan has initiated a schedule to "down" all servers every
60-180 days. Less than 100 candidates have been documented as adversely affected by this problem (due to slow
keyboard response time) and all have received a free and immediate retest.

A software problem was introduced with therotalion ofthe tryout item pools in January 1996. Examinations were
caused to abnormally terminate when a "tumed-off' pretest item was selected for administration. Seventy-four
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candidates were affected and were offered free and immedia1e retests. Also, failure candidates from this group
received a voucher from Chauncey to pay for their next examination. In general, EIRs reflecting software errors
continue to be generated at a fairly high rate, but these problems are not affecting candidate results.

Concerning the center environment, approximately 10 percent of NCLEX candidates believe that excess noise
during their testing session was disttaeting. Approximately 85 percent characterize themselves as being
comfortable in the testing centers.

Sitecapacity basbeen verygood; NCLEXcandidateshavebeenaccommodated within thecontraetual requirements
of 30 days (or for repeaters, 45 days). Sylvan notifies National Council when the utilization of any site reaches
80 peccent of capacity.

1be task force is aware of some anecdotal reports ofSylvan Technical Support providing incorrect infonnation to
test center personnel and some delays in Technical Support response times. E1Rs reflect a more general site
misunderstanding of the distinct roles of the Sylvan Hot Line and Technical Support.

Member Boards and the other test service evaluators have rated the number of NCLEX restarts as a problem area
(1.97; with 1=low, 2=moderate, 3=high satisfaction). Neither the number nor rate of restarts has declined since
CAT was implemented. The implementation of the Sylvan Quality Assurance Plan should help the problem; it
indicates that sites with excessive restarts will be investigated to determine the appropriate remedial action.

The task force recommends that site compliance be continually monitored by Sylvan, Chauncey, and National
Council. There have been two instances where sites out of compliance continued to administer the NCLEX for
a period of time.

Area IV, NCLEX Administration; Issue F - Center Personnel
The Test Service evaluators rated the efficacy of the training and certification program for Sylvan test center staff
as needing improvement (2.29; with 1=low,2=moderate, 3=bigh satisfaction). Sylvan has been very responsive
to staff training needs and has instituted a process to distribute nightly communiquts to all test centers to deliver
timely training or remedial information. Proctoring issues were already discussed above.

The task force is aware that there have been some reports of test site personnel providing inaccurate information
to candidates. 1bese instances are difficult to quantify; documented problem cases are generally remedied through
the transmission of Ibe correct information in the nightly communiqut process.

1be test service evaluation showed that the responsiveness ofSylvan in providing information to Member Boards
or the National Council in response to candidate inquiries was an area that needed improvement (rated2.26; 1=low,
2=moderate, 3=high satisfaction).

Area IV, NCLEX Adminwtration; Issue G - Examinee Exit Evaluations
The Examinee Exit Evaluation provides an important tool in monitoring sites and it is prominently featured in the
Sylvan Quality Assurance Plan as providing trigger points for taking additional action. One question consistently
receives a rather low rating from candidates (approximately 10 percent dissatisfied), and that is the use ofbifocal
glasses interfering with the candidates' ability to read the saeen. The task force is not sure exactly what this
response means and suggests a clarification of the question is needed. The results could reflect that the problem
could be alleviated by making the saeens or chairs more adjustable, or by having the site staff provide better
instructions as to how to make those adjustments. Either way the task force believes that sites should be flexible
enough to accommodate candidates wearing bifocals.

Area V, Results Reporting; Issue A - Timeliness
Twelve Member Boards disagreed with the statements that electronic results are received in a timely manner and
that paper results are received by the boards in a timely manner. The task force believes the evidence shows that
themajority ofcandidate results for the majority ofboards are sent in a timely way, but recommends that Chauncey
and National Council follow-up with the dissatisfiedboards to determineexactly whatproblemsarebeingreflected

National Council ofState Boards ofNursing, Inc./1996



7

in these survey results. Ten Member Boards also responded that they are not notified of delays in the release of
candidate results by the time they weredue. The task force recommends tbatChauncey and National Council work
together to tighten up thenotifICationprocess. Elevenboards respondedthat the receiptofthePolaroidphotographs
does not 0CC1D' soon enough the meet the boards' normal results release schedule.

Area V, Results Reporting; Issue B - Score Holds
The task force believes that Member Boards are not satisfied with the process of notification of score holds and
that resolution reports are also not reported in a timely manner to boards.

Area V, Results Reporting; Issue C - Accuracy
The task force notes that tbe quality of the digitized photographs bas improved since CAT was implemented, but
that there is still much work to be done before they are uniformly excellent. At the beginning, Chauncey did
experience a few problems in getting the right paper results to boards, but this bas been much improved since.

Area V, Results Reporting; Issue D - Aggregate Repons
The task force notes that customers have been generally very satisfied with the NCLE][rM Program Reports; their
evaluations have been positive. There is a difficulty, though, in producing corrected reports when programs
identify misinformation.

The task force encourages all Member Boards to participate in the data sharing process for NCLEX. Chauncey
and National Council have made the process easy and the data is valuable to all Member Boards.

Area V, Results Reporting; Issue E - Diagnostic Profiles
There is a legal and ethical need to continue to provide failing candidates with information about their NCLEX
performance. Nineteen Member Boards (outof39 responding to this question) believe that the Diagnostic Profile
is not understandable to candidates orother board constituents. The task force believes that this problem bas been
withNCLEX for many years and is likely due to a lack ofunderstanding of the NCLEX test plans. National Council
basprovideda telephonesaipt toexplain the profiles for MemberBoards in theNCLEXManual. National Council
bas solicited input on the proflles from Member Boards and others in many forums and continues to seek input to
improve this report

Area VI, Psychometric Effectiveness; Issue A - Validity and Reliability
No major problem here.

Area VB, Customer Service; Issue A - Problem Resolution
Although these issues take more resources than we would like, and some investigations takemore time than would
be considered optimal, this program function is being performed generally very well.

Area VB, Customer Service; Issue B - National Council Customer Service
Thirty-nine (of 40) Member Boards believe that tbeir concerns are addressed by National Council in a timely
manner. The task force believes thatoverall, National Council is providing good service for the NCLEX program.

Area VB, Customer Service; Issue C - Contract Compliance
Chauncey communications with National Council entities are comprehensive and havebeen improving. National
Council and Chauncey/Sylvan staff meet on a monthly basis to discuss the program. National Council and
Cbauncey/Sylvan are also connected through an efficient electronic mail system; communications between the
parties is almost instantaneous. The integrity ofChauncey/Sylvan' s reports is very important to the quality of the
NCLEX and to the relationship ofall parties involved. The task force believes that contract compliance issues are
generally good. Information about conlraCt details can be found in the other sections of this report.

Summary
Theaverage rating for the NCLEX forhow well tbecomputer-deliveredNCLEX is satisfying Member Boardneeds

to support the licensing of nurses in their jurisdiction was 4.83 (on a l=low to 5=bigh scale). The task force concurs
with this evaluation and believes that NCLEX is meeting Member Board needs. There are some areas where service
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could be improved (e.g., item development, proctoring, results reporting, as outlined above), but generally the program
is one of which the National Council, Chauncey, and Sylvan can be justifiably proud. The task force believes that the
following issues should receive further attention by National Council and Chauncey/Sylvan:

• The task force noted that approximatelyone·balfoftheMember Boardsare not providing readers' names to Sylvan
(reader lists should be provided annually) and recommends that Sylvan send reminders to Member Boards each
January soliciting readers.

• The task force recommends that Chauncey implement a system in which credit card approvals are available in real
time (as is done in all retail establishments) to increase the service's value.

• The task force recommends that National Council continue to monitor the ADA procedures closely.

• The task force recommends that site compliance be continually monitored by Sylvan, Chauncey, and National
Council.

• The task force believes the evidence shows that the majority ofcandidate results for the majority ofboards are sent
in a timely way, but recommends that Chauncey and National Council follow up with the dissatisfied boards to
determine exactly what problems are being reflected in these survey results.

• The task force recommends that Chauncey and National Council work together to tighten up the score-hold
notification process.
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Area:
Issue:

I Test Development
A Content

Evaluator

Face Validity

EC

EC

Methodology of Evaluation

Review of selected real exams

During EC Item Review (Item Level)

Frequency

Annually

Quarterly

Criteria

Sample real and simulated examinations will
demonstrate coverage of the Test Plan
without overlapping content.

Sample real and simulated examinations will
demonstrate coverage of the Test Plan
without overlapping content.

Member Boards Review of real and simulated exams

Based on Job Analysis I Test Plan

Biannually or less frequently Sample real and simulated examinations
demonstrate coverage of the Test Plan
without overlapping content.

CGI

EC

CGI staff review

EC Item Review

At least quarterly at each EC Item
Review session, in the case of
individual candidate concerns, or
concerns arising from Member Board
Item Review.

At least quarterly at each EC Item
Review session, in the case of
individual candidate concerns, or
concerns arising from Member Board
Item Review.

100% of items reviewed are based on the
currently applicable Job Analysis Study and
Test Plan.

100% of items reviewed are based on the
currently applicable Job Analysis Study and
Test Plan.

Member Boards Review of real and simulated exams Biannually or less frequently. 100% of items reviewed are based on the
currently applicable Job Analysis Study and
Test Plan.

NC staff

Item Analysis

CGI

EC

NC staff

Valid Item Coding

EC

NC staff review

The routine item analysis will include item
characteristic curve parameters, response­
choice frequencies by ability subgroups and
OfF analysis to detect adverse impact on
minority subgroups

Review CGI Summary Reports

Review and analyze CGI Summary Reports

EC Item Review and Annual CGI Report

At least quarterly at each EC Item
Review session, in the case of
individual candidate concerns, or
concems arising from Member Board
Item Review.

When at least 500 responses are
available for a set of tryout items, a
routine item analysis will be run by CGI.

Quarterly

Quarterly

At each Item Review Session and as
necessary in the case of Test Plan
Changes.

100% of items reviewed are based on the
currently applicable Job Analysis Study and
Test Plan.

Items with unacceptable statistics or unusual
response patterns Will be removed from the
pool for review by a content specialist. This
review may result in discarding or recycling
the item. The EC will have final approval of
100% of the items prior to their becoming
operational.

Items with unacceptable statistics or unusual
response patterns will be removed from the
pool for review by a content specialist. This
review may result in discarding or recycling
the item. The EC will have final approval of
100% of the items prior to their becoming
operational.

Items With unacceptable statistics or unusual
response patterns will be removed from the
pool for review by a content specialist. This
review may result in discarding or recycling
the item. The EC will have final approval of
100% of the items prior to their becoming
operational.

100% of the items reviewed are coded based
on the appropriate Test Plan category and
other categories as specified by EC.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 2 of 55
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Area:
Issue:

I Test Development
B Participation

11

Evaluator

Recruiting

CGI

EC

EC

Methodology of Evaluation

CGI reviews needs and develops panelist
requests, which are forwarded to NC

EC reviews Member Board methods and
relative success in recruiting panelists. NC
staff assists EC in developing new
strategies as necessary.

EC reviews Member Board methods and
relative success in recruiting panelists. NC
staff assists EC in developing new
strategies as necessary

Frequency

CGI submits panel requests annually
Evaluation of need IS ongoing.

Recruitment, selection and evaluation
are ongoing.

Recruitment, selection and evaluatIOn
are ongoing

Criteria

A SUffICient number of qualified applicants are
available for CGI use in screening and
selecting qualified panelists.

100% of the panels are filled

A sufficient number of qualified applicants are
available for CGI use in screening and
selecting qualified panelists

Representation: Geographic

EC

NC staff

Evaluation of panelist application according
to established criteria

Evaluation of panelist application according
to established criteria.

Before Item Developers are selected to
attend a session

Before Item Developers are selected to
attend a session

All four Areas of the National CounCil are
represented by item development panelists

All four Areas of the National Council are
represented by item development panelists.

Representation: Demographic

EC Evaluation of panelist application according
to established criteria

Before item developers are selected to
attend a session.

Panels represent cultural and ethnic diversity,
differerlt practice settings, and a variety of
educational settings

NC staff Evaluation of panelist application according
to established criteria

Before item developers are selected to
attend a session.

Panels represerlt cultural and ethnic dIVersity,
different practice settings, and a variety of
educational settings.

Representation: Experience

EC

NC staff

Qualifications

EC

Evaluation of panelist application according
to established criteria

Evaluation of panelist application according
to established criteria

Final screening and selection of panel
members

Before Item Developers are selected to
attend a session

Before Item Developers are selected to
attend a session

Before Item Developers are selected to
attend a session

Panels have an appropriate mix of
experienced and novice participants 100% of
the time.

Panels have an appropriate mix of
experienced and novice participants 100% of
the time.

Item Developers meet the qualifications as
stated in National Council policy 100% of the
time.

Member Boards Validation of qualifications through review of
Board-specified documentation

Before Item Developers are selected to
attend a session

Item Developers meet the qualifications as
stated in National Council polICY 100% of the
time.

NC staff Review of qualifications and endorsemerlt by
Member Board

Before Item Developers are selected to
attend a session

Item DeVelopers meet the qualifications as
stated in National Council policy 100% of the
time.

Screening /Evaluation

CGI

CGI

EC

Applicant's response on screening
Instrument is evaluated

Evaluate effectiveness of each panel
member

Review reports from CGI on panel
performance and reports tracking item
sUlVlval by item writer

Screening and evaluation as appear
conducted as applications are received

During each item development session

Quarterly

The screening instrument used by CGI is a
positive predictor of success of item writers

Each panel member makes a positive
contribution to the Item developmerlt process.

Quality item deVelopment is meeting targets

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 3 of 55
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Area:
Issue:

I Test Development
B Participation

Evaluator Methodology of Evaluation

Member Board Review

Member Boards CGI shall submit Items selected for
experimental testing for review to those
Member Boards which 50 request according
to procedures determined by NC with the
assistance of CGI Such review shall be
limited to the appropriateness of the Items
for entry level and consistency with laws
regulating nursing practice in the Member
Board's jurisdiction

NC staff CGI shall submit items selected for
experimental testing for review to those
Member Boards which so request according
to procedures determined by NC with the
assistance of CGI Such review shall be
limited to the appropnateness of the items
for entry level and consistency with laws
regUlating nursing practice in the Member
Board's jurisdiction

Frequency

Problems identified with Items during
Member Board review shall be brought
to the EC by NC staff for
response/disposition

Problems identified with items during
Member Board review shall be brought
to the EC by NC staff for
response/disposition

Criteria

CGI will provide materials for Member Board
review in a timely manner

NC staff shall respond to the jurisrnction's
complaint about an Item based on the deciSion
of the EC.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 4 of 55
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Area:
Issue:

I Test Develooment
C Item Development Process

13

Evaluator Methodology of Evaluation

Production Rate

BOD EC revIew of Item Pool Development
Progress Reports

EC EC review of Item Pool Development
Progress Reports

NC staff EC review of Item Pool Development
Progress Reports

Frequency

CGI semi-annual report to EC

CGI semi-annual report to EC

CGI semi-annual report to EC

Criteria

No later than the termination date of thIS
agreement, CGI must have developed items
sufficient to create three Optimal Item Pools
for each examination.

No later than the termination date of this
agreement, CGI must have developed items
sufficient to create three Optimal Item Pools
for each examination.

No later than the termination dale of this
agreement, CGr must have developed items
sufficient to create three Optimal Item Pools
for each examination.

Item Writing

EC

EC

NC staff

Monitor accuracy of validations

Review panel members' evaluations of
sessions

Review and approve training materials

At each EC meeting

At each EC meetmg

Annually

100% of the items produced as a result of CGI
Item Writing worl<shops will be Test Plan
relevant, entry-level, job-related, of minimal
bias, psychometrically sound, targeted to
specific difficulty levels. reflect NClEX style
and coded to a specific Test Plan cell and
other categories identifred in the job analysis
and specified from time to time by NCSBN.

100% items produced as a result of CGlltem
Writing worl<shops Will be Test Plan relevant.
entry-level, Job-related, of minimal billS,
psychometrically sound, targeted to speCifiC
difficulty levels. reflect NClEX style and
coded to a specifiC Test Plan cell and other
categories identified in the job analysis and
specified from time to time by NCSBN.

100% items produced as a result of CGlltem
Writing worl<shops will be Test Plan relevant,
entry-level, job-related, of minmal bias,
psychometrically sound, targeted to specific
difficulty levels. reflect NClEX style and
coded to a specific Test Plan cell and other
categories identified m the job analysis and
specified from time to time by NCSBN.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 5 of 55
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Area:
Issue:

I Test Development
C Item Development Process

Evaluator

Item Reviews

EC

EC

EC

NC staff

Methodology of Evaluation

Review reports of EC representatives
attending item development sessIOns

Review Panel members' evaluations of
sessions

Monitor validations, entry level, currency,
etc of items

ReView and approve traiRing matenals

Freguency

At each EC meeting

At each EC meeting

At each EC meeting

Annually

Criteria

100% of the items produced as a result of CGI
Item Wnting workshops will be Test Plan
relevant, entry-level, job-related, of minimal
bias, psychometrically sound, targeted to
specific difficulty levels. reneet NCLEX style
and coded to a specific Test Plan cell and
other categories identified in the job analysis
and specified from time to time by NCSBN.

100% of the items produced as a result of CGI
Item Writing workshops will be Test Plan
relevant, entry-level, job-related. of minimal
bias, psychometrically sound, targeted to
specifiC difficulty levels. renect NCLEX style
and coded to a specifIC Test Plan cell and
other categories identified in the job analysis
and specified from time to time by NCSBN

100% of the items produced as a result of CGI
Item Writing workshops will be Test Plan
relevant, entry-level, job-related, of minimal
bias, psychometrically sound, targeted to
specific dIffICUlty levels. reflect NClEX style
and coded to a specific Test Plan cell and
other categOries identified in the job analysIs
and specified from time to time by NCSBN

100% of the items produced as a resuit of CG I
Item Writing workshops will be Test Plan
relevant, entry-level, job-related, of minimal
bias, psychometrically sound, targeted to
specific difficulty levels. refieet NCLEX style
and coded to a specifiC Test Plan cell and
other categories identified in the job analysis
and specified from time to time by NCSBN

% of Items Lost to Statistics

CGI

EC

Analysis of net items produced

Analysis of net Items produced

Quarterly report to EC

Quarterly report to EC

Items lost to bad statistiCS are less than 28%
for both RN and PN pools.

Items lost to bad statistics are less than 28%
for both RN and PN pools.

EC Role in Item Development Process

EC

EC

NC staff

NC staff

Self~valuatlonand Chair evalUation of
committee

Self-evaluation and Chair evaluation of
committee

Workload analysis

Workload analysis

Annually

Annually

Annually

Annually

The Examination Committee workload IS

reasonable for 5, 5 day meetings.

Item development process is being
implemented effectively.

Item develOpment process is being
implemented effectively

Item development process is being
implemented effectively

Turnaround Time From Item Writing to
Pool Inclusion

EC

07-Jun-96

AnalYSiS of reports from CGI Annually

NCLEX Comprehensive Evaluation Guide

Continued reduction in lag time is achieved.
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Area:
Issue:

I Test Development
C Item Development Process

15

Evaluator Methodology of Evaluation Frequency

Filling Pool Holes

EC Analysis of reports from CGI idenllfying pool At each EC meeting
needs

NC staff Analysis of reports from CGI identifying pool Ongoing and at each EC meeting
needs

Criteria

There exists a reasonable match between
need and output of items.

There exists a reasonable match between
need and output of items.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 7 of 55

National Council o/State Boards o/Nursing.lnc.lI996



16

Area:
Issue:

I Test Development
D Item Pools

Evaluator Methodology of Evaluation Frequency Criteria

Item Pool Configuration (Equivalent Pool
Size)

EC Staff review of configuration criteria

NC staff Staff review of configuration criteria

Semi-annuallY

Semi-annuallY

Satisfactory pool equivalence, number of
Items, able to meet Test Plan, face validity

Satisfactory pool equivalence, number of
items, able to meet Test Plan, face validity.

Moving to 3 Optimal Item Pools

BOD ReView definition of optimal pool and
compare to current pool tallies

Quarterly Three optimal pools exist by deadline date
specified in contract.

EC

EC

Review CGI report on progress toward three
oplimal item pools

Review definition of optimal pool and
compare to current pool tallies

Quarterly

Quarterly

Three optimal pools exist by deadline date
specified in contract.

Three optimal pools exist by deadline date
specified in contract.

Item Pool Maintenance

EC

NC staff

Review policies and procedures re: item
pools

Review policies and procedures re· item
pools

Annually

Annually

Good item pools, currency, accuracy,
readability, reflect NC criteria for items

Good Item pools, currency, accuracy,
readability, reflect NC critena for items

Item Pool Storage I Security

CGI

NC staff

D7-Jun-96

CGI security audit

CGI security audit

Annually

Annually

NCLEX Comprehensive Evaluation Guide

Contractual prOVisions are met

Contractual prOVISions are met
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Area:
Issue:

n Member Board Processes
AMBOS

17

Evaluator

MBOS Usability

EC

Methodology of Evaluation

Reviews requests for MBDS enhancement
and takes action

Frequency

At each EC meeting

Criteria

The MBOS Software facilitates Member
Boards in their licensure functIOn processes.

Member Boards Complete Member Board Survey

Member Boards Member Boards identify problems and
possible enhancements

Occasionally

Continuous assessment in
communications with Member Boards,
occasionally by survey, annually at
Delegate Assembly

The MBOS Software facilitates Member
Boards in their licensure function processes.

The MBOS Software facilitates Member
Boards in their licensure function processes

MBOS Manual

CGI Staff review Annually and with each release The documentation provided is sufficient to
use the software.

Member Boards Complete Member Board Survey

Member Boards Member Boards identify problems with
documentation

Annually

Ongoing assessment in
communications with Member Boards,
and particularly follOWIng release of
new software

The documentation provided IS sufficient to
use the software

The documentation prOVIded IS sufficient to
use the software.

NC staff

MBOS Help Desk

EC

EC

EC

Staff review

ReView results of Member Board Survey

CGI provides a summary of help desk
Interventions in a format so that the EC can
identify Member Boards needing frequent
additional assistance, frequency of
occurrence of specific problems, length of
time from help call to resolution of problem,
and other data so that appropriate
intervention can occur

Review results of Member Board Survey

Annually and with each release

Annually

Quarterly

Annually

The documentation provided IS sufficient to
use the software.

Problems are solved or questions are
answered 90% of the time on the first call.

Member Boards needing frequent additional
assistance will be identified and action taken
to resolve recurring problems.

Member Boards express satisfaction with
MBOShelp.

Member Boards Complete Member Board Survey

Member Boards Member Board staff inqUiries to help desk

Member Boards Complete Member Board Survey

Annually

Ongoing

Annually

Problems are solved or questions are
answered 90% of the time on the first call.

Member Boards needing frequent additional
assistance will be identified and action taken
to resolve recurring problems.

Member Boards express satisfaction with
MBOShelp.

NC Staff

NC staff

NC Staff

Analyze and summanze CGI report

Analyze and summarize Member Board
Survey

Analyze and summanze Member Board
Survey

QuarterlY

Quarterly

Quarterly

Member Boards needing frequent additional
assistance will be identified and action taken
to resolve recurring problems.

Problems are solved or questions are
answered 90% of the time on the first call.

Member Boands express satisfaction with
MBOShelp.

System Security

Member Boards Complete Member Board Survey Annually
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Area:
Issue:

II Member Board Processes
AMBOS

Evaluator Methodology of Evaluation

MBOS Perfonnance
Frequency Criteria

CGI Annual MBOS Performance report Annually The system is "up" 99% of the time

Member Boards Member Boards identIfy problems with
equipment and maintenance procedures

Member Boards Complete Member Board Survey

Ongoing; review of help desk calls and
Member Board complaints

Annually

The system is "up" 99% of the time

The system is "up" 99% of the time

NC staff Procedures shall be periodically reviewed by
NC Equipment maintenance shall be
performed by CGI on a regular basis

Ongoing The system is "up" 99% of the time
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Area:
Issue:

n Member Board Processes
B Communication

Evaluator Methodology of Evaluation Frequency Criteria

99% of responding candidates for NCLEX
receive sufficient information to meet their
needs.

99% of responding candidates for NCLEX
receive sufficient information to meet their
needs.

99% of responding candidates for NCLEX
receive sufficient Information to meet their
needs.

Annually

Ongoing Quarterly summary of
candidate exit evaluations Will be
provided for the EC

Ongoing Quarterly summary of
candidate exit evaluations will be
provided for the EC

Complete Examinee Exit Evaluation

EC Use of confidential candidate comments
Candidate contacts with NC and/or others
Indicating lack of Information available
conceming the NCLEX Ongoing evaluation
through routine contacts with Member
Boards to determine if candidates and
schools are finding the information prOVided
to be adequate

Member Boards Complete Member Board Survey

To Candidates

Candidates

Member Boards Use of confidential candidate comments
Candidate contacts with NC and/or others
indicating lack of information available
conceming the NCLEX Ongoing evaluation
through routine contacts with Member
Boards to determine if candidates and
schools are finding the information provided
to be adequate

Ongoing Quarterly summary of
candidate exit evaluations will be
provided for the EC

99% of responding candidates for NCLEX
receive sufficient information to meet their
needs.

NC staff Use of confidential candidate comments
Candidate contacts with NC and/or others
Indicating lack of information available
concerning the NCLEX Ongoing evaluation
through routine contacts with Member
Boards to determine if candidates and
schools are finding the information prOVided
to be adequate

Ongoing Quarterly summary of
candidate exit evaluations will be
provided for the EC

99% of responding candidates for NCLEX
receive sufficient information to meet their
needs.

Constituents; Educators, Legislators,
Public, Nurse Execlltives, AAGs, SNAs

Member Boards Member Boards forward complaints from
their constituents concerning lack of
information

When complaints received Member Board constituents receive sufficient
information from NC to meet the needs of their
constitUents.

Member Boards Complete Member Board Survey Annually Member Board constituents receive sUfficient
information from NC to meet the needs of their
constituents.

Member Boards Survey of Member Boards asking how NC
can be of assistance to Boards

Annually Member Board constituents receive sufficient
Information from NC to meet the needs of their
constituents.

Inter-board

Member Boards Complete Member Board Survey Annually Adequate mechanisms exist for exchange of
NCLEX information among Member Boards

Member Boards Ongoing evaluation through routine contacts
with Member Boards to determine if the
jurisdiction-to-jurisdiction information flow is
adequate to meet their needs

NC staff Ongoing evaluation through routine contacts
with Member Boards to determine if the
jurisdlction-to-jurisdictlon information flow is
adequate to meet their needs

Continual through routine contacts

Continual through routine contacts

Adequate mechanisms exist for exchange of
NCLEX information among Member Boards

Adequate mechanisms exist for exchange of
NCLEX information among Member Boards
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Area:
Issue:

n Member Board Processes
B Communication

Evaluator Methodology of Evaluation

To and From NC, CGI, SLS
(Convnunication Channels)

CGI Ongoing evaluation through routine contacts
w~h Member Boards to determine if the
communication among Member Boards and
NC, CGI, and/or SlS is adequate to meet
their needs

Member Boards Complete Member Board Survey

Member Boards Ongoing evaluation through routine contacts
With Member Boards to determine if the
communication among Member Boards and
NC, CGI, and/or SlS is adequate to meet
their needs

NC staff Ongoing evaluation through routine contacts
with Member Boards to determine if the
communication among Member Boards and
NC, CGI, and/or SlS is adequate to meet
their needs

SlS Ongoing evaluation through routine contacts
with Member Boards to determine if the
communication among Member Boards and
NC, CGI, and/or SlS IS adequate to meet
their needs

Service to Candidates

Freguency

OngOing through routine contacts

Annually

Ongoing through routine contacts

OngoIng through routine contacts

Ongoing through routine contacts

Criteria

Adequate mechanisms exist for exchange of
NClEX information among Member Boards,
NC, CGI and SlS Communication channels
are followed among all entities.

Adequate mechanisms exist for exchange of
NClEX information among Member Boards,
NC, CGI and SlS Communication channels
are followed among all entities

Adequate mechanisms exist for exchange of
NClEX Information among Member Boards,
NC, CGI and SlS Communication channels
are followed among all entities.

Adequate mechanisms exist for exchange of
NClEX information among Member Boards,
NC, CGI and SlS Communication channels
are followed among all entities.

Adequate mechanisms exist for exchange of
NClEX information among Member Boards,
NC, CGI and SlS Communication channels
are followed among all entities

CandIdates Provide candidate feedback Ongoing When receiving complaints or questions from
a candidate, the Member Board has sufficient
information available to respond to the issue
90% of the time without having to refer the
candidate to another source

Member Boards Complete Member Board Survey Annually

Member Boards Ongoing evaluation in contacts wrth Member Ongoing
Boards

When receiving complaints or questions from
a candidate, the Member Board has sufficient
information available to respond to the issue
90% of the time without having to refer the
candidate to another source

When receiving complaints or questions from
a candidate, the Member Board has sufficient
information available to respond to the issue
90% of the time WIthout having to refer the
candidate to another source

NCLEX Manual

Member Boards Complete Member Board Survey

Member Boards Solicit feedback on adequacy of updates to
Manual, candidate complaints, Ongoing
evaluation for revising

Annually

Ongoing; Evaluate manual annually
for revision

Member Boards can find answers to NClEX
questions in the NClEX Manual 95% of the
time

Member Boards can find answers to NClEX
questions in the NClEX Manual 95% of the
time

NC staff Solic~ feedback on adequacy of updates to
Manual, candIdate complaims, Ongoing
evaluation for revising

Ongoing; Evaluate manual annually
for revision

Member Boards can find answers to NClEX
questions in the NClEX Manual 95% of the
time
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Area:
Issue:

n Member Board Processes
C Interactions with NCLEX Svstem

21

Evaluator Methodology of Evaluation

Eligibility Status

Member Boards Self-evaluation

Eligibility Decision>

Member Boards Daily evaluation when uSing MBOS andlor
printing reports

Site Visit Process

Freguency

Ongoing

Ongoing

Criteria

Member Boards make eligibility decisions
within 24 hours after application is complete

The candidate is sent an eligibility notice by
CGI within 24 hours after being made eligible
to test by the Board, where applicable.

Member Boards Member Boards Will vlsiltheir examination
SlIeS and submit an evaluation to NC

EC Review NC report Quarterly

Semi-annually

Testing sites are found to be in compliance
with standards during the Member Board visit

Testing sites are found to be In compliance
with standards during the Member Board visit.

NC slaff Analyze and summarize Member Board site Semi-annually
evaluations

EIRUse

NC slaff Evaluate mailbox usage By exception

Results Processing

Member Boards Self-evaluation Ongoing

Data Changes

CGI Review accuracy of quarterly reports Ongoing and by exception

Testing sites are found to be in compliance
with standards during the Member Board visit

90% of Member Boards pick up EIRs dally.

Candidate NClEX results are mailed out
within two weeks of receipt of paper copy 95%
of the time.

CGI makes corrections to data as requested
by Member Boards, Which are reflected in
quarterly reports.

Member Boards t,evlew accuracy of quarterly reports

Member Boards Daily evaluation by Member Boards When
lIslng MBOS andlor issuing licenses

CGI

Constituents

SlS

Evaluated at test centers When ATT IS

compared to identification and MBOS data

~eview accuracy of quarterly reports

Evaluated at test centers When ATT IS

c)mpared to identification and MBOS data

Ongoing

Quarterly

Quarterly

Daily

Ongoing

Existing processes for making candidate data
changes facililale the office workflow. Data
changes are made only according to the
procedure established in the Test Center
Administrator's

CGI makes corrections to data as requested
by Member Boards. Which are reflected In

quarterly reports.

CGI makes corrections to data as requested
by Member Boards, Which are reflected in
quarterly reports.

Exisling processes for making candidate data
changes facilitate the office WorkflOlN. Data
changes are made only according to the
procedure established In the Test Center
Administrator's manual.

CGI makes corrections to data as requested
by Member Boards, Which are reflected in
quartertyreports

EXisting processes for making candidate data
changes facilitate the office workfiOlN. Data
Changes are made only according to the
procedure established in the Test Center
Administrator's manual.
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Area:
Issue:

n Member Board Processes
C Interactions with NCLEX Svstem

Evaluator

Readers

Candidates

Methodology of Evaluation

The effectiveness of the reader is evaluated
by the candIdate

Freguency

Whenever a reader is needed

Criteria

Only qualified readers are used.

Member Boards The effectiveness of the reader is evaluated Whenever a reader is needed
by the candidate and the test center staff
Only qualified readers are utilized

Member Boards Review SLS report on status of each reader Annually

NC staff The effectiveness of the reader is evaluated Whenever a reader is needed
by the candidate and the test center staff
Only qualified readers are utilized

SLS SLS report on status of each reader Annually

SLS The effectiveness of the reader is evaluated Whenever a reader is needed
by the test center staff Only qualified
readers are utilized

SLS SLS report on status of each reader Annually

Only qualified readers are used.

Jurisdictions and test centers identify a
sufficient number of qualified readers to meet
ADA candidates' needs.

Only qualified readers are used.

Jurisdictions and test centers identify a
sufficient number of qualified readers to meel
ADA candidates' needs

Only qualified readers are used.

Jurisdictions and test centers identify a
sufficient number of qualified readers to meet
ADA candidates' needs

07-Jun-96 NClEX Comprehensive Evaluation Guide Page 14 of 55

National Council 0/State Boards 0/Nursing, Inc.l1996



Area:
Issue:

ill Registration
A By Televhone

23

Evaluator

Queue Times

CGI

NC staff

Methodology of Evaluation

Telephone queue times for candidate
registration are monitored regularly by CGI
Appropriate measures are taken to reduce
candidate wait time during peak periods
(sufficient number of operators)

Penodic reports are received from CGI

Freguency

Ongoing; dally

Quarterly

Criteria

A sufficient number of operators are handling
candidate registrations so that the registration
begins within 5 minutes.

A sufficient number of operators are handling
candidate registrations so that the registration
begins within 5 minutes.

Value (cost vs. ben'lfrts)

Member Boards Review candidate feedback and investigate
complaints of inaccurate information

Scripts Use

Member Boards SimUlate candIdates asking questions

Candidates

Candidates

Data Accuracy

CGI

EC

NC staff

NC staff

Provide candidate feedback

Provide candidate feedback

Accuracy of candidate registration
information obtained by telephone is
compared to the accuracy of scanned paper
registration

CGI will evaluate any difference in data
accuracy between the two methods and
report to the EC annually,

Review and analyze candidate feedback
md investigate complaints of inaccurate
nformation

3imulate candidates asking questIOns

Ongoing

Ongoing

Ongoing

Annually

As necessary

When received

When received

As necessary

Credrt cards clear In realtime, are not held
and batched.

There are perceived advantages to telephone
registration processing vs. mail registration
processing to justify the additional cost

Candidate registration Information obtained by
telephone and keyed in by operators is no
less accurate than information obtained from
scannable registration forms.

Candidate registration information obtained by
telephone and keyed in by operators is no
less accurate than information obtained from
scannable registration forms.

Candidates receive information from prepared
and approved scripts Without elaboration or
improvisation by operators.

Candidates receive information from prepared
and approved scripts without elaboration or
improvisation by operators.

Candidates receive information from prepared
and approved scripts without elaboration or
improvisation by operators.

Candidates receive information from prepared
and approved scripts without elaboration or
improvisation by operators.
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Area:
Issue~

ill Registration
B BvMail

Evaluator

Processing Time

CGI

NC staff

Methodology of Evaluation

Performance report on processing time

Review and analyze CGI performance report

Frequency

Quarterly

Quarterly

Criteria

95% of registrations are processed wrthln 48
hours.

95% of registrations are processed wrthin 48
hours.

Incomplete Records in Database

CGI CGI review of database for record
completeness and reports to EC

Annually 100% of incomplete forms are rejected by EC
established criteria

CGI

EC

Data Accuracy

CGI

Incomplete registrations are rejected for
human resolution at the lime of Inrtial
processing

Review CGI report

CGI develop summary report on the
automated reasonability checks

Daily

Annually

Semi-annually

100% of incomplete forms are rejected by EC
established criteria

100% of incomplete forms are rejected by EC
established criteria.

Reasonability checks are in place and
periodically updated

Member Boards Comparison of CGI data wrth Member
Board data, self-evaluation

Ongoing Member Boards correct 100% of data errors

NC staff Review and analyze CGI reports Semi-annually Reasonability checks are In place ana
periodically updated

Registration Form Quality

NC staff Review of accuracy reports for trends Per reporting cycle The candidate registration form consistently
elicits the desired data
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Area:
Issue:

m Registration
C Funds Handlin$!

25

Evaluator Methodology of Evaluation
Accurate Accounting

Frequency Criteria

BOD

CGJ

FInance
Committee

NC staff

NC staff

Timeliness

CGI

Finance
Committee

NC staff

Review CGI reports

Internal audit of accounting procedures

Review NC staff and CGI reports

Review and analyze CGI informal audit
report

Review and analyze CGI reports

CGI develops timeliness report

ReView CGI report

Review and analyze CGI report

Annually

Annually

Quarterly

Annually

Annually

Annually

Annually

Annually

CGI/NC records match with 100% accuracy

CGIINC records match WIth 100% accuracy

CGIINC records match w~h 100% accuracy

CGIINC records match WIth 100% accuracy

CGI/NC records match WIth 100% accuracy

Contract terms for timeliness are met.

Contract terms for timeliness are met

Contract terms for timeliness are met.
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Area:
Issue:

ill Registration
D Process

Evaluator Methodology of Evaluation

Abandoned Registrations

CGI Prepare CGI report

Member Boards Review CGI report

Frequency

Annually

Annually

Criteria

Multiple attempts at registration are identified
100% of the time.

Multiple attempts at registration are identified
100% of the time.

NC staff

Matching Algorithm

CGI

EC

Review and analyze CGI report

Performs periodic scans of the total
candidate database to identify duplICate
candidates not found by the matching
algorithm

Review CGI reports of database scans for
duplicate candidates

Annually

As determined by EC

As determined by EC

Multiple attempts at registration are identified
100% of the time.

Duplicate candidate registrations will be
detected by the matching algorithm before
ATIs are issued, 100% of the time.

Duplicate candidate registrations Will be
detected by the matching algorithm before
ATTs are issued, 100% of the time

Member Boards Evaluate inqulnes from other Member
Boards and candIdates

When received Duplicate candidate registrations Will be
detected by the matching algorithm before
ATTs are issued, 100% of the tune

NC staff

ATIProcess

CGI

Review CGI reports of database scans for
duplicate candidates and analyze for trends

Prepare report on status

As determined by EC

Quarterly

Duplicate candidate registrations will be
detected by the matching algorithm before
ATIs are iSSUed, 100% of the time.

ATIs are mailed within 48 hours of eligibility
declaration 100% of the time

Member Boards Member Boards report by exception Ongoing ATI validity dates are accurate 100% of the
time

NC staff Review and analyze reports from CGI and
Member Board reports

Quarterly ATI validity dates are accurate 100% of the
time
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Area:
Issue:

ill· R.egistration
E Communication

27

Evaluator Methodology of Evaluation

Candidate Bulletin

Candidates Examinee Exit Evaluation

CGI Review and report rejected applications to
EC for trend analysis

EC ReView Member Board Survey resutts

EC ReVIew Member Board Survey resutts

EC ReView CGI report on rejected apphcatlOl1s
and trends

Legal counsel Legal reView

Member Boards Complete Member Board survey re: legal
protection, accuracy and usability

Member Boards Complete Member Board survey re: bUlletin
supply

Frequency

Ongoing

Whenever received; compile quarterly
summary

Annually

Annually

Quarterly

As changes are made

Annually

Annually

Criteria

Candidates have adequate information
concerning the NCLEX process

Candidate bulletin contains Information
enabling candidates to complete forms
accurately..

Member Boards have sufficient quantities of
bUlletins to meet candidate requests and
statutory requirements.

Member Boards have sufficient quantities of
bulletins to meet candidate requests and
statutory requirements.

Candidate bulletin contains information
enabling candidates to complete forms
accurately.

Candidate bulletin affords legal protectIOn for
National Council and Member Boards

Candidate bulletin affords legal protection, IS

usable and accurate

Member Boards have sufficient quantities of
bulletins to meet candidate requests and
statutory requirements

NC staff NC Internal report Annually Candidate bulletin development process IS

reasonable

Program Code Booklets

Member Boards Complete Member Board Survey Annually Program Code booklets are accurate and
usable

Customer Service

Candidates

Candidates

Provide candidate feedback

Complete Examinee exit Evaluation

Wheneverrec~ved

Every day of testing

Candidates receive consistent and correct
Information from operators/staff.

Candidates receive prompt, courteous
treatment

Member Boards ReView EIRs, candidate complaints Whenever received Candidates receive prompt, courteous
treatment

Member Boards ReView EIRs, candidate complaints

Changes in Registration Process are
Communicated to all Parties

Member Boards Complete Member Board Survey

NC staff

NC staff

NC staff compares NC/CGIISLS scripts

Project monitoring

Whenever received

Annually

Annually

Ongoing

Candidates receive consistent and correct
information from operators/staff.

Candidates receive consistent and correct
information from operators/staff.

Changes are communicated in a timely way
prior to Implementation.

Changes are communicated in a timely way
prior to implementation.
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Area:
Issue:

IV NCLEX Administration
A Schedulinf!

Evaluator

NRC

Candidates

CGI

Methodology of Evaluation

Provide candidate feedback

Monitor SLS reports

Freguency

Whenever received

Quarterly

Criteria

Calls are answered Within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and scripts are
followed 100% of the time.

Calls are answered Within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and SCripts are
followed 100% of the time.

Member Boards Review EIRs, candidate complaints

Member Boards Complete Member Board Survey

Whenever received and as necessary
to assure compliance

Annually

Calls are answered within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and SCripts are
followed 100% of the time.

Calls are answered within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and scripts are
followed 100% of the time.

NC staff

NC staff

SlS

SlS

Local

Candidates

CGI

Momtor SLS reports

Review and summanze EIRs, Member
Board and/or candidate complaints Analyze
for trends andlor problems

All NRC Registrars are mon~ored weekly for
call quality Each monitored call is
documented by a Team Leader and
reviewed with the Registrar

Secret Shopper program using SLS staff to
call the NRC and schedule and appointment
while observing and documenting the
service provided by the NRC

Provide candidate feedback

Monitor connection walt time and reports

Quarterly

Whenever received and as necessary
to assure compliance

Weekly and as needed if remediation is
required

Periodically

Whenever received

Quarterty

Calls are answered within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and SCripts are
followed 100% of the lime.

Calls are answered w~hin two minutes.
Appointments are made correctly 100% of the
time. Established procedures and SCripts are
followed 100% of the time.

Calls are answered Within two minutes.
Appointments are made correctly 100% of the
time. Established procedures and scripts are
followed 100% of the time.

Calls are answered Within two minutes
Appointments are made correctly 100% of the
time. Established procedures and scripts are
followed 100% of the time

ApPOintments are made correctly 100% of the
tIme.

Established procedures and scripts are
followed 100% of the time.

Member Boards Complete Member Board Survey

Member Boards Review EIRs, candidate complaints

NC staff ReView and summarIZe EIRs, Member
Board and/or candidate complaints Analyze
for trends and/or problems

NC staff Mon~or connection wait time and reports

Annually

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Quarterly

Established procedures and scnpts are
followed 100% of the time

Appointments are made correctly 100% of the
time.

Appointments are made correctly 100% of the
time.

Established procedures and scripts are
followed 100% of the time.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 20 of 55

National Council ofState Boards ofNursing, Inc.ll996



Area:
Issue:

IV NCLEX Administration
B ADA Compliance

29

Evaluator Methodology of Evaluation

30/45 day Comilliance

Candidates Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exrt Evaluation

Frequency

Every day of testing

Criteria

SLS scheduling is In compliance as
designated in the contract.

Member Boards Review EIRs, candidate complaints

Member Boards Review trend analysis of Examinee Exit
Evaluations

Member Boards RevieW EIRs, candidate complaints

Rescheduling fCI~angingappointments)

Candidates Provide candidate feedback

CGI

NC Starr

NC staff

NC starr

SLS

CGI

NC starr

NC starr

SLS

Tes1ing SoftWare

Candidates

Review SLS 30-45 day reports

Examinee Exit Evaluations are monitored for
trends

Review and summarize EIRs, Member
Board and/or candidate complaints,

Review and summarize SLS 30-45 day
reports

Self-evaluation of 30-45 day compliance

Monitor SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints,

Monitor SLS reports

Self-evaluation of rescheduling compliance

Provide candidate feedback, complete
Confidential Comment Sheet

Monthly

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

Whenever received and as necessary
to assure compliance

Monthly

Monthly

Whenever received

Quarterly

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Quarterly

Quarterly

Whenever received

SLS scheduling is In compliance as
designated in the contract.

SLS scheduling is In compliance as
designated in the contract.

SLS scheduling is in compliance as
designated in the contract.

SLS scheduling is in compliance as
designated in the contract.

SLS scheduling is in compliance as
designated in the contract.

SLS scheduling is in compliance as
designated in the contract.

SLS scheduling is in compliance as
designated in the contract.

Candidate rescheduling events are performed
accurately 100% of the time.

Candidate rescheduling events are performed
accurately 100% of the time.

Candidate rescheduling events are performed
accurately 100% of the time.

Candidate rescheduling events are performed
accurately 100% of the time.

Candidate rescheduling events are performed
accurately 100% of the time.

Candidate rescheduling events are performed
accurately 100% of the time.

Testing of ADA candidates is In compliance
with federal reqUirements 100% of the lime.

Member Boards ReView EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
with federal requirements 100% of the lime.
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Area:
Issue:

IV NCLEX Administration
B ADA Comvliance

Evaluator Methodology of Evaluation Frequency Criteria

Site

Candidates Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
EXit Evaluation

Every day of testing Testing of ADA candidates is in compliance
With federal requirements 100% of the time

CGI Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance ChecklISts
completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
w~h federal requirements 100% of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates IS in compliance
with federal requirements 100% of the time

NC staff

SLS

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Review and EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
w~h federal requirements 100% of the time

Testing of ADA candidates is in compliance
with federal requirements 100% of the time.

Acconvnodations

Candidates PrOVide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Every day Qf testing Testing of ADA candidates is in compliance
with federal requirements 100% of the time

CGI Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance ChecklISts
completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
With federal requirements 100% of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility ReqUirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is In compliance
with federal requirements 100% of the time

NC staff Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards
Analyze for trends and/or prOblems

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
with federal requirements 100% of the time

SLS Review EIRs, Member Board and/or
candIdate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
with federal requirements 100% ofthe time

Paper Flow Process

Candidates Provide candidate feedback, complete
Examinee Exit Evaluation

Every day of testing Testing of ADA candidates IS in compliance
With federal requirements 100% of the time.

Testing of ADA candidates is In compliance
with federal requirements 100% of the time.

Testing of ADA candidates is in compliance
With federal requirements 100% of the time

Testing of ADA candidates is in compliance
with federal requirements 100% of the time

Testing of ADA candidates is in compliance
with federal requirements 100% of the time

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Investigate Member Board and/or candidate
complaints

Invesbgate Member Board and/or candidate
complaints

SLS

CGI

NC staff

Investigate Member Board and/or candidate
complaints

Member Boards Investigate Member Board and/or candidate
complaints
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Evaluator
Scheduling

Candidates

CGI

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Commenl Sheel and Examinee
Exit Evaluation

Investigate Member Board andlor candidate
complaints

Freguency

Every day of testing

Whenever received and as necessary
to assure compliance

Criteria

Testing of ADA candidates is in compliance
with federal requirements 100% of the time.

Testing of ADA candidates is in compliance
with federal requirements 100% of the time.

Member Boar,js Investigate Member Board andlor candidate
complaints

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
with federal requirements 100% of the lime.

NC staff

SLS

Investigate Member Board andlor candidate
complaints

Investigate Member Board andlorcandidate
complaints

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Testing of ADA candidates is in compliance
with federal requirements 100% of the time.

Testing of ADA candidates IS in compliance
with federal requirements 100% of the time
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Area:
Issue:

IV NCLEX Administration
C Securitv

Evaluator Methodology of Evaluation

Proctoring

Candidates Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

CGI Review EIRs, Member Board andlor
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Member Boards ReView EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

NC staff Review and summarize EIRs, Member
Board andlor candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

SlS ReView EIRs, Member Board andlor
candidate complaints, and STC Facility
ReqUirements Compliance Checklists
completed by Member Boards

Site Compliance

CGI ReView EIRs, Member Board andlor
candidate complaints, and STC Facility
ReqUirements Compliance Checklists
completed by Member Boards

Member Boards ReView EIRs, candidate complamts, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

NC staff Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends andlor problems

SlS Review EIRs, Member Board andlor
candidate complaints, and STC Facility
ReqUIrements CompHance Checklists
completed by Member Boards

Videos

Frequency

Every day of tesling

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compHance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Criteria

NClEX is administered in compliance with
security requirements 100% of the time

NClEX is administered in compliance with
security requirements 100% of the time

NClEX is administered in compiance with
security requirements 100% of the time

NClEX is administered in compliance with
security requirements 100% of the time

NClEX is administered in compliance With
security requirements 100% of the time.

NClEX is administered in compliance with
security requlfements 100% of the time

NClEX is administered in compliance With
security requirements 100% of the time.

NClEX is administered in compliance With
security requirements 100% of the time

NClEX IS administered in compliance with
security requirements 100% of the time.

Member Boards Evaluate availability and usefUlness of video

CGI

NC staff

SLS

Evaluate availability and usefUlness of video

Evaluate availability and usefulness of video

Evaluate availability and usefulness of video

When required for candidate
investigation

When required for candidate
investigation

When required for candidate
investigation

When reqUired for candidate
investigation

NCLEX is administered in compliance wilh
security reqUirements 100% of the time.

NClEX is administered in compliance with
security requirements 100% of the time.

NClEX is administered in compliance with
secunty requirements 100% of the time

NClEX is administered in compliance with
security requirements 100% of the lime.
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Evaluator

Identification

Candldate~

CGI

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Comment She, Examinee Exit
Evaluation

ReVIew EIRs, Member Board andlor
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Frequency

Every day of testing

Whenever receiVed and as necessary
to assure compliance

Criteria

NCLEX is administered in compliance w~h

security requirements 100% of the time

NCLEX is administered in compiance ~h
security requirements 100% of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

NCLEX is administered In compliance with
security requirements 100% of the time

NC staff

SLS

Photos

Candidates

CGI

Review and summarize ErRs, Member
Board andlor candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards
Analyze for trends andlor problems

Review EIRs, Member Board andlor
candidate complaints, and STC Facitity
Requirements Compliance Checklists
completed by Member Boards

Provide candidate feedback, complete
Confidential Comment Sheet

Evaluate feedback from Member Boards
andlor candidates

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received

Whenever received and as necessary
to assure compliance

NCLEX is administered in compliance with
security requirements 100% of the time

NCLEX is administered in compliance ~h
security requirements 100% of the time.

NCLEX is administered in compliance WIth
security requirements 100% of the time

NCLEX IS administered In compliance with
security requirements 100% of the time.

Member Boards Evaluate feedback from Member Boards
andlor candidates

Member Boal'ds Complete Member Board Survey

Whenever received and as necessary
to assure compliance

Annually

NCLEX is administered in compliance with
security requirements 100% of the time

NCLEX is administered in compiance with
security requirements 100% of the time

NC staff

SLS

Thumb Printing

CGI

Evaluate feedback from Member Boards
andlor candidates

Evaluate feedback from Member Boards
andlor candidates

Evaluate feedback from Member Boards
andlor candidates

Whenever received and as necessary
to assure compliance

Whenever receiVed and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

NCLEX IS administered in compliance with
security requirements 100% of the time.

NCLEX is administered in compliance with
security requirements 100% of the time

NCLEX is administered in compliance with
security requirements 100% of the time.

Member Boards Complete Member Board Survey

Member Boanis Evaluate feedback from Member Boards
andlor candidates

Annually

Whenever received and as necessary
10 assure compliance

NCLEX is administered in compliance with
security requirements 100% of the time.

NCLEX is administered in compliance with
security requirements 100% of the time

NC staff

SLS

Evaluate feedback from Member Boards
andlor candidates

Evaluate feedback from Member Boards
and/or candidates

Whenever receiVed and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

NCLEX is administered in compliance with
security reqUirements 100% of the time.

NCLEX is administered in compliance with
security requirements 100% of the time.
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Area:
Issue:

IV NCLEX Administration
C Securitv

Evaluator Methodology of Evaluation Frequency Criteria

Signature Log

CGI Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boards Complete Member Board Survey

Whenever received and as necessary
10 assure compliance

Whenever received and as necessary
to assure compliance

Annually

NCLEX is administered in compiance with
security requirements 100% of the time.

NCLEX is administered in compliance with
security requirements 100% of the time

NCLEX is administered in compliance with
security requirements 100% of the time.

NC staff

SLS

Access to Center

Candidates

ReView and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

ProVide candidate feedback, complete
Confidential Comment Sheet, Examinee EXit
Evaluation

Whenever receIved and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Every day of testing

NCLEX is administered in compliance with
security requirements 100% of the time

NCLEX is administered in compliance with
security requirements 100% of the time.

NCLEX is administered in compliance with
security requirements 100% of the time.

CGI Review EIRs, Member Board and/or
candidate complaints, and STC Facility
ReqUIrements Compliance Checklists
completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

NCLEX is administered in compliance With
security requirements 100% of the time

NC LEX is administered in compliance With
security requirements 100% of the time

NC staff

SLS

Review and summarize EIRs, Member
Board and/or candidate compJalllts, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

NCLEX is administered in compiance with
security requirements 100% of the time.

NCLEX is administered in comphance with
security requirements 100% of the time.
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Evaluator MethodolOQY of Evaluation

Data Accuracy, Code Usage. and
Compliance with RUles

CGI Evaluate EIRs for completeness and
accuracy of information

Frequency

Ongoing

Criteria

EIRs are consistently complete and accurate.

CGI Monitor SLS reports Quarterty EIRs are consistently complete and accurate

Member Boards Compare number of EIRs received to
number of candidate complaints

Member Boards Evaluate EIRs for completeness and
accuracy of information

Ongoing

Ongoing

EIRs are consistently complete and accurate.

EIRs are consistently complete and accurate.

Member Boartis Evaluate flow of EIRs through data system

NC staff

NC staff

SLS

SLS

EIR System Design

CGI

CGI

NC staff

NC staff

SLS

SLS

Value

Monitor SLS reports

Evaluate EIRs for completeness and
accuracy of information

Perform audits of EIR data accuracy

Evaluate EIRs for completeness and
accuracy of information

Evaluate flow of EIRs through data system

Monitor SLS reports

Evaluate flow of EIRs through data system

Monitor SLS reports

Perform audits of EIR system flow

Evaluate flow of EIRs through data system

Quarterly

Ongoing

Monthly

Ongoing

Ongoing

Quarterly

Ongoing

Ongoing

Quarterty

Monthly

Ongoing

EIRs are consistently complete and accurate

EIRs are consistently complete and accurate.

EIRs are consistently complete and accurate.

EIRs are consistently complete and accurate.

EIR flow is not interrupted

EIR flow is not interrupted

EIR flow is not interrupted

EIR flow is not interrupted

EIR flow is not Interrupted

EIR flow is not interrupted

EIR flow is not interrupted

Member Board s Complete Member Board Survey Annually

Member Board', Evaluate EIRs as "earty warning" notification Ongoing
of examination administration problems

NC staff Monitor SLS reports Ongoing

NC staff Evaluate EIRs as "early warning" notificatIon Ongoing
of examination administration problems

SLS Perform audits of EIR usefulness as "earty Ongoing
warning" system for Member Boards and
other stakeholders

SLS Evaluate EIRs as "early warning" notification Ongoing
of examInation administration problems

CGI

CGI

07-Jun-96

Monitor SLS reports Ongoing

Evaluate EIRs as "earty warning" notification Ongoing
of examination administration problems

NCLEX Comprehensive Evaluation Guide

EIRs are useful in complaint resolution

Stakeholders are fully informed of problems by
EIR before complaints are received.

EIRs are useful in complaint resolution.

Member Boards are fully informed of problems
by EIR before complaints are received.

ErRs are useful in complaint resolution

Stakeholders are fully Informed of problems by
EIR before complaints are received.

Stakeholders are fully Informed of problems by
EIR before complaints are received.

Stakeholders are fully informed of problems by
EIR before complaints are received.
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Area:
Issue:

IV NCLEX Administration
D EIRs

Evaluator

Trend Analysis

CGI

CGI

Methodology of Evaluation

Monitor EIRs to determine trends attesting
centers

Monitor SLS reports

Frequency

Ongoing

Monthly

Criteria

EIRs serve as accurate Indicator of trends In
test center performance.

EIRs serve as accurate indicator of trends in
test center performance.

NC staff Monitor EI Rs to determine trends at testing Ongoing
centers

NC staff Monitor SLS reports Quarterly

SLS Monitor EIRs to determine trends at testing Ongoing
centers

SLS Perform audit of EIR effectiveness in Ongoing
identifying trends In test center performance

Member Boards MOnitor EIRs to determine trends at testing
centers

Ongoing EIRs serve as accurate indicator of trends in
test center performance.

EIRs serve as accurate indicator of trends In

test center performance.

EIRs serve as accurate indicator of trends in
test center performance.

EIRs serve as accurate indicator of trends in
test center performance.

Centers whose EIR % (as a percentage of
tests delivered) are in the top or bottom 5% of
all centers for the month will prompt an
investigation of the content of the EIRs
received, leading to a recommendation for
remediation if deemed necessary. This
process is completed monthly. Any center
having a Significant security breach (any
activity requiring a sile visil by ETS security
staff) will receive an unannounced site Visit by
Sylvan staff. Centers which have above
average numbers of E'Rs that are
appropriately in categories most likely to
suggest problems initiated at the site will
prompt an Investigation of the contents of the
EIRs received, leading to a recommendation
for remediation if deemed necessary. This
process is completed monthly and covers the
9Q-day period prior to that month end.
Specific categories for thiS trigger are: (1)
THEFT OR VANDALISM - Any occurrences;
(4) EQUIPMENT FAILURE - Top 25% of all
centers; (5) SOFTWARE PROBLEMS - Top
25% of all centers; (10) IMAGE CAPTURE
FAILURE - Top 25% of all centers; (11)
VIDEO I AUDIO OPERATIONS - Top 10% of
all centers; (12) ADMINISTRATIVE ERROR­
Top 25% and bottom 5% of all centers; and
(18) ENVIRONMENTAL PROBLEM - Top
10% of all centers.
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Evaluator Methodology of Evaluation

Resolution Quality

CGI Evaluate speed and efficacy of resolution of
problems identified on EIRs

CGJ Monitor SLS reports

Member Boards Evaluate speed and efficacy of resolution of
problems identified on EIRs

Freguency

Ongoing

Quarterly

Ongoing

Criteria

Problems identified in EIRs are satisfactorily
resolved within 30 days, 100% of the time,
except in more complex circumstances or if
remediation is required

Problems identifled in EIRs are satisfactorily
resolved within 30 days, 100% of the time,
except in more complex circumstances or if
remediation is required

Problems identified in EIRs are satisfactor~y

resolved within 30 days, 100% of the time,
except in more complex circumstances or if
remediation is required

NC staff Monitor SLS reports Quarterly Problems Identified in EIRs are satisfactor~y

resolved within 30 days, 100% of the time,
except in more complex circumstances or If
remediation is required

NC staff Evaluate speed and efficacy of resolution of Ongoing
problems identified on EIRs

SLS Evaluate speed and efficacy of resolution of Ongoing
problems Identified on EIRs

SLS Perform audits of resolution time/satISfaction Monthly
on problem EIRs

Problems identIfied In EIRs are satisfactor~y

resolved within 30 days, 100% of the time,
except in more complex circumstances or if
remediation is required

Problems identified in EIRs are satisfactorily
resolved within 30 days, 100% of the time,
except In more complex circumstances or if
remediation is required

Problems Identified In EIRs are satISfactOrily
resolved within 30 days, 100% of the time,
except in more complex circumstances or if
remediation is required
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Area:
Issue:

IV NCLEX Administration
E Sites

Evaluator

Equipment

Candidates

Candidates

Candidates

CGI

CGI

CGI

Methodology of Evaluation

Complete Examinee Exit Evaluation

Complete Examinee Exit Evaluation

Complete Examinee Exit Evaluation

Monitor SLS Reports

Monitor SLS Reports

Monitor SLS Reports

Freguency

Every day of testing

Every day of testing

Every day of testing

Quarterly

Quarterly

Quarterly

Criteria

Any computer failures are repaired or replaced
within 24 hours of detection and diagnosis

Testing Center equipment meets contractual
requirements 100% of the time

Computer upgrades are instituted when need
exists.

Any computer failures are repaired or replaced
within 24 hours of detection and diagnosis

Computer upgrades are instituted when need
exists

Testing Center equipment meets contractual
requirements 100% of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Any computer failures are repaired or replaced
Within 24 hours of detection and diagnosis.

Computer upgrades are instituted when need
exists.

Testing Center equipment meets contractual
requirements 100% of the time.

NC staff

NC staff

NC staff

SLS

SLS

SLS

Monitor SLS Reports

Monitor SLS Reports

RevieW and summarize EIRs, candidate
complaints, and STC Facility Requirements
Compliance Checklists completed by
Member Boards Analyze for trends and/or
problems

Perform audits of Test Center equipment
functioning

Perform audits of Test Center equipment
functioning

Perform audits of Test Center equipment
functioning

Quarterly

Quarterly

Whenever received and as necessary
to assure compliance

Monthly

Monthly

Monthly

Any computer failures are repaired or replaced
within 24 hours of detection and diagnosis.

Computer upgrades are instituted when need
exists.

Testing Center equipment meets contractual
requirements 100% of the time.

Any computer failures are repaired or replaced
within 24 hours of detection and diagnosis.

Testing Center equipment meets contractual
requirements 100% of the time.

Computer upgrades are instituted when need
exists.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 30 of 55

National Council ofState Boards ofNursing, Inc.l1996



Area:
Issue:

IV NCLEX Administration
E Sites

39

Evaluator

Software

Candidates

CGI

CGI

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Comment Sheet

Monitor SLS reports

Monitor SLS reports

Frequency

VVheneverrecewed

Quarterly

Quarterly

Criteria

Testing Center software functions correctly
100% of the time.

Testing Center software functions correctly
100% of the time.

Extensive compatibility testing is done by SLS
and CGlto verify that all software used
performs as it should on any proposed new
hardware.

Member Boarm' Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

VVhenever recewed and as necessary
to assure compliance

VVhenever received and as necessary
to assure compliance

Extensive compatibility testing is done by SLS
and CGI to verify that all software used
performs as it should on any proposed new
hardware.

Testing Center software functions correctly
100% of the time.

NC staff

NC staff

SLS

SLS

Monitor SLS reports

Review and summariZe EIRs, Member
Board and/or candidate complaints, and
STC Facility ReqUirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perform audits of Test Center software
functioning

Perform audits of Test Center software
functioning

Quarterly

VVhenever received and as necessary
to assure compliance

Monthly, with each new release, and
with new hardware

Monthly, with each new release, and
with new hardware

Extensive compatibility testing is done by SLS
and CGI to verify that all software used
performs as it should on any proposed new
hardware.

Testing Center software functions correctly
100% of the time.

Extensive compatibility testing is done by SLS
and CGI to verify that all software used
performs as it should on any proposed new
hardware.

Testing Center software functions correctly
100% of the time.
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Area:
Issue:

IV NCLEX Administration
E Sites

Evaluator

Environment

Candidates

CGI

Methodology ot Evaluation

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Ex~ Evaluation

Monitor SlS reports

Frequency

Every day of testing

Quarterly

Criteria

Testing Center environment meets contractual
requirements 100% of the time.

Testing Center environment meets contractual
requirements 100% of the time

CGI Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Testing Center environment meets contractual
requirements 100% of the time.

Testing Center environment meets contractual
requirements 100% of the time

NC staff

NC staff

SlS

SLS

Capacity

Candidates

CGI

Review and summarize EIRs, Member
Board andlor candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends andlor problems

Monitor SlS reports

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Perform periodic video review audits of site
compliance

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Mon~or SlS reports

Whenever received and as necessary
to assure compliance

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

Every day of testing

Quarterly

Testing Center environment meets contractual
requirements 100% of the time

Testing Center environment meets contractual
requirements 100% of the time.

Testing Center environment meets contractual
requirements 100% of the time.

Testjng Center environment meets contractual
requirements 100% of the time.

Testing center capacity is sufficient to assure
contractual (within the 30-45 day schedUling
rule) candidate scheduling requirements 100%
of the time.

Tesling center capac~ is sufficient to assure
contractual (within the 3D-45 day scheduling
rule) candidate scheduling requirements 100%
of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing center capac~ is sufficient to assure
contractual (within the 30-45 day scheduling
rule) candidate scheduling requirements 100%
of the time.

NC staff

NC staff

SlS

Monitor SlS reports

Review and summariZe EJRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perform daily aud~ of center capacity and
institute notification measures when capacity
indicates

Quarterly

Whenever received and as necessary
to assure compliance

Daily

Testing center capacity is sufficient to assure
contractual (Within the 30-45 day scheduling
rule) candidate schedUling requirements 100%
of the time.

Testing center capacity is sufficient to assure
contractual (within the 30-45 day scheduling
rule) candidate scheduling requirements 100%
of the time.

Testing center capacity is sufficient to assure
contractual (within the 30-45 day scheduling
rUle) candidate scheduling requirements 100%
of the time.
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Evaluator Methodology of Evaluation

Location

CGI Monitor SLS audits

Member Board-; Review EIRs and STC Facility
Requirements Compliance Checklists
completed by Member Boards

NC staff Monitor SLS audits

NC staff Review and summarize EIRs and STC
Facility Requirements Compliance
Checklists completed by Member Boards

SLS Perform periodic audits of center usage and
scheduling difficulty related to location,

Findability

Candidates Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

CGI Review EIRs, Member Board and/or
candidate complaints, Examinee Exit
Evaluation and STC Facility Requirements
Compliance Checklists completed by
Member Boards

Member Boards Review EIRs, candidate complaints,
Examinee Exit Evaluation and STC Facility
ReqUirements Compliance Checklists
completed by Member Boards

NC staff Review and summarize EIRs, Member
Board and/or candidate complaints,
Examinee Exit Evaluation and STC Facility
Requirements Compliance Checklists
completed by Member Boards. Anatyze for
trends anellor problems

SLS Review EIRs, Member Board and/or
candidate complaints, Examinee Exit
Evaluation and STC Facility Requirements
Compliance Checklists completed by
Member Boards

Frequency

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

Whenever received and as necessary
to assure compliance

Monthly

Every day of testing

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Criteria

Testing Centers meet jurisdictional
requirements as outlined in the contract.

Testing Centers meet jurisdictional
requirements as outlined in the contract.

Testing Centers meet jurisdictional
requirements as outlined in the contract.

Testing Centers meet jurisdictional
requirements as outlined in the contract.

Testing Centers meet jurisdictional
requirements as outlined in the contract.

Candidates are able to easily find their Test
Center

Candidates are able to easily find their Test
Center

Candidates are able to easily find their Test
Center

Candidates are able to easily find their Test
Center

Candidates are able to easily find their Test
Center
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Area:
Issue:

IV NCLEX Administration
E Sites

Evaluator Methodology of Evaluation Freguency Criteria

SLS QA plan is reviewed and updated
annually. The QA plan is sufficient to provide
early waming of testing problems.

SLS QA plan is reviewed and updated
annually. The QA plan is sufficient to provide
early warning of testing problems.

SLS QA plan is reviewed and updated
annually. The QA plan is sufficient to provide
early warning of testing problems.

SLS QA plan is reviewed and updated
annually. The QA plan is sufficient to provide
early warning of testing problems.

SLS QA plan is reviewed and updated
annually. The QA plan is sufficient to provide
early warning of testing problems.

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Check1ists
completed by Member Boards

SLS

NC staff

EC

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Check1ists
completed by Member Boards

Member Boards Review EIRs, candidate complaints. and
STC Facility Requirements Compliance
Checklists completed by Member Boards

SLS QAPlan

CGI

Discipline Process

BOD CGI Quarterly Reports Quarterly SLS corporate procedure for employee
/franchisee is followed 100% of the time

CGI CGI Quarterly Reports Quarterly SLS corporate procedure for employee
/franchisee is followed 100% of the time

EC CGI Quarterly Reports Quarterly SLS corporate procedure for employee
/franchisee is followed 100% of the time

NC staff CGI Quarterly Reports Quarterly SLS corporate procedure for employee
/franchisee is followed 100% of the time

SLS CGI Quarterly Reports Quarterly SLS corporate procedure for employee
/franchisee is followed 100% of the time

Tech Support

CGI Monitor SLS reports Quarterly Testing Centers receive appropriate tech
support in a timely way 100% of the time

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Testing Centers receive appropriate tech
support in a timely way 100% of the time.

NC staff Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Whenever received and as necessary
to assure compliance

Testing Centers receive appropriate tech
support in a timely way 100% of the time

NC staff

SLS

Monitor SLS reports

Compile reports utilizing the SLS Automated
call tracking system

Quarterly

Quarterly

Testing Centers receive appropriate tech
support in a timely way 100% of the time

Testing Centers receive appropriate tech
support in a timely way 100% of the time.

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 34 of 55

National Council ofState Boards ofNursing, Inc.l1996



Area:
Issue:

IV NCLEX Administration
E Sites
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Evaluator

Hotline

CGI

CGI

EC

NC staff

NC staff

SLS

SLS

Methodology of Evaluation

Monitor SLS reports

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends andlor problems

Monitor SLS reports

SLS Automated call tracking system

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checklists
completed by Member Boards

Frequency

Quarterly

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

Quarterly

Quarterly

Whenever received and as necessary
to assure compliance

Criteria

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency calls are
retumed within 10 minutes. Non-emergency
calls are retumed within 30 minutes.

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency calls are
retumed within 10 minutes. Non-emergency
calls are retumed within 30 minutes.

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency calls are
retumed within 10 minutes. Non-emergency
calls are retumed within 30 minutes.

100'lb ofthe Hotline calls are answered and
triaged as emergency or non-ernergency
within one minute. Emergency calls are
retumed within 10 minutes. Non-emergency
calls are returned within 30 minutes.

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency cans are
retumed within 10 minutes. Non-emergency
calls are returned within 30 minutes.

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency cans are
returned within 10 minutes. Non-emergency
calls are retumed within 30 minutes.

100% of the Hotline calls are answered and
triaged as emergency or non-emergency
within one minute. Emergency calls are
returned within 10 minutes. Non-emergency
calls are returned within 30 minutes.
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Area:
Issue:

IV NCLEX Administration
E Sites

Evaluator

RESTARTS

Candidates

CGI

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Comment Sheet

Monitor SLS reports

Frequency

Whenever received

Quarterly

Criteria

Restarts are handled according to appropriate
procedure 100% of the time.

The number of restarts will continually
decrease

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Restarts are handled according to appropriate
procedure 100% of the time.

NC staff

NC staff

SLS

Delayed Start of Day

Candidates

CGI

Monitor SLS reports

Review and summariZe EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perform audits of restart frequency and
precipitating factors

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Monitor SLS reports

Quarterly

Whenever received and as necessary
to assure compliance

Monthly for the previous 90 day pertod

Every day of testing

Quarterly

The number of restarts wil continually
decrease

Restarts are handled according to appropriate
procedure 100% of the time.

Testing Centers having restarts in excess of
twice the average for all centers over a 90 day
period Will prompt the investigation of other
trigger points to decide required remedial
action.

Delayed start of day events are handled
according to appropriate procedures 100% of
the time.

The number of delayed start of day events will
continually decrease.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Delayed start of day events are handled
according to appropriate procedures 100% of
the time.

NC staff

NC staff

SLS

Monitor SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perform aUdits of delayed start of day
incidents, frequency, and precipitating factors

Quarterly

Whenever received and as necessary
to assure compliance

Monthly for the previous 90 day period

The number of delayed start of day events will
continually decrease.

Delayed start of day events are handled
according to appropriate procedures 100% of
the time.

Testing Centers having delayed start of day
events in excess of 5% of their testing days in
any three-month pertod (four occurrences in
three months) Will prompt the investigation of
other trigger points to decide required
remedial action.

Protocol FollOWed for Closing a Site

NC staff Investigate complaints and Review and
analyze SLS reports

Notification of Site Closing

Member Boards Investigate complaints and review SLS
reports

As needed

As needed

Site closings are conducted in accordance
with established procedures 100% of the time

Member Boards and National Council are
notified of site closings using established
procedures 100% of the time

NC staff Investigate complaints and Review and
analyze SLS reports

As needed Member Boards and National Council are
notified of site closings using established
procedures 100% of the time
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Issue:

IV NCLEX Administration
E Sites
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Evaluator Methodology of Evaluation

Cessation of Testing When a Site is Out of
Compliance

Member Boards Investigate complaints and review SLS
reports

Frequency

As needed

Criteria

No appointments are scheduled and no
examinations are administered when a s~e is
out of compliance.

NC staff Investigate complaints and Review and
analyze SLS reports

As needed No appointments are scheduled and no
examinations are administered when a s~e is
out of compliance.
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Area:
Issue:

IV NCLEX Administration
F Center Personnel

Evaluator

Training

Candidates

CGI

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Monitor SLS reports

Freguency

Every day of testing

Monitor by exception

Criteria

SLS staff receive sufficient training to
maintain compliance with NCLEX
administration requirements 100% of the time

SLS staff receive sufficient training to
maintain compliance with NCLEX
administration requirements 100% of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

SLS staff receive sufficient training to
maintain compliance with NCLEX
administration requirements 100% of the time

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

NC staff

NC staff

SLS

Certification

CGI

NC staff

NC staff

SLS

Monitor SLS reports

Review and summarizeEIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perform audits of training attendance and
provide for ongoing training needs
assessment

Monitor SLS reports

Monitor SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perfonm periodic audit of certifICation records

Monitor by exception

Whenever received and as necessary
to assure compliance

Ongoing

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

SLS staff receive sufficient training to
maintain compliance with NCLEX
administration requirements 100% of the time.

SLS staff receive sufficient training to
maintain compliance with NCLEX
administration requirements 100% of the time.

SLS staff receive SUfficient training to
maintain compliance with NCLEX
administration requirements 100% of the time.

100% ofthe SLS Test Center Administrators
will achieve Initial certification and maintain
updated annual re-certification

100% of the SLS Test Center Administrators
will achieve initial certification and maintain
updated annual re-certification.

100% of the SLS Test Center Administrators
will achieve initial certification and maintam
updated annual re-certification.

100% of the SLS Test Center Administrators
will achieve initial certification and maintain
updated annual re·certification.

100% ofthe SLS Test Center Administrators
will achieve initial certification and maintain
updated annual re-certification
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Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Board!, Review EIRs, candidate complaints, and
STC Facility ReqUirements Compliance
Checklists completed by Member Boards

Evaluator

staffing

Candidates

CGI

NC staff

NC staff

SLS

SLS

TCA Manual

CGI

NC staff

NC staff

SLS

Methodology of Evaluation

Provide candidate feedback, complete
Confidential Comment Sheet

Monitor SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Monitor SLS reports

Perform periodic audits of staffing
compliance

SLS telephone contacts to a Testing Center
will include periodic requests to speak to the
backup proctor available during NCLEX
testing If the proctor is unava~able, further
telephone attempts to contact will be made

Monitor SLS reports

Monitor SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility ReqUirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Perfonn periodic audits and updates of TCA
manual

Freguency

Whenever received

By exception and quarterly

Whenever received and as necessary
to assure compliance

Whenever received and as necessary
to assure compliance

By exception and quarterly

Intennittently

Intennittently

By exception and annuaily

Whenever received and as necessary
to assure compliance

By exception and annually

Whenever received and as necessary
to assure compliance

As necessary

Criteria

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

SLS staffing levels will be in compliance with
contractual requirements 100% of the time.

Any Testing Center where the backup proctor
is unavailable to come to the telephone during
two NCLEX sessions within a month period
will receive an unannounced site visit during
an NCLEX session by Sylvan staff.

The TCA Manual will provide sufficient
information to facilitate examination
administration in full compliance with NCLEX
specifications.

The TCA Manual will proVide sufficient
infonnation to facilitate examination
administration in full compliance with NCLEX
specifications.

The TCA Manual will proVide sufficient
information to facilitate examination
administration in full compliance with NCLEX
specificatiOns.

The TCA Manual will provide sufficient
infonnation to facilitate examination
administration in full compliance with NCLEX
specifications.

The TCA Manual will provide sufficient
intonnation to facilitate examination
administration in full compliance with NCLEX
specifICations.
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Area:
Issue:

IV NCLEX Administration
F Center Personnel

Evaluator Methodology of Evaluation

Information Provided

Frequency Criteria

Candidates

CGI

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Monitor SLS reports

Every day of testing

By exception

SLS personnel will provide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time.

SLS personnel will provide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time.

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

SLS personnel will provide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time.

NC staff

NC staff

SLS

Monitor SLS reports

Review and summarize EIRs, Member
Board andlor candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends andlor problems

Perform periodic audits of information given
to candidates

By exception

Whenever received and as necessary
to assure compliance

By exception

SLS personnel will provide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time.

SLS personnel will provide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time.

SLS personnel will prOVide accurate,
consistent information about the NCLEX to
candidates and Member Board visitors 100%
of the time

Performance of Duties

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Candidates

CGI

NC staff

NC staff

SLS

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Monitor SLS reports

Monitor SLS reports

Review and summarize EIRs, Member
Board andlor candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends andlor problems

Perform periodic audits of staff performance

Every day of testing

Quarterly

Whenever received and as necessary
to assure compliance

Quarterly

Whenever received and as necessary
to assure compliance

As indicated by trigger points

SLS employees perform required duties
related to administration of the NCLEX in
compliance with established standards and
procedures 100% of the time.

SLS employees perform reqUired duties
related to administration of the NCLEX in
compliance with established standards and
procedures 100% of the time.

SLS employees perform required duties
related to administration of the NCLEX in
compliance with establiShed standards and
procedures 100% of the time.

SLS employees perform required duties
related to administration of the NCLEX in
compliance with established standards and
procedures 100% of the time.

SLS employees perform required duties
related to administration of the NCLEX in
compliance with established standards and
procedures 100% of the time.

SLS employees perform required duties
related to administration of the NCLEX in
compliance with established standards and
procedures 100% of the time.
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Evaluator Methodology of Evaluation
Customer Servi,:e

Candidates Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

CGI Monitor SLS reports

Member Boarels Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boart:ls Complete Member Board Survey

Freguency

Every day of testing

Quarterly

Whenever received and as necessary
to assure compliance

Periodically

Criteria

Candidates will receive excellent customer
service from SLS employees according to
SLS QA trigger points.

Candidates, Member Boards and the NC will
receive excellent customer service from SLS
employees as indicated in the annual Test
Service evaluation.

Member Boards will receive excellent
customer service from SLS employees
according to SLS QA trigger points.

NC staff will receive excellent customer
service from SLS employees as indicated in
the annual Test Service evaluation.

NC staff

NC staff

SLS

30 Minute Rule

Candidates

CGI

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

Monitor SLS reports

Perform periodic assessments of customer
satisfaction, Confidential Comment Sheets
and Examinee Exit Evaluations

Provide candidate feedback, complete
Confidential Comment Sheet and Examinee
Exit Evaluation

Review SLS reports

Whenever received and as necessary
to assure compliance

Quarterly

As indicated by trigger points

Every day of testing

Quarterly

The NC will receive excellent customer
service from SLS employees as indicated in
the annual Test Service evaluation.

Candidates, Member Boards and the NC will
receive excellent customer service from SLS
employees as indicated in the annual Test
Service evaluation,

Candidates, Member Boards and the NC will
receive excellent customer service from SLS
employees as indicated in the annual Test
Service evaluation.

Candidates who must wait 30 minutes or more
for their scheduled examination to begin will
be offered an opportunity to reschedule for
another time, 100 % of the time.

Candidates who must wail 30 minutes or more
for their scheduled examination to begin will
be offered an opportunity to reschedUle for
another time, 100 % of the time,

Member Board~' Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Whenever received and as necessary
to assure compliance

Candidates who must wail 30 minutes or more
for their scheduled examination to begin will
be offered an opportunity to reschedule for
another time,

NCstaff

NC staff

SLS

Review and analyze SLS reports

Review and summarize EIRs, Member
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards,
Analyze for trends and/or problems

Periodically audit centers for compliance
with the 30 minute reschedule rule

Quarterly

Whenever received and as necessary
to assure compliance

By exception

candidates who must wail 30 minutes or more
for their scheduled examination to begin Will
be offered an opportunity to reschedule for
another time, 100 % of the time.

Candidates who must wait 30 minutes or more
for their scheduled examination to begin Will
be offered an opportunity to reschedUle for
another time, 100 % ofthe time,

Candidates who must wait 30 minutes or more
for their scheduled examination to begin wiR
be offered an opportunity to reschedule for
another time, 100 % of the time,
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Area:
Issue:

IV NCLEX Administration
G Examinee Exit Evaluations

Evaluator

Evaluation

Candidates

CGI

Methodology of Evaluation

Complete Examinee Exit Evaluation

Review EIRs, Member Board and/or
candidate complaints, and compare to
number and chief complaint (s) of examinee
exit evaluations

Frequency

Received every day of testing

Received every day of testing

Criteria

Centers where examinee exit evaluations vary
more than 5% in absolute terms from the
same quarter of the previous year on center
related performance questions will prompt an
investigation of other trigger areas for that
center to decide what remedial action is
necessary. This process will be completed
quarterly. Specific questions monitored are
outlined in the SLS QA Plan.

Centers where examinee ellit evaluations vary
more than 5% in absolute terms from the
same quarter of the previous year on center
related performance questions will prompt an
investigation of other trigger areas for that
center to decide what remedial action is
necessary. This process will be completed
quarterly. Specific questions monitored are
outlined in the SLS QA Plan.

Member Boards Review EIRs, candidate complaints, and
compare to number and chief complaint (s)
of examinee exit evaluations

Whenever received Centers where examinee exit evaluations vary
more than 5% in absolute terms from the
same quarter of the previous year on center
related performance questions will prompt an
investigation of other trigger areas for that
center to decide what remedial action is
necessary. This process will be completed
quarterly. Specific questions monitored are
outlined in the SLS QA Plan.

NC staff

SLS

Review and summarize EIRs, Member
Board and/or candidate complaints, and
compare to number and chief complaint (s)
of examinee exit evaluations

Review and summarize EIRs, Member
Board and/or candidate complaints, and
compare to number and chief complaint (s)
of examinee exit evaluations

ReceiVed every day of testing

Received every day of testing

Centers where examinee exit evaluations vary
more than 5% in absolute terms from the
same quarter of the previous year on center
related performance questions will prompt an
investigation of other trigger areas for that
center to decide what remedial action is
necessary. This process will be completed
quarterly. Specific questions monitored are
outlined in the SLS QA Plan.

Centers where examinee exit eValuations vary
more than 5% in absolute terms from the
same quarter of the previous year on center
related perfonmance questions will prompt an
investigation of other trigger areas for that
center to decide what remedial action is
necessary. This process will be completed
quarterly. Specific questions monitored are
outlined in the SLS QA Plan.
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Evaluator Methodoloqy of Evaluation

Confidential Comment Sheets

Freguency Criteria

Candidates

CGI

CGI

Provide candidate feedback, complete Whenever received
Confidential Comment Sheet

Review EIRs. Member Board and/or Whenever received
candidate complaints, and compare to
number and chief complaint(s) of
Confidential Comment Sheets

Any site not receiving any Confidential Ongoing review
Comment Sheets in a six-month period will
prompt an investigation of other trigger areas
for that center to decide what remedial
action is necessary

Confidential comments received reflect high
quality examination processes.

Confidential comments received reflect high
quality examination processes.

Confidential Comment Sheets are made
available to 100% of the candidates.

Member Boards Review EIRs. candidate complaints. and
compare to number and chief complaint(s)
on Confidential Comment Sheets

Received every day of testing Confidential comments received reflect high
quality examination processes.

NC staff

NC staff

SLS

SLS

07-Jun-96

Any site not receiVing any Confidential Ongoing review
Comment Sheets in a six-month period will
prompt an investigation of other trigger areas
for that center to decide what remedial
action is necessary

Review and summarize EIRs, Member Received every day of testing
Board and/or candidate complaints, and
compare to number and chief complaint(s) of
Confidential Comment Sheets

Review EIRs, Member Board and/or Received every day of testing
candidate complaints, and compare to
number and chief complaint(s) on
Confidential Comment Sheets

Any site not receiVing any Confidential Ongoing review
Comment Sheets in a six-month period will
prompt an investigation of other trigger areas
for that center to decide what remedial
action is necessary

NCLEX Comprehensive Evaluation Guide

Confidential Comment Sheets are made
available to 100% of the candidates.

Confidential comments received reflect high
quality examination processes.

Confidential comments received reflect high
quality examination processes.

Confidential Comment Sheets are made
available to 100% of the candidates.
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Area:
Issue:

V Results Reporting
A Timeliness

Evaluator Methodology of Evaluation

48 Hour Electronic Transmission of
Candidate Results

Frequency Criteria

BOD

EC

Review CGI Quarterly Reports

Review CGI Quarterly Reports

Quarterly

Quarterly

Electronic candidate results are received at
the Member Board office within 48 hours of
testing.

Electronic candidate results are received at
the Member Board office within 48 hours of
testing.

Member Boards Generate complaints concerning electronic
results not received within 48 hours

Ongoing Electronic candidate results are received at
the Member Board office within 48 hours of
testing.

Member Boards Complete Member Board Survey

NC staff Review complaints from Member Boards
conceming electronic results not received
within 48 hours

Annually

As often as received

Electronic candidate results are received at
the Member Board office within 48 hours of
testing.

Electronic candidate results are receiVed at
the Member Board office within 48 hours of
testing.

Paper Mailing of Candidate Results

Member Boards Complete Member Board Survey

Member Boards Generate complaints concerning paper
results not received

BOD

EC

NC staff

Review CGI Quarterly Reports

Review CGI Quarterly Reports

Review and analyze complaints from
Member Boards concerning paper results
not received

Quarterly

Quarterly

Ongoing

Annually

As often as received

CGI will mail paper results to Member Boards
within 3 days of testing, except in situations
which require score holds, 100% of the time

CGI will mail paper results to Member Boards
within 3 days of testing, except in situations
which require score holds, 100% of the time

CGi will mail paper results to Member Boards
within 3 days of testing, except in situations
which require score holds, 100% of the time

CGI will mail paper reSUlts to Member Boards
within 3 days of testing, except in situations
which require score holds, 100% of the time

CGI will mail paper results to Member Boards
within 3 days of testing, except in situations
which require score holds, 100% of the time.

Lost Paper Results Process

BOD

EC

Review CGI Quarterly Reports

Review CGI Quarterly Reports

Quarterly

Quarterly

Lost paper results are tracked, retrieved, and
replacements sent in a timely fashion, 100%
of the time.

Lost paper results are tracked, retrieVed, and
replacements sent in a timely fashion, 100%
of the time.

Member Boards Generate complaints concerning "lost" paper Ongoing
results and procedures to replace hard copy

Member Boards Complete Member Board Survey Annually

Lost paper results are tracked, retrieved, and
replacements sent in a timely fashion, 100%
of the time

Lost paper results are tracked, retrieved, and
replacements sent in a timely fastion, 100%
of the time.

NC staff Review and analyze complaints from
Member Boards concerning "'ost" paper
results and procedures to replace hard copy

As often as received Lost paper results are tracked, retrieved, and
replacements sent in a timely fashion, 100%
of the time
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Area:
Issue~

V Results Reporting
A Timeliness

53

Evaluator Methodology of Evaluation

Member Board Notification

Member Boards Complete Member Board Survey

Frequency

Annually

Criteria

Member Boards will be notified of any delay in
release of candidate results within 48 hours of
testing, 100% of the time.

Member Boards Generate complaints conceming any
candidate results not received

NC staff Review and analyze complaints from
Member Boards concerning any candidate
results not received

Ongoing

As often as received

Member Boards Will be notified of any delay in
release of candidate results within 48 hours of
testing, 100% of the time.

Member Boards will be notified of any delay in
release of candidate results within 48 hours of
testing, 100% of the time.

Polaroid Process

Member Boards Generate complaints concerning
noncompliance with Polaroid process

Member Boards Complete Member Board Survey

Ongoing

Annually

Polaroid procedure for non-image capture will
be followed correctly 100% of the time.

Polaroid procedure for non-image capture will
be followed correctly 100% of the time.

NC staff Review and analyze complaints from
Member Boards concerning noncompliance
with Polaroid process

As often as receiVed Polaroid procedure for non-image capture will
be followed correctly 100% of the time.
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Area:
Issue:

V Results Reporting
B Score Holds

Evaluator Methodology of Evaluation

Criteria for Holds

EC Review score hold criteria and effectiveness
in identifying problems

EC Review complaints from Member Boards
concerning candidate results holds not in
compliance with criteria for holds

Member Boards Generate complaints conceming candidate
results holds not in compliance wth criteria
for holds

NC staff Review and analyze complaints from
Member Boards conceming candidate
results holds not in compliance with criteria
for holds

Follow-up on Problem

Member Boards Generate complaints conceming lack of
follow-up and or communication on
resolution of candidate problems

Frequency

Annually

As often as received

As often as received

As often as received

As often as received

Criteria

Score hold criteria reviewed and revised as
necessary on an annual basis.

Criteria for holds will be maintained, and
process of notifICation of Member Boards will
be followed correctly 100% of the time.

Criteria for holds will be maintained, and
process of notification of Member Boards will
be followed correctly 100% of the time.

Criteria for holds will be maintained, and
process of notification of Member Boards will
be followed correctly 100% of the time.

Score holds are followed up in a timely
fashion, and Member Boards are notified of
resolution of candidate complaints in a timely
manner 100% of the time.

NC staff

07-Jun-96

Review and analyze complaints from As often as received
Member Boards concerning lack of follow-up
and/or communication on resolution of
candidate problems

NCLEX Comprehensive Evaluation Guide

Score holds are followed up in a timely
fashion, and Member Boards are notified of
resolution of candidate complaints in a timely
manner 100% of the time
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Area:
Issue:

V Results Reporting
C Accuracv

55

NC staff Review and summarize EIRs, Member Ongoing
Board and/or candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards.
Analyze for trends and/or problems

SLS Review EIRs, Member Board and/or Ongoing
candidate complaints, and STC Facility
ReqUirements Compliance Checldists
completed by Member Boards

Correct Results

BOD Review EIRs and investigative reports Ongoing
conceming candidate, Member Board and/or
constituent complaints of "wrong results"
received for a candidate

Candidates Provide candidate feedback Ongoing

CGI Review EI Rs and investigative reports Ongoing
conceming candidate, Member Board and/or
constituent complaints of "wrong results"
received for a candidate

EC Review EIRs and investigative reports Ongoing
conceming candidate, Member Board and/or
constituent complaints of "wrong results"
received for a candidate

Member Boards Review EIRs and investigative reports Ongoing
conceming candidate, Member Board and/or
constituent complaints of "wrong results"
received for a candidate

Member Boards Complete Member Board Survey Ongoing

NC staff Review and summarize EIRs, investigate Ongoing
,;andidate, Member Board and/or constituent
,;omplaints of "wrong results" received for a
,;andidate

SLS Heview EIRs, investigate candidate, Ongoing
Member Board and/or constituent
Gomplaints of "wrong results" received for a
Gandidate

CGI

Evaluator Methodology of Evaluation

Correct and Usable Photo Image

Candidates Provide candidate feedback

Review EIRs, Member Board and/or
candidate complaints, and STC Facility
Requirements Compliance Checkfists
completed by Member Boards

Member Boards Review EIRs, candidate complaints, and
STC Facility Requirements Compliance
Checklists completed by Member Boards

Member Boards Complete Member Board Survey

Frequency

Ongoing

Ongoing

Ongoing

Annually

Criteria

Candidate results forms will contain a usable
and correct, digitized and discemible
candidate photo 100% of the time.

Candidate results forms will contain a usable
and correct, digitized and discernible
candidate photo 100% of the time.

Candidate results forms will contain a usable
and correct, digitized and discernible
candidate photo 100% of the time.

Candidate results forms will contain a usable
and correct, digitized and discernible
candidate photo 100% of the time.

Candidate results forms will contain a usable
and correct, digitized and discernible
candidate photo 100% of the time.

Candidate results forms wi. contain a usable
and correct, digitized and discernible
candidate photo 100% of the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.

Candidates receive correct results 100% of
the time.
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Area:
Issue:

V Results Reporting
D AJ!$!TeJ!ate Revorts

Evaluator Methodology of Evaluation

Quarterly Reports (green sheets)

Constituents Candidate and aggregate data is evaluated
for accuracy and completeness

Freguency

Quarterly

Criteria

Quarterly reports contain correct information
100% of the time, given the absence of
candidate program code errors, etc

EC Reviews requests for enhancements to the
quarterly report format

Quarterly Quarterly reports contain correct information
100% of the time, given the absence of
candidate program code errors, etc.

Member Boards Candidate and aggregate data is evaluated Quarterly
for accuracy and completeness

Member Boards Complete Member Board Survey Annually

Program Reports (BON, CGII

BOD Provide update in CGI quarterly report to the Quarterly
BOD

CGI Survey subscribers for satisfaction with Annually
report content and accuracy

CGI CGI Will keep a running tally of complaints Ongoing
and/or suggestions for enhancements to
reports

CGI Provide update in CGI quarterly report to the Quarterly
BOD

Constituents CGI will keep a running tally or complaints Ongoing
and/or suggestions for enhancements to
reports

Constituents Survey SUbscribers for satisfaction With Annually
report content and accuracy

Member Boards Survey SUbscribers for satisfaction with Annually
report content and accuracy

Member Boards CGI Will keep a running tally or complaints Ongoing
and/or suggestions for enhancements to
reports

NC staff Provide update in CGI quarterly report to the Quarterly
BOD

Quarterly Technical Reports

Quarterly reports contain correct information
100% of the time, given the absence of
candidate program code errors, etc.

Quarterly reports contain correct information
100% of the time, given the absence of
candidate program code errors, etc.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports prOVide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

Program Reports provide comprehensive
information which can be utilized by Programs
of Nursing as a diagnostic tool.

CGI

EC

NC staff

07-Jun-96

CGI prepares for review by EC

CGI prepares for review by EC

CGI prepares for review by EC

Quarterly

Quarterly

Quarterly

NCLEX Comprehensive Evaluation Guide

Technical reports contain adequate
information to evaluate the continued
psychometric effectiveness of the examination

Technical reports contain adequate
information to evaluate the continued
psychometric effectiveness of the examination

Technical reports contain adequate
information to evaluate the continued
psychometric effectiveness of the examination.
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Area:
Issue:

V Results Reporting
D AJ!weJ!ate Reports

57

Evaluator MethodoloGY of EYaluation Freauency Criteria

State to State

BOD Review complaints from Member Boards When received Candidate data sharing among Member
conceming lack of information about pass- Boards will be implemented as fully as
fail status of candidates educated in their possible given statutory limitations.
jurisdictions

CGI Review complaints from Member Boards When received Candidate data sharing among Member
conceming lack of information about pass- Boards will be implemented as fully as
faii status of candidates educated in their possible given statutory limitations.
jurisdictions

Constituents Generate complaints conceming lack of When received Candidate data sharing among Member
information about pass-fail status of Boards will be implemented as fully as
candidates educated in their jurisdictions possible given statutory limitations.

EC Review complaints from Member Boards When received Candidate data sharing among Member
conceming lack of information about pass- Boards will be implemented as fUlly as
fail status of candidates educated in their possible given statutory limitations.
jurisdictions

Member Boards Generate complaints concerning lack of Candidate data sharing among Member
information about pass-fail status of Boards will be implemented as fUIy as
candidates educated in their jurisdictions possible given statutory limitations.

NC staff Review and summarize complaints from When received Candidate data sharing among Member
Member Boards concerning lack of Boards will be implemented as fully as
information about pass-fail status of possible given statutory limitations.
candidates educated in their jurisdictions

NCLEX Comprehensive Evaluation Guide Page 49 of 55

National Council ofState Boards ofNursinR, Inc.l1996



58

Area:
Issue:

V Results Reporting
E DiaJrnostic Profiles

Evaluator Methodology of Evaluation Freguency Criteria

Understandable and Useful

Candidates Provide candidate feedback When received

CGI Investigate candidate, Member Board and/or When received
constituent complaints of diffiCll~Yin
interpretation of candidate resu~s

CGI Investigate candidate, Member Board and/or When received
constituent complaints of difficulty in utilizing
candidate results as a diagnostic tool to
direct preparation for a SUbsequent
examination

Constituents Generate complaints of difficulty in utiliZing When receiVed
candidate results as a diagnostic tool to
direct preparation for a sUbsequent
examination

Constituents Generate complaints of difficu~y in When received
interpretation of candidate resub

EC Review Member Board Survey regarding Annually
usefulness of diagnostic Profiles

Member Boards Forward candidate and/or constituent When received
complaints of difficulty in utilizing candidate
resu~s as a diagnostic tool to direct
preparation for a SUbsequent examination to
NC

Diagnostic Profiles will be understandable by
candidates and constituents.

Diagnostic Profiles will be understandable by
candidates and constituents.

Diagnostic Profiles will be useful to candidates
and Member Boards.

Diagnostic Profiles will be usefUl to candidates
and Member Boards.

Diagnostic Profiles will be understandable by
candidates and constituents.

Diagnostic Profiles will be useful to candidates
and Member Boards.

Diagnostic Profiles will be useful to candidates
and Member Boards.

Member Boards Forward candidate and/or constituent
complaints of difficulty in interpretation of
candidate results to NC

Member Boards Complete Member Board Survey

When received

Annually

Diagnostic Profiles will be understandable by
candidates and constituents.

Diagnostic Profiles will be useful to candidates
and Member Boards.

NC staff

NC staff

NC staff

07-Jun-96

Investigate candidate, Member Board and/or When received
constituent complaints of difficulty in utilizing
candidate results as a diagnostic tool to
direct preparation for a subsequent
examination

Survey Member Boards regarding Annually
usefulness of diagnostic Profiles

Investigate candidate, Member Board and/or When received
constituent complaints of diffiCll~y in
interpretation of candidate resuks
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Diagnostic Profiles will be useful to candidates
and Member Boards.

Diagnostic Profiles will be useful to candidates
and Member Boards.

Diagnostic Profiles will be understandable by
candidates and constituents.

Page 50 of 55

National Council 0 State Boards ofNursing, Inc/1996



Area:
Issue:

VI Psychometric Effectiveness
A Validitv and Reliabilitv

59

Evaluator Methodology of Evaluation

Psychometric Analyses

Frequency Criteria

BOD

CGI

EC

NC staff

Research Program

BOD

CGI

EC

NC staff

Legal Defensibility

BOD

EC

Legal counsel

NC staff

Review CGI reports and research agenda

Review CGI reports and research agenda

Review CGI reports and research agenda

Review and analyze CGI reports and
research agenda

Review Joint Research Council reports and
research agendas

Review Joint Research Council reports and
research agendas

Review Joint Research Council reports and
research agendas

Review Joint Research Council reports and
research agendas

Review legal opinions

Review legal opinions

Review past and provide updated legal
opinions

Review legal opinions

Quarterly and ongoing

Quarterly and ongoing

Quarterly and ongoing

Quarterly and ongoing

Semi-annually and as reports are
produced

Seml-annually and as reports are
produced

Semi-annually and as reports are
produced

Semi-annually and as reports are
prodUced .

As needed

As needed

As needed

As needed

The NCLEX examination is psychometrically
sound.

The NCLEX examination is psychometrically
sound.

The NCLEX examination is psychometrically
sound.

The NCLEXexamination is psychometrically
sound.

NCLEX remains a high quality, progressive
licensure program which meets the changing
needs of Member Boards and society.

NCLEX remains a high quality, progressive
licensure program which meets the changing
needs of Member Boards and society.

NCLEX remains a high quality, progressive
licensure program which meets the changing
needs of Member Boards and society.

NCLEX remains a high quality, progressive
licensure program which meets the changing
needs of Member Boards and society.

The NCLEX examination is legally defensible

The NCLEX examination is legally defensible

The NCLEX examination is legally defensible

The NCLEX examination is legally defensible
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Area:
Issue:

vn Customer Service
A Problem Resolution

Evaluator Methodology of Evaluation

Candidate Complains to Member Board

Frequency Criteria

Candidates Provide candidate feedback Whenever received Candidate complaints to Member Boards are
investigated and resolved to mutual
satisfaction in a timely fashion.

Member Boards Receive candidate feedback

Candidate Complains to NC

Whenever received Candidate complaints to Member Boards are
investigated and resolved to mutual
satisfaction in a timely fashion.

Candidates Provide candidate feedback Whenever received Candidate complaints to NC are investigated
and resolved to mutual satisfaction in a timely
fashion.

Member Boards Monitor candidate feedback Whenever received Candidate complaints to NC are investigated
and resolved to mutual satisfaction in a timely
fashion.

NC staff Candidate complaints are investigated,
tracked and remediated

Whenever received Candidate complaints to NC are investigated
and resolved to mutual satisfaction In a timely
fashion.

Candidate Complains to CGIISLS

Candidates

CGI

Provide candidate feedback

Candidate complaints are investigated,
tracked and remediated

Whenever received

Whenever received

Candidate complaints to CGIISLS are
investigated and resolved to mutual
satisfaction in a timely fashion

Candidate complaints to CGI/SLS are
investigated and resolved to mutual
satisfaction in a timely fashion.

Member Boards Monitor candidate feedback Whenever received Candidate complaints to CGI/SLS are
investigated and resolved to mutual
satisfaction in a timely fashion.

NC staff

SLS

Candidate complaints are investigated,
tracked and remediated

Candidate complaints are investigated,
tracked and remediated

Whenever received

Whenever received

Candidate complaints to CGI/SLS are
investigated and resolved to mutual
satisfaction in a timely fashion

Candidate complaints to CGI/SLS are
investigated and resolved to mutual
satisfaction in a timely fashion
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Area:
Issue:

vn Customer Service
B NCSBN Customer Service

61

Evaluator Methodology of Evaluation

Exhibiting, Speal:ing

Frequency Criteria

BOD

Candidates

Constituents

EC

Complete post-presentation evaluations,
provide feedback

Complete post-presentation evaluations,
provide feedback

Complete post-presentation evaluations,
provide feedback

Review post-presentation evaluations and/or
other feedback from attendees

Following each event

Following each event

Following each event

Following each event

EXhibiting and speaking opportunities meet
organizational objectiVes for examination
information dissemination.

Exhibiting and speaking opportunities meet
organizational objectiVes for examination
information dissemination.

Exhibiting and speaking opportunities meet
organizational objectives for examination
information dissemination.

Exhibiting and speaking opportunities meet
organizational objectives for examination
information dissemination.

Member Board;; Complete post-presentation evaluations,
provide feedback

Member Board,; Complete Member Board Survey

Following each event

Annually

Exhibiting and speaking opportunities meet
organizational objectives for examination
information dissemination.

Exhibiting and speaking opportunities meet
organizational objectives for examination
information dissemination.

NC staff Review post-presentation evaluations and/or
other feedback from attendees

Following each event Exhibiting and speaking opportunities meet
organizational objectives for examination
information dissemination.

NC to Member Bonrds

BOD Review all complaints received Whenever received

BOD Review results of Member Board Survey for Annually
customer satisfaction

BOD Review all complaints received

EC Review results of Member Board survey for Annually
customer satisfaction

EC Review all complaints received Whenever received

Member Boards Complete Member Board Survey As needed

Member Boards Complete Member Board Survey Annually

07-Jun-96 NCLEX Comprehensive Evaluation Guide

Member Board NCLEX needs are addressed
in a timely manner 100% of the time.

Member Board NCLEX needs are addressed
in a timely manner 100% of the time.

Complaints are addressed in a timely manner
100% of the time.

Member Board NCLEX needs are addressed
in a timely manner 100% of the time.

Complaints are addressed in a timely manner
100% of the time.

Member Board NCLEX needs are addressed
in a timely manner 100% of the time.

Complaints are addressed in a timely manner
100% ofthe time.
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Area:
Issue:

vn Customer Service
C Contract Compliance

Evaluator Methodology of Evaluation

Contract Interpretation and Compliance

Frequency Criteria

BOO

BOO

EC

EC

Legal counsel

Daily evaluation of test service performance

Formal contract evaluation meeting

Daily evaluation of test service performance

Formal contract evaluation meeting

Formal contract evaluation meeting

Ongoing

Annually

Ongoing

Annually

Annually

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Member Boards Daily evaluation of test service performance Ongoing Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

NC staff

NC staff

Daily evaluation of test service performance

Formal contract evaluation meeting

Ongoing

Annually

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

Vendor meets terms of contract. Vendor
anticipates and meets Member Board and NC
needs.

CGI Accountability for SUbcontractor

BOD

BOD

EC

EC

Legal counsel

Formal contract evaluation meeting

Daily evaluation of test service performance

Daily evaluation of test service performance

Formal contract evaluation meeting

Formal contract evaluation meeting

Annually

Ongoing

Ongoing

Annually

Annually

CGI demonstrates full accountability for the
performance of their subcontractor, SLS

CGI demonstrates full accountability for the
performance of their subcontractor, SLS

CGI demonstrates full accountability for the
performance of their subcontractor, SLS.

CGI demonstrates full accountability for the
performance of their subcontractor, SLS.

CGI demonstrates full accountability for the
performance of their subcontractor, SLS.

Member Boards Daily evaluation of test service performance Ongoing CGI demonstrates full accountability for the
performance of their subcontractor, SLS

NC staff

NC staff

Daily evaluation of test service performance

Formal contract evaluation meeting

Ongoing

Annually

CGI demonstrates full accountability for the
performance of their subcontractor, SLS.

CGI demonstrates full accountability for the
performance of their SUbcontractor, SLS

07-Jun-96 NCLEX Comprehensive Evaluation Guide Page 54 of 55

National Council ofState Boards ofNursing, Inc.l1996



Area:
Issue:

VB Customer Service
C Contract Comvliance

63

Evaluator Methodology of Evaluation

CGI COlTVtlunications to NC

Frequency Criteria

Member Boards Review Quarterly and Annual reports from
Test Service

BOD

NC staff

Review Quarterly and Annual reports from
Test Service

Review and analyze Quarterly and Annual
reports from Test Service

As scheduled

As scheduled

As scheduled

The Test Service provides the information
needed for BOD and Member Boards that
facilitates decision making.

The Test Service provides the information
needed for BOD and Member Boards that
facilitates decision making.

The Test Service prOVides the information
needed for BOD and Member Boards that
facilitates decision making.
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RepOr1t of the Nurse Aide Competency Evaluation
Prognllm (NACEpTM) Task Force

Task Fore. Members
Cindy Lyons, OK, Area m, Chair
Dorothy Fulton, AK, Area I
Patricia Hill, ND, Area IT
Mary Kinson, NH, Area IV
0Ipba Swiger, WV-PN, Area II
Anna Yoder,MA, Area IV
Sarah Greene Burger, OC, Consultant

Steff
Ellen Gleasotll, NACEP Program Manager

R.lationshlli» to Organization Plan
Goal I " Provide Member Boards with examinations and standards for licensure and credentialing.
Objective D Provide a competency evaluation for nurse aides.

Recommendations to the Board of Directors
No recommendations.

Backgrouncl
In May 1995, the National Council's test service for the Nurse Aide Competency Evaluation Program (NACEP),

The Psychological Corporation (TPC), announced that it had acquired Assessment Systems, Inc. (ASI). Over the past
year, TPC, ASI and the National Council have met to discuss the merger, negotiate a new contract and plan the future
course ofNACEP. (More information on the TPC/ASI merger can be found in the Board ofDirectors' report.) As a
result, the NACEP Task Force bas not met this year. The National Council Board ofDirectors and staff would like to
thank the members of the task force for their patience during this time of uncertainty and their willingness to serve the
National Council and its Member Boards.

Highlights of Activities

• User Su...~ey
The results of the 1996 user survey (Attachments A and B) indicate that user satisfaction bas increased over the
past year. Few users reported experiencing operational difficulties, and difficulties experienced were resolved by
the test service. Several users have indicated that they are looking forward to the possibilities of an electronic
applicatioll process and testing, which may be offered in the future.

• Communk:atloDS
The Sevellltb Nurse Aide Conference was held in Baltimore, Maryland, on May 13-14, 1996, and was attended by
over65 individuals. New advances in training programs, recertificationand the nurse aide registry were discussed.
In addition, discussions on the impact ofnurse aide training and quality of resident life, stress and turnover rates
for nurse aides and the inaeasing use ofunlicensed assistive personnel were discussed. The conferenceconcluded
with a disc:ussion on the future of nurse aide training and certification.

Insight-Newsletter on Nurse Aides and Assistive Personnel entered its fourth year of publication. Insight is
distributed to more than 1,080 individuals in a wide variety of settings including long-term care facilities, home
health agelilcies, training facilities, etc. Future plans include offering more articles related to the use of unlicensed
assistive personnel (UAPs) in all settings and more information on state and federal regulation of UAPs.
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Futur. Actlyltl..
Future activities of the task force will be determined by the Board ofDirectors after finalizing negotiations with TPCI
ASI.

....tlngDat••
None.

Recommendation. to the ao.rd of Dll'8Ctors
No recommendations.

Attachments
A 1996 User State Agency Survey. Cumulative Results. page 3
B Comparison of Cumulative Results. page 5
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Attachment A

NATIONAL COUNCD.. OF STATE BOARDS OF NURSING, INC.
NURSE AIDE COMPEtENCY EVALUATION PROGRAM

FEBRUARY 1996 USER STATE AGENCY SURVEY - CUMULATIVE RESULTS
N=22

SA A D SD Other*

1. The Nurse Aide Competency Evaluation Program (NACEP) 13 8 1
is a psychometrically sound aDd legally defeasible evaluation
of nurse aide competence.

2. The NACEP written evaluation is a valid measure of the 10 11 1
knowledge, skills and abilities a I11D'Se aide Deeds to perform
competently on the job.

3. The NACEP manual skills evaluation is a valid measure of 7 13 1
the kDowledge, skills and abilities a nurse aide Deeds to
perform competeDt1y on the job.

4. NACEP meets all the legal requirements in this jurisdiction:

a. for aides employed in long term care. 15 7

b. for aides employed in home bealth (when used with 9 9 3 1
the Home Health Aide SupplememaI Checklist).

c. for aides employed in acute care settings (hospitals). 8 9 3 1 1

5. The quality of the NACEP as an evaluation of nurse aide 5 16 1
competeace is high.

6. The comractual relationsbip between The Psychological 6 13 3
Corporation aDd this ageacy is satisfactory.

7. The test service provides accurate and necessary information 7 12 2 1
regarding the NACEP.

8. The test service answers inquiries from this ageocy in a 7 13 1 1
reasonable amount of time.

9. Evaluation materials from the test service arrive on time at 5 15 2
test sites.

10. Candidates receive score reports within the time period 3 14 2 3
specified by your contract.
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11. The state agency score reports have been received in a timely 2 14 3 2
manner.

12. Any implementation problems which 0CQ1I1'Cd were resolved 4 15 2
satisfactorily with the test service.

13. NACEP security measures are effective. 6 16

14. Feedback on the NACEP from nurse aides bas been positive. 2 15 3

15. Feedback on the NACEP from facilities bas been positive. 2 15 4

16. The application process is easy for candidates and sponsors to 2 15 3 2
compete.

17. NACEP is an effective evaluation for home health aides 4 13 2 3
(when used in conjuDction with the Home Health Aide
Supplemental Checklist) as well as long term care aides.

18. The Nurse Aide Practice Test bas been useful. 4 14 3

Yes No Other-

22. In your jurisdiction, are you currently using NACEP
to evaluate:

a. aides employed in long term care settings 18 1 2

b. aides employed in home health settings 12 6 3

c. aides employed in acute care (hospital)
settings 11 8 2

Very Low Med BJcb Very
Low Bigb

26. Overall, bow satisfied is this ageucy with die Nurse Aide 0 0 5 12 4
Competency EvaluatioD Proaram (NACEP) offered by the
NaDoaa1 COUDCil of Stare Boards of Nursiq aDd The
Psychologic:al Corporation. Please n:spoad on a scale of 1
to S, with 1 indicating a very low level of satisfaction.

No Response = 1

~ - Strongly A".••
A =Agrc.
D =r Distlg,...
SD =r Strongly Dua".••

Ruponsa to opm-entkd questions (19-21 and 23-25) QT. avaiUzbk upon ,..quest.
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Attachment 8
NATIONAL COUNCIL OF STATE BOARDS OF NURSING, INC.

NURSE AIDE COMPEtENCY EVALUATION PROGRAM
1996 USER STATE AGENCY QUESTIONNAIRE

COMPARISON OF CUMULATIVE RESULTS

1996 1995 1994

1. The Nurse Aide Competency Evaluation Program 3.54 3.40 3.27
(NACEP) is a psychometrically sound and legally
defensible evaluation of nurse aide competence.

2. The NACEP written evaluation is a valid measure of 3.41 3.25 3.00
the knowledge, skills and abilities a nurse aide needs
to perform eom.peteDdy on the job.

3. The NACEP manual skills evaluation is a valid 3.29 3.20 2.76
measure of the knowledge, skills and abilities a
nurse aide needs to perform competently on the job.

4. NACEP meets all the legal requirements in this
jurisdiction:

a. for aides employed in 1008 term care. 3.68 3.45 3.45

b. for aides employed in home health (when 3.29 3.13 3.25
used with the Home Health Aide
Supplemental Checklist).

c. for aides employed in acute care settings 3.14 3.00 2.76
(hospitals).

5. The quality of the NACEP as an evaluation of nurse 3.18 3.14 3.05
aide competence is high.

6. The CODttaCtUal relatioDsbip between The 3.31 3.15 2.90
Psychological Corporation and this agency is
satisfactory.

7. The test service provides acc:urare anduccessary 3.24 3.24 3.14
iDformation regardiq the NACEP.

8. The test service answen inquiries from this agency 3.28 3.10 3.09
in a reasonable amount of time.

9. Evaluation materials from the test service arrive on 3.42 2.83 2.94
time at test sites.

41-'''' ",loclat«d - highe".oossihle scor« • 4 00, lowqt possib16 scor~ • 1.()()
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10. Candidates receive score reports within the time 3.01 2.89 2.75
period specified by your coattaet.

1l. The state agency score reports bave been received in 2.87 2.79 2.76
a timely manner.

12. Any implementation problems which occurred were 3.15 2.65 2.86
resolved satisfactorily with the test service.

13. NACEP security measures are effective. 3.27 3.00 3.09

14. Feedback on the NACEP from nurse aides has been 2.97 3.00 2.76
positive.

15. Feedback on the NACEP from facilities has been 2.93 2.95 2.70
positive.

16. The application process is easy for candidates and 2.95 2.90 2.78
spoosors to complete.

17. NACEP is an effective evaluation for home hglth 3.10 3.00 2.92
Ji5Ig (when used in conjuDction with the Home
Health Aide Supplemental Chcddist) as well as l2D&
term care aidS'.

18. The Nurse Aide Practice Test has been useful. 3.16 3.23 3.31

·Othu includa rtSfIO'UG such lIS no answer given, not applicabk. perhaps. etc. This type of response war not
used in calcu14ting eM resultJ for qumions 1 through 18.
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Report of the Research Advisory Panel

Panel Member.
Mary Pat Curtis, MS, Area ill, Chair
M. Christine Aliclmie, PA. Area IV
Lee Duke, tIT, Area I
Marie Hilliard, cr, Area IV
Emily Snider McDowell, WV-RN, Area IT

Staff
Carolyn J. Yocom, Director ofResearch Services

Relationship to Organization Plan
Goal IV Promote the exchange of information and serve as a clearinghouse for matters related to nursing

regulation.
Objective D Conduct and disseminate research pertinent to the mission of the National Council.

Recommendation. to the Board of Directors
1. Adoption of research agendas for FY97 and FY98·FY99 (tentative) (see Attachments A and B).

Highlights of Actlvltle.
The Research Advisory Panel met twice, via telephone conference call, in FY96. The responsibilities of the

Research Advisory Panel (RAP) are to:

• provide input to the Long Range Planning Task Force and research staffregarding the development ofand annual
update of a formal, forward-looking research agenda for the National Council (excluding psycbometric research
regarding the NCLEJ(TM);

• assist representatives of Member Boards in identifying and framing researchable issues; and

• provideinput to theResolutions Commiuee, theBoardofDirectorsandresearcbstaffregarding(l)theadvisability
ofadopting resolutionslmotions directing the National Council to conduct a specific research study and (2) the fit
of proposed studies within the National Council's researcb agenda.

The panel's first meeting was devoted to member orientation, a review of FY96 researcb activities, and the
provision ofadvice to the Chemically Impaired Nurse Issues Task Force and staff regarding approaches that could be
used to improve subject recruitment for the cbemically impaired nurse study.

A panel member was able to attend three of the four FY96 Area Meetings in order to identify issues raised by
Member Board represenl8tives that have implications for the developmentofaresearcb agendacovering FY97 - FY99.
Staff provided input regarding issues raised at the fourth Area Meeting. Issues identified were as follows:

• Delegation and supervision (e.g., in relation to unlicensed assistive personnel and the licensee's levelofexpertise)
• Impact of telecommunications technology use on the health, safety and welfare of consumers
• Continued competence of licensees
• Scope ofpractice issues (e.g., distinct vs. overlapping)
• Impact of the Americans with Disabilities Act on disciplinary actions (e.g., need for limited licenses?)
• Impact of regulatory reform

During its second meeting, the panel considered these issues and reviewed information summarizing research
needs andprojects identifiedby National Council committees and staff, as reflected in the proposedFY97 Organization
Plan tactics. The panelalso consideredseveral initiatives currently underway, such as those ofthe Telecommunications
TaskForce, the Continued Competence TaskForce, the ComputerizedClinical Simulation Testing (CST-) project, and
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the job analysis studies. In reviewing the issues identified at Area Meetings, the RAP detemlined that these are
addressed in current projects or initiatives (e.g. continued competence, CST, functional abilities study) or in proposed
projects (e.g., unlicensed assistive personnel study (Goal I, Objective F), regulatory effectiveness study (Goal V,
Objective F». The impact of teIecommunicatioos technology use needs to be considered in the development of the
regulatory effectiveness study with input from National Council committees or task forces addressing these issues.

The research agenda for FY97 (Attachment A) and for FY98·FY99 (Attachment B) were identified and a
recommendation for their adoption was forwarded to the BoardofDirectors.1be rationale for recommending inclusion
of specif'lc research studies and projects in the research agenda are as follows:

• Job .....y. studies, Including the delinitlon of entry-level practice - are essential to the validity of
examinatioos provided by the National Council.

• Employment trends study - assists the Rumination Committee and others to keep abreast of changes in the
employment/work setting characteristics of newly licensed RNs and LPNIVNs.

• Unlicemecl assistive personnel study - will provide information regarding the congruence between the
education, practice and supervisionofunlicensedpersonnel providing nursing services. Information regarding the
delegation of nursing activities to UAPs can also be addressed within this study.

• CST Project - will provide information regarding the validity and reliability of CST as a potential component
of the NCLEX-RNTM; bas potential use as a means of assessing ongoing competence of licensees.

• DisdpUne-related projects - outcomes of the Chemically Impaired Nurse Study and the Sexual Misconduct
Study would both assist Member Boards in identifying appropriate remedies. The disciplinary statistics/trends
project will provide valid and reliable information regarding Member Board disciplinary activity and assist in the
identification of emerging trends.

• RegulatoryEffectivenessStudy- will provide feedback toreguJatory agencies, consumers and otbersregarding
the impact and effectiveness (outcomes) ofnursing regulation. For the long-term. benchmarking datacan be used
as a means for measuring effectiveness.

• Long Range Planning studies - studies internal to the organization, examining its Mission, Organization Plan
Objectives, and trends and issues impacting Member Boards, will promote organizational and Member Board
effectiveness.

The RAP also reviewed the ongoing activities of the research department included in the FY97 Organization Plan
that provide support for organizational (a) informational needs, (b) database development and maintenance, and (c)
researclJ support and development (see Auaehment A). An overview of the limeline for research study performance
and other related projects is included in Attachment C.

The RAP also coosidc2'ed the proposed Role Delineation Study and deferred a recommendation on its inclusion
in the research agenda (FY97 or later) until after the Annual Meeting. While the study could assist in the identUlCation
ofoverlapping scopesofpracticeand the whole issueofdelegation toand supervisionofunlicensed assistive personnel,
the continuing upheaval within the health caredelivery system andits impacton patterns ofemployment and utilization
of nursing personnel is of concern with respect to its impact on the usefulness of study outcomes.

Future Activities
Members of the Research Advisory Panel will be in attendance at the Annual Meeting to provide assistance to

Membc% Board representatives regarding the identification of research needs and to provide input to the Resolutions
Committee and Board of Directors. Prior to the conclusion of FY96, the panel will recommend, as needed,
modifICations to the FY97 research agenda.
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Meeting Dates
• October 12, 1995 (telephone conference call)
• April 23, 1996 (telephone conference call)

Recommendations to the Board of DlrKtol'll
1. Adoption of research agendas for FY97 and FY98-FY99 (tentative) (see Attachments A and B).

Attachments
A Proposed FY97 Research Agenda. page 5
B Preliminary FY98 and FY99 Research Agendas, page 7
C 1bree-yearOvemew of National Council Research Agenda: FY97- FY99,page 9
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AttachmentA

Proposed FY97 Research Agenda

Goal I, Objectlv. A:
• Conduct a PN Job Analysis Study using a revised methodology
• Implement a Nurse Aide Job Analysis Study
• Perform periodic assessments of the work environment of newly licensed RNs and LPNNNs
• Compare practice characteristics of RNs licensed six months or less with those in practice seven to twelve months

Goal I, Objectlv. C:
• Reinstate CS.... case development and finalize procedures for inttoducing CST software into schools
• Reinstate scOring key development and continue to explore procedures for scoring CST
• Initiate pilot study of Member Board uses of CST

Goal I, Objectlv. F:
• Describe and evaluate the congruence between practice, education and supervision of unlicensed assistive

personnel who provide nursing related tasks

Goal II, Objectlv. C:
• Conduct secondary analyses of chemically impaired nurse data
• Plan statistical analysis procedures for Disciplinary Data Bank: (ODB) data consistent with redesigned data

collection procedures
• Conduct a study on sexual misconduct disciplinary cases

Goal V, ObJectlv. A:
• Detennine effectiveness of National Council in meeting Organization Plan Objectives
• Identify tteodsand issues impacting the regulation ofnursing and the structure and operations ofboards ofnursing;

to identify bow National Council can assist Member Boards

Goal V, Objectlv. F:
• Identify regulatory outcome indicators and plan outcomes research study

The following, ongoing activities of the research department included in the FY97 Organization Plan provide support
for organizational (a) informational needs, (b) database development and maintenance, and (c) research support and
development:

Goal I, ObJectlv. A:
• Revise PN job analysis study methodology
• Evaluate alternative methodologies for perfomiance of nurse aide job analysis studies

Goal I, ObJectlv. E:
• Complete the Family Nurse Practitioner Pharmacology Project
• Monitor performance of a Nurse Practitioner job analysis study
• Maintain APRN Certification Clearinghouse (Note: placebolder)

Goal IV, ObJectlv. B
• Complete data loading, begin full operation of system and refine the Nurse Information System (NIS) plan for

future system needs

Na#onal Council ofState Boards OfNursing, Inc.l1996
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Go8IIV, Objective D
Update research agenda for the National Council

• Facilitate research activities of Member Boards, committees, staff groups, etc.
• Redesign data collection and reporting methodologies for statistical/informational databases incorporated into

Member Board accessible electronic media
• Collect, analyzeand disseminate data and statistics in such areas as licensure, educational programs, and regulatory

functions (Note: Member Board Profiles, Licensure and Examination Statistics, etc.)

Go8I V, Objective D
• Develop proposals to respond to Member Board requests for large-scale, unique services

National Council ofState Boards ofNursing, Inc.l1996
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Attachment B

Preliminary FY98 and FY99 Research Agendas

FY98

Goal I, Objective A:
• Complete Nurse Aide Job Analysis Study
• Perform periodic assessments of the work environment of newly licensed RNs and LPNNNs

Goal I, Objective C:
• Continue CST- Project (complete case development activities; conduct pilot study; continue exploration of

Member Board uses)

Goal I, Objective F:
• If necessary, continue work on FY97 tactic: Describe and evaluate the congruence between practice, education

and supervision of unlicensed assistive personnel who provide nursing related tasks (Note: methodology and
timeline for study performance not yet identified)

Goal II, Objective C:
• Implement statistical analysis procedures using Disciplinary Data Bank (DDB) data to identify trends and

emerging issues
• Continue study on sexual misconduct disciplinary cases

Goal IV, Objective D:
• Implement role delineation study (Note: placeholder, dependent upon timeline decision to be made in late FY96)

Goal V, Objective F:
• Implement regulatory outcomes research study

FY99

Goal I, Objective A:
• Conduct RN Job Analysis Study
• Perform periodic assessments of the work environment of newly licensed RNs and LPNNNs

Goal I, Objective C:
• Complete CST study and report [mdings to Delegate Assembly

Goal II, Objective C:
• Continue statistical analysis of Disciplinary Data Bank (DDB) data to identify trends and emerging issues
• Continue sbJdy on sexual misconduct disciplinary cases (Note: timeline for study performance dependent upon

volume of cases)

Goal V, Objective A:
• Determine relevance of National Council's Mission Statement to Member Boards' needs and purposes
• Determine importance of National Council's Organization Plan Objectives to Member Boards
• Initiate study to determine effectiveness of National Council in meeting Organization Plan Objectives
• Initiate study to identify trends and issues impacting the regulation ofnursing and the structure and operations of

boards of nursing and to identify how National Council can assist Member Boards

Goal V, Objective F:
Develop protocol and implementplan for ongoing compilation and reporting ofa regulatory effectiveness "report
card"
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Attachment C

Three-year Overview of National Council Research
Agenda:FY97-FY99

Aclil'i(y Frqu,,,cy Em. ED! EH2

Job Agel. Stydies (JAS)
Entry-level RNs Every 3 years X -May?
Entry-level LPNNNs Every 3 years X -May
Nurse Aides Every 3 years X - FaIl
Nurse Practitioners Undetermined fmisb
Employment trends -

newly licensed RNs and LPNNNs Every quarter XXXX XXXX XXXX
Definition of entry-level practice Proposed X

Evalytion of lAS metbodoJoay
Entry-level RNs Every 3 years X
Entry-level LPNNNs Every 3 years X X
Nurse Aides Every 3 years X

Bole PelipWiop Stpdy Approx. every 5 years
Determine methodology TBD*
Perform study TBD*

VAPstudy Proposed
Determine methodology X
Perform study Start? Continue?

F.mYy Nune Praditioper
Pbargwcoloav Pmject
Complete project One-time only X

Comuuterlzed CUpIq' Simulation
Tgti.. <CS'r) Project Through FY99
Complete research and development X X X
Delegate Assembly decision X

Beplatoa Elfectivcpess Study In development
Outcome indicators X
Plan protoool X
Implement X
Regulatory "report card" TBD*

aUulatory M.ngemcnt of
Chmpk;t''v JnwIlred Nurses Ongoing
Secondary data analysis X

Dildglipary StatistlqlfrelMls Project Proposed
Identify approacblmetbodology X
Implement (Quarterly) XXXX XXXX
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Actiru FWlH''''Y

Sexual MiKoDdpct Study Proposed
Data collection X
Analysis X

Nyrse lpfonpaUon System lNISl Prvject Ongoing
Finish research and development X
Implement X X

Patab.·
Member Board Profiles Update Full -even years X

Partial -odd years X X

APRN regulatory requirements Update -odd years X X

Licensure and Examination Statistics Annually X X X

Survey databases
(Member Board and National Council) Ongoing X X X

Loaa B.np PI'M'DI (prpNptlonaJl
Mission Statement Evaluation Every 3 years X
Organization Plan Objectives:

Importance Study Every 3 years X
Organization Plan Objectives:

Effectiveness Study Every 3 years (finish) X (start)
Trend Analysis Smdy X (start)

Figapce Committee
Graduation statistics

(Candidate projections) Annual X X X

• TBD =To be determined
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Report of the Unlicensed Assistive Personnel Task
Force

Task Force Members
Harriett Clark, CA-RN, Area I, Chair
LaRee Rowan, MN, Area II
Sulinda Moffett, OK, Area II (resigned 3/96)
Edna Fannin. LA-PN. Area ill
Marie Fisher. ME, Area IV

Staff
Carolyn Hutcherson. Senior Policy Analyst (until December 1995)
Ellen Gleason. NACEP Program Manager (beginning December 1995)
Vicky Burbach, Consultant (beginning December 1995)

Relationship to the Organization Plan
Goal I Provide Member Boards with examinations and standards for licensure and credentialing.
Objective F Provide a comprehensive approach for addressing nursing issues resulting from the utilization of

unlicensed assistive personnel.

Recommendations to the Board of Directors
No recommendations.

HighlightS of Activities
The Unlicensed Assistive Personnel (UAP) TaskForcepresented a draft delegation paper.Delegation: Concepts

and Decision-Making Process. to the 1995 Delegate Assembly. The Delegate Assembly authorized the Board of
Directors to review and approve the final version of the concept paper. After its meeting in October 1995 and a
conference call in November 1995, the task force revised the paper and requested that the Board of Directors review
and approve the paper. which it did in December 1995 (Attachment A).

The task force also developed the followiDg documents:

• Premises (Attachment B). The UAP Task Force developed premises to state the assumptions that will guide the
present and future work of the task force.

• Use andRegulation o/UAP in the Continuum o/Care (AttachmentC) was developed by the task force to describe
the current services, settings. education preparedness. and level of nursing involvement in UAP utilization. The
continuum identifies the gaps in consumer protection within the current system and will guide the future work of
the task force. The gaps are:

Adequate information regarding UAP education, competencies, and authority is unavailable to consumers.

Educational. experiential. and minimum competency standards for UAPs are lacking, making it difficult for
nurses to assess UAP qualifications and knowledge with any level of confidence or consistency.

Authority for regulation by boards of nursing or any other entity may not exist, with the exception of the
Omnibus Budget Reconciliation Act (OBRA) 1987 model. In the OBRA model, multiple regulatory entities
may be involved and. therefore, regulatory authority is still unclear.

Current regulations do not address the reality of the existing and evolving health care system.

Too-specific regulations encourage proliferation of new "titles" to circumvent existing regulation.

National Council ofState Boards ofNursing, Inc.l1996



2

Too-specific regulations create confusion in the education and supervision of multi-skilled workers.

Non-specific regulations compromise consumer safety.

Provision of "nursingcare" is occurring without licensednursedelegation andsupervision. Largeregulatory
gaps exists in settings such as:
- foster homes
- assisted living
- schools
- ambulatory care centers
- private homes
- acute care
- physicians' offices

• Board ofNursing Enforcement Optionsin the Utilization ofUnlicensedAssistive Personnel (AttachmentD). The
task force developed a decision tree to assist Member Boards to identify enforcement options for addressing
inquiries and complaints concerning UAPs. Member Boards may have limited resources to pursue inquiries and
complaints ofunsafeand ineffectivecareby UAPs. The task force strongly encourages MemberBoards to collect
data regarding incompetent, ineffective, unsupervised, or illegal care provided by UAPs. When a referral is made
to another stale agency or to the attorney general or district attorney, Member Boards should follow-up and obtain
data regarding referral outcomes. Data collected can be used in a collaborative effort with consumers, other
regulatory agencies, and providers to increase access to and delivery of quality care.

• Delegation Education OutlinesDRAFf (AttachmentE). The task force identifiededucationas an importantfactor
in appropriate delegation and supervision ofnursing tasks to UAPs. The outline includes content for teaching the
principles of delegation to both licensed nurses and UAPs. This is a document in progress.

Meeting Dates
• October 8-9, 1995
• November 3,1995 (telephone conference call)
• December 14-16, 1995
• March 14-16, 1996
• April 29-30, 1996

Recommendations to the Board of Directors
No recommendations.

Future Considerations for the National Council
Continued development of the Delegation Education Outlines for the licensed nurse and the UAP.
Development of consumer education information regarding UAPs.
Review and revision of the Model Nurse Aide Regulation Act and Model Nurse Aide Administrative Rules.

Attachments
A Delegation: Concepts and Decision-Making Process. page 3
B Premises. page 7
C Use and Regulation ofUAPs in the Continuum ofCare Providers, page 9
D Board ofNursing Enforcement Options in Utilization ofUnlicensed Assistive Personnel, page 11
E Delegation Education Outline (Draft), page 13
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Attachment A

NATIONAL
cnUNCl1 •

676 Nonb SL Clair Street
Suite SSO
Chiago, DliDOia 60611·2921

312787.6SSS
FAX 312 787.6898

Delegation: CONCEPTS AND

DECISION-MAKING PROCESS

INTRODUcrJON

To meet the public's inaeasing need for accessible, affordable, quality bealth care, providers of bealth care must

maximize the utilization of every health care worker and ensure appupriate delegation of responsibilities and tasks.

Nurses. who are uniquely qualified for pumoting the health of the wbole person by virtue of their education and

experience. must be actively involved in making bealth care policies and decisions; they must coordinate and supervise

the delivery ofnlD'Sing care, including the delegation of nursing tasks to others.

Issues related to delegation have become more complex in today's evolving health care environment, creating a need

for practical guidelines to direct the process for making delegatory decisions. Accordingly, this paper expands and

builds upon the National Council's 1987 and 1990 conceptUal and historical plpefS on delegation by presenting a

dynamic decision-making process and practical guidelines for delegation.

PuRPosE
The purpose of thispaper is to puvide a resource for Boards ofNursing, health policy makers, and health care providers

on delegation and the roles of licensed and unlicensed health care workers. The paper emphasizes and clarifies the

responsibility of Boards of NlD'Sing for the regulation of nlD'Sing, including nursing tasks performed by unlicensed

health care workers, and the responsibility of licensed nurses to delegate nursing tasks in accord with their legal scopes

of practice. It puvides a decision-making tool which can be used in clinical and administtative settings to guide the

process of delegation. This paper also describes the accountability of each person involved in the delegation process
and potential liability ifcompetent, safe care is not provided.

PREMISES
'The following premises constitute the basis for the delegation decision-making process.

1. All decisions related to delegation of nursing tasks must be based on the fundamental principle ofprotection of the

health, safety and welfare of the public.

2. Boards ofNlD'Sing are responsible for the regulation ofnursing. Provision ofany care wbich constitutes nursing or

any activity represented as nursing is a regulatory responsibility of Boards ofNursing.
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3. Boards of Nursing should articulale clear principles for delegation, augmented by clearly defmed guidelines for

delegation decisions.
4. Alicensed nurse must bave ultimale responsibility and accountability for the management and provisionof nursing

care.
S. Alicensed nurse must be actively involved in and be accountable for all managerial decisions, policy making and

practices related to the delegation of nursing care.
6. There is a need and a place fm- competent, appropriately supervised, unlicensed assistive personnel in the delivery

ofaffordable, quality bealth care. However, itmust be remembered that lIDlicensedassistivepersonnel are equipped
to assist--not replace-t.be nurse.

7. Nursing is a knowledge-based process discipline and 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.

8. Wbile nursing tasks may be delegated, the licensed nurse's generalist knowledge of patient care indicates that the
practice-pervasive functions of assessment, evaluation and nursing judgmentmust not be delegated.

9. A task delegated to an unlicensed assistive person cannot be redelegated by the unlicensed assistive person.
10. Conswners bave a rigbt to health care that meets legal standards ofcare. Thus, when a nursing task is delegated,

the task must be performed in accord with established standards of practice, policies and procedures.
11. The licensed nurse determines and is accountable for the appropriateness ofdelegated nursing tasks. Inappropriate

delegation by the nurse and/or unauthorized performance of nursing tasks by unlicensed assistive personnel may
lead to legal action against the licensed nurse and/or unlicensed assistive personnel.

DEFINITIONs
Accountability Being responsible and answerable for actions or inactions of self or others in the context of

delegation.
Delegation Transferring to a competent individual the authority to perform a selected nursing task in a

selected situation. The nurse retains accountability for the delegation.
Delegator The person making the delegation.
Delegatee The person receiving the delegatioo. (a.k.a Delegate)
Supervision The provision of guidance or direction, evaluation and follow-up by the licensed nurse for

llCCOOlplisbment of a nursing task delegated to unlicensed assistive personnel.
UnlicensedAssistive
Personnel (UAP) Any unlicensed personnel, regardless of title, to wbom nursing tasks are delegated.

REGULATORY PEasPEcnVE: A FRAMEWORK FOR. MANAGElUAL POLICIES
BoardsofNursing have the legal responsibility to regulatenursing and provide guidance regarding delegation. Registered
Nurses (RNs) may delegate certain nursing tasks to Licensed Practical Nurses/Vocatiooal Nurses (LPNNNs) and
unlicensed assistive persoooel (UAP). In SOOle jurisdictions, LPNNNs may also delegate certain tasks within their

scope ofpractice to unlicensed assistive personnel. The licensed nurse Jw a responsibility to assure that the delegated
task is performed in accord with establisbed standards of practice, policies and procedures. The nurse wbo delegates
retains accountability fm- the task delegated.

The regulatory system serves as a framework for managerial policies related to the employment and utilization of

licensed nurses and unlicensed assistive personnel. 100 nurse wbo assesses the patient's needs and plans nursing care
should determine the tasks to be delegated and is accountable fm- that delegation. It is inappropriate for employers m­
others to require nurses to delegate when, in the nurse's professional judgment, delegation is unsafe and not in the
patient's best interest In those instances, the nurse should act as the patient's advocate and take appropriate action to

ensure provision of safe nursing care. If the nurse determines that delegation may not appropriately take place, but
nevertheless delegates as directed, the nurse may be disciplined by the Board of Nursing.
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ACCEPTABlE USE OF THE AurBORITY TO DELEGATE
'The delegating nurse is responsible for an individnaUz,ed assessment of the patient and situational circumstances, and

for ascertaining the COOlpetence of the delegatee before delegating any task. The practice-pervasive functions of

assessment., evaluation and nursing judgment must not be delegated. Supervision, monitoring, evaluation and follow­

up by the nurse are crocial components ofdelegation. The delegatee is accountable for accepting the delegation and for

hislber own actions in carrying out the task.

The decision to delegate sbould be consistent with the nursing process (appropriate assessment., planning, implementation

and evaluation). This necessarily pecIudes a list ofnursing tasks that can be routinely and uniformly delegated for all

patients in all situations. Radler, the nursing process and decision to delegate must be based on careful analysis of the

patient's needs and circumstances. Also critical to delegation decisions are the qualifICations ofthe proposed delegatee,

the nature of the nurse's delegation authority setfortb in the law oftbejurisdiction, and the nurse's personal competence

in the areaof nursing relevant to the task: to be delegated.

DELEGATION DEcmION-MAKJNG PROCESS

In delegating, the nurse must ensure appopriate assessment., planning, implementation and evaluation. The delegation
decision-making process, which is continuous, is described by the following model:

I. Delegation criteria
A. Nursing Practice Act

1. Permits delegation
2. Autborizes task(s) to be delegated or autborizes the nurse to decide delegation

B. Delegatex' qualifications
1. Witbin scope of authority to delegate
2. Apprqxiate education, skills and experience
3. Documentedldemonstraled evidence ofcurrent competency

C. Delegatee qualifications
1. Appropriate education, training, skills and experience
2. Documentedldemonstraled evidence of current competency

Provided that this foundation is in place, tbe licensed nurse may enter tbe continuous process of delegation decision­
making.

II. Assess the simation
A. Identify the needs of the patient, consulting the plan ofcare
B. Consider the circumstances/setting
C. Assure the availability of adequate resources, including supervision

If patient needs, circumstances, and available resources (including supervisor and delegatee) indicate patient safety
will be maintained witb delegated care, proceed to m.

m.Plan for the specific task(s) to be delegated
A. Specify tbe nature ofeach task and the knowledge and skills required to perform it
B. Require documentation or demonstration of current competence by tbe delegatee for each task
C. Determine the implicalions for the patient, other patients, and signiflCaDt others

If tbe nature ofthe task:, competenceoftbe delegatee, and patient implications indicate patient safety will be maintained
witb delegated care, proceed to rv.
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IV. Assure appropriate accountability
A. As delegator, accept accountability for perfonnance of the task(s)
B. Verify that delegatee accepts the delegation and the accountability for carrying out the task correctly

Hdelegator and delegatee accept the accountability for their respective roles in the delegated patient care, proceed to V.

V. Supervise performance of the task
A. Provide directions and clear expectations of bow the task(s) is to be performed
B. Monitor performance of the task(s) to assure compliance to establisbed standards of p-actice, policies and

procedures
C. Intervene ifnecessary
D. Ensure appropriate documentation of the task(s)

VI. Evaluate the entire delegation process
A. Evaluate the patient
B. Evaluate the performance of the task(s)
C. Obtain and provide feedback

VII. Reassess and adjust the overall plan of care as needed

The Five Rights of Delegation provide an additional resource to facilitate decisions about delegation.

THE FIVE RIGHTS OF DELEGATION

• RIGHTTASK
One that is delegable for a specific patient.

• RIGHT CIRCUMSTANCES
Appropriate patient setting, available resoun:es, and other relevant factors considered.

• RIGHT PERSON
Right person is delegating the right task to the right person to be performed on the right person.

• RIGIIT DIRECTION/COMMUNICATION
Clear, concise description of the task, including its objective, limits and expectations.

• RIGIIT SUPERVISION
Appropriate mooitOOng, evaluation, intervention, as needed, and feedback.

CONCLUSION
The guidelines presented in this paper provide a decision-making process that facilitaleS the provision of quality care
by appropriate persons in all health care settings. The National Council of State Boards of Nursing believes that this
paper will assist all health care providers and health care facilities in discharging their shared responsibility to provide
optimum health care that protects the public's bealth, safety and welfare.
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Attachment B

Premises
4/30/96

Boards ofnursing are responsible for the regulation ofnursing. Provision ofany care which constitutes nursing or any
activity representedasnursing is a regulatoryrespoosibilityofboardsofnursing. Boardsofnursing should becognizant
of evolving changes in health care which impact consumer safety. 1be UAP Task Force developed the following
premises to state the assumptions that will guide the present and future work of Ibe task force:

1. Boards of nursing should be proactively involved and take a leadership role in developing public health policy.

2. Consumer choice is critical. Boards of nursing should take a proactive role in providing information to assist
consumers in making informed choices regarding care givers.

3. Boards of nursing should maintain ongoing collaboration with consumers, other regulatory agencies and health
care providers to increase access and delivery of quality care.

4. Boards ofnursing should take a leadership role in the development of standards for the education and utilization
of unlicensed assistive personnel.

5. Boards of nursing should review and revise statutes, regulations, policies and procedures to allow for evolution
of changes in health care delivery while maintaining consumer safety.

6. Boardsofnursing should takea leadersbiprole in influencing state and federal agencies tomake regulatory changes
which reflect current health care needs.

7. Boardsofnursing sbouldregulate tbeutilizationofanyunlicensedperson, regardlessoftitle, to whomnursing tasks
are delegated.
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Attachment E

DELE~3ATION EDUCATION OUTLINE (DRAFT)

I - LICENSED NURSE

Purpose: To teadllicensed nurses to delegate and utilize information in Delegation: Concepts andDecision-making
Process. "It hs as important to learn themanagement techniques to deliveranddelegate care as it is to master the clinical
skills nece5SiU'y for bigb-teehlbigb-touch care." (Bmruss, 1993).

A. Content (Based upon Delegation: Concepts and Decision-making Process)

1. llerminology (as defined by individual Nurse Practice Acts; include additional terminology specific to
each jmisdietion).

Recommended Definitions:
a) Accountability - being responsible and answerable for actions or inactions of self or others in
the context of delegation
b) Delegation - transferring to a competent individual the authority to perform a selected nursing
task in a selected situation. The nurse retains accountability for the delegation.
c) Delegator - the person making the decision
d) Delegatee - the person receiving the delegation
e) Supervision - the provision of guidance or direction, evaluation and follow-up by the licensed
nurse for accomplishment of a nursing task delegated to unlicensed assistive personnel
f) Unlicensed Assistive Personnel (UAP) - any unlicensed personnel, regardless of title, to whom
nursing tasks are delegated

2. Authority
a) Federal

i) clarify difference between federal statute and federal regulations
ii) impact of federal requirements on employment of unlicensed personnel

b) Slate statute
i) Nurse Practice Act ofjurisdiction
ii) other state statutes

c) State regulation
i) Board of Nursing regulations
ii) other state agency regulations

d) Professional standards
i)NCSBN
ii) American Nurses Association and PracticalNocational nurse associations
iii) Specialty nursing organizations
iv) Other

e) Employer policy
i) Legal implications
ii) Coercion; refusal to delegate inappropriately
iii) Should be actively involved in policy formation

3. PJinciples of Delegalion: Concepts and Decision-making Process
a) Premises .
b) Five rights
c) Delegation decision-making process

National Council ofState Boards ofNursing, /nc.l1996
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4. Implementing the Delegation Process
a) Use the nursing process in making decisions about delegation
b) Be familiar with applicable stablte(S) and regulation(s)

i) are there any limits to who can receive delegation?
ii) what can be delegaled? Only tasks, not process
iii) Under what circumstances

c) Understand the scope(s) of practice for delegator and delegatee
d) Consider the impact of facility policies and procedures
e) Determine the qualification and skill level of the delegatee; what is the difference if the
delegatee is an LPN or a UAP?
t) Follow-up! Follow-up! Follow-up!

5. Implications
a) Patient care outcomes
b) Public/consumer safety
c) Consumer choice
d) Cost containment
e) Access to health care
t) Disciplinary action
g) Career impact
h) Employer action
i) Nursing liability

B. Implementation of the teaching outline

1. Teach nurses to be botb delegator'S and delegatees or recipients of assignments
a) Teach principles of delegation

i) During the fust level of nursing programs
ii) During orientation as appropriate

b) Teach criteria to be considered when accepting delegation/assignment

2. Utilize Board of Nursing expertise in teaching delegation to licensed nurses and nursing students

3. Utilize licensed nurse mentor(s) in teaching and role-modeling delegation to nurses

4. Be clear about legal ramifications for licensed nurse, unlicensed assistive personnel and employer

5. Utilize role-playing to assist in application of delegation concepts and principles

C. Evaluation of delegation practices

1. Delegating nurse can verbalize statutory and regulatory authority for delegation

2. Delegating nurse can articulate thought process and infonnation used to arrive at decision to delegate

3. Delegation decisions are clearly grounded in premises as outlined

4. Safe, effective patient outcome can be identified

5. Patient/consumer verbalizes satisfaction with care provided

6. Appropriate documentation has been completed

National Council ofState Boards ofNursing,lnc.l1996
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IT - UNLIONSED ASSISTIVE PERSONNEL

Purpose: To teaeb unlicensed assistive personnel to accept and implement delegated responsibilities. Unlicensed
assistive personnel must be able to identify when it is or is not appropriate to C81TY out a delegated assignment and
bow to respond in either instance.

A. Content {Based upon Delegation: Concepts and Decision-making Process)

1. Tenninology (as defmed by individual Nurse Practice Acts).

Recommended Definitions:
a) Accountability - being responsible and answerable for actions or inactions of self or others in
the context of delegation
b) Delegation - transferring to a competent individual the authority to perform a selected nursing
task in a selected situation. The nurse retains accountability for the delegation.
c) Delegator - the person making the decision
d) Delegatee - the person receiving the delegation
e) Supervision - the provision of guidance or direction, evaluation and follow-up by the licensed
nurse for accomplishment of a nursing task delegated to unlicensed assistive personnel
t) Unlicensed Assistive Personnel (UAP) - any unlicensed personnel, regardless of tide, to whom
nursing tasks are delegated

2. Authority
a) Federal

i) clarify difference between federal statute and federal regulations
ii) impact of federal requirements on employment of unlicensed personnel

b) State statute
i) Nurse Practice Act ofjurisdiction
ii) other state statutes

c) Swe regulation
I) Board of Nursing regulations
ii) other swe agency regulations

d) Employer policy.
i) Is it legal?
ii) Who is your boss?
iii) Who can delegate to you?

e) Nursing and non-nursing UAP
i) Delegating
ii) Coordinating

3. Delegation Decision-making Process
a) Who is UAP supervisor?

i) Nurse's authority or responsibility for UAP
ii) Other organizational supervision
iii) Consumer direction

b) Nurse's considerations in deciding to delegate
i) delegation aitena
ii) assess the situation
iii) plan for the specific task(s) to be delegated
iv) accountability
v) supervise performance of the task
vi) evaluate the entire delegation process

c) What the UAP must consider in accepting the delegation
i) the task delegated: what, where, when, why, bow
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ii) working within the assigned role
iii) the seriousness of the responsibility
iv) cannot re-delegale to some else
v) cannot do any nursing activity unless directed to do so by a nurse
vi) accountability

d) Five rights of delegation
i) bow they apply to the nurse's decision to delegate
ii) bow they apply to UAP acceptance of delegation

4. Refusing to accept a delegated task
a) when the UAP should say no to delegation
b) bow the UAP can say no to delegation
c) consequences of saying no to delegation
d) consequences of accepting inappropriale delegation
e) reporting inappropriate delegation

5. Delegation follow-up
a) what the patient/consumer should expect from the delegation process
b) what the UAP should expect from the delegating nurse
c) what the delegating nurse should expect from the UAP; when and how the UAP should report
back to the nurse
d) documentation of the care provided

B. Implementation of the teaching outline

1. Delegation must be taught by a licensed nurse according to each jurisdiction

2. Be clear about legal ramifications for licensed nurse, unlicensed assistive personnel and employer

3. Utilize role-playing to assist in application of principles related to accepting and refusing delegation,
and in application of communicating expectations and providing feedback to
delegating nurse

C. Evaluation of delegation practices

1. Verba1ize when appropriate to seek direction

2. Articulate thought process on accepting delegation

3. Safe. effective patient outcome can be identified

4. Patient/consumer verbalizes satisfaction with care provided

5. Appropriate documentation bas been completed
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Report of the Chemically Impaired Nurse Issues Task
Force

Task Force .'embers
Jean Sullivan, W A. Area I, Chair
Maggie Johnson, SC, Area 1lI
Marsha Straus, OH, Area IT
Emmaline Woodson, MD, Area IV
Mary Haack, Consultant, TIu! George Washington University

Staff
Carolyn J. Yocom, Director ofResearch Services

Relationship to Organization Plan
Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective C Conduct research on regulatory issues related to disciplinary activities.
Objective D Provide for Member Board needs related to disciplinary activities.

Recommendiations to the Board of Directors
No recommendations.

Highlights or Activities
A primary activity of task force members bas been to provide consultation and assistance to staff relative to

performance of a research study to evaluate the effectiveness of regulatory approaches for the management of
chemically impaired nurses. During its first meeting, the task force, in collaboration with the Research Advisory Panel,
addressed a less than desirable numberofpotential sbJdyparticipants representing states using a disciplinaryapproach.
Additional strl:ltegies identified included the addition ofanotherjurisdiction (CI) to those already participating in the
study (OH, SC, VA. FL, MD, W A).

During its second meeting, the task force reviewed the status of the research sbJdy. Considerable time was spent
reviewing (a) lthe status ofdata collection activities (questionnaires, mailing scbedu1es, procedures), (b) preliminary
data analysis results (descriptive statistics compiled from selected questionnaires), and (c) responses on selected sets
of questionnaires not yet submitted to data analysis. 1be task force also discussed mechanisms for retrieving SbJdy
participant COJDpliance information from the seven jurisdictions involved in the study. Assistance was also provided
to staff in the identification of information that could be used to obtain cost data from the participating jurisdictions.

Data coll(:ction from study participants will continue through April and May 1996. It is anticipated that suffICient
dataanalysis will be completed to provide the following information during an informational forum at the 1996 Annual
Meeting: (1) :m overview of selected demographic and substance abuse characteristics of study participants; (2)
comparisons of recidivism rates, licensure stabls and return to work rates; and (3) cost comparisons of a disciplinary
approach versus an alternative todiscipline approach. The task force will holdone additionalmeeting thisyearto review
study results and prepare a written research reportcontaining this information. This report will be provided to Member
Boards in a supplemental mailing to the Book ofRepons.

The task force also bad responsibility for coordinating a conference, Alternative to License Discipline Programs
for Chemically Impaired Nurses, offered February 29 - March 1, 1996, in Chicago, to meet needs of (1) staff of
alternative to license discipline programs, and (2) representatives of Member Boards interested in establishing
alternative to Jlicense discipline programs. Based on discussion topics and work groups formed during the Chemically
Impaired Nurse Programs Special Interest Group meeting at the 1995 Annual Meeting, a conference agenda was
formulated.

Thirty-six registrants representing Member Boards, alternative programs and other groups (Le., American
Association of Nurse Anesthetists, Indiana Nurses' Association Peer Assistance Program) were in attendance, in
addition to thc~ task force and its staff and consultant (total attendees = 42). Presentations and discussion focused on
the following topics: random drug saeening; guidelines for tre8bDent, monitoring, return to practice and practice
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restrictions; inter-state mobility issues; datacollection and management issues; quality assurance; the development of
a survey tool to be distributed to alternative programs; and the National Council's research study. Evaluation forms
rated the meeting agenda, content, format and length as good to excellent Evaluation of individual agenda items
indicated almost unanimous agreement that each provided valuable information and adequate time for discussion.
Sttong support for continuing the conference on an annual basis along with suggested topics were provided by
attendees.

Future Activities
Additional analyses of research study data will be competed in FY97. The task force will use the study results as

a basis for identifying needed changes to the document, Model Guidelines: A Nondisciplinary Alternative Programfor
ChemicaUy Impaired Nurses, originally adopted by the Delegate Assembly in 1994. The revised document will be
submitted to the 1997 Delegate Assembly for consideration.

....tlngD.t.s
n October 12, 1995 (telephone conference call)
n February 27-28,1996

Recommendations to the Board of Directors
No recommendations.

Attachment
A A Comparison of Two Regulatory Approaches to the Management of Chemically Impaired Nurses, page 3
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AttachmentA

A Comparison of Two Regulatory Approaches to the
Management of Chemically Impaired Nurses

NOTE: Page numbers/or this docu~lIl appear at the bottom 0/each page.

National Council a/State Boards a/Nursing. Inc.l1996



INTERIM REPORT:

A COMPARISON OF TWO REGULATORY APPROACHES TO THE
MANAGEMENT OF

CHEMICALLY IMPAIRED NURSES

Carolyn J. Yocom, PhD, RN, FAAN
Director of Research Services

National Council of State Boards ofNursing

Mary R. Haack, PhD, RN, FAAN
Senior Research Scientist

Center for Health Policy Research
George Washington University

1996

© National Council of State Boards of Nursing



Interim Report:
A Comparison of Two Regulatory Approaches to the Management of

Chemically Impaired Nurses

A major consequence of chemical substance abuse among nurses is the dysfimetion that interferes with the exercise of
judgment TIlerefore, a chemically impaired licensee's practice does not exemplify accepted standards and the recipients
of nursing care are exposed to the threat ofor actual harm. Currently, the predominant approach used by boards of nws­
ing to protect the public's safety is through a process that can result in disciplinary action against a license to practice.
Over the past teny~ it has been argued that a nondisciplinary approach can protect the public from unsafe prac­
titioners while promoting treatment and rehabilitation of impaired licensees. A nondisciplinary alternative pro­
gram offers a confidential, voluntary alternative to license discipline for nurses with a substance abuse/dependency
problem. Proponents of this approach also contend that it is more cost effective and successful. While isolated
studies of the effectiveness of individual nondisciplinary alternative programs have been undertaken, a search of
the literature failed to identify any studies comparing the outcomes and cost effectiveness of these two different
approaches. Such evaluation may optimize regulatory approaches for the management of occurrences of recidi­
vism, appropriate licensure status, and :factors impacting employment status or conditions. When optimized, board
management IJf chemically impaired nurses will achieve a board's primary goal of safe and effective nursing care
for all patients, while also allowing achievement of a secondary goal of returning a knowledgeable, skilled nurse to
a productive role in society.

In August 1994, the National Council's Board of Directors authorized performance of a longitudinal study of
chemically impaired nurses. The aims of the study are to: (1) describe the physical, psychosocial and psychiatric
profiles of chemically impaired nurses; (2) determine if there are any differences in rates of nurse recidivism
(implying a potential for public harm), maintenance/re-issuance of unencumbered licenses and return to work of
abstinent nurses (implying a potential public benefit) associated with the two different approaches to regulatory
management; (3) determine the impact of selected physical, psychosocial and psychiatric factors on rates of nurse
recidivism, maintenance/re-issuance of unencumbered licenses, and return to work among the two groups; (4) de­
tennine if there are any differences in the costs to nurses and to the boards of nursing based on the type of regula­
tory management approach used; and (5) identify barriers to and facilitators of nurse rehabilitation as perceived by
chemically impaired nurses, boards of nursing, and monitoring program staff. It is anticipated that the results of
this study will assist Member Boards and other policy makers in their evaluation of policies and procedures estab­
lished to prote::t the public while still promoting the recovery/rehabilitation of licensed nursing personnel.

The following sections of this interim report describe the methodology used to conduct the study, provide descrip­
tive information about the nurse participants and report findings which address two specific issues. These are: (1)
differences in rates of recidivism and (2) differences in rates of retUrn to work.lretention in the workforce among
nurses with a :robstance abuse history managed via the two approaches. In addition, selected socio-demographic
information wi 11 also be provided.

METHODOLOGY

This longitudinal study employed a quasi-experimental design using two cohorts ofvolunteer subjects. One cohort
represented registered nurses (RNs) and licensed practicallvocational nurses (LPNlVNs) who had disciplinary ac­
tion taken against their licenses in jurisdictions using a traditional, disciplinary approach to the regulatory man­
agement of chc:mically impaired nurses. The second cohort represented RNs and LPNNNs participating in non­
disciplinary alternative programs in jurisdictions providing this option. Both cohorts also included RNs with cur­
rent or previous legal recognition to practice within the advanced practice registered nurse (APRN) role. For the
remainder of this document, the two types ofprogramslgroups will be referred to as the discipline approach/group
and the alternaltive approach/group.
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Sample Selection

The population of interest was all chemically impaired nurses who had either been disciplined or admitted to a
non-discipliruuy alternative program between January 1993 and June 1995. To be eligible for inclusion in the
study, nurse participants had to meet the following criteria: (1) 21 years of age or older; (2) diagnosis of a sub­
stance abuse disorder (includes the use of alcohol, prescription or recreational drugs); (3) understands written and
spoken English at an eighth grade level or higher; (4) had disciplinary action taken against a license to practice as
an LPNIVN, RN or APRN, or has voluntarily entered a board of nursing-authorized alternative program in lieu of
having disciplinary action taken against a license to practice nursing; and (5) voluntarily agrees to participate in
the study. To gain access to this population, a two-stage process, as described below, was used.

Boards of nursing. Seven jurisdictions were selected for participation in the study. The criteria for consideration
were: (1) a sufficiently large volume of chemically impaired nurses that could result in approximately 25 - 40 nurse
volunteers from within each jurisdiction; (2) willingness to assist in sample selection procedures; (3) willingness
to provide background and compliance information about study participants that is within the public domain or if
not, as authorized by the participant; and (4) could provide assurance that the principle investigators were exempt
from mandatory reporting requirements within the jurisdiction. An additional criterion had to be met by boards
representing those providing alternative programs - the programs had to have been in full operation for two or
more years and not currently undergoing modification.

Four boards of nursing meeting the above criteria were selected to represent jurisdictions using a discipliruuy ap­
proach: Connecticut, Ohio, South Carolina and Virginia. Three boards were selected to represent jurisdictions
with nondisciplinary alternative programs: Florida, Maryland and Washington.

Nurse participants. Two different procedures were used to recruit study participants. Jurisdictions using a disci­
pline approach provided the investigators with a list of names and addresses of all individuals disciplined during
the target period. Each individual was sent a letter explaining the study's purpose and intended use, an overview
of the methodology, and measures to be taken to protect the confidentiality of their participation and their re­
sponses. Individuals desiring to participate were requested to sign and return a consent fonn and a data release
authorization form. In jurisdictions using the alternative approach, designated board or monitoring program staff
were provided with sufficient copies of the study materials, as described above, which they then mailed to program
participants. Those desiring to participate in the study were directed to return the signed consent and data release
forms directly to one of the investigators.

In an effort to promote participation, letters promoting the study and reinforcing the measures to be instituted to protect
the confidentiality of responses were prepared by each board of nursing or its monitoring program's staff. These letters
were sent by one of the investigators (discipline approach) or monitoring program staff (alternative approach).
Additionally, recipients of the recruinnent materials were encoumged to place anonymous calls to a toll-free phone
number ifthey had questions about the study. Po~tiaI participants were also informed that those participating for the full
six-month period ofdata collection would be paid a $50 honorarium.

These recruinnent efforts, which extended over a six-month time period, resulted in the receipt of 219 signed consent
forms. One hundred (46%) were from within the jurisdictions using a discipline approach and 119 (54%) were from
within those using an alternative approach. Based. on the sensitive nature of the data to be collected, the longitudinal
design ofthe study, and the unknown level ofalcohol and drug use among those agreeing to participate, this response was
considered sufficiently large enough to withstand a 50010 drop-out rate and still have sufficient data for analysis. Prior to
beginning the study, a power analysis suggested that a minimum of 25 individuals in each group would be sufficient to
determine differences in recidivism rates, licensure status, and return to wolk rates at the 0.05 level of significance.
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Protection of .Subjects Rights and Confidentiality Issues

The protocol for study perfonnance, including measures to protect the rights of research participants, was reviewed and
found in compliance with accepted standards by the executive director of the National Council of State Boards ofNmsing
and by the institutional research review board ofThe George Washington University, Washington, DC.

Several measures were instituted to protect the confidentiality of participant responses and to promote truthful responses.
These were as follows:

1. A unique code number was assigned to each participant The master list of names, addresses and code
numbers was kept in a secure, locked cabinet at the Center for Health Policy Research at The George
Washington University (GWU). Furthermore, this information will not be shared with Chicago-based
project staffat the National Council.

2. Study participants were routinely reminded not to write their names or other unique identifier on any
questionnaires or return envelopes.

3. Data will only be reported in the aggregate; exemplars that could result in the potential identification
ofa study participant will not be used.

4. All communications with participants (e.g., mailing of and receipt of study materials; responding to
phone inquiries) were the responsibility ofproject staffat GWU.

5. Upon completion of data collection activities and the payment of honoraria, the master list of names,
addresses, and code numbers will be destroyed.

6. Assurana:s from participating boards of nursing that project staffat GWU and at the National Council
were exempt from mandatory reporting requirements.

DATA COLLECTION

The data collection instruments used in the study, and procedures for data collection and analysis are descnbed below.

Instnunents

A battery of questionnaires was used in this study. Those used to collect data for the information reported in this
document were either developed specifically for use in this study by project staff or were based on instruments used in
previous studies. These instroments were as follows: (1) Demographic and Licensure Information (Dil); (2) Employment
History (EH); (3) Current WoJkplace Description (CWD); (4) Lifetime Substance Abuse (LTS); and (5) Maintenance of
Abstinence (MI). (Additional questionnaires designed to collect psycho-social, health. psychiatric and family histories,
woJkplace envimnment, substance abuse treatment and access to controlled substana:s were also used in this study.)

Most items in the questionnaires required participants to select one or more options from a list ofpotential options. Ifa
response of "alb:r" was selected, elaboration was requested. Each copy of a specific questionnaire (e.g., DLI) contained a
unique, printed c:ode nwnber to f3cilitate grouping ofeach participant's questionnaires post administration.

Evidence in support ofthe content validity ofall questionnaires was established based on a literature review and review by
the National Council's Chemical Dependency Issues Task Force. by experts in the treatment of chemically impaired
individuals and by individuals conducting substance abuse research. Instruments developed specifically for this study (i.e.,
DLI, LTS, MTand SAM) were piloted tested using a group of recovering nurses. Based on the level of congruence
between written responses and post-administration interviews, minor changes in wording or format were made.
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Since a number of items in these questionnaires concerned sensitive issues (e.g., current drug/alcohol use, source of
supply, etc.), the validity of participants' responses was a concem Therefore, in the final data collection period, the
following statement was included:

Since a number of items included in our questionnaires concerned sensitive issues, we need to know
how honest you were able to be in your responses. Please indicate on the following scale the extent to
which you believe that your responses can be used as valid scientific data.

A seven point response scale (0 = Not at all valid; 6 = Completely valid) was provided

Data coUection

Data were collected over a six-month time period via a series of monthly mailings. Each mailing contained a cover letter,
a battery of questionnaires, a postage pre-paid business reply envelope, and a pencil. Reminder post cards were sent to
non-respondents to encourage continued participation All questionnaires sent to a particular participant over the cowse of
the study contained the same code number. If replacement questionnaires had to be sent, the new code number was
recorded.

The schedule for questionnaire administration was as follows:

Month #1:
Month #2:
Month #3:

Umitations

DLI,LTS,MY
EH, CWO, MY
MY

Month #4:
Month #5:
Month #6:

MY
MY
MY, CWO, validity question

The limitations of this study are as follows: the quasi-experimental design, the potential for a self selection bias,
the inability to control for the impact of possible differences in the administration of the nondisciplinaI)'
alternative programs, differences in state laws governing the management of chemically impaired nurses within
the discipline jurisdictions, and the inability to measure the severity of alcohol/drug induced impairment and its
impact on functionality and recovery.

Data Analysis

Returned questionnaires were either submitted to optical scanning or the data were hand-entered into. database files in
preparation for analysis. All data files were verified for accuracy. Data analysis procedures included the preparation of
frequency distributions, descriptive statistics and inferential statistics (Xl, analyses of variance). A Yates correction for
continuity was applied to all 2 x 2 contingency tables submitted to a Xl analysis. Unless stated otherwise, a .05 level of
significance was used. The results ofdata analysis are reported in the next section

RESULTS

Information contained in this section of the report will address findings related to two specific questions: (1) Are
there any differences in the rates of recidivism among nurses with a substance abuse history managed via discipli­
nary and alternative approaches? and (2) Are there any differences in the rate of return to work/retention in the
work force among nurses with a substance abuse history managed via the disciplinary and alternative approaches?
The relationship between continued use of alcohol and/or drugs and work status will also be examined. Prior to
presenting these findings, information describing participant attrition rates, selected socio-demographic and work
history information about study participants, and replies to the response validity question will be described.
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Study Participants

This section provides information about study participants. Included are the distribution of participants and study
«drop-outs" by type of regulatory approach used. This is followed by socio-demographic, work history and lifetime
substance abuse information about participants in both groups and, where appropriate, the results of statistical
comparisons used to determine their level of equivalence at the beginning of the study.

Attritionfron~. Signed consents to participate were received from 219 nurses who, in response to a history of
alcohol and/or drug use, either had disciplinary action taken against their licenses or were participating in board of
nursing-authc,rized nondisciplinary alternative program. Of these, 46% were from jurisdictions using a discipline
approach and 54% were from those using an alternative approach. Five percent (n=10) of those consenting to par­
ticipate, did not provide any data. An additional 28 percent (n=62) never completed the study. The overall attri­
tion rate was 33 percent, resulting in 147 (discipline group = 65; alternative group = 82) who participated for the
full six-month study period (see Table 1). Statistically, X' analysis demonstrated no significant differences in the
attrition rates calculated at two different times: (1) prior to data collection and (2) during the study.

abl P"T el. aItlclpant attntion rates.
Discipline Group Alternative Group

Participation status # % # %

Returned sign'~ consent forms* 100 46% 119 54%

Participants not returning questionnaires at Time 1 7 3

Participants plOviding Time 1 data* ** 93 44% 116 56%

Participants nClt providing data one or more times between Time 2 28 34
and Time 6

Participants providing data throughout the study ** 65 44% 82 56%

* ** X' = nonSignificant

Description of Participants

Licensure level and status. Participants in the study were licensed at all levels of practice, LPNNNs, RNs, and/or
APRNs. The majority in both the discipline and alternative groups (see Table 2) held or previously held an RN
license. A largl:r proportion of participants in the discipline group were LPNNNs as compared to the alternative
group. Less than 10010 of each group contained APRNs. Since participants could select one or more options in
order to reflect all levels of licensure, a series of X' analyses of the distributions of each specific licensure type
within the two groups were performed. Statistically significant differences in the proportions of LPNNNs (X' ­
5.51) and RNs (X' =7.36) were demonstrated between the two groups. The average length of time since initial
licensure was 13.9 years and 15.8 years for the discipline and alternative groups, respectively. This was not statisti­
cally significant.

Statistically significant differences were demonstrated in the license status of participants in the two groups (X' =
108.71). Within the alternative group, 68% had an active license while less than 3% had their license suspended
or revoked. In I:ontrast, within the discipline group, 9% had an active license while 53% had their license revoked
or suspended (s:e Table 2).
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Demographic characteristics. Examination of the demographic characteristics of participants revealed that they
were primarily women (85%) and Caucasian (94%). With one exception, there was minimal representation of all
minority groups. There were no AsianslPacific Islanders in either group. Specific racial/ethnic distributions, by
type of approach, are reported in Table 3. The distributions of participants, by gender or racial/ethnic background,
were examined by X2 analysis; no statistically significant differences were demonstrated.

Table 2. Level of licensure and license status of study participants.

Licensure characteristics
Discipline Group

# %
Alternative Group

# %
A. Current level of licensure*
Licensed PracticalNocational Nurse (LPNNN)**
Registered Nurse (RN)***
Advance Practice Registered Nurse (APRN)****

(n= 87)
24
55
8

28%
65%
9%

(n=110)
15 14%
90 81%
5 4%

B. License status at beginning of study*****
Active license
Probation
LimitedlRestricted license
License suspended
License revoked

(0=77)
7 9%
22 29%
7 9%
32 42%
9 12%

(n=l06)
72
4

27
2

1

68%
4%
25%
2%
1%

* Participants could select more than one option
*** Jf = 7.36, p<.05

*****X2
= 108.71, P < .01

Table 3. Demographic characteristics of study participants.

**x2 = 5.51, p< .05
****X2

= nonsignificant

Discipline Group Alternative Group
Characteristic # % # %

A. Gender* (n=83) (n=108)
Male 13 16% 17 15%
Female 70 85% 94 85%

B. RacelEthnicity*
1. Hispanic (n=79) (n=l06)

Yes 0 0% 2 2%
No 79 100% 104 98%

2. Other * (n=82) (n=109)
Native American/Alaskan Native 0 0% 0 1%
AsianlPacific Islander 0 0% 0 0%
Black!African American 6 7% 3 3%
Caucasian 76 93% 104 95%
Other 0 0% 1 1%

*X 2
= nonsIgnificant
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Table 3. Demographic characteristics of study participants. (cont.)

Discipline Group Alternative Group
# % # %

Charaeteristi(:

C. Marital SUl.tus* (n=83) (n=109)
Single, never married 17 20% 15 14%
Married 37 45% 47 43%
Divorced/Separated 27 33% 45 41%
Widowed 2 2% 2 2%

D. Highest level of educational preparation· (n=83) (n=108)
LPNNN Diploma/Certificate 22 27% 12 11%
LPNNN .A.ssociate Degree 1 1% 2 2%
RNDiploDla 16 19% 22 20%
RN Associate Degree 26 31% 45 42%
RN- Bachelor's Degree in Nursing 10 12% 18 17%
RN - Non-Nursing Bachelor's Degree 0 0% 2 2%
Advanced JPractice - Certificate 7 8% 3 3%
Advanced Practice - Master's Degree 0 0% 1 1%
Master's Dl~gree in Nursing 1 1% 1 1%
Non-Nursing Master's Degree 0 0% 2 2%

*X2 = nonsignificant

The average ages of the two groups of participants were 40.4 (discipline group) and 41.6 (alternative group). A t­
test demonstrated no statistically significant age difference between the groups. Participants' marital status is re­
ported in Tabll~ 3. The largest proportion within each group were married (45% - discipline approach; 43% - al­
ternative approach. A X2 analysis demonstrated no statistically significant differences between the two groups.
The alternativt: group had, on average, a higher number of dependents (1.5 children and adults) in contrast to 1.4
dependents for the discipline group.

Educational level. The highest level of education of participants in each group is reported in Table 3. For
LPNNNs, the majority had completed a PNNN program leading to a certificate or diploma. Within the RN
group, the largest proportion had an associate degree in nursing. A majority of the APRNs had completed a cer­
tificate program. There were no statistically significant differences between the discipline and alternative groups.

Employment history. The average number of years employed in nursing and in the current/most recent position
(see Table 4) fi)r participants in the discipline and alternative groups was not statistically significantly different.
Participants were also requested to indicate the work setting, their clinical specialty and their primaIy job position.
This informaticin is reported in Table 4. If necessary, more than one response option could be selected within each
list. While parlicipants indicated they were employed in a variety of settings, clinical specialties and positions, the
largest proportions within each group indicated employment in acute care settings, and in staff positions. The
greatest proportions in specific clinical specialty areas among participants in the discipline group were in geriatrics
and critical can:. For those in the alternative group, the greatest proportions were in critical care, medical-surgical
units and emer;gency rooms. Ninety-six percent of the discipline group participants and 98% of the alternative
group participants were employed in nursing at the time their substance abuse problem was identified.
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Table 4. Employment characteristics of study participants

Discipline Group Alternative Group
Characteristic # % # %

A. Work setting· (n=58) (n=90)
Inpatient acute care (hospital) 33 56% 48 53%
Other hospital setting 6 10% 12 13%
Long tenn care 20 34% 18 20%
Outpatient clinics 2 3% 7 7%
Home healthlPublic health/Hospice 3 5% 13 14%
Physician's office 4 6% 4 4%
School/Student health 0 0% 1 1%
JailJPrison 1 1% 2 2%

Other community based setting 0 0% 1 1%
Independent practice 0 0% 1 1%
Temporary employment agency 1 1% 4 4%
Nursing education 0 0% 1 1%
Insurance company 2 3% 0 0%

B. Clinical specialty. (n=58) (n=90)
General practice 3 5% 13 14%
AIDS 0 0% 3 3%
Critical care 13 22% 18 20%
Drug!Alcohol unit 2 3% 2 2%
Emergency care 5 8% 13 14%
Family health 0 0% 1 1%
Geriatrics 14 24% 6 6%
Labor and DeliveI}' 3 5% 4 4%
Medical/Surgical 7 12% 15 16%
Neonatal 2 3% 1 1%
Obstetrics/Gynecology 2 3% 3 3%
Oncology 3 5% 2 2%
Pediatrics 4 6% 4 4%

. Perioperative 2 3% 3 3%
PsychiattylMental health 4 6% 6 6%
Public/Community health 1 1% 1 1%
Other 0 0% 12 13%

C. Primary position· (n=56) (n=87)
Sta1fIGeneral duty 24 42% 52 59%
Nurse administrator/manager 7 12% 7 8%
Nurse consultant 0 0% 1 1%
Nurse educator 1 1% 1 1%
Clinical nurse specialist 0 0% 3 2%
Certified registered nurse anesthetist 3 5% 1 1%
Certified nurse midwife 0 0% 0 0%
Nurse practitioner 1 1% 3 2%
Nurse researcher 2 3% 0 0%
Other 18 31% 19 36%

• Participants could select more than one response option
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Drug and alOJhol use. Participants were requested to report if they had ever used cigarettes or abused drugs or
alcohol. Abuse was defined as, a pattern ofsubstance use that leads to impainnent, as manifested by one or more
ofthe following: (1) failure to fulfill major role obligations (e.g., as a parent. as a nurse); (2) use in situations in
which it is ha"ardous (e.g., on the job, while driving); (3) illegal behavior (e.g., stealing drugs from the workplace,
using illegal prescriptions. substituting a non-controlled substance for a patient's dose); or (4) continued use de­
spite social OJ" interpersonal problems caused by the substance.

The proportions of participants within each group who reported abuse of nine classifications of prescription or rec­
reational drugs are reported in Table 5. There were no statistically significant differences in the proportions of
participants within each group reporting use of the following substances: (1) alcohol (2) marijuana, hashish or
TIlC; (3) cocaine or crack; (4) tranquilizers; (5) baIbiturates; (6) minor opiates (e.g., Codeine); (7) amphetamines;
or (9) inhalants. However, a statistically significant, higher percentage of participants in the alternative group
(44%) than in the discipline group (26%) reported the use of major opiates (e.g., Opium, Demerol, Fentanyl) (X2 =
5.39, p< 0.03). The following substances were used by over fifty percent of participants in the discipline group
(ranked by percent using, highest to lowest): amphetamines, alcohol, baIbiturates, tranquilizers, and marijuana. In
contrast, the substances used by over fifty percent of participants in the alternative group (ranked by percent using,
highest to lowest) were: barbiturates and amphetamines (tied), and alcohol.

Table 5 Lifetime substance abuse history of study participants at time ofentry into the study.

Discipline Group Alternative Group

Substance # % # %

1. Alcohol* (Discipline: n=92; Alternative: n=110)
Yes 59 64% 73 66%
No 33 36% 37 34%

2. Marijuana* (Discipline: n=91; Alternative: n=110)
Yes 48 53% 50 46%
No 43 47% 59 54%

3. Cocaine/Crack* (Discipline: n=94;Alternative: n=110)

Yes 34 36% 39 35%
No 60 64% 71 65%

4. Tranquilize.rs* (Discipline:n=92;Alternative:n=111)
Yes 49 53% 46 41%
No 43 47% 65 59%

5. Barbiturates* (Discipline: n=87; Alternative: n=107)
Yes 52 60% 79 74%
No 35 40% 28 26%

6. Minor opiati:s* (Discipline: n=88; Alternative: n=108)
Yes 31 35% 53 49%
No 57 65% 55 51%

7. Major opiau:s** (Discipline: n=87; Alternative: n=108)
Yes 23 26% 47 44%
No 64 74% 61 56%

8. Amphetamines * (Discipline: n=87; Alternative: n=107)
Yes 62 71% 79 74%
No 25 29% 28 26%

9.lnbalants* (Discipline: n=92; Alternative: n=107)
Yes 10 11% 9 8%
No 82 89% 98 92%
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Drug/Alcohol related legal problems. Participants were requested to indicate whether they had been convicted of a
drug/alcohol related crime and if they had been incarcerated as a result of drug/alcohol related charges or convic­
tions. The reason for any convictions and the type of facility in which they were confined was also requested. This
information is reported in Table 6. Differences in incarceration rates were not statistically significant. However,
a significant difference was demonstrated (Xl =16.048) between the numbers of participants convicted of
drug/alcohol related crimes (discipline group = 48%, alternative group = 19%). For those in the discipline group,
the primary reason was the theft or diversion of patient drugs (n=18). In contrast, the primary reason for a convic­
tion among the diversion group was the forgery of prescriptions (n=8).

Table 6. Drug-related convictions and incarceration history of study participants.

Discipline Group Alternative Group

# % # %

A. Incarcerated due to substance use-related charges/convictions· (n= 80) (n=106)
No 67 84% 98 92%
Yes 13 16% 8 8%

B. Type facility confined to •• (n=13) (n=8)
Jail 10 77% 7 87%
Prison 2 15% 2 25%
Home confinement 2 15% 1 12%

C. Convicted of a drug/alcohol-related crime···
No 41 52% 87 81%

Yes 38 48% 21 19%

D. Reason for conviction·· (n=38) (n=21)
Driving under the influence 8 21% 6 29%
Possession for self use 7 18% 6 29%
Dealing/possession with intent to sell 1 3% 2 10%
Theft/diversion of drugs intended for patient use 18 47% 1 5%
Theft of drugs/alcohol from other sources 2 5% 0 0%
Shoplifting 1 3% 3 14%

Theft - other 2 5% 1 5%
Prostitution 1 3% 1 5%
Burglary 1 3% 2 10%
Disorderly conduct 2 5% 1 5%
Assault 0 0% 1 5%
Forgery ofprescriptions 5 13% 8 38%
Forgery - other documents, checks, etc. 1 3% 1 5%

• X2 = nonsignificant

•• Participants could select more than one option
••• Xl =16.048, p<.OI
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Equivalencll of Comparison Groups

Given the qll13Si-experimental design of this study and the potential for a self selection bias, selected licensure,
socio-demographic and substance abuse characteristics of the two groups of participants were examined to deter­
mine the deg;ree to which they were equivalent at the beginning of the study. The characteristics of the two groups
were statisti(:ally equivalent in regard to the following areas: time since initial licensure, gender, raceletbnicity,
marital status, educational level, number of years employed in nursing, number of years employed in current or
most recent position, incarceration as a result of drug/alcohol related charges or convictions, and, with one excep­
tion, the types of substances usedlabused.

Differences in the two groups were identified in the following areas: level of licensure (more RNs and less
LPNlVNs in the alternative group), license status (higher percentage of active licenses in the alternative group),
use of major opiates (higher in the alternative group), and convictions for drug/alcohol related crimes (lower per­
centage with convictions in the alternative group). The differences in the proportions ofRNs and LPNlVNs in the
two groups should not have a major impact on the validity of the conclusions that can be drawn from this study
with regard tl) recidivism rates and retention in or return to the workforce since the application of policies and
procedures gtI~ding regulatory management does not vary by type of licensure. The differences in license status are
expected as a result of the two approaches to regulatory management. One aim of the study is to determine if there
is any change in this status at the end of the study. The major contributing factor to the difference in conviction
rates is the higher percentage of participants in the discipline group who were convicted of the theft or diversion of
drugs from patient supplies. Since conviction for a drug/alcohol related crime does not automatically eliminate
chemically impaired nurses from eligibility for admission to the three alternative programs represented in this
state, it is impossible, at this time to determine if this difference introduces a systematic bias.

Response Validity

During the final phase of data collection, participants were requested to respond to a question asking them to indi­
cate the extent to which they believed their responses could be used as valid scientific data. A seven point response scale
(0 = Not at all -valid; 6 = Completely valid) was provided. Responses were received from 143 (97010) of the 147 partici­
pants who competed the SllJdy. Of these, 107 (75%) indicated their responses were "Completely valid" The remaining
responses were either a "4" (n=3) or a "5" (n=29). The thirty-two "4" and "5" responses were equally distributed be­
tween the two groups ofparticipants. The mean response for each group was 5.8 and 5.7 for the discipline and alternative
groups, respectively. A t-test demonstrated no statistical difference between these two values. Based on these results, it
was concluded that the data provided by participants in this SllJdy are valid and reliable.

Research Que:mon 1:

The first resear~hquestion was, Are there any difftrences in the rates ofrecidivism among nurses with a substance
abuse history managed via disciplinary and alternative approaches? Participant responses on the six Maintenance
of Abstinence questionnaires (MT-1 through MT-6) administered over the course of this study were used to answer
this question, which addresses one aspect of the board's responsibility to protect the public from harm.

Upon entry into the study, 185 participants provided information on their level of substance use since the imposi­
tion of disciplinary action or entry into an alternative program. Of these,124 (67%) reported continued abstinence.
Table 7 provide:; the distribution, by level ofuse (abstinence, periodic use, and continuous use), for each of the two
groups. A X2 analysis demonstrated no statistically significant differences between the two distributions. For those
reporting periodic use (n= 59), the periods of time between initial abstinence and the last relapse ranged between
two years and It:ss than one month. The average number of relapses per participant, by type of approach was 8.3
(range 1 - 99 or more) for those in the discipline group. In comparison, the average number of reported relapses
for participants :in the alternative group was 2.9 (range = 1 - 20). Prior to entry into the study, the predominate
substances wen: prescription drugs (e.g., narcotics, opiates, etc.) and alcohol. However, reported use of
street/recreational drug use, primarily marijuana and crack cocaine, was minimal.
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During the remaining five months of the study, abstinence/use data were collected to detennine ongoing absti­
nence/recidivism rates. Of those completing the study, (discipline = 65; alternative = 82), 21 participants
(discipline = 10; alternative = 11) reported periodic or continuous use (see table 8). AX2 analysis demonstrated
no statistically significant difference between the recidivism/continuous use rates of the two groups during the five­
month period. During this period, prescription drug use versus alcohol and street/recreational drug use was equally
divided among the 20 participants identifying the substance used.

Table 7. Distribution of abstinence and drug/alcohol use history among study participants upon entry into the study.

Discipline Group Alternative Group
(n=78) (n=107)

Abstinence and drug/alcohol use history # % # %

Abstinence since license disciplined or entry into alternative program 49 63% 75 70%
Periodic use since license disciplined or entry into alternative program 28 36% 31 29%
Continuous use 1 1% 1 1%

X2 = nonsignificant

Table 8. Distribution of abstinence and drug/alcohol use among study participants during the study.

Discipline Group Alternative Group
(n=65) (n=82)

Abstinence and drug/alcohol use history # % # %

Abstinence since license disciplined or entry into alternative program 55 85% 71 87%

Periodic use since license disciplined or entry into alternative program 10 15% 11 13%

X2 = nODSlgnificant

The abstinence/recidivism data for participants providing data throughout the study period were submitted to a
two-way analysis of variance, using a general linear models approach, to explore the interaction between time and
group membership. The resulting F-ratios (see Table 9) demonstrate that while the overall model explains a sig­
nificant proportion of the variance (F = 10.22, P < 0.001) and significant differences in abstinence/recidivism rates
based on group membership (F=4.47, p < 0.05) and time (F= 20.95, p< 0.001), the interaction effect was non­
significant (F = 1.07, P > 0.05).

Based on the mixed results of the analyses described above, it can be concluded that, while during the time period
of this study the recidivism rates among participants in the alternative group were lower than those in the disci­
pline group, this may be an artifact of the short time frame over which data were collected. Therefore, until addi­
tional analyses can be performed that will explore the impact of additional:factors (e.g., length of time in recovery,
treatment modalities, etc.), a conservative conclusion is that the recidivism rates among alternative program par­
ticipants are no higher than those in the discipline group.
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Table 9. Analysis ofvariance table: Interaction of time and group membership on abstinence .

Source D.F. Sum of Squares Mean Square F Value Pr>F

Model 11 12.13 1.1 10.22 0.0001
Error 844 91.05 0.11
Corrected total 855 103.18

R2 = 0.118 C.V> 234.2926 Root MSE = 0.3284 Mean: status at time = 0.14

Source D.F. Sum of Squares Mean Square FValue Pr>F

Time 5 11.3 2.26 20.95 0.001
Group 1 0.48 0.48 4.47 0.0347

Time * Group 5 0.58 0.12 1.07 0.3765

Research Question #2

The second n:search question was, Are there any differences in the rate ofreturn to work/retention in the work­
force among abstinent nurses with a substance abuse history managed via the disciplinary and alternative ap­
proaches? P~rticipant responses on the current work description questionnaires (CWD-l, CWD-2) were used to
answer this question which addresses the potential for returning knowledgeable, useful nurses to a productive role
in society. Th€: questionnaires were administered during the second and last data collection periods. Initially, 43%
of participant!: in the discipline group and 75% of those in the alternative group (see Table 10) reported employ­
ment in nursiIlig. AXl analysis demonstrated that this difference was statistically significant (Xl = 18.73). At the
conclusion of lthe study, a statistically significant greater percent of the alternative group participants (74%), than
of those in the discipline group (52%) were employed (Xl = 6.61) (see Table 10).

Table 10. Employment status of study participants

Discipline Group Alternative Group

Characteristic # % # %

A. Employment status at beginning of study* (n=82) (n=107)
Not employ(d 47 57% 27 25%
Employed 35 43% 80 75%

B. Employment status at end of study** (n=59) (n=79)
Not employed 29 4&0/0 21 26%
Employed 31 52% 60 74%

C. Comparison of employment status at beginning and end of study*** (n=82) (n=109)
Not employed at any time 30 51% 19 24%
Employed both times 22 37% 54 68%
Employed at beginning of study but not at the end 4 7% 1 1%
Employed at end of study but not at the beginning 3 5% 5 6%

*x2 = 18.73,p<.001 **x2 = 6.61, p=.01 *** X2 = 15.67, p=.001
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Following elimjnation of Time 2 data for those who had dropped out of the study, a table was constructed compar­
ing employment status at the beginning and the end of the study (see Tablel0). A X 2 analysis demonstrated that
the distributions were not equivalent (X2 = 15.67, p< 0.05). Greater percentages of participants in the alternative
programs than in the discipline programs were in the work force. This finding is related to the number of partici­
pants who had a license to practice nursing at the beginning of the study. Future analyses will be directed towards
exploring the change in employment status in relation to any change in licensure status at the conclusion of the
data collection period. (This data is not yet available for analysis.)

One additional analysis that was performed examined the relationship between employment status and absti­
nence/substance use as reported in the second and the sixth data collection periods (see Table 11). Of the 29 par­
ticipants in the discipline group who were employed at any time between the two time periods, two reported alco­
hol/drug use. Of the 60 participants in the alternative group who reported employment during this same time pe­
riod, four reported alcohol/drug abuse. A X2 analysis demonstrated no statistically significant differences in these
distributions. At this point in our analyses, it is impossible to determine whether any of these nurses were practic­
ing while impaired.

Table II. Substance use among participants employed in nursing at any time during the study.

Discipline Group Alternative Group

(n=29) (n=60)
Abstinence and drug/alcohol use during employment # % # %

Abstinence 27 93% 56 93%

Periodic use of alcohol/drugs 2 7% 4 7%

x2 = nonsIgnificant

Less than half (43%) of the participants in the discipline group were employed. This is a direct consequence of the
nature of disciplinary action taken against their license to practice - either suspension or revocation which removes
them from practice, placement on probation, or the imposition of limitations on practice. In contrast, very few
participants «3%) in the alternative group reported that disciplinary action taken against their license resulted in
revocation or suspension.

Based on the above analyses, it can be concluded that retention in and/or return to employment in nursing is high­
est in the alternative group. A small percentage of participants in both groups continued to use alcohol/drugs while
employed. While the ideal situation would be one where all nurses with a history of a substance abuse disorder
would not practice while impaired, the overall percentage of employed participants reporting continued or periodic
use of mind-altering substances was minimal in both groups. This indicates the effectiveness of both approaches in
assuring protection ofconsumers.

SUMMARY AND CONCLUSIONS

The purpose of this interim report is to share selected findings regarding (1) the socio-demographic, licensure,
drug/alcohol use characteristics of chemically impaired nurses who have had disciplinaIY action taken against their
licenses or who are participating in a board of nursing-sponsored nondisciplinaIY alternative program and (2) the
impact of regulatory management approach (discipline versus alternative program) on two factors: recidivism rates
and retention in or return to the workforce.

14 National Council ofState Boards ofNursing, Inc.



Study participants were LPNlVNs and RNs, including APRNs who volunteered to participate in the study. Based
on the preliminary findings of this study, the typical nurse participants in both groups can be described as female,
Caucasian, 40 to 42 years old, married with 1.4 to 1.5 dependents, had completed an associate degree in nursing
(RNs) or PNIVN program diploma/certificate (LPNlVNs), been licensed as a nurse for 14 to 16 years, employed in
nursing for 13 to 15 years, and employed in the current or most recent position for three to five years. The most
frequently abused prescription and street/recreational drugs were: amphetamines, barbiturates, tranquilizers, alco­
hol, and marijuana.

The first research question was, Are there any differences in the rates ofrecidivism among nurses with a substance
abuse history managed via disciplinary and alternative approaches? Participants in both groups provided infor­
mation about ~lbstinence/recidivismpatterns prior to and during the six-month data collection period. Based on an
analyses of thJis data, it was concluded that the recidivism rates among alternative program participants are no
higher than those in the discipline group.

The second research question was, Are there any differences in the rate ofreturn to work/retention in the work­
force among Glbstinent nurses with a substance abuse history managed via the disciplinary and alternative ap­
proaches? Participants reported their employment status at the beginning and the end of the study. While there
was a net loss of four alternative program participants from the workforce and a net gain of one in the discipline
group (see Table 11), statistically higher percentages of participants in the alternative group (who provided data at
both times) were employed in nursing. An additional analysis demonstrated that two individuals within the disci­
pline group and four within the alternative group were not abstinent while employed. These numbers represent less
that 10% of th,:>se employed. Based on these results, it was concluded that retention in and/or return to employ­
ment in nursing is highest in the alternative group. Furthermore, the small percentage of participants who reported
use of alcohol/drugs while employed was equivalent in both groups.

The results of this study must be examined from the perspective of a board of nursing's mandate to protect the
public from in<:ompetent providers of nursing care. Historically, boards have dealt with chemically impaired nurses
by taking disciplinaIy action against a license to practice. More recently, a number ofboards have established a nondis­
ciplinary alternative program that offers a confidential, voluntary alternative to license discipline for nurses with a
substance ab1lSl:ldependency problem. In response to the question, "Does a nondisciplinary approach protect the
public equally as well as the more traditional approach?, the results of this study demonstrate that the outcomes of
both approaches are equivalent in regard to continued uselabuse of alcohol/drugs by nurses with a substance abuse
disorder, including among those who have returned to the workforce, deterring recidivism, keeping impaired
nurses from practice, and retiring Iretaining abstinent nurses in the workforce..

Future work

Additional analyses of the data obtained from study participants will continue. A primary goal is to identify factors
that contribute to abstinence/recidivism in order to provide boards of nursing and other policy makers with infor­
mation that may assist in the development of policies and procedures guiding the management of the chemically
impaired nurse. Forthcoming analyses will also address whether the periodic or continuous use of alcohol/drugs
reported by the nurses in this study and who are still under the board's jurisdiction was detected; cost factors asso­
ciated with the <two types of programs; and facilitators and barriers to nurse rehabilitation/recovery.
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Report of the Disciplinary Investigators' Program Task
Force

Task Force .Aembers
Florence Stillman, MO, Area II, Chair
Giovanni Di Paola, CT, Area IV
M. Teresa Mullin, VA. Area III
Dianne Wickhun, MT, Area I

Staff
Vickie Sheets, Director for Nursing Practice and Education

Relationshipi to Organization Plan
Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective B Provide resources regarding health care issues which affect the regulation of nursing practice.

Recommencllatlons to the Board of Directors
That the National Council invest resources to support Member Board disciplinary activities by:

1. Offering the Nursing Investigators' Program (NIP) in conjunction with 1996 National Council Annual
Meeting, to be held in Baltimore, Maryland, in August, 1996.

1. Offering the NIP to other National Council groups which request that the program be offered in their
jurisdiction or Area and which meet identlf'ted criteria.

3. Recruiting and training new faculty to present NIP (task force requests an additional meeting to ''train-the­
trainer'').

4. Developbllgadisciplinary resource notebook, which includesmaterialsfrom thedisdpline-relatedcommittees.
(This Issamedisdpllnary resource notebookbeingdeveloped by the Complex Discipline CasesSubcommittee,
the task Il)I'ce is supportive of this idea and has material to contribute.)

5. Developing study modules regarding discipline topics, designed for a variety of audiences.

Background
The 1993 Delegate Assembly adopted a recommendation from the Communications Committee that the Board of

Directors deteJnline the methodology to implement educational programs for discipline investigators that best meets
the needs of thc~membership within the National Council's Organization Plan. TheDisciplinary InvestigatorsProgram
Task Force was appointed to work on this project The flfSt approach to providing educational programs was to pilot
a Specialized Healthcare Investigators program, developed in collaboration with CLEAR, and held September 29 and
30, 1994, in conjunction with the CLEAR Annual Conference in Boston. Overall, reaction to the program was positive.
After reviewirlg the CLEAR summary report and evaluating the pilot program, the task force recommended that a
modifted program, focusing on nursing investigations, be held in conjunction with the 1995 Annual Meeting in St.
Louis. The NllfSing Investigators' Program (NIP) was held Monday, July 31, 1995, prior to the Annual Meeting. It
was a one-day program, costing $115 (price included lunch andmaterials) and offering continuing education credit for
nurses. Thirty-four individuals completed the program.

Highlights of Actlvltl..

• Survey olr Nursing Investigators' Program participants
At the direction of the task force, staff surveyed the participants of the St. Louis program six months after NIP to
determine whether the program had been of assistance in their work. Twenty-four out of thirty-two participants
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(75%) responded to the survey. Nineteen respondents (79%) indicated that the completion ofthe program hadbeen
of assistance in their disciplinary work. Twenty-three respondents (96%) indicated that they would recommend
the program to others.

• Evaluation of 1995 Nursing Investigators' Program, held July 31, 1995, in conjunction with the 1995
Natio.... Council of State Boards of Nursing Annual Meeting
The task force members were more satistied with the St. Louis program, which focused on nursing, than with the
program sponsored jointly with CLEAR, which was multidisciplinary. The revisions to the curriculum (adding
a session on chemical dependency and splitting the group into basic and advanced groups for medical documents)
worked well. The small group work was refmed and better coordinated. The meeting environment was much
improved in St. Louis andgreatly facilitated the small groupwork. Thematerials were improved. Adding the lunch
as part of the program provided a wonderful networking opportunity.

The task force reviewed evaluations and feedback received after the presentation of the programs and compared
them to the Boston evaluations. The evaluations were positive overall and continuation of NIP was supported.
Based on these ratings, the task force recommends to continue the NIP. (Evaluation summaries, debriefing notes
and survey results are available upon request.)

• Development of criteria for offering the Nursing Investigators' Program upon request
These criteria include:
1. Request shall come from a National Council-related group (Member Board. Area, committee, Board of

Directors).
2. Registration of enough participants to financially break even for costs of meeting, travel of faculty and

materials. (Actual number of participants required will vary as to location, but will be approximately 20.)
3. Thet'e are no prerequisites for taking the course.
4. A faculty to participant ratio of 1:10 is required for effective small group work. If the location is remote, and!

or the group is under fmancial constraints, NIP faculty may work with local board staff to assist with small
groups. Tune for a training session would need to be incorporated the evening before NIP is offered.

• Identlftcatlon of quallftc:ations for faculty and development of a selec:tion process for recruitment and
tralning of prCJll'lUD fKulty
The task force identified the following criteria for faculty selection: combination of education and experience
suitable for NIP topics, excellent speaking and intel'acting skills and recommendation by affiliated board. NIP
completion is desirable. The process suggested for selection and training of new faculty includes placing a call
in the National Council Newslener for interested individuals to submit resumes, identify areas of expertise and
provide recommendation. New faculty would meet with representatives of the task force for training and National
Council staff. The meeting would include a discussion of program development. review of the curriculum and
opportunities for practice presentations. Planning the role plays and working through the case study would be
incorporated. The entire group would contribute to the updating of the program notebook. In the future, "train­
the-trainer" sessions couldbe scheduled annually. andfacilitatedby CWTent faculty members and National Council
staff.

• Collaboration with other dlsdpUne-related committees
The task force supported the development of a disciplinary resource notebook by the Complex Discipline
Subcommittee, which would include matel'ials from the discipline-related committees.

• Development of suggested topics for future Discipline R••o"rc. Mod"le.
The task force members discussed at length the advantages and disadvantages of the various approaches to
discipline education. NIP and other workshops provide the opportunity for face-to-face intel'actions. Written
materials, such as study modules and other printed resources, are bener suited to some learning styles. However,
independent study loses the interactive dialogue, the opportunity for immediate feedback andanswers to questions.
The task force members do not think this is an either/or decision. Rather, they believe that opportunities in both
Workshop and written materials should be provided so that Members Boards have a variety of resources available
to meet their individual content. time, and cost needs. The task force identified topics that could be developed to
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supportMc~mberBoards in theirdisciplineactivitiesandcouldbeoffered in addition toNIP. The task force directed
staff to SWire these recommendations with the Institute for the Promotion of Regulatory Excellence and also with
the Special Services Division, as they believed several of the topics would be suitable to market to outside agencies
and individuals.

Future ActlvltlM
The Oregon Board ofNursing bas requested that the Nursing Investigators' Program be offered on the west coast.

and will host tile program sometime in the late summer or early fall of 1996.

Meeting Old•••
• January 4-·5, 1996

Recommencllatlon. to the Board of DINCtora
That the National Council invest resources to support Member Board disciplinary activities by:

1. Offering the Nuning Investigaton' Program (NIP) in conjunction with 1996 National Council Annual
Meeting, to be held in Baltimore, Maryland, in August 1996.

2. Offering the NIP to other National Coundl groups which request that the program be offered in their
jurisdiction or Area and which meet identified criteria.

3. RecruitbliK and training new faculty to present NIP (task force requests an additional meeting to ''train-the­
trainer")..

4. Developinga disdpUnary resource noteIJook,whkh includesmaterials fromthe disclpline-relatedcommiUees.
(This Issamedisdplinary resource notebook beingdeveloped by the Complex DisdpHneCasesSubcommittee,
the task force Is supportive of this idea and has material to contribute.)

s. Developiulg study modules regarding discipline topics, desi«ned for a variety of audiences.
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Report lof the Nursing Regulation Task Force

Task Force Mlembers
Elizabeth Lund, 'IN, Area ill, Chair
Joan Bouchard, OR, Area I (appointed 3196)
Cheryl Graves, NE, Area II
Jenenne Nelson~ CO, Area I (resigned 2/96)
Carol Osman, NC, Area ill
Cynthia VanWingecden, VI, Area IV

Staff
Diane Creal, Policy and Practice Associate
Carolyn Hutehfa'SO~ Senior Policy Analyst

Relationship to the Organization Plan
Goal II Provide information, analyzes and standards regarding the regulation of nursing practice.
Objective B Provide resources regarding health care issues which affect the regulation of nursing practice.

Goal V Fosteran organizationalenvironment thatenhances leadership and facilitates decision-making in the
nursing regulatory community.

Objective F Analyze approaches to the regulation of nursing personnel based on evolving health care and
environmental changes.

Goal V Fosteran organizationalenvironment thatenhances leadershipand facilitates decision-making in the
nursing regulatory community.

Objective F Analyze approaches to the regulation of nursing personnel based on evolving health care and
environmental changes.

Recommendations to the Board of Directors
1. Approve tbe National Council response to the Pew Health Professions Taskforce on Health Care Workforce

Regulatiolll report Reforming Health Care Workforce Regulation (Attachment A).

Rational.,
At the: January 17-18, 1996, meeting, the Board of Directors determined that the National Council would

prepare 8Il1 organizational response to the recommendations from the Taskforce on Health Care World'orce
RegulatiOII. Using analysis from the Nursing Regulatory Resource Packet and collective analysis by Member
Boards to l~h of the recommendations, a draft organizational response was prepared. This response is included
as AttachDlent A, and is recommended to the Board of Directors to be forwarded to the Delegate Assembly for
adoption.

BackgrolrJnd
In Sejptember 1995, the report of the Pew Health Professions Commission Taskforce on Health Care

World'ora: Regulation entitled. Reforming Health Care Workforce Regulation: Policy Considerationsfor the 21"
Century, was released. This report focused on ten issues surrounding regulation of health professionals. Since
the policy options proposed in the report would have direct impact on the operations of boards of nursing, the
Nursing Regulation Task Force coordinated a number of activities to assist Member Boards in responding to this
report. A National Council Action Plan was established to include items such as:
1. Initiation of intra-professional as well as cross professional dialogue about regulatory reform.
2. The joint National Council/Citizen Advocacy Center conference discussed below.
3. Developmentofa Fact Sheet noting Member BoardandNational Council activities related to issues identified

in the report, supplemented by a Member Board Successes Fact Sheet highlighting activities undertaken by
boards of nursing to promote effective regulation.
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4. Development of a lexicon of terminology used in health care delivery system restructuring.
5. Individual and organization dialogue with Pew representatives
6. Preparationofthe Regulatory Resource Packetproviding information for Member Board use inevaluating and

analyzing the recommendations of the Taskforce on Health Care Workforce Regulation.
7. Collective Member Board dialogue about each of the ten recommendations.
8. Preparation of a comprehensive approach for organizational response to the recommendations.
9. Presentations at health care meetings about regulatory reform in nursing.

2. Providedirection aboutselectionofa revised model for nursing regulation which meets regulatory objective
in protecting the public.

Background

• Model Development
In December, 1994, the Nursing Regulation Subcommittee began analysis of several proposed models for

nursing regulation. At that time, consideration was given to the Ontario Model. institutional licensure,
privatization and a federal model for regulation. As attention focused on developments in telecommunications and
technology and creation ofmulti-state health care delivery systems, frequent attention was drawn to the perceived
barriers to full utilization of these systems created by the current state-based health professions licensure system.
TheFederationofStateMedical Boardsproposedamodel for regulatingphysicians to accommodate telemedicine.

The Task Force decided to explore whether there were other models of regulation which might be adapted to
nursing regulation to ensure protection of the public while allowing some permeability of state boundaries.
Elements of10-12modelswere identif1ed including endorsement, reciprocity, the Veterans Administrationmodel,
the drivers license model, mutual recognition, federal license, corporate credentialing and long arm statutes. After
analysisby the taskforce, five models (reciprocity, fastendorsement,mutual recognition, federal law andcorporate
credentialing) were selected for in-depth evaluation. From this analysis, the two major approaches selected for
further consideration were fast endorsement and mutual recognition. Although fast endorsement could eliminate
delays when nurses need to move rapidly from one practice setting to another, fifty licenses might still be needed
for a nurse working with a national health care delivery system. While mutual recognition (the system in place
in the European Economic Community and Australia) held some appeal, it was felt that protection of the public
would be best served by being able to more closely track the nurse's location and practice setting. The task force
agreed that sufficient disciplinary oversight must be maintained so an unsafe practitioner could be removed from
practice as quickly as possible. To this end, a hybrid system was developed, calling for creation of a multi-state
license (MSL) for persons who met specified criteria The MSL would allow practice in all participating states.
The creation of this additional licensure component framed attention on two major areas of concern - discipline
and the impact on board revenue.

• Focus Groups
OnMay 30, 1996,a disciplinary focus group comprisedofnine individuals representing boards ofnursing was

convened to discuss disciplinary questions related to any model which allows permeable state boundaries. They
focused on whether a disciplinary system could be developed to monitor nursing practice when the patient and
nurse are in different states. Anumberofcreative options were identifiedwith generalenthusiasm that an effective
system couldbeestablished toensure protection ofthepublic. On May 31, 1996,a second focus grouprepresenting
eightboardsofnursing met to discuss revenue issuesand their impactbasedon implementation ofanymodel which
facilitates permeable state boundaries. This groupdeliberatedabout a number ofpotential revenue options as well
as operational changes within board offices. Concerns were expressed about those boards whose revenue
expectations and options are impacted by state government and not just the board.

• Special Conference
On June 9-10, 1996, a specialconferencewas held fora representative from each Member Board to participate

in dialogueaboutmodification ofthe currentnursing regulatory system toaccommodatechanges in the healthcare
delivery system and the explosion of telecommunications advances. Special attention was given to use of
telephones for nursing practice across state lines. Representatives from 59jurisdictions participated. Participants
explored a number ofpossiblemodels, discussing options ranging from minor modifications ofthe current system
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to "wiping the slate clean" and reconceputalizing regulation. Consensus emerged that some accommodation of
the current system would be necessary to respond to the changing health care environment and to create permeable
state bowularies. Consideration was given to establishment of uniform licensing requirements aaoss states.
Options for further analysis and planning were identified as well as resources needed by Member Boards to
facilitate IlJDderstanding of the issues and establishment of direction at the annual meeting in August.

• Extelrnal Opportunities
In Jalluary 1996, National Council responded to an invitation by the Federation of State Medical Boards to

participatJ~ in open dialogue about their proposed model for telemedicine practice by physicians. Several
opportunities have arisen for presentation of the National Council perspective on provision ofnursing care across
state lines, including describing the current system for nursing regulation at a Center for Telemedicine Law
meeting. The Federal Office for Rural Health Policy has expressed both interest and support for consideration of
nursing's deliberation about fuwre regulatory modifications. Presentations about the potential revision of the
regulatory system for nursing were given for the Federal Joint Working Group on Telemedicine and the
Congressilonal AdHoc Steering Committeeon Telemedicineand Health Care Informatics. Thatnursing regulators
are atteml)ting to propose solutions which maximize public protection and allow permeability of state boundaries
is being I'l~ognized by policy experts in the public and private sectors.

• Future Considerations for National Council Regarding Model Development
• Continue development of optimal regulatory model(s)
• Continue to identify specific concerns and develop strategies to identify solutions
• Conduct focus groups to critique proposed revised regulatory models
• Solicit feedback from non-nursing state governmental representatives
• Solicit feedback from regulatory leaders in other professions
• Solicit feedback from leadership of other nursing organizations
• Solicit feedback from managed care and other health care delivery system representatives
• Establish workgroups to focus on specific components of a proposed model
• Disseminate information about proposed model for nursing regulation
• Establish timeline for model implementation
• Seek external funding to support efforts related to model development and/or implementation
• Develop language for model practice act and rules to assist boards of nursing with potential transition
• Provide opportunity for dialogue about transition issues and processes
• Collaborate on development of electronic system to support model revisions

Other Activities

• National Council/Citizen Advocacy Center Conference
On December 4-5, 1996, the National Council and Citizen Advocacy Center jointly sponsored a conference

entitled, Crafting Public Protectionfor the 21" Century: the Role ofNursing Regulation. Feedback from the 230
participaIlts was uniformly supportive of the leadership role of National Council in sponsoring a public dialogue
about the role of regulation in protecting the public as well as identification ofpotential regulatory modifications
to accommodate the rapidly changing workplace. The fU'St day included presentations about the Pew Health
Professiolils Task Force Report, changes in the health care delivery systems and current regulatory approaches
interspersed with opportunities for questions anddialogue. A particularly well received presentation was by Joyce
Schowaltl~,Executive Director of the Minnesota Board of Nursing, who challenged participants to be open in
evaluating the need for development of new ways to think about protecting the public. The second day featured
a combination of speakers, panel presentations and small group work. Group activity centered on identifICation
ofoutcomesofeffective regulation. Participants were challenged to take a leadershiprole in determining the future
of nursinn regulation. Proceedings of the conference were incorporated into a special joint National Council/
Citizen Advocacy Center publication distributed in March 1996.

• Nursing 1£5__

In response to many expressed concerns about the inability ofnursing to "capwre the essence" of nursing in
a briefstatement, a survey was prepared for input by nurses to describe the unique essence ofnursing. Since many
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actual defmitions of nursing have been written, the intent was to formulate a description of nursing whicb could
be understood by consumers and describe a unique role for nursing in debates about bealth care restructuring and
redesign. 100 survey was distributed in Issues and many other nursing publications. Over 500 responses were
received and reviewed by the task force. Responses were categorized according to: a) those whicb captured some
element of the uniqueness of nursing, b) those wbicb were particularly poignant, and c) those which represented
a regulatory description. While no statement was determined to singularly capture the uniqueness of nursing, 35
statements were determined to capture some element of a unique description. The task force will prepare these
statements in survey form for feedback from participants in the fU'St survey. The results of this feedback with
anticipated identification of a statement capturing the unique essence of nursing will be disseminated in nursing
publications.

• Regulatory Outcomes
Based. in part, on discussion of the principles noted in the introduction of the Pew Health Professions

Commission Taskforce on Health Care Workforce Regulation report, stating that regulation of the bealth care
workforce will best serve the public's interest by "promoting effective bealth outcomes ....., a project was
undertaken to identify outcomesofeffectiveregulation. Accompanying the1995Nursing Regulation Subcommittee
Report were documents created with Member Board input, citing the Fundamental Beliefs about the Regulation
of Nursing and the Essential Functions of Regulation. During a number of meetings, opportunity was provided
for nurses and others to identify their beliefs about the outcomes of an effective regulatory system. A
comprehensive list of potential outcomes has been formulated to serve as the basis for a researcb project to be
undertaken during FY 97 using a Delphi approacb. Response will be sougbt from within the nursing community
as well as from stakebolders in nursing regulation.

Meeting Dates
• September 13·14, 1995
• November 13·14, 1995
• December 4-5, 1995 (Joint Conference, Crafting Public Protection in the 2ist Century: The Role ofNursing

Regulation)
• December 12, 1995, (telephone conference call)
• FebruaryI2.14,1996
• March 10-12,1996
• March 20, 1996 (telephone conference call)
• March 25, 1996 (telephone conference call)
• April 27-29, 1996
• May 20,1996 (telephone conference call)
• June 4, 1996 (telephone conference call)
• June 11-12, 1996
• July I, 1996 (telephone conference call)
• July 3, 1996 (telephone conference call)
• July 15-16, 1996

Recommendations to the Board of Directors
1. Approve the National Council response to the Pew Health Professions Taskforce on Health Care Workforce

Regulation repon Reforming Health Care Workforce Regulation (Attachment A).

2. Provide direction about selection of a revised model for nursing regulation wbich meets regulatory objective in
protecting the public.

Attachments
A Response to the Pew Health Professions Commission Taskforce, page 5
B Arent Fox legal opinion, Federal Legislation Governing Health Care, page 19
C Arent Fox legal opinion, Interstate Licensure and Telebealth, page 21
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AttachmentA

Re!;ponse to the Pew Taskforce on Health Care
Workforce Regulation

National Council of State Boards of Nursing
676 North St. Clair Street, Suite 550

Chicago, Illinois 60611-2921
(312) 787-6555 FAX (312) 787-6898

Nursing Regulation Task Force
Elizabeth Lund, RN, MSN
CarolOsman,RN,EdD

Cheryl Graves, LPN
Cynthia Van Wingerden, RN, MS, EdAdm

National Council Staff
Jennifer Bosma, PhD, CAE, Executive Director

Carolyn Hutcherson, RN, MSN, Sr. Policy Analyst
Diane Creal, RN, MSN, Policy Associate

Vickie Sheets, RN, JD, Director for Nursing Practice and Education

August 1996
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Nationa,1 Council of State Boards of Nursing
Summary Points

Regulatory Outcomes
• A validated consensus regarding appropria1e regulatory outcomes must precede discussion of what system of

health care workforce regulation will best serve the needs of the American public in the 2111 century.

Regulatory History and Legal Precedents
• Consideration is needed of the political diversity, historical roots and legal precedents ofregulation prior to going

forward with systematic revision of the regulatory system. The past should not be allowed to hold back the
evolution of regulation, but it needs to be recognized.

Competence
• Competen<:e is notjusta collection ofskills; it involves cognitive factors; affective and psychomotorelements; and

behavior, a.ttitudes, ethics and judgment in the application of professional knowledge, skills and abilities for the
benefit of lhe public.

• Competen(:e assessment is inadequately accomplished by a one-time skills testing mechanism; more effective
assessment requires information from multiple sources and periodic demonstration to ensure reliability and
validity.

• It makes more sense, in terms ofbenefit to the consumer, for the professional to focus on assuring that knowledge
and skills iJn the current areaofpractice are updated (so that safe and competent care is continually enhanced) than
to use time: and resources updating or acquiring knowledge and skills unrelated to daily practice.

• A more effective approach to assuring continued competen<:e of licensed professionals is to conduct significant
and meaningful evaluations with a selected group of licensees (selected randomly or by "triggers" that identify a
particular need for competence demonstration) rather than perform a superficial sweep of all licensees.

Overlapping SCopes of Practice
• Health professions overlap both iJn knowledge base and clinical application. Scopes ofpractice should delineate

the bounduries appropriate for the education and experience of the category of the regulated professional; they
should not def'me exclusive territory for one group, thereby barring other competent professionals from delivering
safe and effective care.

Consistent and Easy Data Access
• Licensing boards need consistent and easy access to data sources, including disciplinary data, malpractice

payments :md criminal records of applicants/licensees, critical for making informed licensure decisions.
• Crimes wbich have potential impact on the ability ofa professional to practice safely orpredicthow he or shemight

treat vulne:rable patients subject to their care should be considered as part of a credentialing decision.

Discipline Pl'ocesses
• lDformall'rocesses provide cost-effective and expeditious means of resolving disciplinary matters, and enable

boards to deal with cases in a more timely manner while still taking action, often striJDgent, as needed for public
protection.

Professional! and Public Representation on Licensing Boards
• An additional oversight board with the authority to amend or reject decisions ofprofessional boards simply adds

another layer of bureaucracy to the system.
• Both public (articulating consumerviewpointsandneeds) and professional (providing prOfessionalexpertise and

judgment) regulatory board members are needed to bring together the diverse viewpoints necessary to assess issues
fromev~~relev~taspect. .
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Coordination and Collaboration of Regulatory Agencies
• Interdisciplinary activities, reflecting working interrelationships between health care professions, should be

promoted to facilitate communication among various groups and to collaborate in efforts to advance public
protection.

• Coordination ofand enhanced communication among the multiple licensing agencies, the federal, state, and local
authorities, and private entities is imperative.

Adequate Funding and Staffing
• Adequate funding and staffmg are necessary to assure tbatany policy implementation is successful. Many boards

are currently underfunded, understaffed and short on the technology needed to implement more flexible and
efficient regulatory processes. Far more attention needs to be given to funding issues than is acknowledged in the
Taskforce's report if regulation is to move to a new level of effectiveness and accountability.

Major Stakeholder Involvement in Reform Efforts
• Any body convened to "codify regulatory terms and language" must reflect the major stakeholders impacted by

the language, including the public, regulatedhealth care professions, providers andpayersofhealth care, regulators
and legislators.
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National Council of State Boards of Nursing Response
to the Pew Taskforce Principles and Vision for Health
Care W4)rkforce Regulation

1behumanpopulation at the end of the 2()d' century is caught in a vortex of technological, economic, demographic and
cultural change, There are enormous pressures on the health care industry to reduce costs, and legislative mandates to
increase access to health care. The regulatory system, of which licensing boards provide focus for the individual
practitioner, selVes the important role of advocate for the public welfare in the midst of these competing forces. A
revised 2111 century regulatory model for the health care professions must be flexible with respect to process but firm
with respect to quality of care outcomes.

Reforming HeaJth Care Workforce Regulation: Policy Considerationsfor the 21" Century has focusedanention on the
fundamental tnlilSformation of the health care delivery and fmancing structures, and its impact upon regulation of the
health care workforce. The Taskforce set forth to identify and explore how regulation protects the public, sbJdied the
current regulatory struCbJre and determined that it is out-of-step with cwrent needs and expectations. The Taskforce
attempted to propose new approaches to regulation to better serve the public's interest.

1be establishment of principles is crucial to any reform effort From the principles must flow measurable outcomes
(and effectiveness indicators), clear assignment of responsibilities, and ways to calculate costs. It is our belief that
principles shouldbe stated in terms ofoutcomes. We recognize that this is DOtan easy task. Who has the understanding
of the context and the authority to defme the outcomes to which the regulatory systemshould be held accountable? 1be
consumer, govcnDlCnl, regulatory bodies, health care institutions and professionals all have legitimateperspectiveand
interest The National Council, as an organization ofregulatory boards, has begun a process to empirically validate
potential regulatory outcomes. We challenge thePew Health Professions Commission to lend its backing to broadening
this effort so tbat a true consensus can be obtained.

It is our view that the principles for health care professions regulation exist within a context That context reflects the
theoretical and clinical knowledge and experienceofa given health careprofession as well as the health systemofwhich
it is a part. TIle legal context for regulation includes the tenth amendment to the United States Constitution which
reserves to the :~tates those powersDOt specifically assigned to the federal government. The state's interest in protecting
the public relates directly to the assurance that those whom it authorizes to practice the health care professionspossess
the minimal, f~ssential competence required for their practice to be safe and effective. Competence is DOt just a
collection of skills; it also encompasses the application ofknowledge and skills expected for the practice role, for the
benefit of patil~nts.

The principles articulated by the Pew Taskforce are clearly desirable and laudable. But they are also so unfocused that
they confound the responsibility and accountability of numerous entities.
Within the contextdescribedabove, the principles statedbytheTaskforcego far beyond the contribution thatregulatory
boards have the authority and resources to make. Thus, they preclude the defmition of measurable outcomes and
effectiveness indicators, assignment of clear responsibility and identification of costs.

The fll'St princilple setforth by the Taskforce is themostproblematic. Forexactly which health outcomes shouldnursing
boards be holding nurses accountable? There are multiple layers of accountability and confounding of interactions
between entities such as nurses, other providers, instibJtions, payers, and patients. Regulation must present baJriers to
the unsafe ani:! incompetent practitioner. What each nursing board can be held accountable for is focused on the
assurance of 8. competent health care provider and that their law, rules and processes do not unduly inhibit a safe and
competentnwse from providing nursing care. Boardscancontribute toavailability, accessibility and costeffectiveness
of nursing care; but the responsibility for these benefits cannot be solely that of regulatory boards.

The thirdprindple focuses on the consumerright to choose their own health careproviders from a safe range ofoptions.
Who establisbes the range of safe options? We agree that consumers should have choice and that the safety of each
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potential choice should be assured. But it is apparent that the range ofoptions is much more in the hands of managed
care organizations than in the hands of regulatory boards. Yet we see no consideration in tbe Taskforce's
recommendations of the necessity of including managed care in accountability for respecting consumers' rights to
choose from a range of safe options.

The inflexibility, irrationality and cost-ineffectiveness of our present health care system is dependent upon many
entities and forces outsideofregulation. We agree that boards' laws, rules and processes should not impedeflexibility.
rationality, and cost-effectiveness oftbe system, other than what is necessary to assure that professionals are safe and
effective.

We endorse the principles that hold regulatory bodies accountable to tbe public and that facilitate professional and
geographic mobility of competent providers. While boards of nursing have provided education about provider
competence as well as incompetence, they recognize the need to increase effectiveness of efforts to reach out to
consumers of nursing care and to other groups sharing an interest in promotion of public health and welfare. Boards
ofnursing have identified the need to revise the currentmodel ofregulation to further increase the permeability ofstate
boundaries so that competent nurses are authorized to practice whenever and wherever consumer need and their own
personal and professional interests mesh.

TheTaskforce has lumped all professions, all agencies into the same amorphous pool. Different groups are at different
points in dealing with the many cballenges of the evolving health care system. It would have been useful for the
Taskforce to employ the principles of benchmarking for identification of successful practices, so those aspects of
regulation thatare effective could be retained in any new model. But the most serious criticism of tbe Pew Taskforce
report is that even if all the suggested policy options were enacted as stated in the report, the challenges presented by
interstate practice and telecommunications would still not be sufflciently accommodated.

We recognize that it is essential that the United States system of regulation, which originated at the end of the 1911l

century, undergo comprehensive review. The principles by which nursing regulation proposes to devise a new model
to protect the public in the 211t century have been defmed and endorsed by the Delegate Assembly of the National
Council, comprised of the 61 boards ofnursing in each U.S. state and territory. Those principles are further described
in the final section ofthis response, describing the means by which implementation ofregulatory reform will eliminate
unnecessary barriers.

Recommendation #1 • States shoultl use stmultuvlized and understandable ltmguage for health professions
regulalion anditsfunctions to ckorlydescribe themforconsu~TS,pro,iderorganizations, businesses, andthe
profasions.

The premise for this recommendation is logical, and the goal is laudable. Currently, the semantics of regulatory
language reflect an "orange and tangerine" phenomenon. Elements may appear in several laws and be very similar,
but not quite the same. Consistent defmition of terms such as licensure, cenijication and registration would be
benefJcial to both health care providers and consumers. In addition to promoting consumers' understanding regarding
the level ofprotection offered by different professional credentials, communication and coordination between boards
would beenhanced. Interstatemobilitywould be facilitated and telecommunications issues would diminished. Getting
there. however, is a huge problem.

The chief reservation held by nursing boards is that this goal will be very difficult to achieve (consider how metric
conversionhas fared in the United States). Such a standardization process would very expensiveand consUIilers would
bear the cost The political battles could be daunting. For example, consider efforts to promote standardization of
advancednursing practice. Thereexists a crazy quilt ofapproaches to advanced practice regulation from state to state.
However, the reasons for the differences are due to the political climate within which the regulation developed.
Different groups within jurisdictions are resistant to change, fearing loss of position and opportunity. and they make
it very difficult to progress. Multiply this group by the number of professions and special interests. and enormity of
the proposed task becomes obvious.
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Tbel'e needs to be consideration of the political diversity, historical roots, and legal precedents of the current language
use oflanguage li)efore going forward with standardization.. The past should not be allowed to hold us back, but ithas
to be addressed to detemline bow best to achieve consensus on both the content and implementation of standardized
language. This task should be approached rationally, not emotionally, but it must be addressed.

Several boards of nursing have been or are currently involved in state-level efforts to standardize language (e.g.,
Montana, UtahandTexas). ANationalCouncilprojectdeveloping a lexiconofdisciplinary terms (and theirequivalents
from Stale-ta-stl1e) is near completion. These efforts represent useful starting points for broader standardization of
regulatory language.

Policy Options: Standardization ofregulatory language would require changes in both state and federal Jaw. It would
be costly. Alth<Jugb this project seems almost inswmountable when considered as a whole, the poSsibility ofbreaking
the work: intosmallersteps with identified prioritiesand targeted time frames shouldbeachievable. Anybody convened
to "codify regulatory terms and language" must reflect the major stakeholders impacted by the language. including the
public, regulated health professions. providers and payers ofhealth care, regulators, and legislators. Such a body may
be able to artic:u1ale a model lexicon and identify possible steps in promoting its use, including assistance with
application. In'lOlving all players is essential to avoid duplicative efforts or territorial turf battles.

Recommendation #2 - StDtes should standartlit.e entry-to-practU:e requirements mullimiJ them to competence
assessments Jor health professions in order to fadli.tate the physical and professional mobility of the health
professiotUZL1.

Progress bas been made in nursing to standardize many requirements for licensure, for example standardized national
examinations for LPNs and RNs. Much work is still needed to promote uniformity of requirements for advanced
practice nurses, Issues still exist in terms ofeducational requirements for entry-inta-practice for RNs.

The definitions of competence and competence assessment are crucial to this discussion. Our working definition for
competence is the application ofknowledge and the interpersonal, decision-maJcing andpsychomotor skills expeCted
for the praetic/! role. within the context ofpublic health, safety and welfare. Competence assessment should not be
limited to an examination to measure sample knowledge and skills. Other means of competence assessment that
consider appli(:ation of knowledge and skills are desirable.

Licensing boards are charged to maintain the bal3nce between the rights of the professional to practice a chosen
profession and the board's responsibility to protect the public health, safety and welfare. Often, the professional roles
with themostambiguitiesand inconsistenciesare in theprocess ofevolution andneed tobeclosely critiquedand guided
in their development. Boards serve as the advocate for the public in this process.

Knowledge, sIi;ills and abilities (KSAs) are essential standards for evaluating the competence of professionals. But
competence is broader than KSAs. We believe that competence does not only involve cognitive factors - it also
encompasses lIffective and psychomotor elements. It involves behavior, attitudes and judgment, and physical and
sensory capabilities in the application of the professional's KSAs for the benefit of the client.

There are alwuys outliers in any system devised by man. Flexibility should be built into the system, but must be used
with care. Boards which abuse their discretion perform a disservice to the public, and diminish the profession which
theyregulate. 'lbere is increased riskofchallenge in this litigious society when requirements, reasonable and necessary
for the great rnajority of professionals, are waived in special circumstances. The potential risks and costs of such
litigation have: to be considered when discretion is exercised.

Thisrecommeodation appears to ignore the need toevaluate licensureapplicants forcriminal records. Suchbackground
information sbouldbe evaluatedby licensing agencies for the benefitofthe public. Crimeswhich have potential impact
on the ability to practicea profession safely, orpredict how he or she might treat vulnerable clients subject to theircare
should be considered as part ofa credentialing decision. They are indicative of that aspect of competence comprised
of affective OJ' behavioral elements.
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Polky options: UDifOlDl entry-to-practice standards for specified professional roles is a worthy goal and would
promote mobility ofprofessionals and thereby consumers' access to health care. Boards ofnursing are involved in the
determiDation ofcore licensure requirements, promotion ofa licensure approach to managing issues such as mobility
and telemedicineltelehea1thcare, and accreditation standards. Boards of nursing have in place national standardized
licensure examinations. Alternative pathways in education, previous experience and a combination ofeducation and
experience should only be considered when appropriate safeguards are in place to assure competence. Entry-into­
practice standards should continue to address affective and psychomotor aspects of competence as well as cognitive
elements.

Recommendation '3 • Stales should base practice Gets on demonstrated initial and continuing competence.
This process",,"tallowandexpectdilfnentprofessions to shore oPeNappingscopes ofprGetice. Stata should
up"re ptIlhways to allow all professionals to prollide seJ')li.ces to the fullest extent oftheir current training,
experience and ddlls.

The ultimate goal of regulation is public protection. Boards of Nursing believe that practice acts should provide
sufficient authority for boards to regulate those elements of nursing practice necessary to assure safe professionals.
These elements include initial and continuing competence, though within a broader defmition ofcompetence, such as
that described under our comments on Recommendation #2. It is equally important for practice acts to give notice to
licensees as to what is unsafe and incompetent practice. The authority and tools to effectively identify and remove
unsafe, incompetent practitioners from practice and/or assist them toward rehabilitation of their practice are critical
elements in the regulatory scheme.

Health care professions do overlap. There are many health related functions that can be (and in many cases are)
performed safely by multiple typeS ofpractitioners. Scopes ofpractice shouldnot be defined as exclusive territory, but
rather as delineating the boundaries appropriate for the education and experience of the category of regulated
professionals. The challenge here is to articulate regulatory language that is broad enough to reflect the capabilities,
breadth and evolution of practice while being specific enough to be meaningful and useful. This is why practice acts
must be periodically reviewed and revised to reflect changing knowledge and technologies.

But should a nurse be allowed to become a physician because she has worked with many patients, is extremely
knowledgeable, proficient, and experienced? Should a nurse aide be allowed to become a nursebecause he has worked
in many situations and has learned much from the patients assigned tohis care? Solely performing delegated tasks does
not prepare an individual for the transition to another role. That is what this recommendation, taken to its broadest
interpretation, could mean. Who would be responsible to track individually expanded scopes ofpractice? Clearly, it
is to the benefit ofall to facilitate professional growth, development, and role transition. But it should be done within
the boundaries of articulated scopes of practice, and meeting requirements for other professions.

The taskforce's options do not address the activities of unlicensed assistive personnel. Since the nature of their work
is assistive, the operative principles for safe utilization of these individuals involve appropriate and responsible
delegation and supervision bylicensedpersonnel. The licensed person, whohas the authority topractice theprofession,
is accountable for identifying the conditions for safe delegations:

• the Right Task - one that is delegable for a specific patient
• the Right Circumstances - appropriate patient setting, available resources and other relevant factors

considered
• the Right Person - the right licensedperson delegating the right task to the right person to beperfortned on the

right person
• the Right Direction/Communication - clear, concise description ofthe task, including its objective, limits and

expectations
• the Right Supervision - appropriate monitoring, evaluation, intervention (as needed) andfeedback

Issues related to delegation have become more complex in today's evolving health care environment. Nurses, who are
uniquely qualified for promoting the health of the whole person by virtue of their education and experience, must be
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actively involv€:d in providing the assessment, evaluation and judgment needed to coordinate and supervise nursing
care. UnIiceDS€:d assistive personnel cannot be transformed into professionals through delegation.

Policy options: Scopes of practice should reflect the competence of the professional, not serve to restrict other
professionals woo have demonsb'atedcompetencefrom providing safe and effectivecare. How competence is defined
and demonstra1l~ is critical. Professional licensure assures the consumer that the licensed individual bas met specified
minimum education as well as other requirements.

RKommendation #4 - Sillies should redesign health professional boards and their functions to reflect the
in/erdisCipWltuy IIlU1 public accounlllbility demands ofthe cluurging health care delivery system.

Collaboration between health related boards needs to be promoted to assure sharing of critical information,
coordination ofefforts and timely board actions. Increased public member participation is desirable, but the need for
professional members to provide the expertise envisioned within the basic concept of administrative agencies is
essential. An.t()versigbt board with authority to amend or reject decisions of boards simply adds another layer of
bureaucracy to the system.

Policy options: Without outcome data that clearly supports one type of regulatory structure (e.g., umbrella v.
independent), .:onsolidation of the structure and functions of boards is an unproven theory. Unless representation on
a consolidated boards reflected actual numbers of practitioners, there is a very real danger that those with the biggest
wallets and most political influence would prevail, not necessarily to the public's benefit

Periodic interdisciplinarymeetingsamong boards todiscuss issuesofcommon concern havebeen implementedin some
states (e.g., Te:wandMinnesota), and provideopportunities for collaboration and cooperation withoutadding another
layerofbureallicracy. Joint statements and guidelines have been useful for the various professions. On anational level,
the National Council has facilitated the convening of an Interptofessional Workgroup, comprised of fifteen health
professions. lbis group, in the process of responding to the Pew recommendations, bas interacted regarding multiple
common issues. Information sharing about similarities and differences in regulatory processes bas already occurred,
and it is anticipated that collaboration will continue in areas such as continued competence assessment tools, practice
issues related to telecommunications, and the identification of regulatory outcomes.

I~1I5._s1u>uJ4<4.....c..._s.._istthe"iaobtainingtheiaf"""";"""""'"
to 11IIIke dec~isions about practitioners and to improve the board's public accountobility.

It is an excell€:nt suggestion to better inform consumers. Nurses have long supported such consumer education. The
ideaofprofe~iionaIprofiles is troubling in some respects. Costis a factor - who will maintain these proflles, and assure
their accuracy? How would this information sharing be implemented? Is itduplicative ofothercurrentefforts? Would
the information be used? Could it be misused?

Policy optiom1: Adequate funding and staffmg are necessary to assure any policy implementation is successful. Boards
need to share information with legislators regarding the size of their populations, the various settings in which the
licensees work, and the potential impact of unsafe practice. Funding is pivotal in the implementation of public
communication and accountability. Boards which have accomplished greater public communication have observed
significant in,::reases in the number Qf complaints received. A consequent greater demand is placed on investigative
and prosecutorial personnel and other resources.

Recommelldation*'-Boards should cooperate with otherpublic IIlU1private organizJUions in coUectingdata
on regu~ulhealth professions to support effective workforce planning.

Data collection for effective workforce planning is in the interest of assuring effective nursing care for consumers.
Licensing boards are potentially excellent sources of supply information related to workforce data, but do not have
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access to signiflCaIlt demand data. The National Council already provides statistical data regarding licensed nurses in
the United States and its territories to the Division of Nursing, Health Resources and Services Administration, US
DepartmentofHealth and Human Services. The National Council will be better able to provide such information upon
completion and implementation of the Nurse Information System (NIS), a current project which will provide an
unduplieated count of nurses in the United States as well as demographic information regarding those nurses. There
have been two significant impediments in the development ofNIS which we believe could also impede the realization
of the goal embodied in this recommendation. The fltSt is rela1ed to resources - computer systems, database creation
and maintenance personnel. The second is state laws and policies regarding privacy and confidentiality ofdata (e.g.,
social security nmnbers). Idiosyncrasies in both laws and interpretation of laws have contributed toward impeding the
sharing of data.

Polky optWns: Approaches similar to those indicated under recommendation #1 would also be appropria1e for
promoting uniformity laws and interpretation of laws related to confidentiality and privacy ofdata. Legitimate claims
to privacy for some datamust be recognized. Developmentofa consistentapproach and consensus for implementation
will require concerted efforts by high profile policy leaders who can influence the funding as well as develop more
rational policy related to data.

Recommendation #7 • Stales sholl1d require each board to de¥elop, implement and ewduQ/e continuing
competency requirements 10 tlUure the continuing competence ofregulated health care professionals.

As the pace of technological and scientific development accelerates, one of the greatest challenges to health care
professionals is the attainment, maintenance and advancement ofprofessional competence in an evolving health care
environment. Licensing boards have a role in assuring the public of the competence of licensees, but what should that
role be? Who else is accountable for aspects of competence? What is meant by competence? And what is the standard
to which a licensee is to be held for continuing competence?

National Council bad been working on this concept long before the publication of Pew recommendations promoted
continued competence as an issue. Our working defmition for competence is the application ofknowledge and the
interpersonal, tkcision-making and psychomotor skiUs expected for the practice role. within the context ofpublic
health, safety and welfare. We believe that competence does not only involve cognitive factors - it also encompasses
affective and psychomotor elements. We have developed standards for competence which can be used by boards of
nursing, individual nurses and employers to compare and evaluate how individual practitioners may demonstrate
competence. We are currently developing behavioral indicators that will assist.in this process.

There is a "great debate" that is not reflected in the Pew documents, a debate that pertains to all professions in which
there is an area of focused practice following entry into the profession as a generalist. Nursing careers take widely
divergent paths -practice focus varies by setting, by types of clients, by different disease, therapeutic approach or level
of rehabilitation. Nurses work at all points of service in the health care system. The debate centers on the question,
to what standard is the licensee heldfor continuing competence? We have identified three possibilities:

• a standard based upon the current entry-level competencyfor the profession
• a standard based on a generalist core competency for the profession
• a standard based on competence neededfor safe and effective practice in the focused area ofpractice

From the perspective that the renewed license is no different in what it authorizes and represents to the consumer than
the initial license, the entry-level standard makes sense. For some health care roles. continual validation of the entry­
level role may be most appropriate, e.g., the Emergency Medical Technician, who bas a very focused role, and may be
called upon for any EMT skills on any day, in any situation.

But for a profession with more breadth in knowledge, skills. and scopes ofpractice; for a profession that may practice
in a variety of settings. "one size does not fit all." Put in terms ofbenefit to the consumer, it makes far more sense for
the nurse to focus on assuring that knowledge and skills in the current area of practice are upda1ed such that safe and
competent care is continually enhanced than for the nurse to use time and resources updating or acquiring knowledge
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and skills unrela.ted to daily practice.Requirements thathavenorela1ion to daily practicebecome an academic exercise,
and may even detract from advancement of focused knowledge and skills.

Another concer:a for licensing boards when considering their role is that ofresources. andhow to selectactivities which
bring the most value to the public. Who pays? Is the additional cost ''bearable'' by the health care system? How would
it be disbibuted? Should Boards attempt to deal with all licensees on a regular basis, while recognizing that this often
means a shallo,w, superficial sweep? Or would a more effective approach be to do significant and meaningful
interactionswitb aselectedgroupoflicensees? Onepossibility for identificationof theselectedgroup wouldbe random
review of licensees. Or, ''triggers'' for competency assessment might be identified, e.g., nurses changing theirpractice
focus, nurses \\'orlting in high risk areas, or nurses working in isolation. The latter notion has appeal, ifobjective and
relevant biggers can be identified. Such biggers cannotbedeveloped in isolation: the "stakeholders" mustbe involved.

Nursing Boards can play an important role in assuring competence, but the individual nurse must be accountable for
practice. Oneofourcompetence standards states that the nurse shaYdemonstrate responsibility andaccountabilityfor
practice andth?cisions. A behavioral indicator oftbis standard is that the nurse implementsprofessional development
activitiesbasedonassessedneeds. Promotion ofprofessionalcompetencerequires acollaborativeapproach, involving
the individual nurse, the nursing employer and the Board of Nursing.

Polit:y Optionor: While it is fashionable at the moment to criticize the "ineffectiveness" of continuing education in
assuring continued competence, the problem lies more in the inappropriate selection and lack ofoutcomes assessment
associated with the current implementation of requirements. The "biggers" approach described above, or any other
competencemechanism, couldbecomejustanother ineffective proxyfor truly getting atcompetenceifcareis nottaken
to empirically validate their relevance and objectivity.

In viewofthec:omplexityofcontinuedcompetenceand the shortcomingsofone-shotcompetence assessmentidentifted
underRecommendation #2 above, the option ofrequiring the regulatedhealth professionals toperiodically demonstrate
competence tbrough appropriate testing mechanisms is an overly simplisticsolution. "Testing" is only oneofa variety
ofmeansofattempting tomeasurecompetence,andmaynotbe the most effectiveforassuring thatnursespracticesafely
on a continuiug basis and/or it may be more expensive than other equally good assessment approaches.

The Interprot:essional Workgroup on Health Professions Regulation has afforded opportunities for sharing regarding
their perspecltives, conceptual developments and work-to-date on continued competence issues. It is hoped that
collaboration on answering the questions identified above and developing cost-effective approaches to the assessment
ofcontinuedc:ompetence willcontinue. Doubtless, funding will be an importantfactor in the ability to progress rapidly
with a challellge of this magnitude.

RecommelllClation #8 - States slwuld maintain afair, cost effective and uniform disciplinary process to exclude
incompetellt practitioners to protect and promote the public's health.

Boards of nllll'Sing sbive to attain an appropriate balance between foIma1 administrative bearings and informal
settlement methods. Due process procedures are provided in both formal and informal resolution of discipline cases.
Formalbearingsmay be the result of the complexityofissues, or the inability to come toresolution. Informal processes
provide cost-effective and expeditious means of resolving disciplinary matters, and enable boards to deal with cases
in a more timely manner while still taking action, often stringent, as needed for public protection. The use of
"alremative-to-discipline" programs is becoming increasingly common, though there is significant ongoing debate
about bow best to handle contidentiality issues and fulfill the boards' responsibility to the public.

This is a ~ior obligation of boards, and they need adequate support and resources to perform this function. Boards
ofnursing spenda greatdeal of time and resources investigating complaints regarding licensed individuals. Individual
boards have developed systems of prioritization based on consumer safety criteria and alternative mechanisms for
resolution of cases which reduce the administrative and/or punitive burdens ofdiscipline without compromising the
safety of consumers. National Council has developed resources to support more effective and efficient discipline,
including all, empirical studyofvariousapproaches to managing nurses withchemical impairment, and a training course
for nursing investigators. Nursing boards are ready and willing to continue to participate in such efforts.
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Polky options: Boards of nursing continue to explore approaches for dealing with the increasing numbers of
complaints. It is essential to identify those cases which pose immediate risk to the public so that emergency action is
taken. Alternative approaches to case resolution are being used in some jurisdictions as cost-effective and expedient
means of dealing with complaints. 10 addition to increasing numbers of cases, investigation and identification of
innovative remedies that can be used in community and non-traditional settings challenge boards. The need for
adequate resources and personnel is critical.

10 addition to facilitating the disciplineprocess,boards need to educate consumers, employers, and licensees regarding
licensure discipline. Public relations efforts may promote the visibility and recognition ofboards as fair and objective
forums to resolve complaints regarding professional practice. But boards must also be prepared to handle effectively
the additional complaints that such efforts generate.

The matter of public access to disciplinary data is another area in which diverse state laws addressing due process,
confidentiality aDd freedom of information create inconsistencies regarding the timing of information release and the
nature of information that can be shared. The National Council has maintained a Disciplinary Data Bank (DDB) for
over fifteen years which is recognized as an essential tool in sharing information about licensed nurse disciplinary
actions and assists in stopping the "geographic cure" Oeaving onejurisdiction ahead of the authorities and establishing
practice in a new state before information regarding action is available to otherjurisdictions). Anotherinfonnation tool
is the National Practitioner Data Bank (NPDB). At the present time, information related to nurses is limited to
malpractice payments and the rare clinical privileges action report. The National Council is working with the Division
of Quality Assurance, HRSA (the federal agency which administers the NPDB) to facilitate board of nursing
participation upon implementation of the law which will mandate reporting of board of nursing disciplinary actions.
The National Council is also exploring facilitation ofaccess by boards ofnursing to criminal data regarding applicants
and licenses.

Recommendation #9 - States should tleWJlop evmlUltion tools that assess the objectives, sllccesses anti
shortcomings oltheir reglliatory systems and bodies in order to best protect antipromote the public's health.

Boards of nursing can cite multiple examples of self-evaluation which are performed on a regular basis, e.g., reports
to governors and/or legislalures; participation in sunset reviews. Numerous boards undertake strategic planning
processes in which they identify needs related to their responsibility to protect the public, goals, objectives and
strategies. The process of periodic updating of these plans includes strong evaluative components.

Polkyoptions: There is a need to identify public expectations and concerns so that boards can be responsive. What
are the outcomes for which regulation is accountable? Who is qualified to assess their attainment, when, and by what
standards? Who pays, for whatre8S0n, to what extent? The need for outcomes and criteria to be identified, in a manner
which respects the protection of the public cannot be overstated. Agencies need to look inward at their processes but
also to look outward for the impact of their regulation on consumers, licensees and the health care system.

Recommendation ##10 - States sJwuld understand the links, overlaps, and conflicts between their health care
workforce regulaJory systemand other systems which affect the education, regulation, andpractice ofhealth care
praaitioners to streamline regulatory structures and processes.

Assessment of the complex system of regulatory boards, agencies and departments, some of which regulate facilities
while others regulate individual practitioners, some which regulate the education of practitioners aDd others which
address the practice ofa profession, is challenging. Compounding this conglomeration is the overlay of federal, state
and local authority and their laws and regulations. Yet another layer is added by the private entities, e.g., accreditation
agencies and certifying bodies, which provide additional credentials and/or validation of programs and services.

Examples of partnership-seeking by boards of nursing can be found across the country. Some boards have formed
successful partnerships with in-state groups of nurses. Some have sought out boards regulating other health
professions. The National Council has received strong encouragement to seek out partnerships with consumer and
public interest groups.
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Policy options: Coordination ofall these systems is sorely needed, and improved communication among these groups
is imperative. Education of all involved parties as to the role and function of other agencies would promote
understanding of how their agency's work fits into the overall regulatory scheme. Clearly, someone needs to look
beyond the trees (individual agencies) to view the forest (the entire regulatory system) as a whole. The impetus for the
licensing community to conduct such a comprehensive analysis may well be provided by the cballenge of
telecommunications. Collaboration among groups to reduce duplicative efforts and, in some cases, resolve conflicts
of authority and purpose must be promoted.

Each agency meds to identify the core functions, and ask the questions:
• What is un,ique about the COlllribution ofthis agency to the pronwtion ofpublic welfare?
• What comp1emelllary functions provided by the agency add value to its service?
• Is anyone dse looking at the same things, in the same way, or could use the same information? Ifso, could there

be coordination and pannership so that a regulated entity is not required to respond to the same request from
multiple agencies within the same timeframe?

Collaborativeefforts should bebroadened. Staffneed adequate time and resources so that they can devote the attention
needed by these: efforts. This need for resource reflects the same pervasive theme woven throughout this document
adequate fundiIlg for human and other resources required to performami improve regulatory functions amlcollaborate
awl communicnte so that real progress is made toward the goal of effective streamlining while maintaining quality
outcomes.

Barriers and Opportunities for the Implementation of Regulatory Reform

The cballenge to crafta regulatory system adequate for the health care needs ofthe public in the future includes butgoes
beyond the con4:eptuaJization ofa new model by and for boards ofnursing. Coordination and collaboration with other
health careprofi~ssionsisessential to createa regulatory system with rational processes, informed choiceby consumers,
andaccountability by regulatory boards to the public. As referenced previously in this response, National Council bas
takena leadership role in facilitating themeetingofrepresentatives from fifteen health professions (the Intel'prOfessional
Workgroup on Health Professions Regulation) which has provideda beginning forum to share perspectives, conceptual
developments ~lDd collaborative efforts regarding multiple common issues. This group, initially called together to
respond to the Taskforce's report. bas already begun work on the development of sound approaches for asswing
continued competence.

To have any hope ofattaining the lofty principles set forth by the Taskforce, it will be necessary to bring together those
entities having other types of regulatory roles, such as those named in the tenth recommendation: payers, accreditors,
professional 3S!;ociations, the legal system, testing agencies, facility regulators and the federal governmenL What is
needed is to th:ink and plan in the future tense. The reconfiguration of regulation for the 21"' century requires the
identification of what is currently good and make it better; to determine what is not working and change it so it workS.
Transition must be planned and supported so we can get to the common goal, an effective regulatory system that truly
benefits the public good.

This will requiJe dedicated individuals from a cross section of stakeholders, who bring authority as well as a variety
ofabilities and :~kills to the process. They will need vision, perspective, political acumen, a knowledge of the past and
cultural awareness as well as technological expertise. Individuals with insight, flexibility, communication/negotiation
skills and perseverance will build the consensus needed for regulatory reform.

Boards of nursing are willing and committed to pursue needed regulatory reform. We have the talent, the skills, and
the dedication to come to the table to pursue true reform that reaches for the Pew vision while maintaining the focus
on quality and :wety of care. The support of reform at this level needed will include fmancing, operational change
efforts and effective coordination of efforts. We trust that the importance of this effort will not go unrecognized and
unsupported by the Pew Health Professions Commission and Pew Charitable Trusts.
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AttachmentS

FROM: Arent Fox, Washington, DC, Attorneys at Law:
RobertJ. Waters
Lynn Frendl Shotwell

BE: Federal Legislation Governing Health Care

DATE: March 21, 1996

This memorandum provides examples of federal statutes establishing certification and/or quality standards involving
health and safety or health care providers. The Congress bas usually justified these measures based on the interstate
nature of the regulated serviceor as a requirement far participation in federally sponsored programs such as Medicare.
In some situations, Congress bas adopted an extremely broad reading of the "interstate" nature of the health service to
justify these regulatory requirements. We have attached excerpts of some of these provisions to provide further
explanation.

Oinjcal Laborato[J Improvement Amendments of 1988 (eLlA '88)

CLIA '88 establishes a federal certification scheme for au clinical laboratories. Under this law, the SecretaryofHealth
and Human Services is charged with establishing minimum standards governing the qualifications for~
laboratory personnel quality control procedures, inspections and the like. Prior to 1988, the federal government
regulated only those laboratories that sent specimens across state borders. However, concerns about the poor qUality
of testing in unregulated laboratories led Congress to revise the defmition of a covered laboratory to include au
laboratories.

In developing this ~gislation, the House Energy & Commerce Committee "concluded that each and every laboratory
in thenation bas an effect on the publichealth and thateach should be regulated undera unified regulatory mechanism."
The Committee found that a strong federal role was necessary as state and local oversight bad not ensured uniform
compliance with the federal standards existing prior to 1988. The Senate Labor & Human Resources Committee
concurred in the need for strong federal oversight. The Committee report stales that the Committee intended to expand
Q..IA "toencompass all laboratories which utilize any of the instrumentalities of interstate commerce (telephone, mail,
private comier services, etc.) in the ordinary course of business. It is the intention of the Committee that jurisdiction
under this act be expanded to the limits allowed by the commerce clause of the Constitution."

The MammO£l1!phy Quality Standards Act of 1992 (MOSA)

The MQSA directs the Secretary ofllliS to develop and enforce quality standards relating to equipment andpersonnel
for all mammography facilities, to set standards for accrediting bodies, and to provide for annual inspections. All
facilities providing mammography must be certified as meeting the Secretary's standards. Prior to enactment of the
MQSA, a patehwolk of federal, state and private voluntary standards were in place and the quality of mammography
facilities varied greatly. The House Energy & Commerce Committee reportconcluded that "though federal, state, and
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private efforts have been undenaken to ensure quality, a glaring need exists for comprehensive federal regulation."
States may enact additional standards that do not conflict with the MQSA. The House bill was passed over the
objections of Rep. Bill Dannemeyer who opposed the bill on the grounds that it allowed "the Federal government to
regulate the private practice of medicine."

The Senate Labor & Human Resources Committee concluded that "the operation of mammography facilities has a
significant impact on interstate commerce andas such shouldbe federally regulated." It funber found that the literature
supported the need for national, uniform quality standards.

Occupational Safety and Health Ad of 1970 (OSHA).

lbrough the exercise of its powers to regulate interstate and international commerce, Congress has authorized the
Secretary of Labor to set mandatory occupational safety and health standards applicable to businesses affecting
interstate commerce. Many of these standards, such as the blood borne pathogens regulation, regulate the conduct of
health professionals.

Medjcare and Medicaid.

Health care facilities and providers wishing to participate in the Medicare and Medicaid programs must often comply
with standards that are more stringent than those imposed at the state level. The Secretary of HHS has established
conditions of participation in these programs for hospitals, long term care facilities, home health agencies, and
specialized providers such as comprehensiveoutpatient rehabilitation facilities, rural primary care hospitals, providers
ofoutpatientphysical therapy and speech-languagepathology services, portablex-ray services, andorganprocurement
organizations.

Theconditionsofparticipation for eachofthese facilities include personnel requirements. Inmost instances, personnel
must be licensed in accordance with the applicable state laws. However, in some cases, additional requirements are
imposed as well. For example, the conditions of participation for outpatient physical therapy centers require that a
facility physician have an appropriate state license, 1 year of post-internship training in the management of
rehabilitationpatients and 1yearofexperienceinarehabilitationsetting. Likewise, the OmnibusBudgetReconciliation
Act of 1987 (OBRA ' 87) established requirements for assuring the quality of care in nursing facilities which are often
not regulated under state law. These standards establish minimum training criteria for nurse aides, including the
number of hours of training, the subject matter of the training and who may conduct the training.

ImDlkations for Telebealth Licensure Le&islation

The primary impediments to federal telemedicine and telehealth licensure laws are likely to be political rather than
coostimtional. Federal legislation regarding telehealth or telemedicine licensure could be enacted andjustified relying
on either the interstate commerce clause or as a condition of participation in the Medicare program. Last year,
Representative Ron Wyden (D-OR) introduced an amendment to the Telecommunications Bill that read as follows:

No statesballdirectlyorindirectly restrict interstatecommerceby prohibiting any licensedphysician in such State from
cooducting aCODSultatioo with alicensedheaIth carepractitionerinanotherstate using anyadvanced telecommunications
service that is provided by common carrier and that is subject to the jurisdiction of the Commission under this title.

While the Wyden Amendmentwas ultimately withdrawn, it was clearly focusedon interstate transactions and therefore
it is arguably even more defensible than other federal health and safety requirements such as those imposed by CLIA
or the MQSA. Please note that Rep. Wyden's Amendment originally applied to all licensed health care providers but
was amended to include only physicians at the behest of several members.

Please let US know if we can provide you with additional information.
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Attachment C

TO:

FROM:

RE:

DATE:

Carolyn Hutcherson

Arent Fox, Washington, DC, Attorneys at Law:
Robert J. Waters
Anthony V. Lupo
Lynn Frendt Shotwell

Interstate Licensure and Telehealth

June 3,1996

QUESTION PRESENTED

What position have the courts taken on~ a telehealth or other transaction occurs when done via
electronic telecommunications?

SHORT ANSWER

Little precedent exists as to "where" a transaction occurs when one party is physically located in one
state and the other party is in a different state. The question of where the transaction occurs may not
be as important as the question of whether the state can find some means to legally justify imposing
its regulatory jurisdiction on an out-of-state entity. In many instances, it will be able to do so.

Courts have generally given statesbroadlatitude to regulate out-of-state businessesand professionals
maintaining certain contacts with the state or engaging in conduct which impacts residents of the
state. In these circumstances, states JD.iU! require out-of-state residents to comply with licensure
requirements which are not more stringent than those imposed upon in-state residents and are not
impossible for out-of-state residents to meet.

DISCUSSION

L Current Licensure Requirements for Telehealth Vary From State to State

To the best of our knowledge, no states have taken a position on the licensure of telehealth
professionals other than physicians. Florida, Nevada, Kansas, South Dakota and Texas require out­
of-state physicians consulting with in-state patients via electronic means to be fully licensed to
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practice medicine. In Florida and Kansas, the state medical boards made this determination. It has
been stated that the Florida Board of Medicine voted to require full licensure for out-of-state
physicians who render "the primary interpretation of any diagnostic test used for diagnosis and/or
treatment of a disease, process or medical condition" at the behest of in-state medical groups. In
Texas, South Dakota and Nevada, the legislatures amended the state medical practice acts to clarify
the application of the licensure laws to out-of-state telehealth practitioners. The Nevada legislation
reversed the position the Nevada Board of Medical Examiners had taken a year earlier that out-of­
state radiologists were not required to be licensed in Nevada to read teleradiologic images ofpatients
located in Nevada.

Not all states, however, have taken the position that licensure is required for out-of-state telehealth
providers. The Mississippi Attorney General has offered the opinionthatanout-of-state teleradiologist
is not "practicing medicine" within the state and does not need to be licensed therein.' While these
opposite positions may be explained, in part, by the different definitions of "practice of medicine"
under current state laws, we do not think that is where the analysis is properly directed. For a state
to be entitled to regulate telehealth providers it must demonstrate (I) that it has jurisdiction over the
telehealth provider, and (2) that its regulation does not violate the Commerce Clause of the U.S.
Constitution. However, when applying these rules of law the courts have often reached what appear
to be inconsistent conclusions. An illustration of this is the conflicting results reached by two states
dealing with the regulation of mail order pharmacies:

In 1982, the Ohio Attorney General took the position that a mail order pharmacy located in Ohio
could fill prescriptions written by providers licensed in other states even where these providers (i.e.
midwives) would be unable to write orders for prescriptions if licensed in Ohio. The Attorney
General noted that requiring nonresident practitioners to be licensed in Ohio would not protect the
life, health or safety of Ohio residents as they would be unlikely to get a prescription from an out­
of-state provider. Because no legitimate local interest was being protected, the Attorney General
reasoned that it would violate the Commerce Clause for Ohio to require the licensure of nonresident
practitioners.

A year later, the Wisconsin Attorney General took the position that out-of-state pharmacies
dispensing drugs by mail to Wisconsin residents were required to comply with Wisconsin's
regulations regarding the dispensing of prescription drugs. The Attorney General found that
Wisconsin had an implied right to regulate these entities where they regularly and continually
solicited mail-order sales from Wisconsin residents. Furthermore, the Attorney General concluded
that this regulation was a legitimate exerciseofWisconsin's police power to protectpublic health and
welfare, and as such did not unduly burden interstate commerce.

/I In a number ofconversations with state medical boards, we have learned that many boards would
like to take the position that out-of-state physicians need not be licensed to practice telehealth, but
feel prohibited to take this position under current statutory law.
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Because these decisions offer little guidance on distinguishing when a state can regulate a provider,
it is helpful to examine more closely the legal analysis a court will use in determining a state's ability
to regulate out-of-state entities.

H. Has the Provider Purposely Availed Itself to the State's Jurisdiction in Such a Way as To
Reasonably Expect that the State Could Regulate Its Business There?

To determine whether a state has regulatory jurisdiction over a telehealth provider, it is important
to understand where this consultation occurs. A provider may be considered to be conducting
business in the provider's home state, the patient's home state, cyberspace or in both states
simultaneously.u Determining where the provider is conducting business will affect not only
licensure requirements, butchoice oflawfor legal issues, including malpractice liability and contract
disputes, confidentiality of patient records and mandatory reporting of certain health information,
and perhaps even employment issues.

Before a state can have the power to regulate a provider, (or for that matter anyone else), the state
must have legaljurisdiction over the person or entity. Every state has the inherent authority by virtue
of its "police power" to regulate internal affairs for the protection or promotion of the health, safety,
welfare, and morals ofits citizens. The determination ofwhether a state has jurisdictionovera person
or entity will focus on the defendant's contact with the state. If the defendant has sufficient
"minimum contacts" with the jurisdiction and a reasonable expectation that it could be regulated
there, then the defendant will likely be subject to regulatory jurisdiction.u

/I While some commentators have argued for the creation ofnew laws governing transactions which
occur solely in cyberspace, no such body of law has been created which will provide guidance as to
the regulation of telehealth. Moreover, placing the consultation in both states simultaneously does
notresolvejurisdiction orchoice-of-lawissues. Thus, while important toconsiderthese possibilities,
they will not be further discussed.
/I A state may have jurisdiction over a defendant so as to require it to defend itselfin that state, while
at the same time not having jurisdiction over the defendant to regulate them. See generally, Quill,
504 U.S. 298 (Scalia Concurrence) ("I do not understand this to mean that due process standards for
adjudicative jurisdiction and those for legislative (or prescriptive jurisdiction) are necessarily
identical.") Id. at 320-321.

It has been held that the type of contacts required for regulatory jurisdiction require "the connection
between a state and the regulated person be of a more substantial character than the 'minimum
contacts' needed to support judicial process running against the person." Aldens v. La Follette, 552
F.2d 745,751 (7thCir. 1977). On the otherhand, ithas also been held that "contacts thatwouldjustify
regulatory provisions as to one type ofbusiness mightnot as to another because ofthe greater interest
of the state in the former than in the latter." National Liberty Life Ins. Co. v. State, 62 Wis.2d 347,
215 N.W.2d 26 (1974).
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A defendant's presence is not required in a state for a state to have jurisdiction over the defen­
dant.u So long as a "commercial actor's efforts are 'purposely directed' toward residents ofanother
state," the Supreme Court has rejected the argument that the defendant's absence in the jurisdiction
could defeatjurisdiction.U In fact, the Supreme Court has held that a state's regulatory jurisdiction
could be asserted on the basis of contacts with the state through the United States mail.u

No cases report directly on the issue of whether a state has jurisdiction over an out-of-state provider
offering telehealth services to a patient located in that state. However, we believe it is highly likely
that most states will argue that they can regulate out-of-state providers that are contacted by patients
in their state. Clearly, a state would argue that it has a heightened interest in protecting its citizens
in the telehealth situation which wouldjustify the state imposing a regulation over the providerseven
though there may be a low level of contacts with the state.

In other situations where the contact with the state has been by electronic transmission, at least one
court has found that the electronic transmission was not sufficient to confer jurisdiction.u On the
other hand, another court has held that an electronic transmission was sufficient for a state to
prosecute an out-of-state resident.u

For the purposes of telehealth, the question will likely turn on whether the provider's contacts with
the patient are such that it purposely availed itself to the regulatory jurisdiction of that state. This

/I Burger King Corporation v. Rudzewicz, 471 U.S. 462 (1985).
/I Quill Corp. v. North Dakota, 504 U.S. 298 (1992).
/I Travelers Health Assn. v. Virginia ex rel. State Corp. Comm'n, 339 U.S. 643,646-650 (1950).
"In Pres-Kap, Inc. v. System One, DirectAccess, Inc., 636 So.2d 1351 (Fla. App. 1994), a lawsuit
brought in Florida by a Florida online airline reservation database against a user in New York. The
New York user's sole contact with Florida was electronic access of the database. The Florida court
found it had no specific jurisdiction to exercise personal jurisdiction over the New York user. Itheld
that the New York user could not reasonably anticipate the possibility of defending a suit in Florida.

Moreover, in Asahi Metal Industry Co., Ltd. v. California, 480 U.S. 103 (1987), the court held that
..the placement ofa product into the stream ofcommerce, without more, is not an act ofthe defendant
purposefully directed toward the forum state ... [a]wareness that the stream of commerce mayor
will sweep the product into the forum state does not convert the mere act of placing the product into
the stream into an act purposefully directed toward the forum state."
ilJn UnitedStatesv. Thomas, Case No. 94-200l9-G(W.D. Tenn. Jan 27,1994), aCalifomiacouple
was criminally prosecuted in Tennessee for allowing an undercover law enforcement officer to
download indecent information (which was held not to be indecent in California) from the couple's
computer into Tennessee. The court reasoned that the couple did not have to allow the infonnation
to be downloaded into Tennessee, and, because they allowed the downloading, they subjected
themselves to the jurisdiction.
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determination may tum on whether the out-of-state provider has purposely committed some act
within the state. The extent to which an out-of-state provider takes affmnative action to establish
contacts in the state may affect whether the state has jurisdiction. For example, the more frequently
a provider originates a transmission into the patient's state, and the efforts the provider makes to
solicit referrals from the state will likely be considered by the court as evidence that the provider is
availing itself of the state's jurisdiction. Ultimately, the question of jurisdiction will require a
balancing of how often and in what context the provider has conducted business in the jurisdiction.

m.Maya State Regulate Out-of-State Activities Which Impact the Welfare of Its Residents
Without Violating the Commerce Clause?

Ifthe out-of-state provider is considered to have had sufficient minimum contact to give the patient's
state jurisdiction, the next question is whether the state regulation is in violation of the Commerce
Clause or some other portion of the U.S. Constitution.u

The power to regulate matters affecting the health, safety and welfare of the public has been left to
the states. States generally have broad discretion in the use of their police power. While numerous
challenges have been brought against states that attempt to regulate out-of-state professionals and
businessesU, courts routinely uphold those regulations which have a legitimate local purpose and
which are applied in a nondiscriminatory manner.

Some in the telehealth field argue that requiring out-of-state providers to be fully licensed in the
patient's home state violates the Commerce Clause.U The Commerce Clause limits the power of the
States to erect barriers against interstate trade. However, this limitation is not absolute. States may

" It is possible that a service provider could have sufficient contacts with the state for purposes of
jurisdiction. but nothave the types ofconduct required by the Commerce Clause. See Quill, 504 U.S.
298 ("...a corporation may have the 'minimum-contacts' with a taxing State as required by the Due
Process Clause. and yet lack the 'substantial nexus' with that State as required by the Commerce
Clause." Id. at 313.
" Challenges have been brought on grounds that state regulations applied against out-of-state
persons violate Due Process and Equal Protection guarantees. the right to travel. and other
constitutional rights. Because most ofthese claims were dismissed out-of-hand by the courts and are
not readily applicable to telehealth. they are not included in this discussion.
" 'The Commerce Clause of the Constitution grants Congress the power'[to] regulate Commerce
with Foreign Nations. and among the several states, and with the Indian Tribes.' Art I, § 8. cl. 3.
'Although the Clause thus speaks in terms of powers bestowed upon Congress, the Court has long
recognized that it also limits the powerof the States to erect barriers against interstate trade.'" Maine
v Taylor. 477 U.S. 131 (1986).
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regulate matters of "legitimate local concern" even though interstate commerce may be affected.l'
When examining whether a particular telehealth statute violates theCommerce Clause, courts would
engage in a three-prong analysis:

1. Does the challenged statute discriminate against interstate commerce on its face or in
practical effect?

2. Does the statute serve a legitimate state purpose?

3. Ifthe statute serves a legitimate state purpose, would alternative means promote this purpose
as well without discriminating against interstate commerce?

Statutes that burden interstate transactions only incidentally violate the Commerce Clause if the
burdens imposed on interstate trade are "clearly excessive in relation to the putative local bene­
fits."u Courts have upheld statutes requiring out-of-state entities to obtain a license to engage in the
selling ofinsurancel' , the practice of accountingl' , and the practice of medicineL' within the state. In
these situations, the court found that the burden of obtaining a license was outweighed by the need
to protect important state interests. Because telehealth consultations affect the health and well-being
of individuals physically located in the state, states arguably have a "legitimate local interest" in
ensuring that out-of-state telehealth providers meet the same standards as individuals licensed within
the state. The extent to which a particular telehealth statute imposed burdens on out-of-state

/I Maine v Taylor, supra. State ofMaine was allowed to prohibit importofbaitfish in order to protect
the health and integrity of native species.
/I [d.

1/ California v FairjaxFamily Fund, 347 Cal. Rptr. 812 (Cal. Dist. Ct. App. 1964)appeal dismissed,
382 U.S. 1. "The Commerce Clause does not preclude a state from giving needful protection to its
citizens in the course of their contacts with businesses conducted by outsiders when the legislation
is general in scope, is not aimed at interstate or foreign commerce, and merely involves burdens
incident to effective administration."
/I Mercer v Hemmings, 170 So. 2d 33 (S.Ct. Florida 1964). A state may require a license and a
reasonable fee from out-of-state concerns doing business within its borders, as well as conformance
with provisions designed to assure their integrity in dealings with citizens, even though such
concerns are engaged in interstate commerce. The court reasoned that to allow out-of-state certified
public accountants to perform unlimited engagements in the state without regard to the state's
standards of proficiency and completely independent of the Board and its licensing requirements,
would not only be grossly unfair to resident public accountants, but would inevitably result in a
lowering of standards.

/I Slocum v. City ofFreedonia, 134 Kan 853; 8 P.2d 332 (S.Ct. Kansas 1932) A Missouri doctor
who sawpatients in Freedonia, Kansas one daya week and then shipped medications from his facility
in Missouri was practicing medicine in Kansas and was required to obtain a license. The fact that
the medications were shipped across state lines did not constitute interstate commerce.
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providers and interstate trade would have to be weighed against the benefits of regulation.

Where a statute affmnatively discriminates against interstate trade, the state must demonstrate that
the statute serves a legitimate local purpose which cannot be served as well by available
nondiscriminatory means.u However, even overt discrimination against interstate trade may be
justified where out-of-state goods or services are particularly likely for some reason to threaten the
health and safety of a state's citizens and where outright prohibition, rather than some intermediate
form ofregulation, is the only effective method ofprotection."u Thus, if a telehealth procedure (i.e.
telesurgery) posed greater than normal risks to the public, a state may bejustified in strictlyregulating
it if no other alternative means of regulation would protect the public as well.

State laws which shield in-state industries from economic competition are almost always invalid.
Courts will sometimes look to the motivation underlying a law to determine whether the stated
reasons for regulation are a pretext for economic protectionism.u To the extent that a licensure law
is enacted to protect in-state providers from competition, the law may be subject to legal challenge.

Finally, regulations which impose unduly burdensome requirements on out-of-state residents may
be invalidated under the Commerce Clause. The degree of regulation must be proportionate to the
evils that exist if the profession is left unregulated. A licensure procedure may not impose charges
or expenses greater than reasonably necessary to defray the administrative cost involved nor may it
impose residence or other requirements that make it impossible for out-of-state professionals to
comply with,u Thus, state licensure requirements which impose residency or unusually high fee for
out-of-state providers would likely be unconstitutional.

CONCLUSION

Many telehealth providers argue that they are not physically going into a state when practicing
telehealth. Rather, they maintain, the patient is "travelling" to them via the electronic highway.
Therefore, they reason, a state should not be able to regulate their telehealth activities any more than
states currently regulate situations where patients drive or fly across state borders to see them.

While this argument makes logical sense, there is no law which will compel a state to reach this
conclusion. Should a state desire to regulate out-of-state providers who maintain regular contacts
with patients in the state, the provider can arguably be required to comply with the same regulations
as in-state providers.

Should Congress decide to act in this area, it may preempt state laws that require licensure of out-

/I Maine v Taylor, supra.
/I Id.
/I QualityBrll1UbvBarry, 715F. Supp.1l38(U.S. Dist.1989) A DistrictofColumbialaw requiring
liquor sold in the District to be warehoused in the District was motivated solely by economic
protectionism and was thus invalid.
/I Mercer v Hemmings, supra.

Nalional Council o/Stale Boards o/Nursing, /nc.l/996



28

of-state telehealth providers. Until such time, states can arguably impose whatever reasonable
requirements deemed necessary to protect the health and safety of their citizens.
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Repont of the Sexual Misconduct Focus Group

Focus GrolJlP Members
Jean Stevens, WA, Area I, Chair
Neysa Sompll~, OH, Area II
Judith Ryan, MO, Area IV
Betty Ann Taylor, Consultant

Staff
Vickie Sheets, Director for Nursing Practice and Education

RelatJonahll~ to Organization Plan
Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective 0 Provide for Member Board needs related to disciplinary activities.

Recommendations to the Board of Directors

1. That the National Council distribute to Member Boards and promote the use of the educational packets
developed toassist Inraisingawareness regarding professional boundariesand issues regarding professional
sexual miisconduct.

R.tIonllJ"
One sexwl1 misconductcase is likely to causegreatharm to theclient, consumeextraordinary resources and damage
the aedibility of Boards which fail to pursue such cases. Early in their study of the topic of professional sexual
misconduct, the focus group members were convinced that boards of nursing need to promote education of
students, licensed nurses, and consumers as well as board ofnursing members and staff. Raising awareness of the
issuemay promoteearlierdetection ofserious offenders. Those offenders categorized in the literature as situational
offenders and those grouped in the uninformed/naive category may be prevented from "slipping down the slippery
slope" by such educational efforts. Boards should attempt to prevent what they can through educational efforts,
and intervene when serious predator behavior is identified, to separate that individual from practicing.

2. That the National Council produce a video addressing professional boundaries for use by Member Boards
to orient I1eW board members, staff, investigators and attorneys as weD as to educate students, nurses and
the pubUc:. The focus group suggests that the video be provided toMember Boards as a membership benefit,
but also I1l18de available for sale to educators, employers and other entities.

R.tlonll~.

The importance ofprofessional boundaries must be stressed as a tool to allow safe connection to meetcIientneeds.
Boundaries are difficult, complex, and need to be discussed, read about, and carefully considered by students,
nurses and employers. A video based on the concept of professional boundaries would be a valuable resource to
make available to Member Boards. This is a topic that needs to be presented sensitively, to focus students and
licensees c,n the "Zone ofHelpfulness" described in the task force's 1995 paper (underinvolved professionais can
harm, alsc,). A video would provide opportunity to approach this topic in a manner that is interesting and
stimulating. The focus group predicts that this would be a sought-after product.

Background
The Sexual MisconductFocus Group began its work in 1995, developing amonograph on Disciplinary Guidelines

to Manage SeXl.al Misconduct Disciplinary Cases. The focus group recommended several additional activities to the
Board of Directors to add to Member Board resources in this area The focus group noted that while the numbers of
cases involving sexual misconduct is not large, these cases are high proftle, high stakes, and very costly for boards of
nursing to prosecute. In 1995. the focus group members recommended that the Board also develop educational
materials to pmmote awareness not only of professional sexual misconduct issues, but also of the importance of
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maintaining professional boundaries. The Board ofDirectors charged the focus group to build upon the 1995 work: to
develop such resources.

Highlights of Activities

• Dialog," 011 DiscipliM and Disciplitulry R.BOllrCes Not8book
The focus group members were pleased for tile opportunity to collaborate with the Complex Discipline Cases
Subcommittee to plan and implement the Dialogue on Discipline, and to contribute materials regarding
professional boundaries and professional sexual misconduct to the Complex Discipline Cases Subcommittee'
Disciplinary Resources Notebook..

• Professional Boundaries Video Concept
The focus group proposed the concept and content for a video to be produced by the National Council addressing
professional boundaries. This idea was shared with the Special Services Division and is under review as a possible
project.

• Board Educational Packet
The main focus for the focus group work: this year bas been the development of an educational packet for use by
Member Boards in raising awareness regarding professional boundaries and professional sexualmisconduct issues
(see Attacbment A). Thepaclrets include the 1995 monograph, reference guides (a seriesofbooklets, eacb targeted
for a separate group including board members, board staff, nursing faculty and nursing employers), and two
separate brochures, one designed for nurses, the second designed for the public. The focus group hopes that these
educatlonal materials will be useful and widely used.

• Future Considerations
A research project analyzing complaints, processes and actions taken in discipline cases reported to the National
Council DiscipliDary Data Bank with tile codes in the sexual misconduct and professional boundaries categories
bas begun. The results of this study will provide additional information regarding the nature and extent of
professional boundary and sexual misconduct cases, the remedies used by boards of nursing, the effectiveness of
disciplinary actions. The results will be shared with Member Boards as a resource in the management of this type
of complaint.

....tlngDat..
• November 17, 1995
• February 15-17, 1996
• April 19, 1996

Recom....ndatIon. to the Board of Directors
1. That the National Council distribute to Member Boards and promote the use of the educational paclrets developed

to assist in raising awareness regarding professional boundaries and issues regarding professional sexual
misconduct.

2. That tile National Council produce a videoaddressing professiooal boundaries for use by Member Boards to orient
new board members, staff, investigators and attorneys as well as to edueate students, nurses and the public. The
focus group suggests that the video be provided to Member Boards as a membership benefit, but also made
available for sale to educators, employers and other entities.

Attach nt
A List of Contents for Preventing Sexual Misconduct: A Resource Packet for Boards OfNursing, page 3
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AttachmentA

Preventing Sexual Misconduct: A Resource Packet for
Boards~ of Nursing

The following is a list of educatioual materials developed by the Sexual Misoonduet Focus Group for use by boards
of nursing. TIle focus group will first distribute these materials at the Dialogue on Discipline educational program,
scheduled for August 5, 1996. EntitledPreventing Sexual Misconduct: A Resource Packetfor Boards ofNursing, the
resource will ~also be available for review at the Annual Meeting. Later in August, the packets will be sent to each
Member Board for use in promoting awareness of professional boundary issues and professional sexual misconduct
among a variety ofaudiences. Several of the documents were designed specifically for the audience named in the title.

Introduction :Ind Suggestions for Use

Disc:ipUnary Guidelines for Managing Sexual Misconduct Cases
The 1995 Monograph which provides the basis for the taskforce's work.

Quick ReferelllCe for Board of Nursing Members
A bookli!t providing information needed by board members to assist them in reviewing and evaluating cases
involving professional boundaries and/or sexual misconduct.

Quick ReferelllCe for Board of Nursing Staff
A booklet providing information needed by board staffat all levels, to assist them in receiving complaints and
managing cases involVing professional boundaries and/or sexual misconduct.

Quick ReferelllCe for Nursing Employers
A booklet designed to inform nursing employers regarding professional boundaries and sexual misconduct, the
employer's responsibilities, some warning signs ofpotential problems as well as some preventive strategies.

Quick ReferelllCe for Nursing Faculty
A booklet designed to encourage faculty to promote attention to these professional boundaries and sexual
miscondU(~t, the employer's responsibilities, some warning signs ofpotential problems as well as some preventive
strategies.

Professional J!loundarles • A Nurse's Guide to the Importance or Appropriate Professional Boundaries
A brochur.e designed for nurses and nursing students regarding professional boundaries.

Expectatiom .. A Consumer's Guide to the Importance or Appropriate Professional Boundaries
A brochur.e designedfor consumers regarding professional boundaries.

What Should [Expect. A Consumer's Guide
A brochur.e designedfor consumers regarding what should be e:xpectedfrom their health care providers.

The Sexual Misconduct Focus Group believes that these educational materials will assist Member Boards to raise
awareness among a varietyofaudiences ofthe issues surrounding professional boundariesas well as sexual misconduct.
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Report of the Task Force to Analyze Advisory Opinionsl
RUling:s

Task Force Members
Timothy McBrady, ME, Area IV, Chair
Mary Hanes Griffith, AZ, Area I
Nathan Goldman, KY, Area ill
Alice Enderlin, IL, Area II

Staff
Vickie Sheets, Director for Nursing Practice and Education

Relatlonshll) to Organization Plan
Goal II Provide infonnation, analyses and standards regarding the regulation of nursing practice.
Objective B Provide resources regarding health care issues which affect the regulation of nursing practice.

Recommendations to the Board of Directors

1. That the National Council promote the Decision Tree for Interpreting Scope of Practice Issues and
Guidelines for Developing Advisory Opinions.

Ratlonate
Boards of nursing receive daily inquiries regarding nursing practice issues. Member Boards vary greatly as to the
approacbes used to respond to such contacts. The Task Force to Analyze Advisory Opinions/Rulings developed
a Decision Tree thatcould used to guideconsideration ofscopeofpractice issues. TheDecision Treecouldbealso
be used ~iS an educational tool when presenting presentations regarding the regulatory process to a variety of
audienceH. Although not all boards are authorized to issue Advisory Opinions, the task force has developed
guidelines that may be of assistance to jurisdictions which do use the Advisory Opinion.

2. That the National Council use the Internet (existing Web site) to collect Advisory Opinions, Declaratory
Rulings, and other nursing practice related guidelines developed by member boards of nursing.

Ratlonate
MemberBoards are dealing with many ofthe samepractice issues, andcould benefit from theexpertiseand efforts
already expended by sisterboards. (Inotherwords, why recreate thewheel ifsomeonehas already studiedan issue?
Build upon the existing infonnation and analysis, adding the perspectives of multiple boards.) The task force
believes that such collaboration and sharing would enrich the analysis and decision process. The National
Council'1;Web sitewouldprovide an existing, centralized, andeasily accessed locale for this infonnation to reside.

3. That the Nursing Practice and Education Committee serve as a clearinghouse to request data and review
inconsistent positions. and offer comments and recommendations to the identified Member Boards.

Rationale
One COJl(:ern identified by task force members regarding increasing access to such practice resources was the
possibility of inconsistent infonnation and positions. Recognizing that differences are frequently semantic in
nature, oJ' the result ofincomplete infonnation,etc., the task force suggests that the Nursing PracticeandEducation
CommittJ:le, in its coordination role and with its access to multiple infonnation sources, might well serve to review
such inccmistencies and offercomments to the involved boards. The task force viewed this as a way ofpromoting
consisten.cy in the licensing and credentialing process (Goal I, Objective G in the National Council Organization
Plan).
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Background
The Member Board use of Advisory Opinions and Declaratory Statements was last surveyed in 1990, and reported

in 1991. This update on the use of these mechanisms was recommended by the Long Range Planning Task Force in
1995. The task force was charged not only to survey the issuance of but also to analyze the use of sucb documents.

Highlights of Actlvltl..

• Staff Review of Member Board Statutes and Rules
National Council staff reviewed available Member Boards Statutes and Rules to identify those jurisdictions where
such opinions/rulings were authorized, in preparation for the task force's meeting.

• Survey of Member Boards
Member Boards were surveyed regarding Advisory OpinioolDeclaratory Rulings to collect updated information
regarding the use of such opinions/rulings (see Attachment A).

• Development of Advisory OpinlonlRulinp Paper
The task force used the collected information to develop a paper which includes a Decision Tree to assist in the
analysis of scope of practice questions, a continuum of responses to practice issues, and guidelines for the
development and maintenance of advisory opinions/rulings (see Attachment B).

Meeting Dates
• November 6, 1995
• March 6-7,1996

Recommendations to the Board of Directors
1. 1bat the National Council promote the Decision Tree for Interpreting Scope of Practice Issues and Guidelines for

Developing Advisory Opinions.

2. That the National Council use the Internet (existing Web site) to collect Advisory Opinions, Declaratory Rulings,
and other nursing practice-related guidelines developed by Member Boards of Nursing.

3. 1bat the Nursing Practice and Education Committee serve as a clearinghouse to request data and review
inconsistent positions, and offer evaluation and recommendations to the identified Member Boards.

Attachments
A March 1996 Advisory Opinions Survey Results as of 5/6/96, page 3
B Responding to Practice Inquiries, page 13
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AnachmentA

Mlarch 1996 Advisory Opinions Survey Results
as of 5/6196

National Council of StBte Bo8rda of Nursing
Tak Force to ARIIlyze Advisory Opinions

Survey.Questlonnalre
n=39

The Task Force to AnalyzeAdvisory Opinions has been chargedto analyze currentboardrules andpractice regarding
the issuance ofadvisory opinions/rulings in response to practice questions. The purpose ofthis survey is to collect
updatedinformation regarding the use Ofsuchopinions/rulings. Feelfree to attachadditionalsheetsjoryourresponses
and comments. Your answers to thefollowing questions will assist the taskforce their consideration ofthis topic.

Section I (for all Boards)
1. Does yoor Board ofNursing issue some type ofpractice ruling (e.g., advisory opinions, declaratory statements or

some otbl~r type of formal statement in response to questions about practice issues?
23_ Ye~, go to questions 5 through 17.
7_ No, continue with questions 2 through 4.
1_ Comment: ''We have the authority but have never issued a declaratory order" • CO

2. If the answer to question #1 is NO, is it because (check all that apply)
5 _ the Board lacks statutory/rule authority
5 _ advice of legal counsel
1 _ have been legally cbaIlenged for issuing in past·
1 _ otbl~ (please identify specific reasons:

"A written reply may be provided in response to a particular practice question" - IL

·OH: SUIH'eme Court dec.1on specificaUy on Board of Nursing Practice Statement.

3. If the answer to question #1 is NO, the Board bas never sought such authority because (check all that apply):
2_ oevl~r requested to do so
4_ advilce of legal counsel
0_ tooconlrovel'SiaI
1_ not ,consistent with Board philosophy
0_ more trouble than they are worth
2_ difficult to maintain currency of information
2_ other (please identify):

"There has been no current discussion on this Issue by the CommiUee on Nursing." • n.
"Have a Illw which affects many which would need to be changed to allow this. Board would love to have
authority. dlfticult to achieve." • OH

4. Ifthe answer toquestion#1 is NO, how does the Boarddeal with practice questions that arebrought to its attention?
0_ Board does not respond to practice questions
,_ Bomd staff respond by phone only (nothing written)
2_ B08I'I:l staff respond by letter
3_ B08I'Il staff respond by letter after Board reviewlapproval

National Council ofState Boards ofNursing, Inc.l1996
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J_ Board bas developed other resources for use in disseminating information regarding selected topics - e.g.,
decision tree (please identify other resources used):

''Board beHeves bealth care changes so constantly, declaratory orders not best way to deal with issues."
-co
"Board statement on scope of practice (enclosed)." • GA·RN
''Newsletter articles. Decision tree standards and deleption rules." • 08

Ifyou answered NO to question #1 and have responded to questions #2, 3 and 4, you are done with this survey. Thank
you for your participation. Please go to the end of the questionnaire for signature and directions for returning survey.

Section n (additional section for those Boards of Nursing wbkb Issue Advisory Opinions or Declantory
Statements)

The Task Force to Analyze Advisory Opinions has developed the following worldog defmition:

Advisory opinion/ruling: astatementdevelopedby aBoardofNursing toprovide guidance. clarification anddirection
regarding identified issues. Such statements advise without the force and effect oflaw.

5. Some Boards of Nursing may use different terms to describe such a statement. Please indicate the language used
in your jurisdiction:
7_ Advisory Opinion
J_ Declaratory Statement

15_ Other (please identify):

Dec.....tory Order. Informed opinion. Guidelines. Board Opinion. Advisory Ruling. Declaratory
Order. Policy Statements. Interpretive Statements. Practice decisions. Statement On.••• Board
Policy On••• Position Statement. Not legaOy binding butset a pre~nt. Isan indicator ofwhat Board
is Ukely to find if asked to rule. Advisory Opinion. Also a position statement at times. Relevant past
specific decisions of the Missouri State Board of Nursing

·"Used to title document developed in response to "bot topic" or frequently asked question. Used
infrequently." • MS

6. Is the task force's defInition of advisory opinion/ruling consistent with how the tenn identified in question #5 is
used in your jurisdiction?
19_ YES.
5_NO

Ifno, please defme the term used in your jurisdiction:
CO: Rule approaches matter as deftnlng law.
MO: Pursuant to 5:16.010 (4)(b), the MSBN may issue ''an interpretation•••with respect to a specific

set of facts and intended to apply only to that speclftc set of facts."
MS: Stipulations outlined in Board Statements are required.
TN: Bas effect of law.
IA: Dec.....tory ruling is binding on the agency and the peUtioner and is appUcable only in dr.

wbere relevant facts and law are indlst. from those contained in petition. As to other persons,
a dec. ruling serves only as precedent, is not binding on agencies.

*FL: And only applicable to the person asking for the opinion.

For the purposes ofthese survey questions, please consider the term, "advisory opinion/ruling" to be a synonymfor
the language used in your jurisdiction.
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7. Please identify the SOlU'Ce of authority for issuing advisory opiDionlniling (check all that apply):
10_ StllbJtory. Nurse Practice Act (please provide citation)

AZ: 32-1606(A)(2)
CA-RN: VsuaUy related to B&P 2725 or discipline Section 2561
co: CRS 12-38-108 (1)(J)
0>: 54-1404(3)
KY: OS 314.131(2)
LA-PN: LRS 961. (2); 969. {(A) + (B), (1) + (4)} (See Law - bighlighten) led. note: Act is attacbed

to survey)
MA: M.G.L. Chapter 13. 5.14
MO: see attac:bed sample
MS: 73-15-17(a)
Nl&: Neb. Rev. Stat. 71-1,132.11(2).
PA: Section 2.1(k)
SC: 40-33-120(3)
T)C-RN: Art. 4514, t 1 & 6

6_ Stat;lJtory. other provision of state law (please identify and provide citation)
CO: 24-4-10 5 (11)
Clr: led. note: None cited)
FI.: 110.565 FS Declaratory statement by agencies.
IA: Attached Cbap. U. 17A
Ml&: 5 MRSA Sec. 9001 (State APA).
WI: Board shaD "deftne and enforce professional conduct and unethical practices not Inconsistent

with the law" (sec. 15.08(S)(b), Stats.)
6_ Ntm;ing rule/regulation (please provide citation)

CA.-RN: CCR 1443.5
co: Cbapter vm
Fl.: 595-1.016
Ml~: Chapter 9.
MS: Func:tions of the Board(A); and Chaptern 1.2 (Unprofessional Conduct) b (Autborized Scope)
VT: Chap I B(2).

1_ Other ruleJregulation (please identify and provide citation
m: 16-201-48, HAR.

2__ Otber (please identify) :
SD:: Attomey General's Opinion.
TX·VN: Vocational Nurse Act - Sec 5(f.) page 4.

8. What process is used to identify topics for advisory opinions/rulings in your jurisdiction? (cbeck all that apply)
22_ issUl~ brought to Board by licensees (individuals)
20_ issUt~ brougbt to Board by licensees (nursing organizations)
13_ iSSU4~brougbt to Board by oonsUIDers
19_ issue: brougbt to Board by employers"
17_ issu(: brought to Board by Board staff
14_ isSUt: brought by Board committee
8_ issUt: brougbt by other (please identify):

AZ: Any
CO: We do not use the process
CT: Those who request and are granted party status
ID: Pbysicians
MA: Medical Society (occasionally).
ME" Other Boards, State Agencies, Professional and other Organizations.
MO: See Practice Committee Flow Cbart. Issue must be specific.
PA: Other government entities.
WI: Issue brought by other state agencies or by nursing boards in other states
*If liicensees
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9. What process is used to develop content for advisory opinions/rulings in your jurisdiction? (cbeck all tbat
apply)
13_ issue researched by Board committee·t
3_ issue researched by Board members

19_ issue researched by Board stafp
15_ outside experts involved to develop content·:r
12_ other (please identify):

AZ: Issue researched by entity requesting The opinion.
CA-RN: JlII"isdktioos
Cf: Publk hearlop
FL: ResponslbWty of penon asking opinion.
HI: Advised by Board Council.
IA: Relevant literature, statements from professional nursing ol"lanizations. Attorney-general
staffas needed.
10: Info. and research by requests.
KS: Sometimes
LA-PN: aD 01' either
MS: Use NCSBN and other organizations as resource.
NE: Fadlities contacted to determine practice standard.
SD: Published Literature, Member Boards ruUngs.

·KS: 1st! by staff
1nd1content developed by Board Committee.
3rd1 by experts

tMA: Practk:e Advisory Committee (not a committee of Board members)
*NE: Includes sarveying other states.
SC: Sometimes.

• MO:May provide relevant data

10. Wbo drafts advisory opinionslrolings for the Board in your jurisdiction? (check all that apply)
0__ Board President
8__ Board Committee
0__ Assigned Board member

10__ Executive Director
16__ other professional staCP
,_ Board attomeyt
3_ Other (please identify):

AZ: Committee Members
10: Board.
LA-PN: UsuaUy combination of StalflBdlaUomey
TX-VN: (Atty General Rep) Atty General assigned to Brd.

• KS: lst then to Board Committee.
t SC:ConsuIted on regular basis.

11. Who must approve advisory opinions/rulings in your jurisdictions? (check all that apply)
13__ Full Board·

1__ Board President
1__ Board Committee
0__ Executive Director
1__ Other professional staff
3__ Board auomey
0__ Other (please identify):

·MA: majority Board vote.
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12. How an: advisory opinions/ruling shared with nurses and the public in your jurisdiction? (check all that apply)
23_ u))on request
9_ distributed to selected mailing list (e.g., individuals interested in topic)
,_ distributed to other state agencies·
8_ distributed to nmsing organizations·
8_ distributed to hospitals, other nursing employers·
3_ distributed to all licensed nurses in jurisdictiont
0_ distributed to consumers (please identify mechanism for public dissemination)

18_ re:ported in Board Newsletter.l:
2_ accessible electronically, e.g., via Internet··
3_ otJl1er (please identify):

AZ: Fled with Secretary ofState for Public Access
Kept nearby In Board oIIke.

CA-RN: MaWng list of Board Committees
FIL: Representatives fromFlorida Nuni..Associationand Florida Hospital Associationdistribute

iDlormatioll followiag attendance at board meetings.
LA-PN: To schools with P.N. programs.

·'IT: U Appropriate
tSC: By newsletter
*VT: Selected opinions.

MS: (includes ... employers, aU licensed ns, state nsg Mg, other Bds)
··SC: Soon
··AZ: Soon

13. How are advisory opinions/rulings maintained in your jurisdiction? (check all that apply)
23__ 1i>8Pef files
6__ t;omputer disk/tape
S__ l;omputerized database
1__ other (please identify):

MO: Log

14. How are .advisory opinions/rulings used in your jurisdiction? (check all that apply)
22_ to respond to practice questions received by the Board
18_ as handouts distributed during Board of Nursing presentations
16_ as l=ducaliooaI resources for educators, swdents, licensees, consumers, and others
19_ as orientation materials for new board members, staff, attorneys
1_ other (please identify):

Fl,: TIley are sent to individuals asking for similar rulings, but cannot be used by them as
permission.

15. What have been the benefits of issuing advisory opinions/rulings?
A2; We 1IIiDk it decreases phone calk
CA.-RN It helps to provide a dear Interpretation of the statues and regulations. Responds to a

[illegiblel environment [illegiblel...
CI' More fluid than regs.; usually provide frlllDework, not laundry Ikt
FL Advises person asking for the statement if they can or cannot perform a certain function.

Oa:uIonaUy results in a change of Board rule.
m Consistenc:y, uniformity In interpretationofstatutes or rules. Education tool for new members

and anyone interested in procedure or adual ruling on specific topic:.
IA Establishes parameters for practic:e-FadUtates nurses' ability to expand practice.
ID Nunes Uke direction from the Board
KS Saves time; do not have to reproduce in letter form over and over. Consistency.
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LA-PN Employers feel more tIIlICureI Sometimes licensees feel more secure and confident that
tIley are within scope of prac:tieeI Indind..... prefer that Boud ''authority'' Iuu reacted.

MA Clarify scope of practice for botll RNalLPNs. Educate individual licensees employers,
educators, consumers, about tile criteria for making decisions about safe practice.

ME NO COMMENT!
MO See lte... checked In '14
MS Standardized Reply

Forces more indeptll eumiJUltion ofIssue. Therefore, reblOving or diluting personal opinion!
personal experiences impact.

NE Assists licensees with decision making regarding practice Issues. Provides a service- we do the
research.

PA None.
SC Coasistency In Interpretation of NPA by all employees and Board members.
SD Clarification ofscope of practk:e to nurses and public, provides for evolution ofprac:tice In less

fOl'lDlll and c:osdy IDIUIIler dian ruie promuIption.
TN Addresses questions autlaoritatively.
TX·RN Tiley clarify tile Board's po8ition on new/emerginglssues in nursing practice where the

borders of scope of practice are pushed beyond traditional nursing practice.
TX-VN Helps to clarify rules and regulations. Clarifies issues for employers and licensees. Assists

public (consumers) to know what to expect.
VT Consistency, education.
WI The Board be more spedfkJprovlde more guidaDCe on a particular issue tIIan expressed in

rules. The Board may educate a wide audience witll a position which is current and crucial to
practice In a variety ofsettings.

16. Has your Board experienced legal cballenges or other problems as a result of issuing advisory
opinions/rulings?

11_ NO
1_ YFS (please desaibe in the space provided below):

10: Not until we incorporated some decisions or examples of scope in rules, have shared an
decisions with tile Board ofMedidne but they are contesting some- or partofIegi1lative review.

NE: Authority to issue opinions was questioned.

17. If the answer to question #16 is YFS, briefly describe bow your Board resolved these problems:
10: We have a joint meeting sclaeduled· at diredion of Legislative Committee· to review the area

in question.
NE: Continued to issue tIIem and tIIen put tile authority In the statute.

Additional comments for consideration by the Task Force:
10: Once tile practice rules are ftnaIized tile Board does not plan to Issue any further opinions but to

help nurses probiem solve witll provisions in die rules. The Idaho Board has issued practice
decisions based on the statutory power "to establish standards of practice." Generated pages of
decisions, become cumbersome to DIan. and restrict. to prac. Have prac. rules in progress, will have
crlterialstatements.

LA:PN:

MA:

ME:

MO:

Opinions are limited· 3 -l1x7 pages - since 1948. Board tries not to issue unless feels absolutely
essential for safety, health and welfare of consumerl Now confronted with "delegation" issues.

The Board Iuu adopted a dedaion making model (based on models used byother Boards) whkh the
Practice Advisory Committee and Board apply to each other.

It would be helpful to have tile committee discus the pros and cons of issuing advisory rulings.

See attadlments
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NE: Acentralized, computerized data base ofopinions available through NCNET would be a wonderful
resource.

PA: Opinions are more trouble than benefit. Recipients do not know how to use them. "Decision­
:making moder' has been very helpfuL

Board of Nursing: _
Signature
Title: _

Please return -completed questionnaire by March 1, 1996 to:

Vickie Sheets, Director for Nursing Practice and Education
National Council of State Boards of Nursing

676 N. St Clair Street, Suite 550
Chicago, Illinois 60611-2921

The Task Fon:e Members thank you for your interest and participation.

Percentge Bre,lgIoWQ:

1 = 3% 9 = 23% 17 = 44% 25 = 64% 33 = 85%
2 = 5% 10 = 26% 18 = 46% 26 = 67% 34 = 87%
3 = 8% 11 = 28% 19 = 49% 27 = 69% 35 = 90%
4 = 10% 12 = 31% 20 = 51% 28 = 72% 36 = 92%
5 = 13% 13 = 33% 21 = 54% 29 = 74% 37 = 95%
6 = 15% 14 = 36% 22 = 56% 30 = 77% 38 = 97%
7 = 18% 15 = 38% 23 = 59% 31 = 79% 39 = 100%
8 = 21% 16 = 41% 24 = 62% 32 = 82%
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~
~.

-
Task Force to Analyze Advisory Opinions Member Board Survey Summary

Summary of major points from the survey compiled regarding advisory opinions, declaratory statements

Area Juris. Issue, Ves Issue, No Noauthorltr No perAtty Advisory Opinions Declaratory Statement Other Agree TF definition Challenges Comments

1 AK X

3 AL
3 AR X X X Position Statement

1 AS X X

1 AZ X X X

1 CA-RN X X X

1 CA-VN X X X Board opinion, policy*

1 CO X* *Have never issued

4 CT X X X

4 DC

4 DE

3 FL X X X

3 GA-RN

3 GA-PN

1 GU

1 HI X X X

2 IA X

1 10 X X

2 IL X X

2 IN

2 KS X X X

3 KV X X X X

3 LA-RN X X X X X

3 LA-PN X X X
---

4 MA X X

4 MO X X Declaratory Ruling*
------ ------ ---

4 ME X X X
------------ -

2 MI X X X
~_~_~___._.____>o< _.,.

2 MN X X X
--------'------------ .__. .- ------

2 MO X X Relevant Past Bd Decisions
-- ----- f------------------------ f----- --------- ------ ---- --- ._....,_•._. ~ -- ------- ---

1 MP

­o



Task Force to Analyze Advisory Opinions Member Board Survey Summary

Summary of major points from the survey compiled regarding advisory opinions, declaratory statements (continued)

Area Juris. 'Hue, V.. 'Hue, No No authority NoperAtty Advisory Opinions Declaratory Statement Other Ag.... TF definition Challenges Comments

3 MS

1 . MY
3 NC X X Interpretive Statement-

2 NO X X X

2 NE X X X

4 NH X

4 NJ

1 NM X X

1 NV
4 NV

2 OH

3 OK X X

1 OR

4 PA X X X

4 PR

4 RI

3 SC X X X

2 SO X X X

3 TN X X

3 TX-RN·

3 TX-VN X X X

1 UT X X

3 VA

4 VI

4 VT X X X

1 WA X X

2 WI X X X

2 WV-RN

2 WV-PN

1 WY
........
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Attachment B

Respolr1ding to Practice Inquiries
Introduction and Purpose
Boards of nun,ing receive hundreds of calls and letters from nurses, employers, other health care providers, insurers,
and consumer.; regarding nursing practice issues. Boards use a variety of methods to respond to these calls, working
under different provisions of various jurisdictional law and policies. One formal approach to practice issues is the
issuance of an advisory opinion/ruling. The purpose of this papel' is to present the results of a study regarding the
issuance of advisory opinions/rulings by boards of nursing.

Background
In 1990, the N~ltional Councilconducteda surveyofMember Boardsregarding theiruse ofdeclaratory statements (DS)
and advisory opinions (AO). The results of this survey were reported in the 1991 Book ofRepons. Eleven boards bad
reported the authority to use .bQ1b declaratory statements and advisory opinions. Twenty-one boards bad indicated
authority to issue declaratory statements (the 11 which could issue eitherOS or AO, plus an additional 10 boards which
could issue OS). Twenty-one boardsbad indicated authority to issue advisory opinions (the 11 which could issue either
OS or AO, pilus an additional 10 boards which could issue AO). Six boards responded that the terms were
interchangeable; 32 boards indicated that they were not

In the fall of 1995, the National Council Board ofOirectors appointed a task force to re-look at the use of advisory
opinions by boards ofnursing. The Task Force to Analyze Advisory OpinionslRulings was directed to analyze current
board rules and practices regarding the issuance of advisory opinions/rulings responding to practice questions.

Data Colledion
In order to complete its charge, the task force analyzed information obtained through a literature review, a staff review
of the statutes and/or rules ofjurisdictions which authorize advisory opinions/rulings and/or declaratory statements!
rulings, a revif:w of case law and the results ofa survey of Member Boards.

Literature Re,-iew
Most referencc::s in the legal literature addressing advisory opinions focused on bow the federal judiciary bas avoided
advisory activity. Since the early days of the republic, there bas been a general rule based on policy considerations,
against justices and judges issuing advisory opinions (Dahlquist, 1983, p.48). The very nature of the judicial process
is characterized by resolution of controversial points of law in the course of deciding disputes - based on a given set
of facts, the pmsentation of competing advocates and the process ofadjudication (1aconelli, 1985, p. 587). But even
judiciary decisions, focused on dispute resolution, have a public aspect, .....which looks to the articulation and
refmement of lule and principles for the guidance of the community as a whole..." (Jaconelli, 1985, p. 588). Other
articles dealin~: with advisory opinions or declaratory statements were articles that dealt with topics unrelated to the
regulation of health care (e.g., tax, patent, federal issues).

Unlike the judiciary branch ofgovernment that is identifIed in the Constitution, administrative law is a branch ofcivil
law that bas de'veloped in response to an increasingly complex society. The administrative agency could be described
as a hybrid governmental entity, which may be called on to perform functions reflecting all three branches of
government legislative, executive and judicial. .Compared to the legislative process or judicial process, the
administrative or regulatory process offers more flexibility and the specialized staffing needed to accomplish control
of complex activities and functions in order to protect the public. Ifa field requires specialized knowledge or a field
is rapidly changing, legislators may be unable to specify detailed requirements and standards. An agency with flexible
decision-making policies and ongoing responSibility for a limited subject matter may be better able to develop sound
policy. Regubilory agencies are creations ofstatute, and agency authority is a delegated authority. The administrative
process must aim to maintain flexibility while providing adequate legal procedural checks to prevent unrestrained
government power (National Council, 1994).
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This administrative response to the evolution of a complex, technical society is also reflected in the need ofagencies
to inform and educate their constituents and consumers. In many situations, further direction and interpretation of
statutes and rules may be requested. Ratbel' than wait for a dispute which requires an agency to react, some agencies
have found it useful to suggest efficient ways of complying with agency rules.

R.risw 01SIlItu•• antl R.S"1aIio1U
National Council staff reviewed the board of nursing statutes and regulations/rules that had been scanned into the
National Council Member Boards' statutes and reguIalioos computer database as of January 1, 1996. Using a
WordPerfect word search, the files were reviewed for references to the words advisory, declaratory, and opinion. The
following 18 boards were identified as having IaDguage addressing advisory opiniooslrulings and dec~ory

statements: Alaska. Alabama, Arkansas, Arizona, Colorado, Florida, Iowa, Kentucky, Louisi(Jll{l-PN, Louisiana-RN,
Maryland, Michigan. New Hampshire, Nevada, Oregon, South Dakota, Texas-RN, and Washington.

R.risw 01 CAs. lAw
A computerized search for legal cases was conducted. No specific cases on point were discovered in the search.

M••.,. BOlIIY1 SIIIWY R••"lIs
The task force members assisted in the development ofa Member Board survey regarding the use ofadvisory opinionsl
rulings. Thirty-nine Member Boards responded to the questionnaire. The results of the survey are compiled in
Attachment A.

Development of a Practice Response Continuum and a Decision Tree
The task force members determined that, in addition to presenting information regarding the use of advisory opinions,
they hoped todevelop some useful resomces for all Member Boards to assist in responding to practice questions. After
preliminary review of the survey results, the task force developed a continuum to categorize the variety of approaches
used by Member Boards in responding to practice issues. See Figure 1.

Figure 1. A Practice RespoD!le Continuum
IDustrating Various Approaches to Practice Issues

Telephone
Calls

J, i
No Response Letters

Decision
Tree
i

Advisory OpinionIRuling
Declaratory Statement

Declaratory
Ruling

i
Rules

Definitions
Decision Tree •a resource developed to assist licensed nurses to interpret the applicability oflaw and rules to a given
practice situation.

Adyisoa:y QlipioolRgli. or Declaratory SgtcnMnt • a statement developed by a board of nursing to provide
guidance, clarificationanddirection regarding ident~d issues. Such statementsadvise all licenseeswithout theforce
and effect oflaw.

Declantory Bull. - an opinion issued lJy a board ofnursing, applicable only to extent ofthefaets presented in a
petition, and billdingupon both the board and the petitioner, but not other individuals. Such rulings may predict how
a board may rule in similar circumstances but are not binding on future board decisions.

The continuum represents a number ofapproaches currently used by Member Boards to respond to practice questions.
The level of formality ofthe responses increases as the reader progresses toward the far right, which is the promulgation
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of rules. No Member Board indicated not responding at all to practice inquiries. The survey results indicated that all
responding boards do use infonnal responses by staff via telephone or correspondence.

Sevenboards indicated authority to issue advisory opinions. Three boards issue declaratory statements. Fifteen boards
indicated that different terms are used to describe such statements. These varied terms include: Declaralory Order,
Informed Opitlion, Guidelines, Board Opinion, Advisory Ruling, Policy Statement, ItIlerpretive Statemetll, Practice
Decision, Statl~metll on ..., BoardPolicy on ..., Position Statemetll, and Relevatll Past Decisions ofthe ... Board. The
most fonnal approach to a practice concern would be the revision or addition of administrative rules addressing the
topic.

From a legal perspective, where a board falls on the continuum is determined by two factors. First, there needs to be
enabling authority granted to the board, either in the Nurse Practice Act or the Administrative Procedure Act, or other
legislation. The secondlegal issue is the potential yet unintended binding effectofadvisory activity, which can usually
be easily dealt with via an appropriate caveat or advisement reiterating the advisory nature of the statement. Many
attorneys, possibly in part due to their exposure tojudiciary reluctance toward advisory activity, would prefer that their
clients not be in the business of issuing stalements that are advisory in nature. From a philosophical and policy
perspective, it can be informative, instructive and advancing of board objectives to issue such opinions when
authorized.

Decision Tree
In addition to developing the continuum, the task force members were aware that some boards have developed and use
scope ofpracti1t:e decision trees. These decision trees can be promoted to guide the thought process ofnurses who are
attempting to resolve scope of practice decisions. Several boards have developed scope of practice guidelines,
including: Aril:ona, Kentucky, Missouri, Ohio andPennsylvania (theremaybeadditional boards which have developed
similar models but did not mention this on the survey).

While the formats and diagrams illustrating these various boards' approaches to the concept of a scope of practice
decision tree diiffer, all the efforts reflect the desire to provide information to constituents in a manner that promotes
individual nurse review and analysis of scope ofpractice issues. The task force offers this resource to assist Member
Boards to deal with practice inquires, both telephone and written. The task force also promotes the Decision Tree as
an educational tool for nurses, emplOYers, and students. The Decision Tree, illustrated in Figure 2. was modeled on
the work of tbc;: Kentucky Board of Nursing.

The rust step fiJI' a nurse in using the Decision Tree involves consideration of the act to be performed and review of
the scope ofpractice for the nurse's licensure level. The scopes of practice included in the task force' s Decision Tree
are adopted from the National Council's Model Nursing Practice Act and Model Nursing Administrative Rules. Ifan
act is not expressly permiued by the scope ofpractice for the licensure level, e.g., performing brain surgery by an RN,
then it is prohibited and the nurse need go no further. Ifthe act clearly falls within the scope. e.g., an LPN performing
traeheal suctiotling as delegatedby an RN team leader, then the nurseproceeds to step 3. If the nurse is unsurejust from
reviewing the s,cope of practice, e.g., an RN administering prescribed chemotherapy, the nurse should move to step
2, and review tile various standards listed.

Steps 3 and 4 require a nurse to selfassess, as to whether the nurse has both the knowledge and the clinical skills needed
to perform the acts. If the answer to either question is no, then the act should not be performed until additional
knowledge and skills are obtained.

If the nurse dete:rmines that he/she has adequate knowledge and skills to perform the act, then step 5 involves the nurse
assessing the circumstances. In some situations. this step may reflect a tensionbetween the nurse's perspective ofwhat
the reasonable, prudent nurse would do and what the facility expects. Note that the facility/agency policies and
procedures are described as "appropriately established." But boards should be cognizant of this potential tension. On
one hand. the nurse is asked to self regulate, on the other, is expected to determine whether the agency's expectations
are appropriate.
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Figure 2. A Scope of Practice Decision Tree
Developed to assist licensed lIuna to interpret

the applicabUity ofIIIw and rules in a given practice sitlUltion

1. Describe the act to be performed. Review the scope of practice for your
licensure level:

RN
assessment, nursing diagnosis, setting goals, planning care strategies, implementing care, delegating care
to qualified others, supervising. evaluating. teaching. managing care, maintaining client safety,
collaborating with other health care members.

LPNNN
contributing to assessment, participating in development ofplan ofcare, implementing aspects ofcare as
directed, maintaining client safety, participating in evaluating care, and delegating to qualified others.

APRN
assessing clients, synthesizing and analyzing data, understanding and applying nursingprincipals at an
advanced level; providing expert teaching andguitJance; working effectively with clients, families and
other members ofthe health care team; monaging clients'physical andpsycho-social health-illness status;
utilizing research skills; analyzing multiple sources ofdata, identifying alternative possibilities as to the
nature ofa health care problem, and selecting appropriate treatment; moJcing intkpendent decisions in
solving complex client care problems; performing acts ofdiagnosing. prescribing. administering and
dispensing therapeutic measures; and recognizing limits ofknowledge and experience, planningfor
situations beyondexpertise, consulting with or referring to other health careproviders as appropriate.

Is this act expressly permitted or prohibited by the NPA for the license you hold?

UNSURE

GO TO #2

WITHIN SCOPE
FOR YOUR
LICENSE

1
GO TON3

PROHIBITED

1
STOP
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2. Is the act consistent with at least one of the following standards?

Botll'd ofnursing standllrds ofpractice (ifpromulgated in jurisdiction)
National nursing organization standards ofpractice
Nursing literature and research
Reasonable, prudent nurse in similar circumstances

~
YES
Go to #3

~
NO'--",. NOT WITHIN YOUR SCOPE OF PRACTICE!

3. Do you penonally possess the depth and breadth of knowledge to perform
the act safely and effectively, as acquired in a pre-licensure program, post­
basic program, continuing education program or structured self-study?

1
YES
Go to #4

GAINI:D

1
NO--.... STOP!

UNTIL ADDITIONAL KNOWLEDGE

11

Do you penonally possess current clinical skills to perform the act
safely?

4.

YES
'Go to #5

NO - ...... STOP!
UNTIL CLINICAL SKILLS ARE ATTAINED

5. Is the performance of the act within the accepted "standard of care" which
'would be provided in similar circumstances by reasonable and prudent
lo.unes who have similar training and experience and consistent with
:appropriately established facility/agency policies and procedures?

YES

Go to #6

No~-"'·STOP!
PERFORMANCE OF ACT MAY PLACE BOTH
PATIENT/CLIENT AND NURSE AT RISK!

6. Are you prepared to accept the consequences ofyour action?

1 1
YES NO •THE ACCOUNTABILITY IS NOT ASSUMED!
I)ERFORM NOTIFY APPROPRIATE PERSON(S)
1rHEACT*
·'With valid order when necessary, and in accordance with agencypolicies andprocedures
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Suggest«J Guidelineslor Dwelop1llllnt 01Ad.,iso,., Opinions
According to the survey results, boards of nursing vary considerably regarding the use ofadvisory opinions. The task
force developed suggested guidelines for consideration by boards which do issue this type of statement. Boards of
nursing should retain flexibility in process. In some situations, the board may wish to proceed in a different sequence,
e.g., a board may request legal opinion prior to writing draft opinion, or may wish to obtain additional public comment
prior to issuing opinion.

Practice questions may be submitted to a board from a variety ofsources-employers, facilities, agencies, or
individuals. Board members may propose a topic for consideration. The Scope of Practice Decision Tree and
information regarding the board's process for developing advisory opinion can be forwarded toentity, anda board staff
membermay explain bow the DecisionTreecan be used toevaluatepractice situations. In some situations, the Decision
Tree may enable the entity to analyze the practice situation and the question is resolved.

If the Decision Tree does not address the issue sufficiently, then a board advisory opinion is requested. The board, in
its discretion, reviews request and determines that a advisory opinion may be needed. Data are collected. This
information may be provided by requesting entity, may be obtained by board of nursing staff/members, or expert
consultant Relevant data may include but are not limited to:

Existing literature, research
Information on standard of care (local community, region, national)
Statements and positions of professional organizations, groups
Information about education and available training
Description of Decision Tree inadequacy for situation
Public hearing for interested parties (licensees. consumer input)

Initial review and analysis, and preliminary recommendations may be done by board staff, board consultant, board
committee, or other board-appointed group.

A draft advisory opinion may be prepared by board staff, board consultant, board committee, or other board-appointed
group. Legal review should be obtained and any attorney recommendations forwarded to the board.

Board review and discussion, including legal recommendations is the next step. If the proposed advisory opinion is
not adopted, the board may recommend any follow-up needed. If the advisory opinion is approved and issued by the
board, the board should direct staff as to distribution plan (including submitting document to National Council
clearinghouse), suggested uses, promotion and recommend a schedule for future opinion review. The suggested
guidelines are illustrated in Figure 3.

The task force recommends that boards maintain their flexibility in the process, and provide adequate opportunity for
public input in the process. This may occur both early in the inquiry, when making the determination whether to pursue
the study, or obtaining feedback regarding the draft opinion. Involving the stakeholders early and often is an advisable
regulalory practice.

As important as care in development of advisory opinions is the maintenance of those opinions. Periodic review of
board statements, opinions, guidelines. or wbatever the term used by the board, is advisable to assure that the content
is timely, accurate and reflective ofcurrent board thinking regarding a subject. In this fast-moving and changing health
care environment, maintenance becomes a very important consideration. If the board cannot devote the time and
resourcesnecessary for maintenance activities, this should be a consideration in the policy determination to issue, even
if authorized to do so.
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Figure 3. Sample Guidelines for Issuance of Advisory OpinionslRulings
(For use by jurisdictions which authorize the use ofadvisory opinions)

Request for Opinion from Board
received from facility, agencY,lndlvldual nurse,

board member, board staff, or other entity

IInitial Board DiscussionI----J
ReqlLJesting
Party notified
ofBloard
Deciislon

Board Decides
not to Develop
Advisory
o inion

Board Directs that a Draft
Opinion be Developed

Background Work ­
Literature Review

maybe delegated to staff,

J

Review and Interestedboardmembers,
oroutside consultant

Analyze

boardstaff, special Draft opinon
committee Including by member(s) of

preliminary legal review committee. staff or

advisable to obtain early .
consultant (expert)

Itl'fJUtofstakeholders via
~tOl~en forum atboard

meeting, a town meeting, or ILegal reviewc'Hlference

Board Discussion of Proposal
(Include flexibility forpublic dlscusslodj

Not to Issue Advisory Opinion
- net board consensus
- betard determines not appropriate

for advisory oplnon
- 18!l;Jal advice against Issuance
- referred for rule-maklng

I Board Decision --.

---------------, ----;...-----,
Board of Nursing
Issues Advisory

Opinion*
*Should be periodically
reviewed and updated
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Discussion
Many of the contacts between regulatory boards and private parties involve requests for advice. Boards may be asked
about agency policies, procedures or interpretations of statute and roles. Boards may also be looked to for teebnical
expertise in the professional ileld they regulate. Many of these interactions do not rise to the level of requiring advisory
opinions or declaratory statements. The most common response to inquiries is to provide information via telephone
or correspondence. However, some agencies provide more formal types of advice.

The beneilts of issuing advisory opinions/declaratory statements ifa board is soauthorized include the positive effects
afforded by responsiveness to requests and include promotion of voluntary compliance and prevention of violations.
SeveralMemller Boards responding to the task force's survey indicated thebelief that having such statements available
deaeased the number of phone calls on particular subjects. Other benefits noted included consistency, uniformity in
interpretation, and time savings for board staff. Sometimes the opinions force more in-depth examination of topics.
One board indicated that the opinions are ''more fluid than regulations" and help in providing a framework.

While providing information and advice is usually perceiVedas helpful to the public, the biggest question raised by the
practice is whether or not the requesting party can rely upon the advice received. What if a nurse were to contact the
board and then relied on erroneous information? This could be to the nurse's detriment. How much reliance on staff
advice not formally endorsed by the board is reasonable? In such a situation, would the interest of the public outweigh
the interest of one individual? And if the advisory opinion is one offered by the board. does that board leave itself to
allegations of improper rulemalting?

Some of the advantages of advisory opinions include having consistent, prepared responses to selected practice
questions, which can be time-saving for the staff. The task force discussed the possible use of advisory opinions by
licensees as an afiumative defense in discipline cases. The board might be challenged if a board determination affects
the legal ability of a nurse to practice, e.g., changing requirements to practice. Then the standard ought to go through
the statutory rule making process, with all its protections.

Advisory opinions can be useful for speaking to emerging standards, subjects on the cutting-edge. And some of the
task force members felt strongly that a citizen ought to be able to call the board for answers.

The considerations against the use of advisory opinions include the time required for development and maintenance.
Multiple aspects of nursing practice are constantly changing, requiring frequent updaling. It is not incooceivable that
a board could adopt an opinion and need to revise it the very next board meeting. The task force members expressed
fear of developing a "laundry list" and were concerned that scope ofpractice questions could haunt the board. In some
jurisdictions, attorneys have advised boards against issuing advisory opinions.

The task force identiiJed that a critical concern regarding advisory opinions is the maintenance of those opinions. The
group thought it essential that boards that do use such opinions review them frequently for accuracy and currency. An
example of a Member Board that has an active and ongoing review ofits advisory opinions is Arizona. In 1994-95 the
Scope of Practice Committee Project undertook the review and revision of almost 50 Arizona State Board ofNursing
opinions issued between 1987 and 1995. The committee determined that over two-thirds of the opinions required
revision. Arizona also developed the Arizona State Board of Nursing Inquiry Algorithm to inform facilities of the
process of advisory opinion development

The concern over maintenance of the binding or precedental effect of advisory opinions can be met by a board clearly
stating that advisory opinions do not have any such effect. In addition, concern over consistency of advisory opinions
can be ameliorated, in part, by notroutinely issuing such opinions in response to individual inquiries andreserving them
to address issues of wider importance.

Condusions
There is considerable variation among boards regarding advisory activities. All boards responding to the task force's
survey indicated that they respond in someway topractice inquiries, oftenby telepboneconversationsorcorrespondence.
For those boards which are authorized and wish to use a more formal means for sharing information that has had the
beneilt of review and approval by the board of nursing, this paper has offered information, examples and some tools
to support this type of board activity.

National Council ofState Boards ofNursing, Inc.ll996



21

References
Dahlquist,. R. (1983). Advisory opinions, extrajudicial activity and Judicial advocacy: a historical perspective.
Southwestern IJpiyersity Law Review. 14. 46-79.

IacooeUi, I. (1985). Hypothetical disputes, moot points of law and advisory opiDloas. The Law Ouarterly Reyiew.
.llU. 587 - 626.

National Council of State Boards of Nursing, (1994). Administrative Law [Handout at Specialized Healtbcare
Investigators' Program in Boston, MA, September, 1994]

National Council ofState Boards ofNursing, Inc.l1996



1

Telecommunications Issues Task Force

Task Force Members
Lonna Burress, NY, Area I, Chair
Marilyn Bloss, FL, Area ill
Ida Rigley, ND, Area II
Kevin Wilks, RI, Area IV

Staff
Diane Creal, Policy and Practice Associate
Carolyn Hutcherson, Senior Policy Analyst

Relatlonshll) to the Organization Plan
Goal II Provide information, analyses and standards regarding the regulation of nursing practice.
Objective B Provide resources regarding health care issues which affect the regulation of nursing practice.

Recommendations to the Board of Directors
No recommendations.

Background
The 1995 Delegate Assembly directed that the National Council "study issues related to telecommunications

practice across jurisdictional lines." It quickly became apparent to the task foree, which was appointed by the Board
of Directors, that the practice of nursing over distance using telecommunications technology was occurring and
growing exponentially. The issues thai the task force identified and explored are contained in the following report

Highlights 01r Activities

• Research of the Issue
The illiitial activities of the task force centered on researching the topic of telecommunications technology and

determining the extent to which this technology impacts the practice and regulation of the profession ofnursing.
Methodologies for data gathering included: literary searches; Internet searches; Member Board surveys; staff
attendance at national telecommunications technology meetings; analysis of regulatory models (actual and
potential); andameeting with theCEOofa company whousesnurses 10providenursing care via telecommunications
technology to the elderly in rural Kansas.

A preliminary literary search on telemedicine yielded 175 articles which were published between 1991-1995,
71 published in 1995 alone. The articles provided information regarding the various applications of
telecOlllDUlInications technology used in the health care arenaand the populations most appropriate to the provision
of care via this technology.

An Internet search was also conducted on the subject of telecommunications technology and, more
specifically, the subject of telemedicine. An Internet Resource Directory was compiled which contained
information on telemedicine resources and services, the Telemedicine Research Center, and the International
Telenurses Association. The resources included information on journals on telemedicine as well as information
about the .American Telemedicine Association (ATA) and the Telemedicine Research Center. Internet searches
also yielded information on an organization named the International Telenursing Association (ITA). Through
personal communication with the president of ITA. it was discovered that there are over 300 nurses who are
members of this organization and the membership continues to grow.

Further activities of the task force led to the discovery of Linda Roman, CEO of HE.L.P. Innovations, a
company Ibatprovides telenursing services to the elderly in the rural areas ofKansas. The taskforce provided every
Member Board with a five-minute video which depicts these services. In a meeting at the National Council, Ms.
Roman also outlined ideas for multi-state expansion and identified issues emerging from current state regulatory
requirements.
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Staff 81 the National Council81teoded abe Federation of State Medical Boards (FSMB) meeting on issues
re1aled to licensure and teJemedicine. Physicians. medical board members. attorneys. and the president of the
American Telemedicine Association were in attendance to discuss the issues surrounding the use of
telecommunications teebnology in the provision of care. The FSMB clearly identified the development and
expansion of teJemedicine as an issue which impacts the licensing system and developed proposed model
legislalion which would address the practice ofmedicine across state lines. Essentially. the FSMB bas proposed
that a physician who wants to practice telemedicine across state lines must have a limited license in the state in
which he wants to practice. The limited license would allow a physician to practice telemedicine only in that state.
Theoretically. ifa physician wanted to practice telemedicine on anationallevel, limited licenses wouldberequired
in all states. The use ofnurses in the provision ofcare via telecommlmic8lions technology was identified as having
potential impact on the profession of medicine. Furthermore, licensure and reimbursement are consistently
identified in conferences and articles as the barriers to the development of telemedicine.

In an effort to determine the current stabJS of state laws as they pertain to the practice of telenursing across
jurisdictiooallioes, the task force developed a survey for Member Boards (Attachment A). Initial analysis of the
survey yielded at least two important conclusions: 1) there was enormous disparity between states regarding the
regulalion of nursing practice across state lines; and 2) cmrent state laws in a number ofjurisdictions present a
barrier to the practice of telenursing. Of the states responding (n=41), 31% require that a nurse take orders only
from an authorizedprovider licensedin thestate; 14% forbid taking orders from a provider licensed inanotherstate;
58% have laws which are silent; and 24% permit nurses to take orders from an authorized provider licensed in
another state. The survey also revealed that 26% of the respondents were aware of telemedicine projects in their
state. In response to the realization that current state laws may be a barrier to the practice of telenursing. the task
force explored options for revising the current system to adapt to the telecommunications explosion. Regulatory
models such as endorsement, reciprocity, a limited license for telenursing (similar to the Federation of State
Medical Boards' model), a national standard implemented at a state level, and a federal model of regulation were
researched and discussed.

• Identiftcation and Analysis of Issues
Initial analysis ofthe issues indicated the need to identify the roleof the nurse anddefme the practice ofnursing

using telecommunications technology. The task force resolved tb8l this concept should be referred to as
"telenursing" and proposed the following worlting defmition and description of telenursing:

TBkllunillgufia«l- the practice ofnursing over distance using telecommunications technology.

Telellunillguscrlbed - any act in the observation, care and counsel ofthe ill. injured and infirm in the
maintenance ofhealth or prevention of illness of individuals, groups of individuals or the management of
health care delivery systems; in the supervising, teaching, directing ordelegation ofcare to otherpersonnel;
in the assistance with, implementation of, or correction to the medical treatment plan; or in the nursing
treatment aMlor health care plan utilizing telecommunications technology.

Based on the results of the data collection, the task force identified a number of telecommunications
technology modalities which are currently used in the practice of telenursing. Examples ofthe types of teebnology
more commonly used in the practice of tclenursing include:

• Telephone
• Facsimile
• Cellular phones
• Video phones
• Computers
• E-mail
• Voice mail
• CD-ROM
• Electronic bulletin board
• Audio tapes
• Audio-visual !apes
• Teleconferencing
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• Video conferencing
• On-line sem.ces (e.g., America On Line)
• World Wide Web
• Internet
• Interactive television
• Real-time camera
• Still-imaging

The use of the telepbone in telephone triaging and checking bi<metric testing equipment from a distance are
probably the most widely recognized example of telenursing. Additional examples of the practice of telenursing
using the telephone as the method of telecommunications technology are:

• Obtaining test results (e.g., lab, x-ray)
• Perform patient follow-up activities
• Patient education
• Professional consultations

Although the telephone is arguably the most common method of practicing telenursing, other types of
technology such as the use of video cooferencing and via two-way interactive television to conduct home visits
are becomingmoreprevalent. Technology such as interactivevideo. e-mail, and computers have wide applications
in the field of telenursing. Examples of nursing using technology in the provision of care include:

• 1be assignment and performance of home visits using video conferencing (e.g., receipt of assignment.
making the visit, charting. fonow-up, video/audio equipment assessments)

• Perform home visits via two-way interactive television
• Assist the physician in the implementation of a medical treatment protocol (e.g., x-ray, surgery)
• Participate in consultation (e.g., MD, RN. other professionals, patimnt, family)
• Electtooic charting
• Review of the literature to determine national standards of care
• Review treatment standards or protocols

Medical call centers were uncovered as a relatively new phenomenon in the field of telenursing. Medical call
centers have nurses and/or clerical professionals direct patients, through the use of technology, to the appropriate
level of care before they self-select potentially expensive or unnecessary levels of care. 1be call centers are
typically used by the patient after a local provider's office bas closed. Both the various types of technology used,
and the use of medical call centers and other settings for telenursing to occur, indicate the growing trend of
telecommunications technology in the provision ofnursing care and the impactofthis technology on the regulation
of the profession.

In conjunction withdetermining the pervasiveness oftelenursing, the following concepts for the development
ofregulation models which would allow for the inevitable explosion of the practice of telenursing were identified
and forwarded to the Nursing Regulation Task Force for consideration in the development of future models:

• Port of entry into nursing practice (linked to statutory authority)
• Standardization of all board functions including the acceptance of a single disciplinary decision
• Mechanism for states to remove harmful practitioners and safeguard the consumer

• Outcomes of Analys. and Deliberations
In response to the data and information collected between September 1995 and April 1996, the task force

developed the following Statements ofBeliefto provide a framework. for the development of potential models of
regulation that would facilitate the practice of telenursing across jurisdictional lines:

1. The health care delivery system is changing. Nursing will assist consumers to manage their health care
at a setting of their choice, utilizing telecommunications technology and nursing science.

2. Telenursing is multidimensional. Practice occurs at the site where the consumer is located, in the
interactive spaceoftelecommunications technology, and at the site where the nurse is physically located.
Primary discipline occurs at the site where the consumer is located. Any additional authorizing bodies
may take disciplinary action.
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3. The tele-health system facilitates access to the appropriate resources which include, but are not limited
to, telenursing and telemedicine.

4. Current interpretations of the law require licensure of the practitioner in the state where the consumer
resides. This presents a barrier to the effective and efficient provision of telenursing.

5. Regulalion needs to protect the consumer withoutstagnation oftelenursing care. Nursing boards will fail
in their mission to protect the consumer if they fail to remove barriers to access cost-effective. safe, and
efficient care.

6. The transition from an indusbial-based society to an information-based society is a driving force for the
reengineering of the health care delivery system.

7. Failure toaccommodale the informationrevolution couIdresuItin federal licensure, corporatecredentialing,
or some other loss of ability of boards of nursing to protect consumers.

8. The solution must be value added and provide creative, innovative strategies to accommodate the
changes-not just new ways to do old things.

9. Systems must go through chaos to change.

10. Telenursing will include multiple levels of providers. Registered nurses will remain responsible and
accountable for planning, coordinating, and delegating nursing care.

11. Nurses will adapt their knowledge, skills and abilities to provide care safely and effectively via
telecommunications technology. There must be adaptation made for the unstructured environment and
the limitation of not being physically present.

Issues Recommended for Review by Boards of Nursing
(Statements are not interukd to address all emerging issues and issues will change over time.)

1. It is essential that boards of nursing and nurses recognize that the use of telecommunications technology
in nursing practice bas moved beyond a simple tool used in providing care to a new, evolving,
multidimensiooaJ delivery system. This change requires Member Boards to evaluate and take action to
promote and protect the consumer's interest.

2. Boards of nursing are faced with the need to legally recognize, accommodate and regulate telenursing
activities in ways that protect consumers without undue economic or regulatory burden.

3. Boards of nursing must move immediately to standardize their state practice acts in the areas of
requirements for licensure, discipline, practice, education and continued competence.

4. Boards need to move swiftly to evaluate and adopt practice standards related to nurses' roles in
teJenursing/telemedicine utilization of technology, confidentiality, and storage of electronic medical
information, in order to assure the consumer's health, safety and welfare is protected.

5. A standardized regulatory approach should result in a global system that clarifies local and state
responsibilities in all provider recipient relalionsbips; allows for nurse ownership of and probability of
credentials, assist geopolitical boundaries to become permeable; and supports the consumer's accevs to
the right care, at the right time, by the appropriate provider in the most cost effective manner.

6. The provision of quality telenursing, telemedicine and/or tele-healtb care requires collaboration among
and between licensed qualified providers.
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7. Quality assurance and continuous improvement must be integral parts of the emerging delivery system.

8. The final model adopted in response to the changes in the delivery system needs to be simple,
straiglUforward and include the following features:
a) open platform
b) intezactive
c) mobility
d) convertibility
e) connectivity
f) ubiquitization (teebnology spreads down through every layer of provider)
g) global in scope

9. Boards must ensure their legal right to access assumptions included in all treatmentprotocols so that they
may ensure that the systems developed support good outcomes for consumers.

10. Boards must move to require taping, storage and preservation by reasonable means of all therapeutic
intezactions.

11. Changes in delivery systems will cause changes within Member Board operations.

• Action Plan
In an effort to assist Member Boards with the realization that telenursing was occurring and growing at an

exponential rate, the Telecommunications Hotline was developed. The objective of the Telecommunications
Hotline is to disseminate pertinent telecommunications technology or telenursing information toMember Boards
ina timely manner. Additionally. articles have beenwritten for the National CouncilNewsletter when appropriate.

Future Consideration. for the National Council
• Utilize the information collected in the development of future regulatory models.
• Continue to study developments in telecommunications technology related to the health care delivery system and

nursing practice.
• Continue to study the regulatory implications of the developments in telecommunications technology.
• Continue to monitor the impact of the rapid changes occurring in the development of telecommunications

teebnology on Member Boards.
• Continue to disseminate Telecommunications Hotline. communicating current developments in the field of

telenursing or telecommunications technology.

Meeting Oat••
• November 6-7,1995
• December 13, 1995 (telephone conference call)
• February 14-16, 1996
• March 1,1996 (telephone conference call)

Recom....ndatlon. to the Board of Directors
No recommendations.

Attachment.
A Member Board Survey Regarding Practice Across State Lines, page 7
B Bibliography, page 9
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ATTACHMENTA

Membler Board Survey Regarding Practice Across State
Lines
Novenlber 1995
41 RESPONSES

1) Please cbeck the statement which most accurately describes the law in yoW' state:

a) The law requires that a nurse take orders sm1x from an authorized provider licensed in the state.
Yes ....ll No ....2Q

b) The llaw forbids taking orders from a provider licensed in another state.
Yes .~ No -.ll

c) The law is silent as to a nW'se's authority to take orders from a provider licensed in another state.
Yes.~ No-l

d) The law permits nurses to take orders from an authorized provider licensed in another state.
Yes _...1!l No ....12

2) If you an~,wered yes to #lc, would your state deem it legal for nmses to take orders from a licensed provider in
another state?

Yes~ No--..4

3) Ifanswen~yes to #1d, are there any conditions or limitations on the authority to take orders from:

Must be a border state

Must be o:rder from category of provider authorized
to prescribe in this jW'isdiction

Other

Yes-L No~

Yes-L NO--2

Yes --A- NO--2

4) Has your Hoard issues rulings or interpretations about this practice?
Yes ....12 No --Z1.

5) Has any other entity in your state issued any rulings or interpretations about this practice?
Yes -.6 No -l2.

6) Are you aware of any pending activity in this area?
Legislativc::: Yes --A- No-ll

Attorney General:

Other BoaIds:

Yes-L No-...ll

Yes ---L. No-...J2
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7) Are you aware of any telemedicine projects within your state or whether your state is participating in a project?
Yes-ll No~

8) If yes, is nursing involved in these projects?
Yes -...J.. No -.JQ

National Council ofState Boards ofNursing, Inc.l1996
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Commlunications Evaluation Task Force

Tuk Force Members
Iva Boardman, DE, Area IV, Chair
Polly Johnson, NC, Area ill
Charles Bennett, CA-VN, Area I
Pat McKillip, KS, Area II

RelationshllP to Organization Plan
Goal IV Promote the exchange of information and serve as a clearingbouse for matters related to nursing

regulation.
Objective C ........ Facilitate communication between National Council, Member Boards and related entities.

Recommendatlona to the Board of Directors
In order to maintain and enhance National Council communications on current regulatory information regarding

testing, licensure, public policy, education, unlicensed assistive personnel, and research, the Communications
Evaluation Task Force recommends the following:

1. That the National Council expand the distribution of all National Council communicatiom, targeting
employers other than acute care as first priority.

Rational.
Currently, National Council communications are distributed to boards of nursing, board members, nursing
education facilities, and some nurse executives. However, the task force notes that the face of the bealth care
workforce and delivery system is shifting. National Council's activities and communications are of interest to all
members of the nursing/bealth care community, including those members not currently reached in areas such as
long-term care, bome health/rehab institutes, ambulatory care, independent practitioners, occupational settings,
and conswlllers. Initially, these people could be reached by expanding the distribution of Issues. Eventually, the
task force believes that it would be beneficial to expand the distribution of all National Council communications
to reacb a wider audience.

2. That the National Council revise and expand communications processes and content to reflect current and
emerging trends and issues.

Rational••
The task force noted that the survey responses included many comments requesting information on current trends
in nursing. The task force agreed that if the National Council would be distributing its communications to a wider
audience (as requested in recommendation #1) those communications would have to reflect current trends and
issues to address readers' information needs. This was brougbt to the task force's attention by survey responses
requesting information on the Pew Commission recommendations, consumerrigbts, and other currentbealth care
trends. Altllougb the task force bad some specific suggestions to start the implementation of this recommendation
(see sugge:§tions listed below), its recommendation reflects a general policy that sbould be followed for all
communications.

3. That the National CooneUestablish a formal evaluation process ofaD National Council communicationsand
a task force be established in FY97 to faciUtate the development and implementation of such a process.

Rstlona/.
Currently, 1here is no system in place that gathers feedback on National Council communications. As National
Council communication activities expand and are distributed to a wider audience, feedback is important because
it can identJify readership, usability and value of eacb communication vebicle. A task force could establish the
process ofgathering information and bow to use it toevaluate and enhance National Council communications. The
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Communications Evaluation Task Force believes that annual evaluations of activities are important in keeping
National Council communications on IraCk and valuable to its audience.

Background
The task force created a survey that requested input from readers OIl all National Council communications. The

survey was mailed to a portion of the Issuesmail listand to boards ofnursing (n=5,OOO). A response ofover ten pezcent
was received, which is considered to be a reasonable response rate when weighed against the one--time only survey
approach used to minimize expenses while still capturing an overall reflective response. Survey results were tallied
(available upon request), and this information was used as a starting point for the task force's meeting. From the survey
results, the task force drew the following conclusions:
• Issues is the most widely-read communication of the National Council.
• Issues' testing and nursing practice and education editions were highly rated; research and the annual meeting

editions were poorly rated.
• Those respondents who received brochures gave high rankings to content and value. Many respondents did not

know brochures were available.
Respondents wel'e not well-informed about availability of National Council publications on the full range of
subject areas.

• NCLE)[Bf Program Reports were highly rated, but the task force found the abundance of negative comments
disturbing.

• Most of the respondents were deans/directors and educators at schools of nursing; boards of nursing had a low
response rate.

• Overall, respondents were satisfied with National Council communications.
Many respondents are interested in receiving more National Council communications and direct mail information
on the availability of new communications.

Highlights of Activities

• Sugestions for Cltange:
In its discussions on the results of the survey, the task force noted some suggestions for change in

communications that fall under the general recommendations as follows:

1. That the National Council expand the distribution ofall National Council communications.

a. Publish Quarterly Highlights of the NeWSletter-Many boards include National Council information in
their state-level newsletters and use clips from the National Council Newsletter as content By publishing
a summaryof the National Council Newsletter information in aquarterly electronic file, Member Boards
would be able to download the information and inSel't it into their publications as needed.

b. Expand communications to the consumer audience through development of a brochure regarding the
regulatory process and consumer rights.

2. That the National Council revise and expand communications process and content to reJkct current and
emerging trends and issues.

a. The task force supports the use of electronic communication--communication modes are changing
rapidly with the onset of new technologies. The benefits of these new technologies (e.g., rapid
transmissions of communications, availability to wide audiences at low cost) make these technologies
attractive alternatives to traditional communications. The Communications Evaluation Task Force
supports the exploration and use of new technologies.

b. Issues content should be changed to include publicpolicy. Rather than add an additional editionofIssues,
the task force suggests that the Fall edition's focus (currently Annual Meeting) be changed to Public
Policy with the inclusiOll of a small section on Annual Meeting important events.
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c. Allign production timelines to ease data collection for research publications. Data collection for Member
Board Profiles and Licensure and Examination Statistics are currently collected on schedules that
coincide with periods of heavy activity at the board of nursing level. This results in a slow-down in the
data collection process, which in tum delays the publication's release date. The Director of Research
SClrvices met with the task force to discuss alternate collection/publication dates for Member Board
Profiles and Licensure and Examination Statistics. The task force recommended an alternate schedule.
tu be implemented by the Director of Research Services, that may enhance these publications data
collection and delivery system.

3. That tJU! National Council establish aformal evaluationprocess ofallNational Council communications and
a taskforce be established in FY97 to facilitate the development and implementation ofsuch a process.

a. P:rovide survey data collected by the Communication Evaluation Task Force to a new task force for
background information and discussion.

Recommendation. to the Board of Directors

1. That the National Council expand the distribution of all National Council communications, targeting employers
other than acute care as fU'St priority.

2. That the National Council revise and expand communications processes and content to reflect current and
emerging ttends and issues.

3. That the National Council establish a formal evaluation processofall National Council communications and a task
force be established in FY97 to facilitate the development and implementation of such a process.

Meeting Oat••
• February 8-9, 1996

Future Aethl'ltlea
With tbisreport, the task force bas completed its charge for FY96, but bas recommended to the Board ofDirectors

that evaluatiotl ofcommunications continue and that a task force be appointed to develop and implement an evaluation
process.

Attachment
A Communications Evaluation Survey Results, page 5
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Attachment A

Communications Evaluation Survey Results

Total Respol1S(:: 470

Which of the lrollowlng communications have you received directly or as ''hand rne downs"? (check all that
apply)
Issues 97.2%
Brochures 41.6%
Insight 26.7%
Books 13.2%
SNLQ 6.2%
Videos 18.8%

When do you IlJecorne aware of the availahility of National Council publications?
29.4% 1-2 weeks after availability
31.1% 2 weeks - 1 month after availability
20.0% 2+ months after availability

How do you gl~nerallyhear about National Coundl publicatiolL'l? (check all that apply)
84.4% Issues announcement or reference
24.3% Member Board Newsletter article
35.6% Direct mail
9.0% National Council's exhibit booth at conventions

20.9% Word of mouth
1.1% Other

Would you Wre to receive direct mall information about National Council publications as they are made
available?
90.6% Yes 6.0% No

IfNattonal Council publicatiolL'l were available on the World Wide Web, would you be able to access them?
47.3% Yes 47.4% No

Would you pl'lefer an electronic format over a printed format?
7.5% Yes {Jirefer electronic)
61.2% No (pl'efer printed)
28.5% Doesn't matter

Does National CouncU's name on a publication affect your decision to read it?
82.1% Yes· 15.1% No

If yes, why? (check aU that apply)
75.3% Reputllble source of information
18.3% Member affiliation
31.1% Earlier publications proved valuable

1.1% Other
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If no, why? (check all that apply)
0.4% Not aware of National Council's namelreputation
o Haven't been satisfied with earlier publications
10.0% Purcbase only what is necessary (regardless of source)
0.2% Other (please specify)

NEWSLETrERS

ISSUES
Do you receive Issues?
95.7% Yes 3.2% No

How much of Issu" do you read?
All Half Scan None
68.0% 14.7% 15.4% 0.0%

How often do you read the foUowing:
Articles
President's Message
Communications Corner
National Council Updates
Questions & AnswerslLetters
Advenisements

Always
67.0%
57.1%
65.5%
81.9%
56.5%
26.0%

Sometimes
29.6%
37.9%
29.6%
14.7%
36.6%
53.6%

Never
o
0.6%
0.6%
o
1.3%
12.6%

Issu" highlights one of four National CouncU areas in each edition (Testing, Nursing Practice and Education,
Research, Annual Meeting). Were you aware of this?
59.3% Yes 37.9% No

Is there one topic: area that you read more thoroughly than the others?
57.8% Yes 34.7% No

If yes, which one?
38.8% Testing

3.6% Research
0.6% Annual Meeting

35.6% Nursing Practice & Education

Does Issu" need improvement?
6.0% Yes 58.9% No

If yes, what can Issues do to make it more valuable to its readers? (please specify)
stats on exams; act to nursing dilemma-no jobs; CNAs and HHAs practicing nursing without supervision or
penalty; a career that needs an overview
more headline-type condensed news
more info on research
more information on national trends in education and practice
not sure since to a board of nursing member
section on dates, new regulations, bibliography section, some humor
more frequent Issues publication
somewhat
would like monlhlyear of publication; continue to have latest information available
unsure
use bigger fonts for print; include more tables and graphs
we all need to improve always-nothing specific at this time
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would be difficult because we have so broad an area of interest
sometime~, articles seem to repeal themselves
clearer explanations in testing and grading; also NP&E simulation
always giye info on bow to contact authors or get more information
sometime~, redundant information. edit more
format presentation
keep up good communicating
doesn't look appealing to the eye; researcb is boring reading; rarely do I find info related to PN education.
format ancll size are OK; I would like more information on Pew Commission follow up; also on impact (negative
and positive) of unlicensed multicompetency bealth care provider on nursing
as a board member, receive prescreened articles only; this is no position to judge entire document
bard to follow; articles are continued from page to page
headline olr feature most signifICant practice issues
I like iss.:s of practice, legal issues the best
I would like articles to be on consecutive pages instead of sldpping 2-3 and having to look for the last paragrapb.
improveml~nts should always be considered
include all levels, i.e., nursing assistant and practical nurse
include publication list annually
indicate focused area
just continue to keep us informed about national issues
keep doin~: as in past
everything; I'd like to see more news from different state boards

Please rate Issues for the value of its infonnation on a scale of 1-5, with 1 being poor and 5 being excellent:
Average rating: 4.16

State Nursing Legislation Quarterly (SNLQ)
Please answer lhe following only if you are afflliated with a Member Board. If you are not afflliated with a Member
Board, skip to ..Others."

Do you read SNLQ on-Une?
2.8% Yes 13.4% No

If yes, is the on-One service informative?
76.9% Yes 15.3% No

Do the legislative summaries provide enough information?
92.3% Yes 0.7% No

If no, why dolll't you read SNLQ?
3.0% I did lliOt know that it is available
2.6% I do not use on-line services often
o I tried it, but did not find it informative
0.4% I do not have time to read it
1.1% Other (please specify)

-OTHERS--
Were you a pIIlSt subscriber to SNLQ?
10.9% Yes 66.4% No

If yes, have you missed receiving SNLQ?
9.6% Yes 4.9% No
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Do you currently have a need for information on current legislation about nursing and/or 1llV+/AIDS?
55.7% Yes 14.2% No

Is this information addressed by another source?
23.0% Yes 30.4% No

If yes, please specify:
INA
Legislative Network for Nurses
state nursing associations; other
keeping up on legislative action
this information is available in many other sources, which is a problem
journals at bospitallibrary
state board newsletters, memoranda
ANA,NJSNA
AACN, NLN, ANA
Florida Board of Nursing Consultant, Continuing Education Department of school system
but need to have mUltiple resources
capital update
joumals, NLN
internal VA communication
workshops
Alabama Stale Nursing Association (sometimes)
faculty member monthly summary interest provides updates to our faculty (online)
only as available through board of nursing meetings
Health Department Epidemiologist
professional association
state nursing association
nursing journals, state newsletters
ANA Capital Update, AACN Bulletin
nursing organization, publications (NLN, ANA)
AACN
American Red Cross
Federal Register, Capital Update
OOPNE
Florida Stale Board and FHA
american nurse
department of health
Michigan Nurses Association
CDC
director, board of nursing
state/national nurses association
faculty on stale board
all professional nursing organizations have this information
MNACabinet
MN Health department newsletter
PNA newsletter, legislative update

Would you read SNLQ lilt were available on the Internet?
30.1% Yes 38.9% No

Would an Internet-accessible version of SNLQ be valuable if the bUIs oronly 25 states, as well as federal biDs,
were represented?
27.7% Yes 34.2% No
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Would you be willing to pay a modest fee (under $30 annually) to access SNLQ on the Internet?
18.1% Yes 50.0% No

BROCHURES

% received
12.4% Your !Nursing License is Your Master Key
70.4% NCUocnc Using CAT
56.9% NCUocnc Candidate Information
13.4% Nursing Regulation Protecting the Public
37.1% Computerized Clinical Simulation Testing
24.1% National Council Communications

Rating (4 highest)
3.71
3.71
3.71
3.63
3.56
3.50

Were you awa,re that National Council has brochures available on these subjects?
39.9% Yes 45.1% No

Would you like to see brochures on additional subjects (not listed)?
19.2% Yes 27.4% No

If yes, please specify:
overview of National Council to distribute to students
trends and role in managed care environment
licensure - educating nurses
NCLEX CAT outcomes or test results
implications for the unlicensed healthcare provider
role of Nalional Council in regulation and legislation
test item d:velopment information for students, public
information on job placement of graduates with deficient educational preparations
sexual misconduct
any, related to mission, goals
all areas that affect practice; law, education
graduate diila after NCLEX
models for nursing documents on issues
implications of managed care
enrollmenl and employment trends
legal issue;§
I would like all of the above - the most current publication
nursing trends
whatever b of interest to educators
delegation" differentiation of nursing practice
legislative issues, National Council information or position statement
sexual misconduct
what is National Council: historical, mission, purpose, composition, office meetings, etc.
nursing renulation, testing
nursing legislation process
National Council Communication, Nursing Regulation, Protecting the Public
ethical issues; retake tips for maximizing NCLEX CAT success
overview of the professional regulatory process for nurses
new board member
something on complaints orhow new graduates can protect their license; with downsizing, many are accepting too
much responsibility
legal implications for delegation
nursing pnlCtice changes, advanced practice issues, UAP issues
activities 11~: continuing education as a mandate
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changes in nurse practice acts and/or rules and regs for each state
resources available to Member Boards
as topics develop
national health care changes occurring
I'd like to see the-brochures I haven't received
Pew
professionalism-attitudes and behavior
the value of nursing to the public, e.g., protecting public from impostors, etc.
legal issues affecting practice
CAT

PUBLICATIONS

I. Concephull F,."....,or/c on Conlillu. Competence (1991)
Have you received the ConceptlUJl Fnunewor/c on ConlillutNl Competence?
4.7% Yes 89.7% No
If no, skip to Section n. If yes, please answer all questions.

What portions of the Concephull Fnunewor/c on Continued Competence have you used?
72.7% Whole document
4.5% Selected portions (please identify)

Is the Infonnation In the ConceptlUJl Framewor/c on Continued Competence:
Current? 63% (0 No)
Accurate? 63% (0 No)
Useful? 77% (0 No)

How was the ConceptlUll Fnunewor/c on ContinutNl Competence used? (check aU that apply)
45% IdentiiJed possible approaches to issue
31% Stimulated debate
18% Provided support of a board position
49% Provided direction
o Other (please specify)

Is there something that you wished ConceptlUll Fnuneworlc on Continued Competence addressed that it did not?
0% Yes

U yes, please specify:
used to develop legislation
I worked on nurse practice act reform in Massachusetts
curriculum
education in graduate program
information

Other comments regarding the usefulness of the Conceptual Framework on Continued Competence:

n. Model UplsliN Clulnges tuUl Model AdministmtiN Rules for AdWlncetl Nursing Pradu:e (1993)
Have you received these APRN Models?
9.0% Yes 86% No
If no, skip to Section ill. If yes, please answer all questions.

What portions of the APRN Models have you used?
60% Whole document
29% Selected portions (please identify)
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Is the lnfOl'llllltion in the APRN Models:
Current? 83% Yes 2.3% No
Accurate? 83% Yes 0 No
Useful? 86% Yes 0 No

How were the APRN Models used? (check all that apply)
69% IdentiJf1ed possible approaches to issue
45% Stimulated debate
23% Provkled support of a board position
69% Prowled direction

Other (please identify)

Is there sometbing that you wished the APRN Models addressed that they did not?

Other commenlts regarding the usefulness of the APRN Models:

m. Model NUl'Se Aide Regulatio" Act tUUl Model Nurse Aide Admi"istrati"e Rules (1990)
Have you received these Nurse Aide Models?
4.5% Yes 89.6% No
If no, skip to IV. If yes, please answer all questions.

What portlom: of the Nurse Aide Models have you used?
38% Wbok: document
24% Select:d portions (please identify)

Is the infonnation in the Nurse Aide Models:
Current? 57% Yes 4.7% No
Accurate? 57% Yes 0 No
Useful? 62% Yes 0 No

How were the Nurse Aide Models used? (check all that apply)
33% Identified possible approaches to issue
14% Stimullated debate
10% Provided support of a board position
33% Provided direction

Other (please identify)

Is there sometllting that you wkhed the Nurse Aide Models addressed that they did not?
0% Yes

Ifyes, please specify:
haven't had time to read it yet
education in BSN program
nice role dilfferentiation between RN and LPN
infOrmatiOIl

classroom information for graduating students; information for faculty
on nurse practice act reform

Other commenls regarding the usefulness of the Nurse Aide Models:

IV. Model Nursing Praetke Act (revbed 1993, 1994)
Have you receilved this Model NPA?
11.5% Yes 82.6% No
If no, skip to Sc:ction V. If yes, please answer all questions.
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What portioI8 of the Model NPA have you used?
67% Whole document
17% Selected portions (please identify)

Is the infonnation In the Mothl NPA:
Current? 80% Yes 1% No
Accurate? 78% Yes 1% No
Useful? 87% Yes 0% No

How was the Model NPA used? (check all that apply)
55% ldentiiled possible approaches to issue
43% Stimulated debate
28% Provided support of a board position
54% Provided direction

Other (please identify)

Is there something that you wished the Mothl NPA addressed that it did not?
5% Yes

If yes, please specify:

Other comments regarding the usefulness of the Model NPA:

V. Model Nun;"g AJlmiIIistnltiN Rules (revised 1993,1994)
Have you received these Mothl Rules?
4.1% Yes 90.2% No
If DO, skip to Section VI. If yes, please answer all questions.

What portions of the Model Rules have you used?
74% Whole document
21 % Selected portions (please identify)

Is the infonnation In the Mothl Rules:
Current? 89%Yes 5% No
Accurate? 89% Yes 0% No
Useful? 95% Yes 0% No

How were the Mothl Rules used? (check all that apply)
68% ldentiiled possible approaches to issue
42% Stimulated debate
37% Provided support of a board position
63% Provided direction

Other (please identify)

Is there something that you wkhed the Mothl Rules addressed that they did not?
0% Yes
If yes. please specify:

Other comments regarding the usefulness of the Model Rules:

VI. Positio" Paper 0" the Regultttio" ofAdrfUlced Nursing Practice (1993)
Have you received the APRN Positio" Paper?
12.8% Yes 81.5% No
If no. skip to Section VII. If yes, please answer all questions.

National Council ofState Boards ofNursing. Inc./1996



13

What plrtiOlUI of the APRN Position Paper have you used?
65% Whok: document
25% Selected portions (please identify)

Is the information In the APRN Position Paper.
Current? 78% Yes 5% No
Accurate? 78% Yes 3% No
Useful? 80% Yes 5% No

How was the ).lPRN Position Paper used? (check all that apply)
47% Identified possible approaches to issue
35% Stimtilated debate
27% Provided support of a board position
42% Provided direction

Other (please identify)

Was there something that you wished the APRN Position Paper addressed that It did not?
2% Yes

If yes, please specify:

Other commenlts regarding the usefulness of the APRN Position Paper.

VII. Mothl G"itJelines: A NolUliscipUIIiIry AlterllllliWf Program lor Chemkally Impaired Nurses (1994)
Have you received the Model GuitJeUnes?
8.5% Yes 84.9% No
If no, skip to Section vrn. If yes, please answer all questions.

What portions of the Mothl GuitJelines have you used?
68% Whole: document
20% Selectl~portions (please identify)

Is the infonnation In the Mothl GuiMlines:
Current? 78% Yes 0% No
Accurate? 75% Yes 0% No
Useful? 85% Yes 0% No

How was the Atothl G"itJelines used? (check all that apply)
63% Identified possible approaches to issue
38% Stimulated debate
28% Provkled support of a board position
53% Provkled direction

Other (please identify)

Was there SORlething that you wished the Mothl GuitJeUnes addressed that It did not?
0% Yes

If yes, please specify:

Other commellts regarding the usefulness of the Mothl GuitJeUnes:

National Council ofState Boards ofNursing,1nc.l1996
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VIll. Tire NCLEXN Process
Have you received Tire NCLEXN Process?
33.7% Yes 57.9% No
If no, skip to Section IX. If yes, please answer all questions.

Please rate Tire NCLEXN Process for its value of information on a scale of 1·5, with 1 being poor and 5 being
excellent (circle your choice).
Average rating: 4.26

Was the Information in Tire NCLEXN Process:
Current? 91% Yes 1% No
Accurate? 90% Yes 0% No
Useful? 90% Yes 0.6% No

Would you recommend Tire NCLEXN Process to a colleague?
88% Yes 0 No
If no, why not? (please specify)

IX. Test Plan for NCLEX·RNTM and Test Plan for NCLEX·PNTM
Have you received the Test Plans?
64.4% Yes 29.6% No

If yes, which one?
78% NCLEX-RN 39% NCLEX-PN

Please rate the Test Plans for their value of information on a scale of1·5, with 1 being poor and 5 being excellent
(cirde your choice).
average rating: 4.21

Is the information in the Test Plans:
Current? 90% Yes 2% No
Accurate? 90% Yes 0.6% No
Useful? 88% Yes 4% No

Would you recommend the Test Plans to a colleague?
87% Yes 3% No

If no, why not? (please specify)
they are bard to follow in some areas
necessary for nursing education programs
vague
too general too be helpful
too broad
too general and broad, doesn't give enough info
not enough info
needs more explanation
yes, I share with swdents and faculty

x. NCLEXN Progrum Reports
Do you subscribe to NCLEXN Progrum Reports?
37.3% Yes 56.4% No
If no, skip to Section XI. If yes, please answer all questions.
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Please rauNCLExnc Progrrun Reports for its value ofinformation on a scale ofl-S (1 =poor,S =exceUent, circle
your choke).
average rating: 4.14

Is the infomultlon in the NCLExnc Progrrun Reports:
Current? 60% Yes 2% No
Accurate? 54% Yes 6% No
Useful? 55% Yes 5% No

Have you had problems with your NCLExnc Progrrun Reports subscription?
10% Yes 51% No

If yes, please !lpeCify:
price is very high for a limited budget
when it InlDsferred to another publisher, were not told of change
not timely enough and too difficult and expensive to get specific program (institutional) information
subscription problem rust time
needs more specific information for schools and individuals; not helpful at present
we haven't received our copy yet
did not rec::eive-needed follow-up; reporting of graduates not from our program
order take:. a long time to fill; data blank (national/state) when specific program has no grads in a given quarter;
we need tile data, so many phone calls are required
somewhat slow in arriving
did not rec::eive for 199_
info probl12DS
It is my understanding they will no longer be available---I liked them!
grads from 1994 late testers clumped with early 1995 testers in ApriVSeptember report
don't subscribe-price is OlITRAGEOUS
not accurate when candidate lists themselves as a rust-time person; skews data
billing
needs to identify factoring stats separately; can't be sure reports stats are our stats
incorrect report of number of grads who actually took NCIEX-RN; one who didn't was counted as a fail
intenupted
delays in reports being sent, sent wrong program report, then sent wrong dates
subscribed: in past; very helpful, but grad-date remains a problem
only received one
we are multiple campus and don't always give us each campus until reminded
have not yet received my report but have seen other schools' reports
when chaDlged publishers there was no information
very expensive

Do you think NCLExnc Progrrun Reports needs improvement?
19% Yes 30% No

If yes, please s:pecify:
report should respond to programs with small numbers or recommend not to purchase
more user-friendly data
need to be consistent; things are changing with each report
give some info on floppy, too
cost is too high, the percentiles are sometimes hard to understand, takes too long to get
question whether data is always from our graduates
I wish you could identify graduates by name
please graph sequentially, not comparing Fall-Fall
needs to clearly explain data; more explanation of what the results mean
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content area versus nursing process area
I wish it wasn't so expensive; I'd love to see trend data-program specific
accurate data
difficult to determine needed curriculum changes
problems is that New York does not give names of fast-time test takers, so I'm not sure if it is accurate
dates ot issues are confusing
could get information on more subtopic areas
don't subsaibe-too costly
The informationpublished was incomplete, apparently due to the small number ofgraduates sitting for the NCLEX
bard to interpret-whole issues without content (no takers); TOO EXPENSIVE; 00 not like them but hesitant
about not receiving them
not just yet
It is now difficult to determine how graduates have done in various areas compared to others in ameaningful way;
can there be an indication of numbers questions actually answered in each area?
lower price
better control of reporting of student results
more information regarding performance based on demographic data
statistics are hard to determine; use for curriculum needs
we have only begun to use-one report only
better way to let individual schools know how their students are doing
too expensive for amount of information given
more specific
more information administered more frequently
improvements have been made
more individual data needed
explanations need to be clearly stated
make more program specific ADN versus diploma versus BSN graduate information
improving timeliness of reports
it does not totally represent the graduates because not all graduates enter correct code
reporting should be done more quickly
very wordy; simpler language
needs to be more like nurses' review was before CAT
it would be helpful if reports were published in timing with an academic year rather than a calendar year
there has been much discussion among the school directors about the inadequacy of these reports
easier readability
more useful information; clear directions or help to interpret
absolutely, I want the areas where the failing candidates had problems
easier interpretation
can be confusing-ranking related ties the "per median student" class, and comparisons of like programs-will
have 30 of 33 and then 29/32-why do comparable numbers of schools vary?
nothing obvious springs to mind; it would be nice if the data could be presented more concisely
information is not easy to fmd; too many pages that say nothing
to make useful comparisons, we need to know numberofquestions per content area; report states more than 10 but
ifonly 11 questions versus 90 questions, makes a difference in interpretation
need to discuss with someone at NCLEX-results are confusing at this time
very lengthy
do not like the large notebook; would prefer small, separate notebook for each year/class

Would you recommend NCLEXN Program Reports to a colleague?
48% Yes 6% No

If no, why not? (please specify)
too time-consuming; no one wants to read them except me
because this is the only source we have for rating our program
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there is no other mechanism available to provide reliable/real data
incomplet.l~ information and incorrect program number; personnel seemed unable to correct; too costly
wouldn't recommend-too costly
haven't used it long enough
yes, but with reservation
no value
recommend with qualification that report is far less helpful than McGraw-Hill reports
only if improved
I use anodaer company!
reserve dilocussion until I am not confused about results

XI. Job AIUIl,sis ofNewly Lkensed Registered Nurses and Job AlUIlysis ofNewly Lkensed PracticallVocatiolUll
Nurses
Have you rea!ived the Job AlUIlysis publications?
28.1% Yes 65% No
If no, slcip to Section XII. If yes, please answer all questions.

Which Job AlltUysis do you use?
RN PNNN' Nurse Aide
78% 42% 6%

Please rate tb.~ RN or PNIVN Job AlUIlysis for its value of information on a scale of 1-5, with 1 being poor and
5 beinK exce"!nt (circle your choice).
Average rating: 4.07

In general, Is Ithe information in the Job AntJIysis publications:
Current? 87% Yes 6% No
Useful? 87% Yes 6% No

Would you recommend Job AlUIlysis to a coUeague?
83% Yes 7% No

If no, why not? (please specify)
too general
more deptlll needed, more topics
I would litre to receive
interpretation is questionable
would like: infonnation on getting latest plan
too vague
too long; takes too long to get to the point
nurse aide information not in format to utilize in practice environment; needs follow-up

XII. Profiles lifMember BOIII'ds
Have you rea!ived the Profiles ofMember BOIII'ds?
6.4% Yes 85.1% No
If no, slcip to EXHmITING. If yes, please answer the following questions.

Please rate Pnifiles ofMember Boards for its value of information on a scale of 1-5, with 1 being poor and 5 being
exceUent (drcle your choice).
Average rating: 4.04
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Is the information In the Profiles ofMember BOtII'ds:
Current? 83% Yes 7% No
Accurate? 90% Yes 0% No
Useful? 80% Yes 10% No

Would you recommend Profiles ofMember BOtII'ds to a coUeague?
73% Yes 16% No

If DO, why DOt? (please specify)
information accessible other ways--all Member Board

EXHIBITING

Have you attended a national nursing/regulation meeting/convention in the past year?
39.7% Yes 54.2% No
If no, skip to last section. If yes, please answer the following questions.

WhUe there, have you ever seen National Council's exhibit booth?
70% Yes 28% No

If yes, where? (check aU that apply)
16% ANA
47% NLN
13% AACN
2% AONE
1% NAPNES
1% NFLPN
5% NSNA

Other:
NOADN
Sigma Theta Tau
Sigma Theta Tau
NOADN
Sigma Theta Tau
NOADN
NOADN-Don't forget us!
National Council Annual Meeting
Sigma Theta Tau
CBHDP-NLN Milwaukee
NOADN
NOADN
Mosby conference
Consumer Advocacy Center
NPACE

Would you like to see National CouncU's exhibit at a convention other than those listed above?
24% Yes 43% No

If yes, please specify:
specialty nursing organizations
NOADN (listed multiple times)
N.Y. State Health Occupations Educators Conference, October 1996, Buffalo, New York
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Mosby's
state board programs
NONPF
AVA
multimedia conference by Stewart Publishing Medical College of Pennsylvania Conferences
NOADN
not sure
ENA Emf:rging Nurses Association Leadership symposium
every maJor conference for nursing, especially nursing education, such as NLN council for research in
Nursing Education
ICN-V81llcouver, 1996
Sigma Thl:ta Tau
AORN
specialty organizations
nursing educators conference at University of Memphis
NNSDD Conventions

Was the exhibit staff able to answer your questions?
56%Yes 2% No

Did you pk:k lip information?
56% Yes 10% No

TELL US ABOUT YOURSELF
Please answel~ the following questions to teU us about yourself:
Are you (cbec:k aU that apply)
81.7% RN
1.7% LPN/VN
0.6% Board staff
7.5% Board member
60.1 % DeanlDirector
54.8% EduClltor
2.1% Board executive officer

Other (please specify):
regional director, P.H.
previous board member
consumer member
director, ~~taff development
nurse prat;titioner
board president
former board member
student advanced registered nurse practitioner
acute can: case manager; WIE Nursing Supervisor
recruiter
staff nUl'Si::
SNAstaff
board COIlrunittee member
Public Ml::mber of board of nursing
CEO, OWiIl company
chairperson
executive of state nurses association
former board member
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librarian
VPnursing
assistant director
scboollibrarian
SNA executive director

In general, how do you hear about the publications you purchase?
42.9% advertisements in nursing journals
78.3% direct mail
35.6% references in journal articles
43.3% word of mouth

Other (please specify)
material sent to me by colleagues
item writer
Internet
state educators group
conventions
board of nursing
item writer
convention
conventionslworksbops
calling National Council
reprinted by board staff
Marcia Rachel
deans and directors council
Issues
pass-alongs
college
colleagues
state board

How many nursinglregulation publications do you purchase in a year?
7.2% 0
56.1% 1-4
21.7% 5-10
6.8% 11+

What other types of Informational communications would you like to see from the National Council?
develop a video on delegation; most practice acts now include this, but most nurses have never been taught howI
when/why to delegate
procedures/practices that may be rule role questionable with specific requirements, e.g., insertion of PEG tube
(req.) administration of chemotherapy (req.)
changes in nursing; trends in health care; new advancements in nursing responsibility
I would like to receive information on aU of the publications you have asked about in this survey!
improve the NCLEX Program Reports; for the money, they are a rip-off!
would purchase more National Council communications if I knew they were available
information regarding impact of institutional licensure and Pew Commission Board recommendations
current change being proposed and National Council's response-for example, institutional licensure being
proposed by Pew, what is National Council's response; other legislation
a Web page is a great idea; the classroom/offICeof the future is already here; an importantpublication such as yours
on the Web adds incentive for others to follow
listing of NLN-approved programs from aU the states to the Master level
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articles stICh as delegation in nursing by V. Burbach are excellent and timely resources; keep up this type of
information
discussion on NAFfA. Pew, etc.
concern about unlicensed persons
more information on National Council publications; after leaving the board (member), it is hard to keep up with
changes
would like to see many of these items listed
information on leaming-disabled students and preparing them for NCLEX-RN
we are a very rural region; the state office receives much of this information
national ~lDd state statistics regarding NCLEX-RN test plan output
anything that helps our educational programs keep current, relevant, etc.
simulation, full explanation on item-writing, item evaluation
I would like to be placed on mailing list for all publications; I really enjoy Issues, and would like to~ivemore
National Council information
job analysis projections
none-111m inundated already with information
meets my needs as is
how do I receive all of these publications; they sound great!
I would like to receive a brochure of National Council publications? I was not aware of publications available; I
would also like information about membership
advaocenotice on forthcoming changes in NCLEX-RN
job analysis for RN and LPN model nurse aide regulation model guidelines
1. Suggestions for nursing curriculum content related to board activities
2. video of examples of board meetings
3. video of reg. process in substance abuse
4. video depicting interrelationship of National Council-state boards of nursing-NLN-ANA-NSNA
trends in item writing content so professors can develop questions that are similar in style
not sure what available from National Council
legal issues, defmitions of scope ofpractice, some information regarding displacement of RN/education of work
force/substitution with auxiliary staff; more encouragement towards autonomy and independent practice
mini legislative update in Issues
more·delftnitive information regarding performance of candidates on NCLEX-RN
strategies to assist students in taking the exam right away and not delay appointments
analysis of multiskilling and public safety issues
informalion advertising your publications separate from Issues
apprecia.te being on mailing list; Issues has been very valuable and would like others
more infOrmation regarding VN board; results and any changes in how passing rates are determined and what are
criteria ,Or test questions included, e.g., recency of information, sources of information, universality of test items
basically, less-fragmented information
system by which schoolsofnursing can obtainpass rate ofgraduates in timely fashion nomatter where thegraduate
sits for the NCLEX-RN
trends in education and practice are most useful at this time; think you cover it well
national trends in nursing
nurse practice changes, nursing practice models, stand on advanced practice and use ofUAPs; differentiated roles
of LPN, ADN, BSN, Master's
listing Ctf area educational programs available
need to have people writing with current information at hand; things in small hospitals remain the same but new
technology in the larger facilities may have some students not getting questions right

Conunenu:
have not yet received our flfSt [NCLEX Program] report
thank you for your interest

~ most [of the publications purchased are] supplied by state board
no easy access [to SNLQ on the Internet]
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I like to keep current [on legislation about nursing and/or mvIAIDS; not aware that NC has brochures available
on all subjects]; we just subscribed have not received yet [NCLEX Program Reports]
I appreciate pertinent information on NCLEX to share with students; I have often found useful material in Issues
which I share as well
I chose not to ordeI' program reports due to cost; we used to subscribe to the report publication but found it to have
limited usefulness
[not aware ofbrocbures available] for those checked 'No'
I would like back: issues of materials not received which have been identified in this survey
I frankly cannot remember which I have seenlused
requested information on [Job Analysis] price, etc., July 20, 1995: no response
would like access to some brochures we do not receive
You are doing a great job; don't get discouraged!
much of the information you have requested is notavailable at this time for me to review and answer appropriately;
I enjoy Issues; it needs to be concise and limited to current topics
I found this survey far too detailed to fill out with any accuracy
please see comments under program reports
we need all of the information available to serve our membership
I am sent this survey, yet do not have access to your services/publications; while some SNAs have adversarial
relationships, we have a good relationship and I would like to receive more info from National Council; thanks
I am retired
this document too long and covered too many subjects; I just couldn't finish it; also, asking questions about 1991
documents and older, too [demanding]-I would have to go to files to find out!!
I feel the National Council has expanded into areas that are addressed better by the professional organizations; it
would appear that the National Council is trying to overstep its authority and will be answerable to no other group
while the university may receive your publications, I have not routinely received or read same
thank you
I believe you stay current; the information is useful; there is no need to request special topics since you usually stay
abreast of changes; just keep EQUAL representation of service and education
please add my name to list of publications specified in this questionnaire; also, send me information on above as
how we can receive
many of the sections do not apply to me directly; as a member of the ldahoBoard of Nursing, I receive the
information and work on that at board meetings
Send all materials available; I use them!
I don't remember the names of all the publications I've received
I've enjoyed all the information received
we must eliminate all nursing programs that water down the quality of professionals; only four-year BS degree
programs should exist if we want to elevate our profession to that of equivalent professions; the shortage is over,
so we must stress education
I am new in the position of director of nursing; I would like to receive all your information.
it is difficult to answer much of this as I receive an incredible amount of nursing information and I really do not
remember where I receive it; I refuse to remember because it adds to the "mind clutter" that I do not need
I am unaware of the total array of communications published
new board member, not sure of titles, but enjoy what I read
I am very impressed by the caliber of resources from the National Council
I am interested in becoming more involved in NLN in a working role
I appreciate the work and involvement of the National Council; executive staff always most helpful
I would be interested in a summary of the results of this survey
no reference to availability on board of nursing; direct address mailing would help
my interest in National Council activities is simply a way for me to keep up as a former assistant executive director
ofa stale board; even though I'm no longer at the board, I'm still very interested, but Issues alone meets my needs;
good publication!
testing needs to be consistent with technology; example: hip fx-nursing core has changed very much at larger
hospital-this is just one example of things to come
would like to receive brochure on publications
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I am De'\\' in my role, whicb influenced my awareness and responses to this survey; in general, I am impressed with
the quality and helpfulness of the National Council's information and activities; thanks!
please c:oosider separate exams for two- and four-year graduates: having the same exam seems unfair to each and
to their expected roles upon graduation
we are ao LPN program and only receive Issues, which I read andhave gotten a lot of information from pertaining
to NCLJEX-PN
have purchased the Regulatory Advanced Practice RNs and Role Delineation Study
I like reading the articles in Issues and Newsleners; they are informative and updated; I am glad to see that the
National Couocil is represented and present/involved in various organizations' committees, meetings, programs,
etc., especially the Pew Commission
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Report of the Educational Programs Task Force

Task Forc. Members
Margaret Howard, NJ, Area IV, Chair
Lucille Baldwilll, AL, Area III
Peggy Hawkinll, NE, Area n
Toma Nisbet, WY, Area I

Staff
Sue Davids, Ml!etings Manager

Relationship to the Organization Plan
Goal IV Promote the exchange of information and serve as a clearinghouse for matters related to nursing

regulation
Objective C Facilitate communication between National Council, Member Boards and related entities.

Recommendadlons to the Board of Directors
No recommendations.

Highlights of Activities
The 1996 Call For Papers was distributed at the 1995 Annual Meeting to all attendees who received a copy of the

proceedings book. It was mailed to Member Boards in October and December with the Newslener. It was mailed to
every accredited school of nursing across the country in October. Nineteen abstracts were received, with 12 from
Member Boards and seven from educators. The task force reviewed all abstracts, selecting six presentations and one
alternate to COO:lplete the 1996 EducationaIlResearch Sessions.

Proceedings books will continue to be published and one copy distributed to each meeting attendee upon
registration.

Volunteer moderators will continue to be sought for the educationaVresearch sessions. Invitations to serve are
extended in the spring with the general ''Call for Volunteers" in the Newslener.

Based on n:sponses from the 1995 Annual Meeting evaluation, the task force recommended that poster sessions
be continued fOir the 1996 Annual Meeting. Four out of six abstracts selected accepted the invitation.

Future Actlv":I..
Distribute tJlle 1997 Call for Papers, andplan and select National Council-sponsored education offerings to be held

in conjunction with the 1997 Annual Meeting.

Meeting D8tell
• March 4-5,1996
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Report of the Information Services Evaluation Task
Force

Task Foree Members
Sandra MacKenzie, MN, Area II, CluJir
JoAnn Allison, NIl, Area IV
Marsha Green, OK, Area ill
Laura Poe, UT" Area I

Staff
John Ditzel, Software TrainerlHelp Desk Coordinator

Relationship to the Organization Plan
Goal IV Promote the exchange of information and serve as a clearinghouse for matters related to nursing

regulation.
Objective A Implement a comprehensive repository of information.

Recommendntlons to the Board of Directors
1. That the National Council continue to advance, with high priority, its presence on the Internet.

Rationale
1'beI'e ,are many stakeholders in the nursing regulation industry: students, nurses, consumers, educators,

hospitals etc. Capturing the informatioo created by those sources and leveraging it to best serve the membership
is on target with the mission of the National Council. The Internet is the place where thai: information is traveling.
It is there tbat data will be acquired, managed, and shared. The evolution ofNCNET to the Internet is important.
NCNET is set of services that allows Member Boards to share information and network with each other to better
serve their c:onstituenls. By moving to the Internet, the breadth of information and potential deliverable services
is greatly iDaeased. With this recommendation, the task force supports the cwrent move to the Internet by the
National Council and commends the Board for making it possible.

2. That the Information Services Evaluation Task Force be an ongoing special committee, which meets three
times per year, in order to serve as a QuaUty Assurance team for strategic National Council information
services.

Rationaie
New tee:hnology fostelS informationopportunities.Wbatcouldn'tbe done a few years ago, isnow achievable.

The Natioml1 Council's growing Information Master Plan (IMP) reflects those growing possibilities and will be
ever evolviD,g. The software won't justbe developed and the IMP fInished. The services desaibed in the IMP are
dynamic: some change direction, others are constant, and some may outlive their utility. A mecNmism needs to
be in place tc:l assure congruency between those dynamic services and themission oftheNationalCouncil. The task
force believcls it should be the mechanism. By meeting on an ongoing basis, the inputand sautinyof the task force
is consistenlly available to help guide the IMP.

3. The DaJDe ufibe task force be changed from ''Information Services Evaluation Task Force" to "Strategic
Technology and Information Management Task Force."

Rationale
The task: force believed its name didnotadequatelyreflect its dlarge. "Strategic" was chosen to focus 00 those

information i!erviceS tbatare long term andmissioD driven. "Technology"and "Information" were chosen because
they represent the tools and the contentofthe IMP, respectively, which mustbe evaluated. "Management" reflects
the need to belp guide the IMP, and not simply react to it.
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Background
The May meeting of this task force was the flI'St and only for this fIScal year. The flI'St order of business was to

review the charge from the Board of Directors:

"Review ofall implemented IMP services to date, including successes/failures, to modifY future planning and
implementation process that incorporate evolving needs and available technological solutions. "

The two basic elements of thatcharge are to review what bas been done and suggest possible changes. Before the task
force could evaloa1e what bas been done, it needed to take a look at the Information Master Plan (IMP) to determine
whatwaspromised. Followingreviewofthe materials providedby staff, the task force suggested thata singledocument
bepreparedthatnotonly reflects thecuaentIMP,butprovidesameansby wbich itcanbeeasily modifiedas information
services change ovec time. 1bat would allow people to read the IMP at any point in time and understand its relevance
at that time.

Highlights of Activities

• Evaluation ofExisting Services
The task focce was pleased with the information services they reviewed and supponed the direction already

underway on many services. Task force members were shown the three National Council World Wide Web sites:
Staff, Member Board, and Public. The services they evaluated were: SAHVI (Storehouse of Administative,
Historical and Volunteer Information), EIRs (Elecuonic Irregularity Reports), Accufaets, EDWARD (Electronic
Document Warehousing and Retrieval Database), News, DDB (Disciplinary Data Bank), Inter-Member Board
Communication, and NIS (Nurse Information System). The task force's comments regarding those services were
provided to the BoardofDirectors and staff, and will be consideredby staffas NCNEf services are developed and
delivered. While task force members offered their collective input on individual NCNET services, perbaps the
most importantoutcome oftheir review was their support for theNational Council to continue its effort to develop
a presence on the Internel Since the Internet is, arguably, the global standard for infonnation exchange, they
believed that the National Council is best equipped to be the focal point on the Web for nursing regulation
information.

• Modify Future PIaDDiDg and Implementation Process
The task force agreed that the process of software development is a complex environmenl The goal of that

process is to optimally leverage technological and people resomces to satisfy information needs. At the National
Council, there is a staffof Information Resources (IR) experts who are not nursing regulalors and a membership
of nursing regulation experts who are not experts regarding computer technology. The IR staff may have great
ideas, but those ideas may notbe as useful to the membership as migbtothers. On the other band, the membership
may have great ideas, but those ideas may be technically unfeasible.

The task force believes that a strong, synergistic relalionsbip should be formed between the membership and
IR staff. Combining the nursing regulation expertise of the membe'ZSbip with the technology expertise of the IR
staffshould provide a product that is greater than their individual efforts. The location for this synergy should be
the task force; a convention that enables the working dialogue between both parties. With that outcome in mind,
.the task force recommended that itmeetmore than one timeperyear. Over the next few years., the greatestamount
ofdialogue will empower IR staff to build the most effective information infrastructure. After three or four years,
the task force shouldbeable to scalebackits efforts tomore ofa"maintenancemode" as thenumberofnew services
developed each year is expected to decrease.

Other Activity
Inaddition to offering advice on the existing services and recommending a planning/implementation approach, the

task force also suggested that IR staff use Total Quality Management techniques to develop software. This was
suggested in order to ease the complexity and contribute to the effectiveness of NCNET services.

Future Activities
This task force will continue its work togive valuableMemberBoardinput into the evaluationofNCNET services.
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Meeting Dates
• May 13-14. 1996

Recommendations to the Board of Directors
1. lbat the National Council continue to advance, with high priority, its presence on the Internet.

2. lbat the Information Services Evaluation Task Force be an ongoing special committee, which meets three times
per year, in order to serve as a Quality Assurance team for strategic National Council information services.

3. The name of the task force be changed from "Information Services Evaluation Task Force" to "Strategic
Technology and Information Management Task Force."
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Report of the Nurse Information System (NIS) Task
Force

Tak Fore.. Members
Vicky Burbach, NE, Area II, Chair
Brenda Butle:r Smith, VT, Area IV
Anna FergUSlDD, OK, Area ill
Brenda Smid" IN, Area n
Ruth Ann Te:rry, CA-RN, Area I

Staff
Melanie L. Neal, NIS Program Manager
Peggy Iverso11, NIS Administrative Assistant

Relationship to Organization Plan
Goal IV Promote the exchange of information and serve as a clearinghouse for matters related to nursing

regulation.
Objective B Establish a nurse information system for use by Member Boards and others.

Recommendations to the Board of Directors
No recommendations.

Hlghllghta olf Actlvltl..

• NIS PoIky Development
The NIS TaskForcemet in June 1995 andmade a recommendation to the BoardofDirectors regarding NIS pricing
policies. The task force did not meet for further policy development in fiscal year 1996, and bas not identified the
need for additional policies, to date.

Future Considerations for the National Council
Futureneeds for NIS Member Board input, in areas such as MemberBoardparticipation andusefulness ofservices,

will be addressed by focus groups convened for those specific purposes (pending approval offiscal year 1997 tactics).

Meeting DattlS
None in FY96.
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Report of the Long Range Planning Task Force

Task Force Member.
Leola Daniels. ID, Area I, Chair
Nancy Durrett, VA, Area ill, Board ofDirectors' Liaison
Charlet Grooms, on, Area II
Doris Nuttelman, NH, Area IV
Sharon Weisenbeclc, KY, Area ill

Staff
Doris E. Nay, Associate Executive Director

Relationship to the Organization Plan
Goal V Foster an organizational environment thatenhances leadership and facilitates decision-making in the

nursing regulatory community.
Objective A Implement a planning system to guide the National Council.

Recommendation to the Board of Director.

1. That the J"ecommended revised missionstatementof tbe National Council, as presented, be forwarded to the
1996 Delegate Assembly for adoption.

The mission ofthe National Council ofState Boards ofNursing is to advance the safe and effective practice of
nursing it.l the interest ofprotecting the public's health and welfare.

R.tlon.,.
The mission statement of the National Council of State Boards of Nursing adopted by the Delegate Assembly in
1984 and reafftrmed by the 1990 Delegate Assembly reads:

The mission ofthe National Council ofState Boards ofNursing is to promote public policy related to the safe
and effective practice ofnursing in the interest ofpublic welfare. It strives to accomplish this mission by acting
in accordance with the decisions of its member boards ofnursing on maners ofcommon interest and concern
oIfecting I'he public health, safetyand welfare. To accomplish itsaims, the National Councilprovides servicesand
guidance to its members in peiforming their functions which regulate entry to nursing practice, continuing safe
nursing practice and nursing education programs.

In September 1995, in accordance with its planning schedule, the Long Range Planning Task Force asked
executive officers and board members via the Mission Statement and Objective Importance Survey to 1) evaluate
the mission statement of the National Council, and 2) determine the importance of the objectives identified in the
National Council's Organization Plan. At its April meeting, the task force examined the mission statement of the
National Council based on review ofall of the data received from survey respondents, the Board ofDirectors and
the 1996 Area Meeting participants. The following definitions/statements were used to frame the discussion:
• The organization plan is comprised of the mission statement, goals and objectives.
• The mission statement guides organizational activities and identif'res its relationship to the public interest, the

rea5(JO for being.
• Goals arebroad statements that identify major thrusts of the organization which contribute to the achievement

of the mission statement
• Objectives are courses of action to accomplish the goals.
• The Articles of Incorporation identify the following purpose of the National Council of State Boards of

Nursing: Educational and charitable purposes including the lessening of the burdens ofgovernment by
providing an organization through which Boards ofNursing act on matters ofcommon interest and concern
affecting the public health, safety, and welfare including the development of licensing examinations in
nursl'ng.
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The task force discussed the retention of the term public policy in the proposed mission statement Among
the issues discussed was the general lack of a clear understanding of the term public policy. Also cited was
confusion with the ''public policy area" of National Council staff, thus seeming to create a need to identify other
aspects of National Council activities, e.g., testing, nursing practice and nursing education, research and
communications. In addition, the task force noted thatadvance "sttesses effective assisting in hastening a process
of bringing about a desired end." As the result of this discussion, the term public policy is not included in the
proposed mission statement

The task force alsodiscussedat length the concept that the National Council is createdby its 61 member boards
ofnursing; that Ibe organization is not independentofits members. In otherwords, while there may be a perception
by some that the National Council is an organization that exists separately from the 61 member boards ofnursing,
the task force cbose to discuss the mission statement using the premise that the National Council exists because
of and on behalf of its membership. Therefore, the task force agreed that the organization's mission should be
reflective of that of its members. Experts working with organizational planning recommend that a mission
statement be memorable, compelling and forceful.

The task force believes that the mission statement as proposed:

The mission ofthe National Council ofState Boards ofNursing is to advance the safe and
effective practice ofnursing in the interest ofprotecting the public's health and welfare.

• complements the goals and objectives adopted by the 1994 Delegate Assembly that address examinations.
nursing practice, nursing education, research, public policy, and communications;

• does not include implementation methodology;

• is shorter and more concise, being reduced to 32 words from more than 95 words;

• is easy to remember and quote;

• is clear to CODSumers and the public which we serve; and,

• expresses the uniqueness and direction of the National Council.

The proposed mission statement was presented to the Board of Directors for COIlsideration at its May 8-10,
1996, meeting with the recommendation that it be forwarded to the 1996 Delegate Assembly.

Hlghlighta of Activities
The Long Range Planning Task Force reviewed the results of the Mission Statement and Objective Importance

Survey completed by executive officers and board members of Member Boards. For each of the 25 objectives in the
National Council's Organization Plan, respondents were asked to identify the eight most important and the eight least
important objectives in terms of how they assist a Member Board to perl'orm its functions. The methodology used in
conducting the survey and the results of the data analysis are found with this report as Attachment A.

The results of the objective importance survey identified the following eight objectives rated as having the greatest
importance to boards of nursing (ranked highest to lowest):

Goal I. Provide Member Boards with examinations and standards for lkensure and credentialing.
1. Objective B. Provide examinations that are based on current accepted psychometric principles and legal

considerations.

Goal II. Provide information, analysis and standards regarding the regulation of nursing practice.
2. Objective A. Analyze the health care environment for trends and issues affecting the regulation of nursing

practice.
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Goal I. Provide Member Boards with eumiDations and standards for licensure and credentiaiing.
3. Objective G. Promote consistency in the licensure and credentialing process.

Goal I. Provide Member Boards with examinations and standards for Ikensure and credentialing.
4. Objf~ctive E. Provide a comprehensive approach for the regulation ofadvanced nursing practice.

Goal I. Provide Member Boards with examinations and standards for licensure and credentialing.
5. Objective A. Conduct job analysis studies to serve as the basis for examinations.

Goal I. Provide Member Boards with examinations and standards for licensure and credentialing.
6.5. Objective F. Provide a comprehensive approachfor addressing nursing issues resulting from the utilization

ofunlicensed assistive personnel. (tie)

Goal In. Provide information, analyses and standards regarding the regulation of nursing
_~doo. .

6.5. Objective A. Analyze the health care environment for tretuls and issues affecting the regulation ofnursing
education. (tie)

Goal II. Provide information, analysis and standards regarding the regulation of nursing
practice.

8. Objective B. Provide resources regarding health care issues which affect the regulation ofnursing practice.

The objective:s rated as baving the least importance to board of nursing functioning were:

GoaI·V. Foster an organizational environment that enhances leadership and facilitates decision-making
in the nursing regulatory community.

17. ObjectiveC. MaintainasystemofgovernancefortheNationalCouncilthatfacililatesleadershipanddecision­
malcing.

18. Objective B. Maintain a sound resource management system for the National Council.

19. Objective D. Provide consultation and services to meet unique Member Board needs.

Goal n. Provide information, analyses and standards regarding the regulation of nursing practice.
20. Objective D. Provide for Member Board needs related to disciplinary activities.

Goal]. Provide Member Boards with examinations and standards for licensure and credentiaUng.
21. Objective H. Identify the role ofa board ofnursing related to continued competence.

Goal IV.Promote theexchange ofinformationand serveas a dearinghouse for matters related to nursing
regulation.

22. Object,ive D. Conduct and disseminate research pertinent to the mission ofthe National CounciL

Goal V. Foster an organizational environment that enhances leadership and facilitates decision-making
in the nursing regulatory community.

23. Objective A. Implement a planning system to guide the National Council.

Goal I. Provide Member Boards with examinations and standards for Ucensure and c:recIentiallng.
24.5. Objective D. Provide a competency evaluation programfor nurse aides. (tie)

Goal V. Fosteran organizational environment that enhances leadership and facilitates decision-making
in the nursing regulatory community.

24.5. Objective G. Maintain asoundbasis to supponthe mission andprogramsofthe NationalCouncilbyproviding
services or products through the Special Services Division. (tie)
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Comparison of the rank-ordered objectives based on executive officers' ratings with those of the total group
revealed that while there were somedifferences in order, there wasagreement on seven ofthe eight top ratedobjectives.
The executive officers' ratings replaced Goal m. Objeeli". A. Analyze the health care environment for trends and
issues affecting the regulation ofnursing education, with Goal IV. Obj.eli". C. Facilitate communication between
National Council, Member Boards and related entities, among the top eight objectives. Although there were several
differences in order, there was also good agreement between the top eight ranked objectives based on board members'
ratings and those of the total group. lbe board members' ratings replaced Goal 1. Obj.eli"e A. Conduct job analysis
studies to serve as the basisfor examinations, with Goal IV~ Objeeti". B. Establish a nurse information system (NIS)
for use byMember Boards andothers. Comparison of theexecutive officers' and board members' importance rankings
of the remaining 17 objectives also demonstrates general agreement with regard to placement ofobjectives within the
"low" and "moderate" importance groups.

The task: force updated the Long Range Plan Internal Worting Document, which is used as a guide for the Long
Range Planning TaskForce and the BoardofDirectors. Thedocument contains directional goalsand bencbmarlc tactics
extending five years into the future for each objective in the Organization Plan. Each year, the Long Range Planning
Task Force reviews the document, considers all available resources and prepares an updated plan for consideration by
the Board of Directors.

The Long Range Planning Task Force fmalized the proposed tactics to implement the Organization Plan in FY97
for presentation to the Board ofDirectors. The task: force, in addition to reviewing the results of the Mission Statement
and Objective Imponance Survey, reviewed the status of the FY96 tactics; the 1995 Environmental Scan reports,
prepared by National Council staff, on the topics of society, nursing education, nursing practice, testing/assessment,
and regulation/legislation; ideas generated at the 1996 Area Meetings and Regulatory Days of Dialogue; and the
recommendations received from National Council committees, special committees and staff. Consistent with the
Annual Planning System, the Board of Directors tentatively adopts the tactics to implement the Organization Plan
pending Delegate Assembly action/so The tactics are used to guide the FY97 budget planning.

Future Actlvltl..
During FY97, the Long Range Planning Task Force will conduct a survey to determine the effectiveness of the

National Council in meeting its objectives; perform a trend analysis survey; and evaluate the effectiveness of the 1994
revision of the bylaws.

....tlngDat..
• February 1-2, 1996
• March 11, 1996 (telephone conference call)
• April 22-23, 1996

Recommendation to the Board of Director.

1. That the recolllll1ended revised missionstatementofthe National Council, as presented, be forwarded to the
1"' Delegate Assembly for adoption.

The mission ofthe National Council ofState Boards ofNursing is to advance the safe and effective practice of
nursing in the interest ofprotecting the public's health and welfare.

Attachments
A ..........Fmal Report - Relevance of the National Council's Mission Statement and Importance of Organizational

Objectives to Member Boards' Performance of Their Functions, page 5
B Environmental Scan - Executive Summary, page 25
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Attachment A
FINAL REPORT

RELEVANCE OF THE NATIONAL COUNCIL'S MISSION STATEMENT AND IMPORTANCE
OF ORGANIZATIONAL OBJECTIVES TO MEMBER BOARDS' PERFORMANCE OF mEIR
FUNCTIONS

The purpose of this study was to obtain membership input regarding the relevance of the National Council's
mission statement and the importance of its objectives relative to boards of nursing performing their functions.

MEmODOLOGY

Data collecti<1O

Data were collected between September and mid-November, 1995, via a questionnaire mailed to (1) the executive
officer of each Member Board (n=61) and (2) members ofeach Member Board (n=596). A cover letter explaining
the purpose ()f the study and the confidentiality of responses accompanied each questionnaire. The return of
questionnaires was promoted by the inclusion of a return envelope, articles in the National Council's Newsletter
and phone calls to Member Boards' executive officers requesting their assistance in promoting board member
participation. Replacement questionnaires were supplied upon request.

Instnnnent description

A three-part questionnaire was used to collect data. Part I contained two questions addressing the relevance of the
Mission Statement. Part II contained a list of the 25 objectives included in the FY96 Organization Plan. Study
participants were requested to identify the eight most important and the eight least important objectives based on
how they assist a Member Board to perform its functions. The one question in Part m requested infonnation about
the nature of :respondent's affiliation with a board of nursing. Copies of the cover letter and questionnaire are
included in Attachment Al on page 18.

Upon return, <luestionnaires were screened to determine level of respondent compliance with directions. 11tose
completed according to instructions were either scanned or the data hand entered into database files. Accuracy of
data enlly was verified prior to proceeding with data analysis. Of the 200 questionnaires returned. 41 contained
unusable data for Part II. The primary reason for rejection was respondent failure to follow directions which
required that they identify the eight most important and the eight least important objectives.

RESULTS

Questionnaires were returned by 200 individuals for an overall response rate of 30 percent. Respondents
represented 55 ,ofthe 61 (90%) Member Boards and included 47 of the 61 (7T»/o) executive officers and 153 of 596
board members (26%). The distribution by type of board member is provided in Figure 1 on page 8. Member
Board representation by National Council Area designation is reported in Figure 2 on page 8.

Data analysis tilT Part I (mission statement relevance), Part II (objective importance) and Part m (demographic
data) consisted of frequency distributions and the cross tabulation of data based on type of affiliation with a
Member Board (executive officer, board member) and Area designation. In addition, total and mean importance
ratings were calculated for each of the objectives listed in Part nbased on assignment of the following values: 2 =
identified as 1 elf 8 objectives having the highest importance, 0 = identified as 1 of 8 objectives having the lowest
importance, 1 = the 9 remaining "middle importance" objectives.
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The results of data analysis are reported for the following groups: (1) total group, (2) executive officers, (3) board
members, (4) total group by National Council Area designation, (5) executive officers by National Council Area
designation, and (6) board members by National Council Area designation.

Mission Statement Relevance

Study participants responded to two questions related to the Mission Statement: The mission of the National
Council ofState Boards ofNursing is to promote public policy related to the safe and effective practice ofnursing
in the interest ofpublic welfare. It strives to accomplish this mission by acting in accordance with the decisions of
its member boards ofnursing on matters ofcommon interest and concem affecting the public health. safety and
welfare. To accomplish its aims. the National Council provides services and guidance to its members in
performing their functions which regulate entry to nursing practice. continuing safe nursing practice and nursing
education programs.

An overwhelming majority (191, 97%) of the 197 respondents answering the question, replied that the Mission
Statement reflects activities in which the National Council should continue to engage (See Table I). Dissenters
were one executive officer and two board members in Area I, one executive officer and one board member in Area
III, and one board member in Area IV. Likewise, 98.5% (193) of the 196 respondents answering the question,
indicated that the services and guidance provided by the National Council were consistent with individual Member
Boards' regulatory responsibilities (See Table 2). Negative responses were indicated by one board member in Area
I, and by one executive officer and a board member in Area III. See National Council Mission Statement and
Objectives Survey - Comments (Attachment A2 on page 21).

Importance of Objectives

The importance ofeach of the 25 objectives contained in the National Council's FY96 Organization Plan, in terms
of how they assist a Member Board to perform its functions was rated by 159 individuals (45 executive officers and
114 board members). The mean importance and total importance ratings are reported in Tables 3 and 4,
respectively, for all respondents and separately, by the executive officers and the board members. The objectives
were then rank ordered (1 = highest rating, 25 = lowest rating). Rankings for the total group's ratings are reported
in Table 5. For comparison, the rankings of the executive officers' and of the board members' ratings are also
reported in Table 5. (For reporting purposes, wording of the objectives included in Tables 3 - 10 was shortened;
the full text is included in the text of the report and on the questionnaire.)

Based on the responses of the total group, the eight objectives rated as having the greatest importance to boards of
nursing functions were (ranked highest to lowest):

1. Provide examinations that are based on current accepted psychometric principles and legal
considerations.

2. Analyze the health care environment for trends and issues affecting the regulation of nursing practice.

3. Promote consistency in the licensure and crcdentialing process.

4. Provide a comprehensive approach for the regulation ofadvanced nursing practice.

5. Conduetjob analysis studies to serve as the basis for examinations.

6.5. Provide a comprehensive approach for addressing nursing issues resulting from the utilization of
unlicensed assistive personnel. (tie)

6.5. Analyze the health care environment for trends and issues affecting the regulation of nursing education.
(tie)
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8. Provide resources regarding health care issues which affect the regulation of nursing practice.

The objectives rated as baving the Ieut importance to board of nursing functioning were:

17. MaiJlltain a system of governance for the National Council that facilitates leadership and decision-making.

18. Maintain a sound resource management system for the National Council.

19. Provide consultation and services to meet unique Member Board needs.

20. ProvJide for Member Board needs related to disciplinary activities.

21. Identify the role of a board of nursing related to continued competence.

22. Conduct and disseminate research pertinent to the mission of the National Council.

23. Implc:ment a planning system to guide the National Council.

24.5. Provide a competency evaluation program for nurse aides. (tie)

24.5. Mainltain a sound basis to support the mission and programs of the National Council by providing seIvices
or products through the Special SeIvices Division. (tie)

Between these two extremes were the following eight objectives whose rankings indicate they have "moderate"
importance to Member Board functioning:

9. Establish a nurse information system (NIS) for use by Member Boards and others.

10. Analy:ze approaches to the regulation of nursing based on evolving health care and environmental
changes.

11. Facilitate communication between National Council, Member Boards and related entities.

12. Conduct research and development regarding computerized clinical simulation testing for initial and
continued licensure.

13. Develop and implement a systematic approach for shaping health care policy related to regulation.

14.5. Provide: resources regarding issues that affect the regulation of nursing education. (tie)

14.5. Implement a comprehensive repository of information. (tie)

16. Conduct research on regulatory issues related to disciplinary activities.

Comparison of the rank ordered objectives (see Table 5), based on executive officers' ratings with those of the total
group, revealed that while there were some differences in order, there was agreement on seven of the eight top­
rated objectives. The executive officers' ratings replaced Analyze the health care environment for trends and issues
affecting the regulation ofnursing education. with Facilitate communication between National Council. Member
Boards and rela,ed entities, among the top eight objectives Although there were several differences in order, there
was also good agreement between the top eight ranked objectives based on board members' ratings and those of the
total group. Th: board members' ratings replaced Conduct job analysis studies to serve as the basis for
examinations, with Establish a nurse information system (NIS) for use by Member Boards and others. among the
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top eight objectives. Comparison of the executive officers' and the board members' importance rankings of the
remaining 17 objectives also demonstrates general agreement with regard to placement of objectives within the
"low" and "moderate" importance groups.

Data from respondents were also compiled based upon each Member Board's National Council Area designation.
The mean and total importance ratings for the total group (n=159) and for respondents within a specific Area
designation are reported in Tables 6 and 7, respectively. Table 8 provides a comparison of the objectives' rank
order, based on ratings ofall respondents within a specific Area and for the total group. Tables 9 and 10 contain,
respectively, the mean importance ratings and the objectives' rank order based on the responses of the executive
officers and of the board members within each Area designation. Although there are a few exceptions, the data
reported in Tables 6 • 10 demonstrate general agreement regarding the level of importance of the National
Council's Organization Plan objectives across the four Areas and between executive officers and board members
within a specific Area designation.

Figure 1. Distribution ofboard members

108

I!ILPNNN
ORN/APRN
lID Consumer
BOther

27 • Missing

Figure 2. Number ofMember Boards
represented per National Council Area

18

16 14
15

14 13 = 13

12
10
8 ==
6
4
2 ==0 =

I II Area m IV

Natio1lLl1 Council ofState Boards ofNursing, Inc.l1996



9

Table 1. Responses of executive officers and board members: Mission statement reflects activities the National
Council should continue to engage in.

Areal ~rean ~ream Area IV rrotall
Group Yes No Yes No Yes No Yes No Yes No

Executive 12 1 11 0 11 1 9 0 43 2
officers

~d 22 2 44 0 41 1 41 1 148 4
Members

Table 2. Responses of executive officers and board members: Services and guidance provided to Member Boards
are consistent with the board ofnursing's responsibilities.

Areal ~reaD IArea m Area IV rrotall
Group Yes No Yes No Yes No Yes No Yes No

Executive 13 0 11 0 11 1 10 0 4S 1
officers

Board 23 1 43 0 41 0 41 1 148 2
Members
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Table 3. Objectives - Mean importance ratings: Total sample, executive ofti<:ers and board members

Mean Rating:

Total Executive Board
Sample Officer Member

OBJECTIVES (N = 159) (N=45) (N =114)

1. Conduct Job Analysis Studies to Serve as Basis For Exams 1.28 1.64 1.14

2. Provide Examjnations Based on Psychometric and Legal Considerations 1.75 1.93 1.68

3. Conduct Research on Computerized Clinical Simulation Testing (CSl) 0.98 1.00 0.97
4. Provide Nurse Aide Competency Evaluation Program 0.49 0.62 0.44
5. Provide Comprehensive Approach to Regulate Advanced Practice 1.33 1.29 1.35
~. Provide Comprehensive Approach for Unlicensed Assistive Personnel 1.21 1.16 1.24
7. Promote Consistency in Licensure and Credentialing Process 1.48 1.24 1.58
8. Identify Role ofBoard Related to Continued Competence 0.68 0.67 0.68

9. Analyze for TrendsIIssues RE: Regulation ofNursing Practice 1.53 1.49 1.54
10. Provide Resources RE: Issues Which Affect Regulation ofPractice 1.21 1.31 1.17
11. Conduct Research on Regulatory Issues RE: Disciplinary Activities 0.84 0.98 0.78
12. Provide for Member Board Needs Related to Disciplinary Activities 0.73 0.80 0.70

13. Analyze for TrendsIIssues RE: Regulation ofNursing Education 1.23 1.00 1.32
14. Provide Resources RE: Issues Which Affect Regulation ofEducation 0.87 0.69 0.94

15. Implement a Comprehensive Repository of Information 0.86 0.71 0.92
16. Establish a Nurse Information System for Usc by Boards and Others 1.19 0.93 1.29
17. Communication between NCSBN, Boards and Related Entities 1.11 1.13 1.1
18. ConductlDisscmiDate Research Pertinent to NCSBN Mission 0.65 0.87 0.57

19. Implement a planoing System to Guide the NCSBN 0.62 0.71 0.58
120. Maintajn a Sound Resoun:e Management System for the NCSBN 0.82 1.02 0.74
21. Maintain Govemance System for NCSBN LeadershiplDecision-Making 0.82 0.76 0.85
22. Provide Consultation/Services to Meet Unique Member Board Needs 0.77 0.73 0.78
23. DeveloplImplement Systematic Approach for Policy Re: Regulation 0.91 0.87 0.93
24. Analyze Regulation Based on Health CarelEnvironmentai Changes 1.12 1.09 1.14
25. Special Services Division to Support Mission and Programs ofNCSBN 0.50 0.36 0.56

Key: 0 =least important; 2 =most important
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Table 4. ot:;eetives. Importance ratings: Total sample, executive officers and bo8rd members

sum of nting.:

Total Executive Board
Sample OfIIcen Memben

OBJECTIVES (n'" 159) (n = 45) (n= 114)

1. Conduct Job Analysis Studies to Serve as Basis For Exams 204 74 130
2. Provide Examinations Based on Psychometric: and Legal Considerations 279 87 192
3. Conduct Research on Computerized Clinical Simulation Testing (CST) 156 45 111
4. ProvideNurse Aide Competency Evaluation Program 78 28 50
5. Provide Comprehensive Approach to Regulate Advanced Practice 212 58 154
6. Provide Comprehensive Approach for Unlicensed Assistive Personnel 193 52 141
7. Promote Consistency in Licensure and Credentialing Process 236 56 180
8. Identify Role ofBoerd Related to Continued Competalc:e 108 30 78
9. Analyze for TrcndsIISSlleS RE: Regulation ofNursing Practice 243 67 176
10. Provide Resources RE: Issues Which Atrect Regulation ofPractice 192 59 133
11. Conduct Research on Regulatory ISSlleS RE: Disciplinaly Activities 133 44 89
12. Provide for Member Board Needs Related to Disc:iplinaly Activities 116 36 80
13. Analyze fOr TrcndslIssues RE: Regulation ofNursing Education 195 45 150
14. Provide Resources RE: Issues Which Affect Regulation ofEducation 138 31 107
15. Implement a Compl'Chensive Repository ofInformation 137 32 105
16. Establish a Nurse Information System fur Use by Boards and Others 189 42 147
17. Communication between NCSBN. Boards and Related Entities 176 51 125
18. Conduc:t/Disscmina~ Pertinent to NCSBN Mission 104 39 65
19. Implement a Planning System to Guide the NCSBN 98 32 66
20. Maintain II Sound Resource Management System for the NCSBN 131 46 85
21. Maintain Governance System for NCSBN LeadershiplDccision-Making 131 34 97
22. Provide ConsultationlServices to Meet Unique Member Board Needs 122 33 89
23. DeveloplImplement Systematic Approach for Policy RE: Regulation 145 39 106
24. Analyze Regulation Based on Health CarelEnviromnental Changes 179 49 130
25. Special Services Division to Support Mission and Prosrams ofNCSBN 79 16 63
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Table 5. Objectives - Comparison of total sample rank order with executive offic:ers and board members

Ranking:

Total Eucutive Board
Sample Offk:en Memben

OBJECTIVES (n = 159) (n =45) (n = 114)

Provide Examinations Based on Psychometric and Legal Considerations 1 1 1
Analyze for TrendsIIssues RE: Regulation ofNursing Practice 2 3 3
Promote Consistency in Licensure and Credentialing Process 3 6.5 2
Provide Comprehensive Approach to Regulate AdvaDced Practice 4 4 4
Conduct Job Analysis Studies to Serve as Basis For Exams 5 2 9
Provide Comprehensive Approach for Unlicensed Assistive Personnel 6.5 6.5 7
Analyze for TrendsIIssues RE: Regulation ofNursing Education 6.5 12.5 5
Provide Resources RE: Issues Which Affect Regulation of Practice 8 5 8

Establish a Nurse Infonnation System for Use by Boards and Others 9 12.5 6
Analyze Regulation Based on Health CarelEnvironmental Changes 10 9 10
Communication between NCSBN, Boards and Related Entities 11 8 11
Conduct Research on Computerized Clinical Simulation Testing (CST) 12 12.5 12
Deve10plImplement Systematic Approach for Policy RE: Regulation 13 16.5 13
Provide Resources RE: Issues Which Affect Regulation ofEducation 14.5 22.5 14
Implement a Comprehensive Repository of Infonnation 14.5 20.5 15
Conduct Research on Regulatory Issues RE: Disciplinary Activities 16 12.5 18
Maintain Governance System for NCSBN LeadershiplDecision-Making 17 15 16

Maintain a Sound Resource Management System for the NCSBN 18 10 19
Provide Consultation/Services to Meet Unique Member Board Needs 19 19 17
Provide for Member Board Needs Related to Disciplinary Activities 20 18 20
Identify Role ofBoard Related to Continued Competence 21 22.5 21
ConductlDisseminate Research Pertinent to NCSBN Mission 22 16.5 22
Implement a Planning System to Guide the NCSBN 23 20.5 23
Provide Nurse Aide Competency Evaluation Program 24.5 24 25
Special Services Division to Support Mission and Programs ofNCSBN 24.5 25 24

National Council ofState Boards ofNursing, Inc./1996



Table 6. Objectives - Mean importance ratings: Total sample and National Council Areas

Mean Rating:

Total Sample Areal AreaB Are. TIl Area IV

OBJECfIVES (N = 159) (N=33) (N=44) (N=38) (N =44)

I. Conduct Job Analysis Studies to Serve as Basis For Exams 1.28 1.21 1.36 1.21 1.32
2. Provide Examinations Based on Psychometric and Legal Considerations 1.75 1.79 1.73 1.76 1.75
3. Conduct Research on Computerized Clinical Simulation Testing (CST) 0.98 1.06 1.02 0.84 1.00
4. Provide Nurse Aide Competency Evaluation Program 0.49 0.67 0.55 0.39 0.39
5. Provide Comprehensive Approach to Regulate Advanced Practice 1.33 1.3 1.45 1.50 1.09
6. Provide Comprehensive Approach for Unlicensed Assistive Personnel 1.21 1.18 1.34 1.03 1.27
7. Promote Consistency in Licensure and Credentialing Process 1.48 1.45 1.55 1.53 1.41
8. IdentifY Role ofBoard Related to Continued Competence 0.68 0.73 0.66 0.76 0.59
9. Analyze for TrendslIssues RE: Regulation ofNursing Practice 1.53 1.36 1.55 1.53 1.64
10. Provide Resources RE: Iss~ Which Affect Regulation ofPracti<:e 1.21 1.3 1.23 1.21 1.11
11. Conduct Research on Regulatory Issues RE: Disciplinary Activities 0.84 0.88 1.02 0.82 0.64
12. Provide for Member Board Needs Related to Disciplinary Activities 0.73 0.73 0.68 0.79 0.73
13. Analyze for TrendslIssues RE: Regulation ofNursing Education 1.23 1.18 1.32 1.11 1.27
14. Provide Resources RE: Issues Which Affect Regulation of Education 0.87 1.09 0.91 0.63 0.86
15. Implement a Comprehensive Repository ofInformation 0.86 0.76 0.77 1.08 0.84
16. Establish a Nurse Information System for Use by Boards and Others 1.19 1.09 1.11 1.26 1.27
17. Communication between NCSBN. Boards and Related Entities 1.11 1.03 1.00 1.13 1.25
18. ConductlDisseminate Research Pertinent to NCSBN Mission 0.65 0.7 0.66 0.66 0.61
19. Implement a Planning System to Guide the NCSBN 0.62 0.54 0.52 0.47 0.89
20. Maintain a Sound Resource Management System for the NCSBN 0.82 0.88 0.80 0.79 0.84
21. Maintain Gowmance System for NCSBN LeadershiplDecision-Making 0.82 0.82 0.66 0.92 0.91
22. Provide Consultation/Services to Meet Unique Member Board Needs 0.77 0.94 0.64 0.68 0.84
23. Dewlopllmplement Systematic Approach for Policy RE: Regulation 0.91 0.85 0.95 0.97 0.86
24. Analyze Regulation Based on Health CarelEnvironmental Changes 1.12 1.18 1.11 1.21 1.02
25. Special Services Division to Support Mission and Programs ofNCSBN 0.50 0.27 0.41 0.71 0.57

Key: 0 = least important~ 2 = most important



Table 7. Objectives -Importance ratings: Total sample and National Council Areas

Sum of ratings:

Total Sample Areal Arean Aream Area IV
OBJECTIVES (n= 159) (n = 33) (n = 44) (n = 38) (n = 44)

1. Conduct Job Analysis Studies to Serve as Basis For Exams 204 40 60 46 58
2. Provide Examinations Based on Psychometric and Legal Considerations 279 59 76 67 77
3. Conduct Research on Computerized Clinical Simulation Testing (CST) 156 35 45 32 44
4. Provide Nurse Aide Competency Evaluation Program 78 22 24 15 17
5. Provide Comprehensive Approach to Regulate Advanced Practice 212 43 64 57 48
6. Provide Comprehensive Approach for Unlicensed Assistive Personnel 193 39 59 39 56
7. Promote Consistency in Licensure and Credentialing Process 236 48 68 58 62
8. Identify Role ofBoard Related to Continued Competence 108 24 29 29 26
9. Analyze for Trendsllssues RE: Regulation ofNursing Practice 243 45 68 58 72
10. Provide Resources RE: Issues Which Affect Regulation ofPractice 192 43 54 46 49
11. Conduct Research on Regulatory Issues RE: Disciplinary Activities 133 29 45 31 28
12. Provide for Member Board Needs Related to Disciplinary Activities 116 24 30 30 32
13. Analyze for Trendsllssues RE: Regulation of Nursing Education 195 39 58 42 56
14. Provide Resources RE: Issues Which A1I'ect Regulation ofEducation 138 36 40 24 38
15. Implement a Comprehensive Repository oflnfonnation 137 25 34 41 37
16. Establish a Nurse Infonnation System for Use by Boards and Others 189 36 49 48 56
17. Communication between NCSBN, Boards and Related Entities 176 34 44 43 55
18. Condue:tJDisseminate Research Peninent to NCSBN Mission 104 23 29 25 27
19. Implement a Planning System to Guide the NCSBN 98 18 23 18 39
20. Maintain a Sound Resource Management System for the NCSBN 131 29 35 30 37
21. Maintain Governance System for NCSBN Leadership/Decision-Making 131 27 29 35 40
22. Provide Consultation/Services to Meet Unique Member Board Needs 122 31 28 26 37
23. Developllmplement Systematic Approach for Policy RE: Regulation 145 28 42 37 38
24. Analyze Regulation Based on Health CarelEnvironmental Changes 179 39 49 46 45
25. Special Services Division to Support Mission and Programs of NCSBN 79 9 18 27 25

-~



Table 8. Objectives - Comparison oftotal sample rank order with National Council Area rankings

RankiDg:

Total Sample Areal Area II Aream Area IV
OBJECTIVES (n = 159) (D= 33) (D= 44) (n = 38) (D = 44)

Provide Examinations Based on Psychometric and Legal Considerations 1 1 1 1 1
Analyze for TrendslIssues RE: Regulation of NursiDg Practice 2 3.5 2.5 2.5 2
Promote Consistency in Licensure and Credentialing Process 3 2 2.5 2.5 3
Provide Comprehensive Approach to Regulate Advanced Practice 4 3.5 4 4 10
Conduct Job Analysis Studies to Serve as Basis For Exams 5 6 5 7 4
Provide Comprehensive Approach for Unlicensed Assistive Personnel 6.5 7 6 12 6
Analyze for TrendslIssues RE: Regulation of Nursing Education 6.5 8.5 7 10 6
Provide Resources RE: Issues Which Aft'ect Regulation ofPractice 8 5 8 7 9
Establish a Nurse Information System for Use by Boards and Others 9 10.5 9.5 5 6
Analyze Regulation Based on Health CarelEovironmental Changes 10 8.5 9.5 7 11
Communication between NCSBN. Boards and Related Entities 11 13 13 9 8
Conduct Research on Computerized Clinical Simulation Testing (CST) 12 10.5 11.5 IS 12
DevelqWImplement Systematic Approach for Policy RE: Regulation 13 18 14 13 1S.5
Provide Resources RE: Issues Which Affect Regulation ofEducation 14.5 12 15 23 1S.5
Implement a Comprehensive Repository of Information 14.5 19.5 17 11 18
Conduct Research on Regulatory Issues RE: Disciplinary Activities 16 1S.5 11.5 16 21
Maintain Governance System for NCSBN LeadersbiplDecision-Making 17 17 20 14 13
Maintain a Sound Resource Management System for the NCSBN 18 1S.5 16 17.5 18
Provide Consultation/Services to Meet Unique Member Board Needs 19 14 22 21 18
Provide for Member Board Needs Related to Disciplinary Activities 20 21 18 17.5 20
Identify Role ofBoard Related to Continued Competence 21 19.5 20 19 23
ConduetlDisseminate Research Pertinent to NCSBN Mission 22 22 20 22 22
Implement a Planning System to Guide the NCSBN 23 24 24 24 14
Provide Nurse Aide Competency Evaluation Program 24.5 23 23 25 25
Special Services Division to Support Mission and Programs of NCSBN 24.5 25 25 20 24

­VI



Table 9. Objectives - Mean importance ratings for board members and executive officers, by Area designation

Mean Ratings:

Areal Arean Aream Area IV
Board Exec. Board Exec. Board Exec. Board Exec.
Memb. 00: Memb. Off. Memb. Off. Memb. Off.

OBJECTIVES (n=20) (n=13) (n=32) (n=12) (n=27) (n=lI) (n=35) (n=9)

I. Conduct Job Analysis Studies to Serve as Basis For Exams 0.80 1.85 1.28 1.58 1.11 1.45 1.23 1.67
2. Provide Examinations Based on Psychometric and Legal Considerations 1.65 2.00 1.63 2.00 1.70 1.91 1.74 1.78
3. Conduct Research on Computerized Clinical Simulation Testing (CST) 0.95 1.23 1.09 0.83 0.81 0.91 1.00 1.00
4. Provide Nurse Aide Competency Evaluation Program 0.50 0.92 0.56 0.50 0.30 0.64 0.40 0.33
5. Provide Comprehensive Approach to Regulate Advanced Practice 1.35 1.23 1.50 1.33 1.52 1.45 1.09 1.11
6. Provide Comprehensive Approach for Unlicensed Assistive Personnel 1.20 0.38 1.34 1.33 1.04 1.00 1.31 1.11
7. Promote Consistency in Licensure and Cn:dentialing Process 1.45 1.46 1.66 1.25 1.74 1.00 1.46 1.22
8. Identify Role ofBoard Re1aled to Continued Competence 0.80 0.62 0.56 0.92 0.74 0.82 0.69 0.22
9. Analyze for TrencWIssues RE: Regulation ofNursing Practice 1.25 1.54 1.56 1.50 1.67 1.18 1.60 1.78
10. Provide Resources RE: Issues Which Affect Regulation ofPmctice 1.35 1.23 1.09 1.58 1.11 1.45 1.17 0.89
II. Conduct Research on Regulatory Issues RE: Disciplinary Activities 0.85 0.92 0.88 1.42 0.78 0.91 0.66 0.56
12. Provide for Member Board Needs Related to Disciplinary Activities 0.44 0.85 0.63 0.83 0.85 0.64 0.69 0.89
13. Analyze for TrencWIssues RE: Regulation aCNursing Education 1.30 1.00 1.50 0.83 1.26 0.73 1.20 1.56
14. Provide Resources RE: Issues Which Affect Regulation ofEducation 1.30 0.77 0.94 0.83 0.70 0.45 0.91 0.67
15. Implement a Comprehensive Repository oflnfonnation 0.85 0.62 0.75 0.83 1.22 0.73 0.89 0.67
16. Establish a Nurse Information System for Use by Boards and Others 1.25 0.85 1.25 0.75 1.30 1.18 1.34 1.00
17. Communication between NCSBN. Boards and Related Entities 0.90 1.23 1.03 0.92 1.00 1.45 1.34 0.89
18. ConduetlDisseminate Research Pertinent to NCSBN Mission 0.80 0.54 0.56 0.92 0.48 1.09 0.51 1.00
19. Implement a Planning System to Guide the NCSBN 0.55 0.54 0.50 0.58 0.44 0.55 0.77 1.33
20. Maintain a Sound Resoun:e Management System for the NCSBN 0.70 1.15 0.75 0.92 0.78 0.82 0.74 1.22
21. Maintain Governance System for NCSBN LeadershiplDecision-Making 0.80 0.85 0.69 0.58 0.93 0.91 0.97 0.67
22. Provide Consultation/Services to Meet Unique Member Board Needs 1.05 0.77 0.63 0.67 0.70 0.64 0.83 0.89
23. Developllmplement Systematic APProach for Policy RE: Regulation 1.05 0.54 1.00 0.83 0.81 1.36 0.89 0.78
24. Analyze Regulation Based on Health CareJEnvironmentai Changes 1.24 1.00 1.19 0.92 1.19 1.27 0.97 1.22
25. Special Services Division to Support Mission and Programs of NCSBN 0.35 0.15 0.44 0.33 0.81 0.45 0.57 0.S6

Key: = least important; 2 =most important



Table 10. Objectives - Rank order of importance for board members and executive officer, by Area designation

Ranking:

Areal Area" Are.m Are. IV
Boord Exec. Board Exec. Boord Exec. Boord Exec.
Memb. Off. Memb. Off. Memb. Off. Memb. Off.

OBJECTIVES (0=20) (0=13) (n=32) (0=12) (0=27) (0=11) (0=35) (0=9)

I. Cooduct Job Analysis Studies to Serve as Basis For Exams 18.5 2.0 7.0 2.5 9.5 3.5 7.0 3.0
2. Provide Examinatioos Based 00 Psycll<metric and Legal Coosideratioos 1.0 1.0 1.0 1.0 2.0 \.0 1.0 1.5
3. Cooduct Researcll 00 Canputerized Clinical Simuiatioo Testing (CST) 13.0 6.5 10.5 15.5 16.0 14.0 11.0 12.0
4. Provide Nurse Aide COOlpetency Evaluatioo Program 23.0 12.5 22.0 24.0 25.0 21.0 25.0 24.0
5. Provide C<mprehensive Approach to Regulate Advanced Practice 3.5 6.5 4.5 5.5 4.0 3.5 10.0 9.5
6. Provide C<mprehensive Approach foc Unlicensed Assistive Persoonel 10.0 24.0 6.0 5.5 11.0 11.5 6.0 9.5
7. Promote Consistency in Licensure and Credeotialing Process 2.0 4.0 1.0 7.0 1.0 11.5 3.0 7.0
8. Identify Role ofBoard Related to Continued COOlpetence 18.5 19.5 22.0 10.0 20.0 16.5 20.5 25.0
9. Analyze foc TraldsIIssues RE: Regulatioo of Nursing Practice 1.5 3.0 3.0 3.0 3.0 8.5 2.0 1.5
10. Provide Resources RE: Issues Whicll Affect Regulatioo ofPractice 3.5 6.5 10.5 2.5 9.5 3.5 9.0 15.5
II. Cooduct Research 00 Regulat<X)' Issues RE: Disciplinary Activities 15.5 12.5 15.0 4.0 18.5 14.0 22.0 22.5
12. Provide roc Member Boord Needs Related to Disciplinary Activities 24.0 15.0 19.5 15.5 14.0 21.0 20.5 15.5
13. Analyze for TrendsJIssues RE: Regulatim ofNursing Education 5.5 10.5 4.5 15.5 6.0 18.5 8.0 4.0
14. Provide Resources RE: Issues Which Affect Regulatioo ofEducatioo 5.5 11.5 14.0 15.5 21.5 24.0 14.0 20.0
IS. Implement a Comprehensive Reposit<X)' of Infonnation 15.5 19.5 16.5 15.5 1.0 18.5 15.5 20.0
16. Establish a Nurse Infoonatioo System for Use by Boards and Others 7.5 15.0 8.0 19.0 5.0 8.5 4.5 12.0
17. Cooununicatioo between NCSBN. Boards and Related Entities 14.0 6.5 12.0 10.0 12.0 3.5 4.5 15.5
18. CoodudlDissemioate Research Pertinent to NCSBN Mission 18.5 22.0 22.0 10.0 23.0 10.0 24.0 12.0
19. Implement a Planning System to Guide the NCSBN 22.0 22.0 24.0 22.5 24.0 23.0 18.0 5.0
20. Maintain a Sound Resource Management System foc the NCSBN 21.0 9.0 16.5 10.0 18.5 16.5 19.0 7.0
21. Maintain Governance System foc NCSBN LeadershiplDecisioo-Making 18.5 15.0 18.0 22.5 13.0 14.0 12.5 20.0
22. Provide CoosuitatioolSavices to Meet Unique Member Board Needs 11.5 17.5 19.5 20.0 21.5 21.0 17.0 15.5
23. DeveloplImplement Systematic Approach foc Policy RE: Regu1atioo 11.5 22.0 13.0 15.5 16.0 6.0 15.5 18.0
24. Analyze Regulatioo Based 00 Health CarelEnviroomental Changes 9.0 10.5 9.0 10.0 8.0 1.0 12.5 1.0
25. Special Services Divisioo to Support Mission and Programs ofNCSBN 25.0 25.0 25.0 25.0 16.0 24.0 23.0 22.5

-.....
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--
Long Range Planning Task Force Survey

National Council Mission Statement and Objectives

- Directions: 1. Please use a #2 pencil to fill in the appropriate rasponse bubbles and to provide requested information. Unless
- directed otherwise, indicate the single BEST response to each item. 2. Retum the completed questionnaire to: Sandra Brooks,
_ Administrative AssistS'lt, using the enclosed stamped and eddressed envelope by October 16, 1995.

1. Does the mission statement of the National Council of State Boards of Nursing, as stated below. reflect activities the
National Council should continue to engage in?

-_ PART'---
Relevance of Mission Statement

-----------

The mission of the National Council ofState Boards ofNursing is to promote public policy related to the safe and
effective practice ofnursing in the interest ofpublic welfare. It strives to accomplish this mission by acting in
accordance with the decisions ofits member boards ofnursing on maners ofcommon interest and concem affecting
the public health, safety and welfare. To accomplish its aims, the National Council provides services and guidance to
its members in performing theirfunctions which regulate entry to nursing practice, continuing safe nursing practice
and nursing education programs.

o Yes 0 No
Comments:

_ 2. Are the services and guidance provided by the National Council consistent with your board's regulatory responsibilities?

- 0 Yes 0 No
- Comments:----- PART"---

Imponance of National Council's Organization Plan objectives in terms of how they
assist a Member Board to perform its functions.

_ Directions: 1. Read entire list of 25 objectives. 2. Identify the EIGHT MOST IMPORTANT and the BGHT LEAST IMPORTANT
_ objectives. 3. Use the fonowing kay to indicate your selections: 3 '" eight MOST importS'lt objectives; 1 '" eight LEAST
_ Important objectives; 2 = nine REMAINING objactivas.

Provide Member Boards with examinations and standards for licensure and credentialing.GOAL I

Provide information, analyses and standards regarding the regulation of nursing practice.GOAL II

---- 1. Conduct job analysis studies to serve as the basis for examinations.
- 2. Provide examinations that are based on current accepted psychometric principles and legal considerations.
- 3. Conduct research and development regarding computerized clinical simulation testing for initial and continued
- licensure.
- 4. Provide a competency evaluation program for nurse aides.
- 5. Provide a comprehensive approach for the regulation of advanced nursing practice.
- 6. Provide a comprehensive approach for addressing nursing issues resulting from the utilization of unlicensed
- assistive personnel.
- 7. Promote consistency in the licensure and credentialing process.
- 8. Identify the role of a Board of Nursing related to continued competence.----- 9. Analyze the health care environment for trends and issues affecting the regulation of nursing practice.
- 10. Provide resources regarding health care issues which affect the regulation of nursing practice.
- 11. Conduct research on regulatory issues related to disciplinary activities.
- 12. Provide for Member Board needs related to disciplinary activities.

@@G)
@@G)
@@G)

@@G)
@@G)
@@G)

@@G)
@@G)

@@G)
@@G)
@@G)
@@G)

National Council ofState Boards ofNursing, Inc./1996



20

-Key: 3 = eight MOST important objectives; 1 = eight LEAST important objectives; 2 = nine REMAINING objectives. _

THANK YOU FOR COMPLETING THIS SURVEY.

Directions: Pleese provide the following information so that we can summarize the characteristics of the group that completed
this questionnaire. No Individual responses will be reported.

Which of the following best describes your relationship with the board of nursing?

o Executive Officer
o LPNNN Board Member
o RNIAPRN Board Member
o Consumer (Public) Board Member
o Other type of Board Member (e.g.• physician, attorney, etc.lIdescribe) _o Other (describe) _

Provide information. analyses and standards regerding the regulation of nursing education.

-------------------------------------------------------

@@G::
@@(1;
@@w
@@G)
@@G)
@~G)

@@G)

@@(})
@@(j)
@@(i)
@@(i)

@@G)
@@G)

Foster an organizational environment that enhances leadership and facilitates
decision-making in the nursing regulatory community.

Promote the exchange of information and serve as a clearinghouse for matters related to
nursing regulation.

GOAL IV

GOAL V

GOAL III

19. Implement a planning system to guide the National Council.
20. Maintain a sound resource management system for the National Council.
21. Maintain a system of governance for the National Council that facilitates leadership and decision-making.
22. Provide consultation and services to meet unique Member Board needs.
23. Develop and implement a systematic approach for shaping health care policy related to regulation.
24. Analyze approaches to the regulation of nursing based on evolving health care and environmental changes.
25. Maintain a sound basis to support the mission and programs of the National Council by providing services or

products through the Special Services Division.

15. Implement a comprehensive repository of information.
16. Establish a nurse information system (NIS) for use by Member Boards and others.
17. Facilitate communication between National Council, Member Boards and related entities.
18. Conduct and disseminate research pertinent to the mission of the National Council.

13. Analyze the health care environment for trends and issues affecting the regulation of nursing education.
14. Provide resources regarding issues that affect the regulation of nursing education.

PART III Demographic Information

National Council ofState Boards ofNursing, Inc./1996
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Attachment A2

Long RaDle Planning Task Force
National CouneU Mission Statement and Objectives Survey

Comments
January 10,1996

PART I Relntuu:e 0/Missio" SIDIemeIlt

Does the mission statement of the National Council of State Boards of Nursing, as stated below, reflect activities the
National Council sbould contin8e to engage in?

Executive
omeer

Board
Member

x

x

x

x
X

X

X

X
X

X

X

X
X
X

Other

x

Comments

I believe it would be more effective if it were
mucb shorter.
What values serve as the basis of the mission
statement?
Mission statement is not unique. Could apply
to many entities. NCSBN need to consider its
environment in year 2000 is greatly de-regulated
in a global village.
Now more than ever.
Very well stated
Should be one or two sentences - too long.
NCSBN is a dynosauer. Has little relevance
to California
I have a concern however regarding the future
of Nursing and the ability of the Boards to
affect unity towards this future.
It is too lenghty.
NCSBN tends to be proactive while member
boards are reactive.
" ... Interest of public welfare through
examinations based on current psychometric
principles and legal considerations."
It sure belps to have a guide who bas input
from all the states.
Public Policy needs to be incorporated.
Very good.
Should mention exams - Chief responsibility of
NCSBN. Council may offer infonnation­
effective "guidance" should be within state
NPA/rules.

National Council o/State Boards o/Nursing, Inc.l1996
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Long Range Planning Task Force· Part 1 Continued

Exeeutive
Ofticer

x

x

x

x
X

X

X

Board
Member

x

OtIter Comments

Should NC add in its starement about advanced
practice and testing along with LPNs in LTC

certification and Nurse Aides. Also, look at the
global effect NC has on nursing, especially with
NAFfA; with CAT, NC can be more global.
remove "entty to" and add "beginning entty into
minimally compentent"
Revise "functions, which include the regulatory
entty for the practice of nursing, continuing
competence in the practice of nursing
education and nursing assistance."
It may be time to consider identifying advanced
nursing practice in the final sentence as
another one for board regulation.
Is there a need to mention discipline?
What about also including mention about the
exam.
The word guidance in last sentence not
appropriate.
I think some boards are moving away from the
regulation of nursing education programs.

2. Are the services and guidance provided by the National Council consistent with your board's regulatory
responsibilities?

X Currently.
X Continuing competency education.

X They seem to be.
X NC not fully developed yet.
X For the most part.

X The NP&E Committee's recent work has been
outstanding (1995 reports) and are very helpful to
our board.

X More push for consistency needed. Need for
aetualleadersbiplguidance of some Member
Boards.

X I have not been on the board long enough to
answer the question.

X Yes. but is NCSBN on a collision course with
ANA and/or ANCC?

X Exam is! Most other services have little
significance or better info is available
elsewhere.

X Why did CAT go to Ireland? Waste of money.

Natiohal Council ofState Boards ofNursing, lnc/1996
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Long Range Planning Task Forl:e • Question 2, Part 1 Continued

Exec:utive
Oftker

X

X

Board
Member

x

x

x

x
X

Other Comments

This survey is difficult - because I am well
aware of the importance of some functions, and
unaware of the scope involving the others ­
they all sound very focused and pertinent to me
- thanks.
Have used National Council resources often ­
quite helpful!
Monitoring legislation and motives (like CAC
&. Pew) are good.
One compliments the other and vice versa.
Exams are a must. Research provides valid
information so that boards may make informed
decisions. NCSBN offers forum for boards to
discuss issues that may affect them. NCSBN
should offer info, not prescribe policies.
Phrase "guidance to its members" - does not
reflect autonomy of each BON. Would prefer
"assistance or information."
Most of the time. When a project or direction
is pursued by Council that is not consistent the
membership seems to reject it.

PART II Imporll/lnce ofNational COllncil's OrganizAtion Plan ObjectiNs in terms ofIaow they tlSsista Member
Board to perform its functions.

Goal I, O~iectiveE Provide a comprehensive approach for the regulation of advanced nursing practice

X
X But not a 2nd license.

All of these 25 are important - this was
extremely difficult.

Goal I, Objective H Identify the role of a Board of nursing related to continued competence.

X Boards of nursing have a duty/role already;
measuring competency is the question.
NCSBN cannot analyze for boards nor provide
standards for regulation.

National Council ofState Boards ofNursing, Inc.l1996
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Attachment B

NATIONAL COUNCIL OF STATE BOARDS OF NURSING

ENVIRONMENTAL SCAN
EXECUTIVE SUMMARY

SOCIETY
Jennifer Bosma and Doris Nay

NURSING PRACTICE
Vickie Sheets

NURSING EDUCATION
Linda Heffernan

ASSESSMENT
Anthony Zara

PUBLIC POLICY AND NURSING REGULATION
Carolyn Hutcherson

January 1996

National Council o/State Boards o/Nursing, /nc.l/996
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Preface

TheNational Council ofStateBoards ofNursingcelebrates its 18thaoniversary in 1996. In these 18 years, the environment
in which the National Council seeks to fulfill its mission in support ofits member boards ofnursing has undergone many
changes. Through theprocess ofenvironmental scanning,anattemptwas made, in 1995, to survey thecurrentenvironment
andgleanprojections for the future. Anexecutivesummaryofeachoftheenvironmental scans, (Society;NursingPractice;
Nursing Education; Assessment and Public Policy and Nursing Regulation) are contained in the following docwnents.
A copy ofthe complete documents will be available in August.

The motive for scaoning the aspects ofthe environment most relevant to the National Council's mission and purpose is
to assure that the organization neither overlooks opportunities for greater reach and effectiveness, nor is hindered by
unanticipatedobstacles which threatenmission accomplishment While this projectwasundertakenat the express request
ofthe Long Range Planning Task Force ofthe Natiooal Council, the documents may be useful to other committees, the
Board ofDirectors, and Member Boards.

As withallNational Council documents, evaluationbyreaders is solicited. All evaluationsare reviewed andused to assure
that futme documents will continuously improve inquality andusefulness to our readers. Please forward your conunents
to the National Council ofState Boards ofNursing, 676 North St Clair, Street, Suite 550, Chicago, Illinois 60611-2921,
Attention: Doris Nay, MA, RN, Associate Executive Director, or phone (312) 787-6555 ext. 166, FAX (312) 787-6898
or (email) doris@ncsbn.org.
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Society Environmental Scan

Nursing, asacare-giving profession, isprofoundlyaffectedby tbenabJreofthose to whom care is given. Regulation, which
exists for the protection of tbe public, is shaped by tbe needs of the public. Thus, any consideration of tbe environment
for nursing regulation bas a study of the populalioo of the country as a foundation for all other conclusions. The U.S.
population is e:ramioed from tbe perspectives of gender, age, geographic regions, birthrate, immigration and ethnic
composition, economic environment, and general health.

The total U.S. population is preseody 260 million; with the slowest rate of growth in the nation's history, it is expected
to be 270 million by 2000. The median age of the U.S. populalion in 2000 is expected to be 36 years, and in 2020 it is
projected to be 49. The populatioo is aging, with the population over 85 anticipated to grow four times as fast as tbe total
populalion. Aging will have significant effects on the resources which will be needed to provide help with physical and
ecooOOlic care for those on tbeir own without adequate means of support. In addition, tbere is a declining proportion of
people of working age. It is anticipated that this decline will lead to pressure for changes in the way tbe labor market
operates, including increase in retirement ages, in part-time work, in students working, in returning the Wlemployed to
work, in retraining those with obsolete or surplus skill, in using voluntary and even child labor.

A consensus of experts propose that the population of tbe U.S. is expected to shift from the present order, (largest to
smallest) of South, Midwest, West, Northwest to a pattern in which the West outnumbers the Midwest shortly after the
year 2000. Seven states are expected to ioaease more than 20 percent in populalion by the year 2000: Nevada, Idaho,
Alaska, Ulah, Wasbiogton, Colorado, and Arizooa Three states are expected to lose populalion in tbe same period:
Massachusetts" Rhode Island and Connecticut, plus the District of Columbia. However, over a 30-year period, the
following eightstatesareprojectedto begrowthcenters: California,Texas, AOOda, Washington, Georgia,North Carolina.
Virginia. and Arizona (accounting for 60% of total growth, both births and immigration). Approximately 17% of the
population move each year; if this percentage holds constant, tbe number of households moving annually will increase
from 40 million in 1990to 47 million in 2000. People in their 208 are the most likely to move; after age 30, tbe likelihood
of moving declines steadily. A phenomenon of "edge cities" is emerging. Edge cities, located on tbe fringes of major
metropolitanareas, combinefeatures suchas inexpensive landandbousiog and thepresenceofshopping malls, and appeal
to people who will work in the suburbs or "telecommute" to downtown offICeS.

Birthrates areanticipatedtodeclioegraduallythroughtbeyear2000. In thereceotpastbirthrateshave declinedforwomen
aged 20 to 34, but ioaeased for teenagers and women 35 to 39. Currently, about 25% oftbe population is nonwhite orof
Hispanic mgin (about 20% of those over age 35 and 33% of those under 35). Ifcurrent trends continue, miomties will
be approaching halfof the total U.S. populalion by 2050. Growth is from births and immigration combined; nearly all
non-Hispanic white growth will be from births, while 57% of Asian, 36% ofHispaoic, and 20% of Black growth will be
from immigration.

The sizeoftbe avenge household bas been shrinking. In2050, ifthe trend cootinues, avenge household sizecouldbe 1.9.
However, some projections call for a reversal ofthe trend after 2000due to slow new-household formation, immigration,
and elderly people choosing to live with friends. It·is interesting to note that if recent trends continue, one in three
householdswill haveamalehomemakerby tbe year2000. Thenumberofsinglemothers underage25 couldgrowbymore
than 50percentbetween 1990and 2010; oldersingle mothers could also inaeasebyapproximately 24percent in tbe same
time period. The number ofsingle fathers is expected to grow by 44 percent in the same period. While fewer people over
75 are living with family members (down to 5 percent from 8 percent in 1970), from 20 to 30 percent of workers are
providing care to elderly relalives. This group is particularly likely to need paid help. The elderly increasingly desire to
live iodependeody ofchildren and other relatives. Whereas in 1990, 9 million adults overage 65 lived alone, that number
is expected to increase to 13 million by 2010.

In tbe job market, four millioo additional wOIkers are expected to join the health services industry by 2005, bringing the
total of wOIkers to 12.5 millioo; tbe fastest growth will be in the residential care sector, at 7.3% per year. HOOle health
aides, pbysicallberapists, andmedical assistants will be in great demand. Technicians and technologists, such as licensed
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practical nurses and Jadiological teebnologists, will add large numbers ofjobs. Health services manager positions will
grow much faster than average, reflecting the overall rate ofgrowth of the health care industry. Use of temporary workers
andindependentcmttactors is anticipated to grow, due to thebigbcostofemployeebenefits. In faet,jobs will tend tomove
away from"full time" to a"temporary coottact" basis. Thenursing wortfm:e isestimated to include 1,850,00RNs, based
on the most recent "Naliooal Survey of Registered Nurses," (March 1992). Men cmstihJte 4.3%; approximately 10%
come from DOO-ougority raciaJlethnic backgrounds; the ave1'8ge age is 43; 72% are married. About 2J3 of RNs currently
wOOt: in hospitals, but the propMion is larger for younger nurses and smaller for older nurses. Ten percent wOOt: in
communitylpublichealth, 8% in ambulatory settings, 7% in nursing homes, and the remainder in nursing edu<:alion (2%),
studenthealth (2.7%), occupatimal health (l%) and miscellaneous areas, such as state bmrds ofnursing, health planning
agencies and coaectional facilities (3%).

One role of govemmeot is setting and providing incentives and resowces for the achievement of goals for the health of
thepopulation. "Healthy People 2000" is a program of the Public Health Service which defmes objectives set by decade.
The three broad goals are (1) inaease the span of healthy life for Americans, (2) reduce health disparities among
Americans, and (3) achieve access to preventive semces for allAmericans. Strategies for attaining the goals are grouped
into categmesofbea1tbpcanotioo, health protection, anddisease prevention. The outcomeofthe curteIltpolitical bettles
over balancing the federal budget, largely througb reduction in federal government entitlements, will have a profound
effect on the fubJre role of government.

Among industrialized nations, including the U.S., it is expected that ideas of the appropriate size of the public sector will
shift. so that govenunents will beexpected10do less, not Dl<X'e; governments will inaeasingly beexpectedto achieve their
aims by regulation rather than directprovision of services; and wbat remains within the public sector will be much more
subject 10 market discipline. ReguJatory failure carries economic costs 10 society, whether from ill-conceived regulatioo
or lade ofadequate regulation. lli-cooceived regulation is the result of incompetence or the failure to rescind laws which
were bougbt in for a specific purpose which DO longerapplies. Balancingpopulardemand for greater regulalion (quality
control) with the compliance costs that regulatioo imposes bas been achieved by SOOle govermnents througb suJr
coottactiDg regulation to independent, single-function bodies which specialize in regulating a particular area (e.g.,
Securities and Exchange Cmunission); this trend is seen as likely 10 grow.

Thirty-four states have healthier popula1ions in 1994 than they did in 1990, and the overall health of Americans bas
improved 2.4percent, basedonan indexof17compmeots thatmeasure lifestyle, access 10healthcare, occupational safety
and disability, disease, and mortality. Baby boomers' popularizatioD of healthy lifestyles may reduce l'8teS of chronic
disease in old age, reducing use of health services and leogtbeoiog average p-oductive lifespan. During the 1980s there
were major declines in death l'8tes for three of the leading causes ofdeath among Americans: bean disease, stn*e, and
unintentional injmies.lnfantmortality anddeaths fran peventablecbildbooddiseasesaisodeaemed. Between 1992and
2040,newodegenerativediseasemortalityisexpectedtoioaeaseby373%,mostoftheiocreaseatttibutabletodeatbsfrom
dementia (the highest among a wide group of diseases ShJdied). Emerging areas of concern among children include
inaeasing abuse (physical, emotional and sexual) and neglect (educalimal, physical, emotioDal) and the rise of
develoImental dismJers. The dominant preventable health pOOlems ofadolescents and yomg adults fall into two DUgor
categmes: injuries and violence thatkill and disable before age 25 and emerging lifestyles tbat affect health status many
years 1alel'. The leading cause ofdead1 is unintentional injmies, 75 percentofwbidl aremotor vehicle crashes. Homicide
is the second leading cause of death, and first in some racial and socioeconomic groups. In both crashes and homicides,
about halfare associated with alcobol use. Sectors of society can be effective in creating an environment that facilitates
and slJA)OrtS healthful behavior especially when woddng in minority, rural, and low socioecoDOOlic status populations.
Examplesinclude:employersupportofsmokingcessaliOll,stressmanagement,oulritionalandexercise,saeeningforhigh
blood pressure and cbolesterol, and other health-related programs; community groups and churches spoosmng classes
and support groups; state agencies initialing community-based prevention programs. People over age 65 need regular
primary health care semces to help them mainlain their health aDd prevent disabling and life-threatening diseases and
conditions, including saeenings, immunizations, access 10 presaiplion medications, health counseling, and other
interventions.

Research indicates that the average health carecoosumerwill spend between$150,000and $200,000on bealtb care in his
orher lifetime. Consumerdemand for health care is changing, causing rapidgrowth in services such as age-targeted care
(pediatric,middle-aged,elder),etbnic-targetedhealthcare, fitness andsportsmedicine, self-diagoosisandcare,preventive
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and "quality-of-life" health care, rehabilitation, industrial health.

Within the health care services sector, hospitals are IXOjected to be slowest growing (virtually flat employment) while
offICeS of practitioners, nursing and personal care facilities, and miscellaneous health services are all projected to have
growthratesof3 percentormore making them among the fastest growing iDdusbies. Sub-acutecare is gaining acceptance
as an appropriate levelofcare. It is seenas anopportunity fex hospitals to develop a seamless integratedbealtbcare system.
particularly for patients who have exhausted their inpatient DRGs. Sldlled nursing facilities can diversify into sub-acute
care, compensating forthe conlinueddecrease inaverage nursing booleoccupancyrates. The sub-acutebealtbcaremarket
segment is projected to grow rapidly in the near future. The urgentneed to cut the costofhealth care will ensure inaeased
use ofhome care; mae funding for home care and assisted living could slow growth in the nursing-home population.
However, even ifdisability rates were cut in half, twice as many nursing boole beds will be needed in 2040.

Tedmological capabilities are inaeasingly enabling the puvision of health care via telecommunications. Beginning in
1990, the U.S. govemmenthasactively fostered research into telemedicineas ameansofdelivering care intorural orother
remote under-sesved areas in a quality, cost-effective manner. The health services industry is becoming more cost
conscious, aeating tteDds such as consolidation ofhealth care instiwtioos into integrated delivery systems; emphasis on
preventative health measures; greater use of outpatient treabDent; and use of mD'sing home ex sub-acute care as an
intermediatepoint fexcaredeliverybetween hospital and home. The tecbnologieswhich will affectthe livesofAmericans
in the next 25 years exist DOW; determining the direction of technological advance is a guess about COOlplex interactions
between "push" in research directions, price of technology, and society's changing wants and needs. "Smart card"
technology is pedicled to be used for storing personal medical data, credit information, and identification/anti-theft
devices. "Smart houses" will likewise have automated flDletions to increase personal safety, routine chores, and
environmental comfort.

For care IXOvidel's, entrepreneurship is predicted to emerge among nurses due to economic conditions favoring
privatization, bospitalreslIUCturing,greaterempbasis ondiseaseprevention, andadvancesinnursingknowledge. RNsand
LPNNNs who have been laid off are finding sub-acute care as an alternative place of employment; sub-acute care is
generallyregardedasrequiring interdisciplinaty teams includingpbysicians,nurses, andothertramedprovidels. Providets
will be responsible not only to individual clients but also to the populations and cmununities fnm which clients COOle.
Consequently, health care providels will have to be prepared in educational programs which reinforce across the
curriculuma populalion-basedmodelofclinicalpractice.Topracticeappopiately, clinicianswill need tobe familiarwith
computercapabililies; softwarepackages will facilitate clientcare (perhaps throughartificial intelligencebasedsoftware),
while simultaneously the need for integrated instiwtional cOOlputer-based data access fex quality assurance and fiscaJI
operation management will inaease. Opportunities to enhance access and cost-effectiveness of health care exist in
telemedicine tecbDology; the acceptance of such technology is currently hindered by obstacles including payment for
telemedicine services, infrastructure development, legal matters, licensure, and practitioner and patient acceptance.

With new developments and discoveries in technology and science happening today, what could be the impact on the
society of the future?

Predictions include:
• Consumers will have easy access to large quantities of health care infcxmation
• Consumers will be the drivers, the decision-makers regarding health care
• Many health care services will be delivered to the coosumer via telecommunications and robotics
• Health care systems will be global rather than national
• Care will be health care not illness care
• EcOlKDlics will continue to determine the quantity, quality and setting fex the delivery ofhealth care
• The population will be inaeasingly mcxe diverse

Challenges could include:
• Ethical challenges and difficult choices - how sbould the technology be used, for whom, when
• Information management - interpreting, evaluating and applying
• Growing chasms between the "haves" and "have nots"
• Emerging illness, resistance to medications, new organisms, new discoveries
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• Longer life spans
• New roles for federal, state and local governments
• Intemational and global initiatives
• New health care settings

With these new cballenges, developments, anddiscoveries comes opportunities. This technology revolution is and
will continue to influence operations or organizations, providing new opportunities for improving services at lower
costs.

What implications does this have for the membership of the National Council, the Member Boards of Nursing? The
need to:

• actively mooitor the general directions of cbange (trends)
• early identifacation of key issues

-identify latent coocems that may become issues
-separate faddish issues and those likely to have long-lasting effects

• identify forces that could slow, stop or reverse 1reDds

What implications does Ibis have for abe National COlmcil?
The need to:

be on the information highway
• provideMember Boards with services andoptions forcollecting, adding to anddelivering infmmation, e.g.,

video-cooferencing, electronic publishing, clearingbouse
• provideearly interpretationofimplicationsofissuesand actions needed: when, and by WhWl, e.g., Member

Boards, BoaId of Directors, staff
• provide infonnation early in a fOlDl that Member Boards can use to formulate opinions and/or make

decisions
• provide for multi-way communications, especially with and among Member Boards
• be responsive to growing technological ttaining needs of Member Boards and National Council staff
• provide for fast decision-making and response
• always maintain quality
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Nursing Practice Environmental Scan

Nursing practice in the 19908 is cbanging and complex. There is renewed emphasis on community-based care,
increasing impact from the communication/knowledge explosion and continuous change generated by scientific
discovery and technological development

Wlao PraeticesN",.,u.g? A composite pictureofthe typical RN from theNational SampleSurvey ofRegisteredNurses,
published in 1992 by the Division of Nmsing, is a 43-year-old female, married with children, and employed full-time
in a staff level position in a hospital The number of RNs educated in diploma programs was down, but both
baccalaureate and associate degree programs showed increasing numbers. Racial/ethnic minorities made up
approximately 9% of the RN population while the number of male nurses bad inaeased to 4% of the RN population.
Information sources about the numbers and demographics of LPNNNs continue to be limited.

What is N",si"g Praetke? Nursing provides many patient services, functions and activities simultaneously. A nurse
mayconductacomplicatedclinicalp-ocedurerequiringscientiflCknow1edgeand teebnicalexpertise whilesimultaneously
assessing the patient. The next moment, the nurse may perform a seemingly trivial task. But all of these patient
interactions provide the baseline sense of the patient that allows the nurse to recognize when an important change bas
occurred. This is nursing's beauty and uniqueness. This is also what makes n1D'Sing so opaque and complex; difficult
to articulate to the public, legislators and other policymakers; and vulnerable to market-driven consultants and
administrators.

The vision of too bedside nurse is often idealized, and the nurse who no longer spends time in providing direct care may
be accused of no longer being a "real" nurse. But directing care, shaping the environment and mentoring the next
generation of practitioners are activities that result in fewer direct care opportunities. Nurses in the 19908 are
developing their abilities to work with organizational theory, to work within political realities and to develop
scholarshipand research skillsbecausecaring happensonmultiple levels - individual care, populationbasedandsystem
based programs.

Scope ofNurslllg Praetice. One of the cballenges to boards of nursing is the all too common lack of knowledge
regarding the legal basis for nursing practice. The definition setforth in licensing laws definesboth the scopeofpractice
and legal responsibilities and identifieS the boundaries within which nursing practice takesplace. There are three levels
of nursing regulated in the United States. RNs and LPNNNs are regulated in every state. All but two states bave
statutory authority for the reg~onof advanced nursing practice, and there are legislative efforts underway in both
of these jurisdictions.

Co"tinual Compete"ce. Although not a new issue, increased national focus on continued competence bas occ1D'red
in the past year through the Pew Health Professions Commission Taskforce on Healthcare Workforce Regulation
Report. Incompetentperformancemay be related to insufficientknowledge, skills and abilities, but may also be related
to situational factors (practitioner cannot adapt to the practice setting, the practice setting not supporting practice or
other relevant l:onditionS)orhuman factors (related to communication, leadership, problem solving or unstandardized
language). Nursing as well as other professions are struggling to assure continued competence. New models, such
as self-assessment tests combined with continuing education, portfolio assessment and "cafeteria-style" programs
(choosing from several options of education, re-testing, independent study, etc.) are being tried. All these evolving
approaches raise questions of effectiveness and costs.

Wlaere fUftl Who Does Nunu.g Praetice Tah Place? Unlike the physician who may see the patient in the office or
briefly visit the patient in the hospital, nurses spend a much higber percentage oftime with patients. This provides care
opportunities unavaiJable to providers who only briefly interact with patients. And there are many more nurses and
other licensed health care practitioners than physicians and dentists. Nursing care occurs around the clock. Most
frequently this kind of extended interaction happens in hospitals or long term care facilities, but also happens in the
home and other community settings.
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Nurses practice atevery level. and in every setting. Ambulatory settioss include physician office practice. nurse private
practice, community bealth centers. nurse managed centers. other health centers and clinics. schools. occupational
settings, day surgezy and surgi-centers. Subacute care provides alternative settings for patients too side for home but
no longer needing acute care.

HQSPitals - including community. teaching, and specialty - continue to be needed. The look of hospitals is changing,
however, as a major ttend in health care is for small hospitals to become part of a multi-institutional system. Many of
these acquisitions and mergers have resulted in restructuring and downsizing of all hospital staff, including nurses.
Nursing service bas the largest number of employees in the hospital, because of round-tbe-clock. seven-days-a-week
staffing needs. Some of the types of settings where nurses work within acute care hospitals include: emergency
department, psycbialric, obstetrics/delivery, medical-surgical. operating room and recovery. pediatrics. intensive care
and other specialty units.

Qnvemmental ""lib care facilities provide another setting for nursing practice. At least 25 federal agencies are
involved in delivering health care services. Some are direct patient care, such as the huge Veterans Administration.
the Public Health Service and the Indian Health Service. The DepartmentofDefense provides health care services for
the military and their dependents. The government also provides other support services through the Department of
Health and Human Services. as well as research and fmancial support. State and local governments have multiple
functions in health care delivery. from state facilities to public health departments.

LODe term care facilities provide a variety of services to functionally impaired patients with chronic conditions or who
require long-term stays (e.g.• rehabilitative care). The cost of long term care is high. and concerns about quality. both
of care and of life. bas led to both state and federal legislation (e.g.• OBRA, 1987). Much of the care is provided by
nurse aides, and adequate licensed nurse staffmg has long been a concern among both nursing and consumer
organizations.

Home br.a1tb care is needed when a person requires more assistance than can be proVided by family or friends.
It is a growing industry that bas been to a great extent unregulated. Good home care can promote quality of life.
and allows a patient to be with family and in a comfortable environment. Family members are in a dual role of
recipient and giver of care, an additional challenge for the nurses providing care.

Hmpice JI'Opam§ employ a team approach to providing care for the terminally ill. The nurse plays an integral
role as the team captain. Hospice is about options and continuity of care. regardless of the setting.

The 1994 Survey oftlu? Nurse Universe, conducted by Harvey Research Organization, Inc., reported that 54.9% of
nurses wort in hospitals. 9.5% in nursing bomeIlong term care, 7.1 % in physician offices. 5.3% in home health care
(community based). 3.1% in extended-care facility/skilled-nursing facilities. 2.2% in home healthcare (hospitalbased).
1.9% school. 1.6% mental health. 1.4% public health departments. 1.3% nursing school faculty, 1.0% hospice. 0.8%
occupational health and 9.9% other. This survey included both RNs and LPNNNs.

Sel8ckd F~101'S II11pt1CMg NIII'S",g Praelice. The changing world and evolving healthcare environment present
multiple issues that impact nursing practice.

Caeins J)BtjentpOpUlatiops - The population is aging. with greaterdemands for health care, at the same time the pool
ofpotential nursing students is smaller. Changes in the family - one-parent families, smallerfamily units and increasing
numbers of working mothers impact health needs. Ethnic diversity is increasing and requires efforts to appreciate
transcultural diversity. There is increasing bifurcation between the haves and the have nots. those with access to
information and teebnology. and those who do not. Social ills such as homelessness. crime. drugs, prostitution. gangs
and violence affect the provision of nursing care.

CwmunicationOroowledB explosiop - An increasing capacity for human communication has exploded in the last
decade. One must not ooly consider who controls fmances. but also who cootrols information. The Nursing Minimum
DataSet (NMOS) and the Nursing Interventions Classification (NIC) are steps toward the implementation ofa uniform
collection ofessential nursing information. The scope oflmowledge available through the global information-capacity
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created by the: marriage ofcomputers and telecommunications technology bas made a vast array ofresources available
tonurses. Thechallenge for nurses, andall users ofthe technology, will be to identify ait.eriaforusefulness, to evaluate
accuracy ofinformation to validate the reliability of the source and to sort out what is interesting from what is essential
infonnalion about a subject Telecommunication is becoming a significant tool for practice. The mode of nursing
practice changes, especially related to the use of sensory assessment skills, requires new skills to utilize these tools
effectively.

Tf&bpgIogy - Nurses today practically need to be engineers; at a minimum they need orientation and training for the
various types: of tecbnical equipment used in different settings. Technology is a valuable tool to assist in the
improvement of patient care, but cannot be a replacement for hands-on care.

Genetic Tf§Arch and scientific djscovetY - The isolation of DNA made the process of cloning possible, and gene
mapping bas opened a whole new world of possibilities and complications. Implications for nursing include
confidentiali~yissues, ethical concems and the need to be knowledgeable aboutprocedures and potential outcomes so
tbat nurses can effectively counsel their patients.

Ecopomics of health care -The reality of our time is competition and the bottomline. Pressures are being placed on
nurses and all bealth care workers to cutcosts and increase productivity. Hospitals have been the focus ofdownsizing.
Hospital reorganization can take three approaches: restructuring (changing the architecture of the organization), re­
engineering (revamping processes) and job redesign (who should be doing what, when and how). These times of
fmancial woes, downsizing, and redeployment ofhuman resources contribute to a feeling of "standing in quicksand"
for many nurses today. The economics of health have led to new terms in nursing terminology, including managed
care, case mallagement, patient focused care and critical pathways.

Unljcensed wistiye personnel - Nowhere is the impact of economics more apparent than in the use of unlicensed
assistive personnel Much of the downsizing and job redesign approaches involve decreasing the number of more
expensive Iia:nsed nurses and using more unlicensed assistive personnel. 1brougb careful decision-making and
appropriate de:legation, the use ofassistive personnel can free nurses for activities tbatrequire their levelofknowledge
and expertise. Nurses believe tbat the decision-making regarding nursing should be made by nurses; each patient and
each situation requires professionaldetermination as to whether a function is appropriate for delegation. The challenge
is to articu1atf~ this need in terms of benefit to the patient, in such a way that it does not appear to be simply "turf
protection" 0111 the part of the nurse.

Adyanced nurWa practice - On the other end of the spectrum is the nurse practicing in an advanced role, as a nurse
practitioner, nurse anesthetist, nurse midwife or clinical nurse specialist. These practice roles can provide economical
means of expanding access to care. In the past five years, there bas been much legislative activity to regulate the
advanced practice role and provide authority for practice for Advanced Practice Registered Nurses (APRNs). APRNs
are used in all typesofsettings, often providingprimarycare. The nursing profession is stillchallengedby the variability
of requirements from jurisdiction to jurisdiction.

Differentiated practice - Nursing is unique among health professions in the diverse educational pathways available,
often creating ,confusion regarding the capabilities ofnurses in the workforce. Rather than deal with the complexities
of defining roles based on education, many facilities have resulted to the ''nurse-is-a-nurse-is-a-nurse'' mentality.
Efforts to diffc:rentiate practice used education and experience to determine levels of practice within a health care
organization.

Infectious diseMeS - Some of the scientific developments in these decade involve both new dangers and old enemies.
The World Health Organization estimates some 18 million adults and 1.5 million children are mv-infected. AIDS is
the leading cause ofdeath among adults aged 25 - 44 in the United States. AIDS is a health problem that was initially
treatedpolitically, thusmaking itdiffICult forbealth careworkers towork with full information in many situations. New
infectious diseases and new viruses, unresponsive to currentmedical therapeutics, are being identified in parts of the
world. With the transportation technology sbrinIting the world, the danger of these new diseases being transported to
other population centers is staggering. Old infectious diseases are reappearing, such as tuberculosis. Resistant strains
are not controlled with current pharmaceuticals. The implications for nursing include the need to revisit old skills and
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approaches to infection conuol in some situations and to promote diligence in the use of universal precautions, both
for the sate of patients enb'Usted to their care and for the personal safety of bealth care workers.

Health promotion preyentjoo Mnq'jon - Nurses have traditionally been the profession that bas focused on health
promotion and educalion. As health care evolves from a sickness model of cure and care to a weUness model of
prevention and care, nurses are the logical health care provider to promote optimal health among clients.

Ethical jssues awl cbaJJegles - Nurses become involved with a variety of patient issues that involve thorny ethical
dilemmas. Issues such as assisted suicide, confidentiality and privacy concerns, experimental trealment and researcb,
rationing of medical resources, reporting impaiJed or incompetent colleagues, and treatment versus non-treatment
decisions, to name a few examples, may be faced by nurses in their day-to-day practice.

Lela! jssues - All of the ethical issues listed above also have legal ramifications. Other legal issues in the 19905 facing
nurses include delegation and supervision, employment issues, the implicalions ofthe Americans with Disabilities Act
and selected legal decisions. Taking discipline action against the licenses of unsafe and/or incompetent nurses is one
of the most important responsibilities of boards of nursing. Such actions are tracked in the Nalional Council's
Disciplinary Data Bank, so that the information is accessible to other nursing boards. As a professional, a nurse may
be subject to allegations of malpractice should the nurse's failure to adhere to accepted standards result in harm to a
patient. Malpractice payments on the behalfof nurses are reportable to the National Practitioner Data Bank (NPDB).
The Health Resources and Services Adminisuation (HRSA), whicb is the federal administrator of the NPDB, appears
poised to implement mandatory reporting ofdisciplinary actions to the NPDB as well. Both of these data banks serve
to promote information sharing that "tightens the safety net" for the public.

Advancing technology, emerging knowledge, and expanding opportunities for communication can be powerful tools,
bulthe tools are as good as tbe user. The ongoing cballenge to nursing is to learn from the past, to select the essential
and most useful information and skills from the present, to work within political realities, to promote scholarship and
research, and to apply Ibis all on multiple levels, in innumerable settings, so that nursing practice continues to serve
its most important consumer, the patient.
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Nursing Education Environmental Scan

Nursing education bas been experiencing great cbange in the past few years reflecting the changes in the health care
delivery system. A major question facing nursing education programs is: are they preparing competent practitioners
or are they even able to? Is it realistic to expect that two to four years of education is sufficient to prepare the student
for the rapidly cbanging workplace? Employers wish to have the new graduate functioning as fully as possible as
quickly as possible. New graduates are expected to perform as fully "ripened" professionals. The dicbotomy between
the expectations of the employment setting and the abilities of the new graduate bas been accentuated by the changes
in the health (:are delivery systems.

Employers have blamed nursing education programs for not preparing the graduate for the workplace. Educators have
blamedemployers for being unrealistic in expectations. No otherhealth care profession expects this ofthenew graduate
without a period of additional ttaining. The conflict in expectations bas existed since the decline of apprenticeship
programs like the original diploma programs.

Enrollments ill RN education programs reached a low point in 1987. Since then, enrollments have increased steadily
reaching a high in 1993. However, 1994 data showed that overall enrollments declined, reversing this six-year trend.

In 1994, fall admissions in associate degree and diploma programs declined for the flI'St time in six years. A recent
American Association of Colleges of Nursing survey showed that entry-level baccalaureate program enrollments for
the 1995-96 academic year dropped 2.6%. However, overall annual admissions increased slightly reflecting the
smallest iDa'ease in the six years.

The numbers of graduations from nursing education programs is still increasing reflecting the upward trend in
enrollments of the past few years. This trend is likely to reverse as the number of admissions declines.

The decline in enrollments is believed to be tied to the employmentmarket. In 1990,83%ofrespondents to the National
League forNursing Newly UcensedNurse Surveyreportedfinding their flI'Stjob before graduation. In 1994, this figure
dropped to 64%. In response to questions about their perception of job availability, 63% reported many jobs were
available in 1990, compared to 6% in 1994.

DemographJcs of Nursing Graduates and Students

In 1992, 34% of all nurses had a diploma as their highest educational degree; 28% had an associate degree; and 30%
had a baccalaureate degree. About 8% ofnurses had a least a master' s degree. In addition, about 8% of all nurses were
enrolled in a formal educationprogramleading toanursing ornursing-related degree. Twentypercentofnewly licensed
nurses in 1992 held college degrees prior to nursing school. Baccalaureate graduates were more likely to have had a
degree (20%), compared to associate degree (18.8%) or diploma graduates (15.6%).

Associate degree graduates represent the fastest growing segment of the nursing population. It is predicted that the
demand for baccalaureate prepared nurses will continue to outpace the supply. According to Linda Aiken, the rising
complexity of care and anticipated reductions in the number of medical residents in hospitals are factors that will
increase the de:mand for the clinical expertise and autonomous decision-making of baccalaureate nurses.

The number of graduate programs bas increased, especially the number of nurse practitioner programs. Despite this
growth in the numberofgraduate educationprograms, the numberofgraduates is increasing slowly because the typical
graduate student needs to worlc to fmance the education and is only able to attend school on a part-time basis.

In 1992, about 8% of the nursing population had a master's degree and about 11,300 nurses had a doctorate. Forty­
three pezcent of master' s prepared registered nurses have majored in an advanced clinical practice area Twenty-two
percent major'e:d in education and 24% in administration/supervision. Doctoral degrees were mainly focused on

Nalional Council o/Stale Boards o/Nursing, Inc.l1996



36

education (37%) or research (33.5%). There are few doctorates focused on clinical practice or supervision!
administration.

The decrease in the number of graduate students in nursing education as well as the slow production of graduate
prepared nurses will have a significant impact on the pool ofprepared faculty. Graduatesprepared with a clinical focus
need assistance to transition to the faculty role and its attendant responsibilities.

The average age of new graduates of nursing education programs bas been increasing. The average age of graduates
in 1992 was 33.7 years. Diploma graduates averaged 31.3 years; associate degree graduates, 35.7; and baccalaureate
graduates, 29.2.

1berebasbeena steady increase in thenumberofmenadmitted tonursing education programs to 13.5% overall in 1994.
Associate degree programs increased to 14.1% in 1994 from 13.1% in 1993. Baccalaureate and diploma programs
remained steady at 12.5% and 13.7% respectively. In general, the percentage of minority admissions bas been fairly
constant at about 16.2%.

Faculty

In 1992, baccalaureate and higher degree programs reported that about 99% of their faculty have master's degrees in
nursing; associate degree programs report 88%: diploma programs report 64%; and practical/vocational programs
about 80%. Over 90% of doctoral prepared nurses teach in baccalaureate or higher degree programs. Overall 41 % of
all nursing fawlty have an earned doctorate.

Fewer graduate students are going into teaching and the number ofprograms preparing teachers is decreasing. In 1978,
almost 23% ofmaster's degree graduates prepared for teaching; in 1981, 17%; and in 1991,only 10%. In addition, 35%
ofstudents in doctoral study in 1986orearlierstated they wereplanning to seek a faculty position. Only 10%ofdoctoral
students beginning graduate study in 1987 or later bad the same plans.

Education programs are becoming increasingly reliant on part-time faculty. The number of part-time faculty bas
increased 15% in the past few years while the number of full-time faculty bas decreased 0.9%. Also, in general, 61 %
of full-time university faculty have a doctoral degree, while only 29% of part-time faculty have doctorates.

The use of preceptors in clinical education to supervise and guide is becoming a common practice. The questions that
must be addressed include: the qualifications of the preceptor; the appropriateness of the particular preceptor for the
level ofeducation program; supervision of the preceptor; and responsibility of the faculty for evaluation of the student.

Nurse practitionerprograms present the question ofwho shouldbe the preceptor ifa nurse practitioner is not available.
There are insufficient numbers of nurse practitioners to act as preceptors. Physicians have often been permitted to act
as a preceptor. 1bere is controversy as to whether or not a physician assistant should be permitted to act as a preceptor
for a nurse practitioner.

Teaching clinical subjects requires the faculty to be clinically competent as well as able to communicate the necessary
knowledge and skills to students. This becomes an issue when faculty are prepared in a clinical specialty and have no
preparation in education to assist in communication of their knowledge. Faculty in universities are caughtbetween the
demands to be clinically competent, as well as maintain or meet scholarship and research expectations. Maintaining
clinical competence is particularly important for facuIty in nurse practitioner programs. An emerging trend is the
encouragement that clinical faculty maintain their competence by participating in clinical practice beyond theirclinical
teaching. However they may be regarded as less than scholarly by their university counterparts.

Graduates of nursing education programs need to be prepared to meet the needs of increasingly diverse populations
served by nurses. Curricula need to address these issues ofdiversity. Cultural diversity must be included in the course
of study including speciflC health problems, beliefs about health and illness, cultural traditions, etc.
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Graduates also need to be prepared to address the issues of the aging population. Physiology and psychology ofaging,
health issues specific to eldecly, death and dying, and specific care needs of the elderly are examples of issues to be
included.

Programs shouldbe flexible to meet the needsofthediversepopulation ofstudents. Mature adult learners havedifferent
needs but bring different skills and talents to the program. Minority or disadvantaged students may require support
services. Weekend classes, flexible clinical hours, convenient clinical locations, self-paced learning, proficiency and
equivalency testing are options thatneed exploration by faculty. Students should be able to extend time for completion
of the program beyood the ttaditional two or four years. Curricula should be designed so that articulation to another
level of nursing is facilitated.

Clinical sites have become a challenge for nursing education programs. Hospitals have fewer beds so fewer students
can be accommodated by the facility. Community sites are scarce and the competition for the limited sites is intense.
Programs need to become aeative is developing appropriate alternative clinical experiences and still meet the
objectives and outcomes of the program.

BaccalalJreate programs have reported an increase in the use ofhome care agencies, outpatient centers, mental health
facilities, and other community-based sites for clinical training. Baccalaureate programs also reported adding courses
or expanding coursework in areas such as health economics, home care, health policy, and care of vulnerable
populations.

The explosion in technology creates many challenges in nursing education. New graduates need to be adept at
communicating through computer technology. They also need to be able to safely use the technology essential to the
delivery of care.

Telecommunication technology is creating a wholenew systemofhealth care delivery. Nurses may becaring for clients
in remote sites through video and audio technologies. Assessment and decision-making skills will need to be highly
developed to facilitate safe and effective care.

Programs need to be flexible so that emerging health issues, technologies, and trends can be addressed in a timely
manner.

Summary

The challenge to nursing education programs is to prepare the graduate for the workplace. What the appropriate level
ofpreparation is has been the subjectofdebate between educators andemployers. Skills essential for safe and effective
practice should be identifIed. Skills that provide the graduate with the tools to problem solve, and to identify and fmd
the information, are needed.

"A national nursing shortage does not currently exist, but there is a growing concern in nursing, as in medicine, that
the workforce is not optimally trained for the present of future needs of the population." (Aiken)
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Assessment Environmental Scan

As_ssment • Summary

This is a summary of a more complete environmental scan which was designed to provide a view of the current and
upcoming ttendsin thearea ofassessment tbatmay impact the National Councilbotb in thenear-and longer-tenn future.
Awareness of these issues can provide a platform to prepare for and/or lead important future change. The summary
touches on discussions of: (1) content issues, (2) measurement models, (3) measurement methods, (4) environment,
and (5) research issueslneeds.

Background
The field oflicensurelcertification assessment has traditionally drawn techniques and standards from the educatiooal/
psychological measurement arena. Among the many incremental changes improving the field. two major advances
have shaped the cwrent state of the art. In the late 19508 and early 19605, important advances in measurement theory
(item response theory; see e.g., Lord, 1952; Rasch, 19(0) changed the landscape for measurement professionals,
ushering in a wave of new ideas and paradigms. National Council bas been using IRT (the Rasch model) as the
organizing framework for the NCJ.EXTM since 1983.

The second major breakthrough was the application of computer technology to assessment. The history of computers
and testing goesback to the mid-1970s with the academic-based research sponsored by the U.S. armed services for their
vocational aptitude examinations (see e.g., Weiss, 1981). More recent research bas focused on educational and
licensure/certification testing andonly in the past five or six years have ongoing applications ofcomputer-based testing
been put into place (see e.g., Bergstrom & Lunz, 1990). National Council began to research computerized adaptive
testing (CAT) as an administration methodology for the NCLEX in 1986, with the program reaching implementation
on April 1, 1994. TheNCLEX was the fust national licensure examination to implementCAT and it remains the largest
CAT program in the licensure/certification area

Content 1881188

Job Agalyses. National Council conductsextensive triennialjobanalysis studies to determine specifically what entry­
level nurses aetua1ly do on the job. There bas not been much advancement in the technology or methodology of
conducting job analyses in the last several years. Some thought bas been given to methodology in terms of gathering
the information from the sources that can provide it most accUJ'3lely. Recent work suggests that the job incumbents,
while able to accurately communicate what it is they do on the job, may be unable to accurately assess how important
those job functions actually are.

Construct yalidation. The Examination Committee bas worked to become much more sophisticated in their
knowledge about the job analysis methodology which provides them with insights as to its sttengths and weaknesses.
They have also worked with the Research Department to have considerable input into the design of the job analysis
survey instrument This close involvement facilitates the process of turning raw job analysis task data into a usable
NCLEX test plan that reflects the important measurable elements of entry-level nursing.

....surement Models

ItemResllODB Theory. Many of the current advances in IRT are occurring in the application of the theory rather than
in the pure theoretical areas. Cwrent or future NCLEX-based research on item calibration issues, person-fit, and error
reliability will be true additions to the field and assist the NCLEX program to provide the best possible measurement.

An interesting future application for National Council is polytomous item response (pIRT) models, which are one
potential way to score computerized clinical simulation testing (CST@) assessments. In fact, the richness of the PIRT
models directly lend themselves to the assessment richness hypothesized for CST. With CST being a good example,
the advancementofcomputer technology will drive an evolution in the ways examinees can interact with the computer.
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....surement "ethods

MylUgle-CJaoke Items. National Council bas worked extensively with CbaunceylETS to refme and improve the item
development process. Many NCLEX items are being developed that test higber-order thinking skills such as analysis
and synthesis. ChaunceylETS and National Council have explored the possibility of developing different kinds of
NCLEX items (including, for example graphic content, k-choice items, etc.), but the financial responsibilities of this
exploration have prevented further development. A subgroup ofCbaunceylETS and National Council staff have been
assigned the charge of changing the current test development system so that it is responsive to future needs, inclUding
increasing item production, enhancing item content coding, and developing an item development tracking system.

In terms of the delivery of multiple choice items, computerized adaptive testing (CA1) remains on the most current
edge. Because National Council implemented CAT for a natiooallicensure examination fmt, we have received
inquiries from many licensure/certification agencies (e.g., National Council of Architecture Registtation Boards,
National Association of Boards of Pbarmacy, American Association of Nurse Anesthetists, Association of State and
Provincial Psychology Boards, California BarExaminers, National BoardofCbiropractic Examiners). Tokeepup with
the most current developments and to conduct necessary research, National Council and Chauncey have convened a
Joint Research COOlIDiuee to commission, approve, design, conduct, and fund research related to NCLEX and CAT.
JRC-sponsored studies to date include looking at new standard setting methods, item calibration methods, person-fit
indices, and the determinants of NCLEX item difficulty.

Performanq-Based Assessment. For the last three years, performance assessment (also sometimes referred to as
authentic assessment) bas reached a level of very intense interest and research in the educational measurement
community. The program of the major annual educational measurement conference, sponsored by the American
Educational Research Association, included DO less than 30 sessions in 1995 and 24 sessions in 1994 featuring work
on performance assessment. Pcrlormance assessment is the act of measuring cognitive constructs or performance
objectives using a more ''natural'' methodology than multiple-choice questions. Current research is showing it is both
theoretically and practically difficult to develop high-quality performance assessments that retain good measurement
properties, and that validly combining information from performance assessments and multiple-choice tests remains
a cballenge.

High levels of both academic and applied research are being conducted on performance assessments. In the licensure
and certifteation areas, performance assessment methods are often conceptualized as an adjunct to existing multiple­
choice testing. For example, National Council's CST project is an important research smdy on applied performance
assessment for nurse licensure. The NACEP (as an implemented evaluation tool) also includes a manual skills
performance assessment. Althoughmeasurementfads drift into andoutoffasbion, the ideas ofperformanceassessment
are truly compelling and seem to have staying power. Alternate methodologies may be able to improve measurement
of candidate competence in the near future (e.g., CST).

Iecbnolo&Y Adyances. As with many aspects of society in general, assessment issues are being affected in important
ways by the application of new technology. As this trend continues, it is clear that computerized forms of assessment
will become more ubiquitous in school settings and for licensure/certification measurement. This should alleviate any
remaining issues that arise for the NCLEX about the "uniqueness" ofthe computerized testing mode (although DOt too
many complaints have been lodged to date). Extrapolating from the present to potential new assessments based on
technology, CST is certainly a step in the right direction. With the idea of making nurse candidate assessment as
complete as possible, future CST issues may include: improvement of the stimuli using graphics and sound, methods
or equipment for capturing tactile-related competencies, ways to alter the setting (perhaps through a virtual reality
mode), ways to capture the candidates' use of entire health care team (new simulation model), etc. Methods for
capturing the affective domain ofnursing may alsobe on thehorizon (e.g., computerized standardized robotic patients).

Environment

PoUtiql. Severalof the other environmental scans includepolitical components, but this discussion is limited to issues
related to assessment. In the current environment, all health-care providers will SOOD (if they are DOt already) be
accountablefor theiradditions to good clientoutcomes and theirassociated costs. This accountabilitypush would seem
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to be a favorable trend for the measurement ofnurse candidate competence (emphasizing the licensure function as one
of quality control for guaranteeing the public health, safety, and welfare). Having a common examination (NCLEX)
and standardalso fits well with the current public discourse ofremoving interstate barriers to competentproviders. The
federal push for acbieving national educational goals and accountability could be read as a pro-assessment trend.

Truth-in-Testing issues generally provide large testiDg organizations with much reason for concern. The specter of
having to release expensive-to-eonstruet, bigh-security licensure items on a regular basis is frightening. There does
not seem to be much headway in pushing for this type of legislation on the state level. New Yort still bas activists who
are trying to pass stronger truth-in-testing legislation, but their efforts are sporadic and successful to date. Nationally,
we have seen no efforts for any type of federal legislation for truth in testing.

1&&11. The legal environment for high-stakes assessment bas not changed for the last few years (except for the
implementation of the Americans with Disabilities Act, or ADA). No pending or proposed legislation with a large
potenlial impact is in the wings. Detailed ADA issues are still being sorted out in the associated federal and state
agencies and in the rourts. What bas come out of the fightiDg and is currently clear is that candidates' rights regarding
their testing experience and expectations for a ''fair'' assessment have become increasingly important since ADA was
passed. Legal counsel bas developed an opinion (disseminated in the Newsleuer) for Member Boards to use in their
decisions on wbetberornot to grant a modifiedNCLEX testing session. National Council, Chauncey, andourrespective
legal counsels have developed a methodology for dealing with very unusual requests that bas so far been successful.
It sounds simple, but by working directly and openly with the candidates to develop solutions that were mutually
acceptable, all sides have been satisfied with the outcomes.

HiIh-5tMkes Tetd:lDI. The environment for bigh-stakes testing bas been pretty positive in the last several years and
should continue to be so in the foreseeable future. In fact, initial candidate competence assessments have been so well
regarded and seen as successful, that issues of continued competence assurance are again reaching a bigh level of
interest This issue bas been an bistoric struggle for licensure and certification agencies and no recent research or
application leads to thebelief that the future will be any easier. As all stateprofessional/occupationalregulatoryboards
are being squeezed for funding and are inaeasingly needing to justify their functionality in a costlbenefit world,
continued competence assessment looms as a currently unprovided but potentially important service for protecting the
public health, safety, and welfare.

R....rch laaUMlNeeds

~. Some of the current NCLEX CAT-related research being conducted under the auspices of the Joint Research
Committee was mentioned in an earlier section. Other research needs for NCLEX include investigation of enhanced
item selection algorithms, a more in-depth look at the stopping rules, investigation of incomplete exams, stability of
the calculated error of measurement, dimensionality studies, and issues of item pool design.

CoIggyterizecl Sbgylatlom. The current research being conducted on computerized simulations is coming from a
variety of sources (nursing, medicine, architecture, teaching, pilots) in applied rather than in theoretical settings. Much
can be learnedfrom looking at theotherprofessions and studying theirapproaches to tricky simulation issues since there
are many unresolved issues in considering the application of CST for entry-level nurse licensure assessment. Still
needing further assessment-type research are issues ofcase content, liming issues, key validation, scoring, combining
case information, and setting standards. National Council sponsored a well-attended symposium this fall to stimulate
discussionabout simulation scoring issues. This type ofcross-disciplinary approachmay prove successful inadvancing
National Council's CST research.
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Public Policy and Nursing Regulation
Environmental Scan

The purpose of this paper is to explore current policy trends and events which are likely to impact public policy and
thus impact nursing regulation; discuss health care delivery system changes which are likely to impact public policy
initiatives; and consider identified regulatory problems and concerns which are precipitating calls for regulatory
reform. The approach includes a look at today's environment and a look forward.

Public policy, established by an entity with authority to do so, includes those plans, actions, decisions, procedures, or
regulations established with the express pmpose of promoting the public good. By defInition in many states, nursing
regulation exists to promote the health, safety and welfare of the public. For nursing, the public may be defined as
individual patients or clients, families, communities, and organizations.

Severalemerging majorpolitical, societal andeconomic issues have the potential to radically change the underpinnings
of this country's relationship with the health care delivery system. As these issues evolve, the impact will be felt by
the consumer, the health care provider, the delivery system, employers and educational programs. Three foundational
issues are identified and discussed in relation to public policy. These issues include: realignment of state and federal
responsibilities; changes emerging from the aisis in health care delivery costs (including managed care, capitation,
patient focused care, block grants, waivers and others); and the power of consumers to have a major role in
determination of health care services.

In an ideal world, regulatory guidelines are established from public policy based on determination of which regulations
promote the pUblic good. Changes in systems can be precipitated by policy forces or by market forces. According to
Dr. Ed O'Neill, Executive Director of the Pew Health Professions Commission, current reform in the health care
delivery and regulatory systems stems from a market driven rather than policy driven perspective. A brief overview
of the report of the Pew Health Professions Taskforce on Health Professions Regulation is included.

Changes in the economic, political and social struclUre will doubtless continue to impact the phenomenal changes in
health care delivery and vice versa. The challenge of regulatory reform is to ensure establisbment of sound legal
authority for professional practice accompanied by sound disciplinary structures and ensure that only qualified
practitioners are licensed and authorized to practice-all while ensuring public protection. Boards of nursing are
continuing this important dialogue to effect the changes required by our evolving health care system.
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Report of the Special Services Division

Staff
Jennifer Bosma, ChiefExecutive Officer
Philip LaForge, Marketing Manager
Nancy Chornick, NCLEXtSSD Coordinator
Darcy Colby, Marketing Assistant

Relationship to the Organization Plan
Goal V Foster an organizational environment that enhances leadership and facilitates decision decision­

making in the nursing regulatory community.
Objective G Maintain a sound basis to support the mission of the the National Council by providing services or

products through the Special Services Division.

Recommendations to the Board of Directors
No recommendations.

Background
The Services Division (SSD) was created by action of the 1994 Delegate Assembly. Its purpose is to advance the

mission of the National Council by offering services and products that can contribute income to support programs for
Member Boards. During 1996, SSD efforts were concenttated in the research, development and initial marketing of
theCertificationExamination for Practical and Vocational Nurses inLong-TermCare (CEPN-LTC), NursingEducator
Workshops and a nursing "Care Plan Creator."

Highlights

• Certification Examination for Practical and Vocational Nurses in Long-Term Care (CEPN-LTC)
SSD provides project management services to NAPNES for their long-term care credentialing program.

• An agreement between NAPNES and SSD was executed by the CEO in March.

The CEPN-LTC pilot program was successfully completed on January 24, 1996. Four test sites were used:
Albuquerque, New Mexico; Chillicothe,OH; Houston,TX; and; Silver Spring, MD. Stafffrom therespective
boards of nursing proctored the pilot sites; 128 pilot participants were tested.

SSD selected Assessment Systems, Inc. (ASI) for year-round exam administtation via computer.

• The fIrst official administration of the exam by ASI took place from May 10 to May 18. Year-round testing
will begin on August 8, 1996.

• Mosby authored a prep book for CEPN-LTC. It was published in March.

• Nursing "Care Plan Creator" and MRS
SSD is linking with a nursing education publisher to develop software products derived from the Nursing
Information Retrieval System (NIRS).

• The Marketing Manager and CEO made a site visit to Lippincott's headquarters in Philadelphia.

• A legal agreement to develop NIRS-derived software products has been submitted by SSD to Lippincott for
its review.
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• Nursing Educator Workshops
SSD is offering nursing educators the opportunity to attend item construction seminars presented by qualified
National Council staff and membership.

The pilot presentation of "Assessment Strategies for Nursing Educators: Test Development and Item
Writing" was held at Oak Brook, n.. (west suburban Chicago) on Thursday, January II, 1996. Sixty-nine
nurse educators from various midwestern campuses attended.

Evaluations of the pilot presentation were very favorable. A summary evaluation is available upon request.

A formal business plan is being constructed to support nursing educator workshops as an ongoing business.
It is anticipated that one additional pilot will be presented as part of the project research and development
process.

• NCLEX™ Results Telephone Center
SSD explored the concept of providing NCLEX results to candidates over the telephone for a fee.

An interest survey was faxed to all Member Boards on October 10, 1995.

A reminder memo was faxed on November 28, 1995, to Member Boards that had not responded to the first
fax.

As of January 16, 1996, 76% of Member Boards (by NCLEX volume) had responded to the interest survey.

41 % of respondents indicated a willingness to p~cipate; 59% declined to participate.

Respondents that declined to participate most frequently cited the possibility of an unwieldy increase in
candidate inquiries as their reason for declining.

Because Member Boards expressed concern about the negative impact the "Telephone Center" could have on
their day-to-day operations, the project was tabled until a more favorable consensus can be reached.

• Nurse Information System (NIS)
Staff is developing revised conceptual models ofthe NIS database. Certain new models under consideration do not
require marketing of the NIS me for the project to become self supporting. Instead, these models may incorporate
electronic licensure verification and the disciplinary data bankinto the NIS structure to support operations. These
new models will require marketing services of yet to be determined scope. When database development, in its
current or some new form, nears completion, marketing plans will be made as appropriate.

Review of Adherence to SSD Administrative PolicieS/Finances

1. No revenue generation activity shall detract in any manner from: the protection olthe public health, safety,
and welfare; the promotion of nursing competence; and the reputation of the National Council.
All aforementioned projects have been subjected to this screen. None would result in any compromise.

2. Consideration shall be given to the consequences ofa project for the benefits to National Council which are
derived from relationships with other organizations.
There have been no projects undertaken that would precipitate adverse consequences to existing National Council
relationships.

3. Before each project is approved for implementation, it must have a business plan which includes at least
the following components: Anticipated benefits and consequences ofthe project, resources needed (money,
time, expertise), market analysis, return on investment projections, potentialexit strategies, and mUestones
(rmancial and other) which must be met for project completion.
CEPN-LTC Plan, including financial forecasts, has been reviewed and approved for execution.
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4. Beforeapprovinga project for implementation, the governing entityshall direct that the data in the business
plan be validated from sources independent of the persons proposing the project (i.e., perform "due
diligence"). The larger the investment involved the greater the expectation that these sources will be
external to the National Council.
There is currently no SSD project "in the pipeline" that would require an investment ofenough size to warrant the
expense ofan outside validation ofbusiness plan facts andassumptions at this point. The Administrative Services
Director has reviewed the draft financial projections for all projects currently under consideration.

S. Every approved project should have an anticipated rate of return greater than the return that could be
obtained by investing the funds in investment vehicles specified in the organization'S investment policies.
All projects currently under study are projected to provide returns in excess of rates earned by vehicles specified
in National Council investment policies.

6. Ifa project involves a market or a technology which is new to the National Council, a joint venture should
be considered.
ASI was selectedtodeliver the CEPN-LTC viacomputer to leverage theireconomiesofscaleon testadministration.

7. $600,000 shall be allocated from the National Council's undesignated, unrestricted fund balance for
financing potential revenue-generating projects. The Finance Committee's recommendation shall be
sought prior to any Board of Directors' decision relative to this guideline.
TheBoardofDirectorsauthorized $194,638 in expenditures and$25,000 in revenue for the FY96budget. Through
March, 1996 SSD has spent $100,769.50 and recognized $26,430.95 in revenue.

8. Any net revenue over expense generated shall be reviewed annually by the Board of Directors who shall
determine the extent to which such funds shall be transferred to the unrestrictedlundesignated fund
balance. The Finance Committee's recommendation shall be sought prior to any Board of Directors'
decision relative to this guideline.
No net income has been generated.

Recommendations to the Board of Directors
No recommendations.

National Council ofState Boards ofNursing,Inc.l1996



Report of the Resolutions Committee/New Business

Task Force Members
Leola Daniels, ID, Area I, Chair (through April 1996)
Sharon Weisenbeck, KY, Area III. Chair (beginning May 1996)
Charlet Grooms, OH, Area II
Doris Nuttelman, NH, Area N
Lorinda Inman. lA, Area II, Finance Committee Liaison

Staff
Jennifer Bosma, Executive Director
Doris E. Nay, Associate Executive Director

Relationship to the Organization Plan
Goal V Foster an organizational environment that enhances leadership and facilitates decision- making in the

nursing regulatory community.
Objective C ........ Maintain a system of governance for the National Council that facilitates leadership and decision­

making.

Recommendations
No recommendations.

Highlights of Activities
• The committee met on Tuesday. April 23, 1996. No resolutions were submitted as of this date. The committee

will meet on Friday. August 9, 1996. to review resolutions received by 2:00 p.m. on Friday, August 9, 1996.

• Resolutions Forum
All resolutions received will be presented by the committee as part of the Forum which will be held from 9:00 ­
10:30 a.m. on Saturday, August 10. 1996.

Meeting Dates
• April 23, 1996
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Summary of 1995 Delegate Assembly Action and
SUbsequent Implementation

The 1995 Delegate Assembly passed motions directing:

1. Adoption of the revisions to the NCLEX-PN"" Test Pm.
The test plan was published and disseminated to Member Boards in November 1995. Issues, Volume 16,

Number 3, published sbortly after the Annual Meeting, highlighted the test plan changes. In May 1996, the Board
of Directors re-evaluated the NCLEX-PN passing standard and determined a small increase was necessary to
reflect the level of minimum competence for safe and effective practice at entry level. The new test plan and
passing standard are both on schedule for October 1996 implementation.

1. Adoption of the revisions to the National Council's goals and objectives.
1be revised goals and objectives formed the framework for the FY96 tactics to implement the Organization

Plan. 1be Board ofDirectors reviews progress on each goal, objective and tactic at every meeting. In addition,
Member Boards' ratings of the importance of the objectives, as revised, (see Long Range Planning Task Force
report) serve to guide the Board and committees in their efforts this year and in coming years.

3. That the National Councll win collaborate with nurse practitioner specialty certifICation organizations to
makesignlfk:antprogress toward legallydefeusible, psychometricallysound nurse practitionerexaminations
which are sumdent for regulatory purposes. Benchmarks for progress shall be established and evaluated
by the Board of Directors. The Board ofDirec:tors shall report to the 1996 Delegate Assembly with specific
recommendations reprdiogfuture actions includiDgthepotentialcreationofacore-c:ompetencyexamination.
If, at any time, the Board of Directors determines that significant progress is not being made, the Board is
authorized to conduct a job analysis of entry-level nurse practitioners.

The Board ofDirectors, using the benchmarks shared with the 1995 Delegate Assembly, established a process
for collaboration with the nurse practitioner (NP) certifying organizations. A meeting with all organizations was
hosted by the Advanced Practice Registered Nurse (APRN) Coordinating Task Force in September. Document
reviews and site visits (one of the benchmarks) were to occur during December-February, but did not due to
concerns about cooitdentiality, report contents and dissemination raised by certifying organizations beginning in
late Decemberand continuing through Marcb. When the certifying organizations, at the end of March. continued
to insist upon control over contents of the reports and restrictive distribution of reports to Member Boards. the
Board determined that significant progress toward examinations sufftcient for regulatory purposes bad not been
made and initiated conduct of a job analysis. Discussions with certifying organizations were left as an open
possibility, and at the time of this report, a meeting bad been sd1eduled for May 29 for further discussion with the
four NP certifying organizations and their affiliated professional organizations. Further information is reported
under the ReportoftheAPRNCoordinating Task Force, andwillbeprovided during forums at the AnnualMeeting.
Opportunity for discussion and votes on recommendations which the task force and Board will develop for
delegates' consideration will be provided.

4. Adoption of the NCLEXTM Administration S~blUzationCriteria and authorized the Board ofDirectors to
apply the criteria to specific: geographic sites as the need arises.

The Board ofDirectors evaluated SyIvan centerperformance against the criteria at itsOctoberBoard meeting,
and again in November when the Examination Committee's review and recommendation were available. Due to
some deviations from the aiteria, the Board voted to not allow testing in Canadian sites at this time. The
Examination Committee and staff have continued to monitor compliance with criteria; no further requests for
additional sites have been received from Sylvan.

5. Authorization ofthe Board ofDirectors to review and approve the 1995draft paperon delegation following
revision by the assigned task force.

The paper, Delegation: Concepts andDecision-Making Process, was completed by the Unlicensed Assistive
Personnel Task Force and approved by the Board during a November conference call. The paper was distributed
to Member Boards and featured as a pull-out section of Issues, Volume 16, Number 3.
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6. When directives of the Delegate Assembly require completion of a project which significantly impacts
allocation of resources, the Board of Directors will establish a reasonable timeline for completion of such
project. Progress reports are to be given to the Delepte Assembly at identified intervals.

No projects of this magnitude have been identified to date.

7. That the National CouneU wUl identify a commonaUty of language regarding "assessment" as a component
of the nursing process wblda could be incorporated and reflected in the NCLEX·PND' Test Plan after
approval by tile Delegate Assembly In the normal cycle of test plan rendolM.

The Board of Directors appointed a subcommittee of the Examination Committee to address this issue. The
subcommittee's report and conclusion appears in this Book ofReports under Tab 6.

8. That the National CouneU will: 1) gather data to reveal the current state of the clinkal nurse specialist from
a regulatory standpoint, 1) identify regulatory needs of Member Boards with respect to clinical nurse
specialists,and3) initiate relationshipswith specialtycerttftcationorganizations for clinical nursespecialists
and report back to the 199tS Delegate Assembly.

The APRN Coordinating Task Force was charged with this responsibility. A survey of Member Boards was
conducted, as well as a review of the literature. The results were shared with the Advanced Practice Leadership
Roundtable, attended by representatives ofover 20 organizations having interest in APRNs. A report on the status
of the clinical nurse specialist appears in this Book ofReports under Tab to-A.

9. Thatthe National CooneR will: 1)study the issues related to teleconununications practice acrossJurisdictional
lines, and1)developguidelines toassistMemberBoards in the regulatory Luues related to interJurisdidional
telecommuhicatiom practice.

The Board of Directors appointed a Telecommunications Issues Task Force to address this issue. The task
force's report appears in this Book ofReports under Tab to-N.
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NATIONAL COUNCIL OF STATE BOARDS OF NURSING

Organization Plan

Including
FY96 Tactics

The mission of the National Council of State Boards of Nursing is to promote public policy related to the safe
and effective practice of nursing in the interest of public welfare. It strives to accomplish this mission by acting
in accordance with the decisions of its Member Boards of nursing on matters of common interest and concern
affecting the public health, safety and welfare. To accomplish its aims, the National Council provides services
and guidance to its members in performing their functions which regulate entry to nursing practice. continuing
safe nursing practice and nursing education programs.

Goal I. Licensure and Credentialing

Provide Member Boards with examinations and standards for
licensure and credentialing.

Objective A. Conduct job analysis studies to serve as the basis for
examinations.

Tactic 1.

Tactic 2.

Implement alternative methodologies for performance
of RN and LPNNN job analysis studies. (Research,
Job Analysis Monitoring Panel)

Conduct an RN job analysis. (Research, JAM)

Objective B. Provide examinations that are based on current accepted
psychometric principles and legal considerations.

Tactic 1.

Tactic 2.

Maintain and enhance licensure examinations based
on current job analysis studies. (Testing, Examination
Committee, consultants, legal)

Develop and implement mechanisms and policies for
NCLEXTM content development and develop
procedures for decreasing the time from approval to
new test plan implementation. (Testing, Ee,
consultants, legal)
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GoalI.B. (continued)

Tactic 3. Develop and implement mechanisms and policies for
NCLEX scoring and psychometric performance analysis.
(Testing, EC, consultants)

Tactic 4. Assure NCLEX is administered according to approved
procedures; review and revise policies. (Testing, EC,
consultants)

Tactic 5. Provide quality customer service, including identifying
information needs and facilitating development of
appropriate communications activities, e.g., NCLEXTM
Program Reports. (Testing)

Tactic 6. Continue ongoing NCLEX evaluation processes. (Testing,
NCLEXTM Evaluation Task Force)

Tactic 7. Conduct formal ETS/SLS evaluation; develop criteria for
negotiation of next test service contract. (Testing, legal)

Tactic 8. Conduct research activities related to the NC/ETS Joint
Research Committee. (Testing)

Tactic 9. Provide information about other countries' licensure
examinations through developing collaborative relationships,
e.g., CNATS. (Testing, Licensure Examination Comparison
Task Force)

Tactic 10. Identify a commonality of language regarding "assessment"
as a component of the nursing process. (Testing, Testing
Subcommittee Regarding Assessment, Subcommittee of
EC)

Objective C. Conduct research and development regarding
computerized clinical simulation testing for initial and continued
licensure.

Tactic 1. Initiate csr case development and continue to refine
research plan and procedures for evaluating CST content
validity. (Research, csr Task Force, consultants)
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GoalI.C. (continued)

Tactic 2.

Tactic 3.

Tactic 4.

Develop scoring keys for existing CST cases and refine
research plan for evaluating psychometric soundness of
CST. (Research, Scoring Advisory Panel, CS~ Task Force,
consultants)

Plan for exploring Member Board use of CST for purposes
other than initial licensure (e.g., evaluation of continued
competence). (Research, csr Task Force)

Finalize and initiate implementation of market research plan.
(Research)

Objective D. Provide a competency evaluation program for nurse aides.

Tactic 1.

Tactic 2.

Tactic 3.

Maintain and enhance NACEpTM and related services.
(Testing, NACEpTM Task Force)

Review efficacy of The Psychological Corporation's NACEP
marketing plan and effect changes as necessary. (Testing)

Negotiate new contract with The Psychological Corporation
or conduct RFP process for NACEP test service, depending
on Board of Director's direction. (Testing, NACEpTM
Contract Team)

Objective E. Provide a comprehensive approach for the regulation of advanced
nursing practice.

Tactic 1.

Tactic 2.

Identify current status of advanced nursing practice
regulation as compared to National Council advanced
practice models. (NP&E, APRN Coordinating Task Force)

Coordinate plans and approaches to APRN regulation,
including monitoring trends and issues:
• health care environment/work force issues;
• health care refonn;
• federaVstate legislation; and
• legal decisions affecting APRNs, APRN education

and certification. (Public Policy, APRN Coordinating
Task Force)
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Goal I.E. (continued)

Tactic 3.

Tactic 4.

Tactic 5.

Maintain APRN Certification Clearinghouse. (Research,
legal)

Collaborate with nurse practitioner specialty certification
organizations to make significant progress toward legally
defensible, psychometrically sound nurse practitioner
examinations which are sufficient for regulatory purposes.
(Public Policy, APRN Coordinating Task Force)

Gather data to reveal the current state of the clinical nurse
specialist from a regulatory standpoint. (Public Policy,
APRN Coordinating Task Force)

Objective F. Provide a comprehensive approach for addressing nursing issues
resulting from the utilization of unlicensed assistive personnel.

Tactic 1.

Tactic 2.

Review and revise Nurse Aide Models. (Public Policy,
Unlicensed Assistive Personnel Task Force, legal)

Implement strategies for addressing unlicensed assistive
personnel issues for various levels of Member Board
involvement. (Public Policy, Unlicensed Assistive Personnel
Task Force)

Objective G. Promote consistency in the licensure and credentialing process.

Tactic 1.

Tactic 2.

Monitor issues and trends related to the licensure and
credentialing of nurses, planning approaches to those with
greatest regulatory impact:
• federaVstate legislation including ADA;
• legal decisions affecting licensing and credentialing of

nurses;
• endorsement and license verification issues;
• temporary permits; and
• educational and examination requirements. (NP&E)

Implement the process for evaluating the usefulness of
models and other position papers. (NP&E, Nursing Practice
and Education Committee)
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GoalI.G. (continued)

Tactic 3.

Tactic 4.

Tactic 5.

Tactic 6.

Tactic 7.

Implement licensure verification program to facilitate
interstate endorsement. (Public Policy, Licensure
Verification Task Force)

Monitor requirements under NAFTA and other international
agreements, including reservations process. (Public Policy)

Evaluate results of validation study regarding functional
abilities and make recommendations. (NP&E, Continued
Competence Subcommittee of NPEC, consultants)

Conduct validation study regarding functional abilities.
(Research, Job Analysis Monitoring Panel)

Study issues related to essential elements for licensure by
endorsement (Licensure Verification Task Force).

Objective H. Identify the role of a board of nursing related to continued
competence.

Tactic 1.

Tactic 2.

Tactic 3.

Tactic 4.

Identify competencies essential for continued licensure.
(NP&E, Continued Competence Subcommittee of NPEC,
consultants)

Develop position/policy statement regarding continued
competence. (NP&E, Continued Competence Subcommittee
of NPEC, consultants)

Explore and evaluate options for assessing continued
competence in multiple nursing settings. (Testing, legal)

Investigate mechanisms for evaluating continued
competence. (NP&E, Continued Competence
Subcommittee of NPEC, consultants)
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Goal II. Nursing Practice

Provide information, analyses and standards regarding the
regulation of nursing practice.

Objective A. Analyze the health care environment for trends and issues affecting
the regulation of nursing practice.

Tactic 1.

Tactic 2.

Develop approaches for timely and effective monitoring of
issues and trends. (NP&E)

Monitor issues and trends affecting nursing practice,
planning approaches to those with greatest regulatory
impact:
• case management/effect on health care environment,

workforce, etc.;
• community/multiple/changing/nontraditional clinical

settings, impact on workforce, environment;
• federaVstate legislation, including ADA;
• legal decisions affecting regulation;
• other market trends which impact nursing practice

and regulation; and
• multi-skilling and cross-training of health care

workers. (NP&E, Nursing Practice Advisory Panel)

Objective B. Provide resources regarding health care issues which affect
the regulation of nursing practice.

Tactic 1.

Tactic 2.

Tactic 3.

Develop documents which provide guidance regarding
nursing practice/nursing regulation, including health care
reform. (NP&E, consultants, legal)

Assess and analyze selected discipline cases for presence
or absence of essential elements of professional
accountability. (NP&E, NPEC)

Develop strategies to describe the scope of nursing practice
and nursing roles to be used as a regulatory definition for
nursing. (Public Policy, Nursing Regulation Task Force)
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Goal II.B. (continued)

Tactic 4.

Tactic 5.

Analyze current board rules and practices regarding the
issuance of advisory opinions/rulings responding to practice
questions. (NP&E, consultant, Task Force to Analyze
Advisory Opinions/Rulings)

Study issues related to telecommunications practice across
jurisdictional lines. (Public Policy, Telecommunications
Issues Task Force)

Objective C. Conduct research on regulatory issues related to disciplinary
activities.

Tactic 1.

Tactic 2.

Tactic 3.

Complete HRSA-funded research project to compare and
contrast disciplinary remedies used by Member Boards.
(NP&E)

Implement second year of two-year research project to
compare and evaluate the effectiveness of regulatory
approaches for the management of chemically impaired
nurses. (Research, Chemically Impaired Nurse Issues Task
Force, consultants)

Conduct a study on sexual misconduct disciplinary cases.
(Research)

Objective D. Provide for Member Board needs related to disciplinary activities.

Tactic 1.

Tactic 2.

Tactic 3.

Manage Disciplinary Data Bank services, including
promotion of electronic access and reporting, expanded
access and quality assurance activities. (NP&E)

Present nursing investigators' educational program upon
request by National Council groups (e.g., Member Board,
Area) which meet specified criteria. (NP&E, Disciplinary
Investigators' Program Task Force)

Develop resources assistive to Member Boards in dealing
with complex discipline cases. (NP&E, Complex Discipline
Cases Subcommittee of NPEC, consultants, legal)
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Goal 11.0. (continued)

Tactic 4.

Tactic 5.

Develop a Member Board educational packet regarding the
continuum of sexual misconduct. (NP&E, Sexual
Misconduct Focus Group)

Sponsor a self-supporting conference addressing issues
related to non disciplinary alternative programs for the
management of chemically impaired nurses. (Research,
Chemically Impaired Nurse Issues Task Force)
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Goal III. Nursing Education

Provide information, analyses and standards regarding the
regulation of nursing education.

9

Objective A. Analyze the health care environment for trends and issues affecting
the regulation of nursing education.

Tactic 1. Monitor issues and trends for nursing education regulation
implications, planning approaches to those with the greatest
regulatory impact:
• case managemenVeffect on health care;
• community/multiple/changing/nontraditional clinical

settings;
• workforce issues (impact on education);
• federal/ state legislation/initiatives, including ADA;
• legal decisions affecting regulation;
• market demands;
• education issues;
• trends;
• research;
• articulation;
• faculty preparation and shortage;
• curricula in delegation, supervision, nursing

management, accreditation;
• challenge of board role in program approval; and
• accommodations granted to students with disabilities.

(NP&E, Nursing Education Advisory Panel)

Objective B. Provide resources regarding issues that affect the regulation of
nursing education.

Tactic 1.

Tactic 2.

Tactic 3.

Evaluate educational program for Member Board nursing
education program surveyors. (NP&E, consultants)

Conduct a comparison of Member Board rules regarding
education program approval with National Council model
education rules. (NP&E, NPEC)

Analyze current board rules and practices regarding clinical
experiences, preceptorships, and/or internships in light of
changing nursing roles. (NP&E, consultants, Subcommittee
to Analyze Clinical Experiences, Subcommittee of NPEC)
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Goal 111.8. (continued)

Tactic 4. Facilitate the reporting by schools of nursing of
accommodations required by their students [with disabilities]
to achieve educational objectives. (NP&E)
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Goal IV. Information

Promote the exchange of information and serve as a clearinghouse
for matters related to nursing regulation.

11

Objective A. Implement a comprehensive repository of information.

Tactic 1.

Tactic 2.

Develop and implement information services as prioritized by
the Information Master Plan. Next 10 services include:
• forms/templates;
• advanced practice certification clearinghouse;
• Board of Directors minutes conversion;
• DDB aggregate reports;
• calendar/scheduler;
• meeting registration;
• Member Board Profiles;
• electronic recruitment/selection/appointment of

NCLEX panel volunteers;
• electronic volunteering for committees/special

committees; and
• public conference areas. (Communications, NCNET

User Group, consultants)

Plan and conduct comprehensive evaluation of information
clearinghouse. (Communications, Information Services
Evaluation Task Force, consultants)

Objective B. Establish a nurse information system (NIS) for use by Member
Boards and others.

Tactic 1.

Tactic 2.

Tactic 3.

Complete NIS policy development. (Research, Nurse
Information System Task Force)

Complete development for, maintain and operate NIS; plan
for future needs of system. (Research, consultants)

Design strategies to increase Member Board participation in
NIS in order to make system more complete, efficient, and
accurate. (Nurse Information System Task Force,
Research)
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GoaIIV.B. (continued)

Tactic 4. Complete development of NIS marketing plan, release
product, and begin marketing NIS. (Research, consultants)

Objective C. Facilitate communication between National Council, Member
Boards and related entities.

Tactic 1.

Tactic 2.

Tactic 3.

Tactic 4.

Tactic 5.

Tactic 6.

Tactic 7.

Tactic 8.

Maintain and enhance pUblications and other media
communications between and among the National Council
and Member Boards. (Communications, Communications
Evaluation Task Force)

Maintain and enhance meeting opportunities between the
National Council and Member Boards. (Administration, Area
Directors, legal)

Enhance and promote the pUblic understanding, image and
importance of nursing regulation. (Communications,
consultants)

Plan and select National Council-sponsored continuing
education programs held in conjunction with the Annual
Meeting. (Communications, Educational Programs Task
Force)

Create communications and dialogue opportunities that
support and enhance the Executive Officers' Network.
(Administration, Executive Officers' Network)

Continue a program of orientation for Member Board
representatives focused on leadership development in
nursing regulation and administration. (Communications)

Hold a visible national event on regulatory issues. (Public
Policy)

Provide a program of continuing education for Member
Boards and evaluate the planning process.
(Communications, Board of Directors)
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Goal IV. (continued)

Objective D. Conduct and disseminate research pertinent to the mission of the
National Council.

Tactic 1.

Tactic 2.

Tactic 3.

Tactic 4.

Tactic 5.

Develop a research agenda for the National Council.
(Research, Research Advisory Panel, consultants)

Identify research proposals for which National Council
should seek funding. (Research)

Collect, analyze and disseminate data and statistics in such
areas as licensure, educational programs, and regulatory
functions. (Research)

Compile and disseminate abstracts of completed, ongoing
and projected surveys/studies performed by Member Boards
and the National Council. (Research)

Facilitate research activities of National Council's Member
Boards, committees, staff groups, etc. (Research)
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Goal V. Organization

Foster an organizational environment that enhances leadership and
facilitates decision-making in the nursing regulatory community.

Objective A. Implement a planning system to guide the National Council.

Tactic 1.

Tactic 2.

Tactic 3.

Tactic 4.

Tactic 5.

Formalize the process for implementing a five-year
organizational plan. (Administration, Long Range Planning
Task Force)

Evaluate and recommend revisions, as warranted, to the
mission statement of the National Council. (Administration,
Long Range Planning Task Force)

Assess relative importance placed by Member Boards on
each objective. (Administration, Long Range Planning Task
Force)

Use environmental data and Member Board input to
determine tactics for FY97. (Administration, Long Range
Planning Task Force)

Facilitate intraorganizational coordination. (Administration)

Objective B. Maintain a sound resource management system for the National
Council.

Tactic 1.

Tactic 2.

Tactic 3.

Oversee use of the organization's assets to assure prudence
and integrity of fiscal management and responsiveness to
Member Boards' needs. (Operations, Finance Committee,
auditors)

Assure that a proposed annual budget is presented to the
Board of Directors prior to the beginning of the fiscal year.
(Operations, Finance Committee, conSUltants)

Maintain financial policies which provide guidelines for fiscal
management. (Operations, Finance Committee,
consultants)
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Goal V.B. (continued)

Tactic 4.

Tactic 5.

Tactic 6.

Tactic 7.

Review and revise financial forecast assumptions to
maintain a current forecasting model. (Operations, Finance
Committee)

Conduct the organization's financial and business affairs in
an efficient and effective manner. (Operations)

Assure continued high performance information services
administration and maintenance, including ongoing systems
evaluation. (Communications, consultants)

Manage human resources to effect the goals of the
organization. (Operations, consultant)

Objective C. Maintain a system of governance for the National Council that
facilitates leadership and decision-making.

Tactic 1.

Tactic 2.

Tactic 3.

Tactic 4.

Tactic 5.

Tactic 6.

Tactic 7.

Identify needs for, create and provide guidance to task
forces and other committees to address specific topics
important to the National Council's mission. (Administration,
BOD)

Evaluate current National Council orientation programs for
volunteers and staff; based on findings, institute appropriate
revisions. (Administration)

Promote inter-organizational decision making.
(Administration)

Provide and promote leadership activity by and training for
Board, committee chairs and staff. (Administration,
consultants)

Assess organizational coordination and effectiveness.
(Administration, BOD)

Maintain internal communications among National Council
committees, special committees, consultants, test services,
Board of Directors and staff. (Communications)

Assure a slate of qualified candidates. (Communications,
Committee on Nominations)
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Goal V. (continued)

Objective D. Provide consultation and services to meet unique Member Board
needs.

Tactic 1.

Tactic 2.

Respond to Member Board requests for small-scale, unique
resources and/or services via the Resource Network.
(Communications)

Develop proposals to respond to Member Board requests for
large-scale, unique services. (Research, Testing)

Objective E. Develop and implement a systematic approach for shaping health
care policy related to regulation.

Tactic 1.

Tactic 2.

Tactic 3.

Implement an advocacy role for National Council on federal!
national level. (Public Policy)

Implement a governmental affairs program. (Public Policy)

Prepare and implement strategies to influence policy issues
at the national/federal level. (Public Policy, Policy Issues
Advisory Panel)

Objective F. Analyze approaches to the regulation of nursing based on evolving
health care and environmental changes.

Tactic 1. Develop and implement a comprehensive system to monitor
and identify implications of issues and trends affecting
nursing regulation, including periodic dissemination of
infonnation and analysis:
• proposed modifications in state organizational and

regulatory structure;
• impact on work force, environment;
• state legislative activity;
• federal legislation, including NAFTA, GATS,
• international issues;
• health care refonn; and other market trends which

impact nursing regulation.
(Public Policy, Policy Issues Advisory Panel, Nursing
Regulation Task Force)
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Goal V.F. (continued)

Tactic 2.

Tactic 3.

Tactic 4.

Tactic 5.

Tactic 6.

17

Plan process for future analysis of the benefits and costs of
nursing regulation.
(Public Policy, Nursing Regulation Task Force)

Plan a joint conference with the Citizen Advocacy Center on
the topic of "Reforming Professional and Occupational
Licensing Regulations: Implications for Nursing Boards."
(Public Policy, Nursing Regulation Task Force)

Explore regulatory issues emerging from proposals related
to cross training multi-skilling of licensed health care
providers. (Public Policy, Consultant Groups, Nursing
Regulation Task Force)

Identity and validate indicators of regulatory outcomes for
use in evaluating current and proposed regulatory activities.
(Public Policy, Panel of Experts, Nursing Regulation Task
Force)

Plan approaches for nursing regulation based on health care
delivery system and environmental changes:
• Pew regulation recommendations: analysis and

response;
• Model for regulatory redesign.

(Public Policy, Nursing Regulation Task Force)

Objective G. Maintain a sound basis to support the mission and programs of the
National Council by providing services or products through the
Special Services Division.

Tactic 1. Stimulate development of services and products,
incorporating current and new ideas and efforts of
volunteers, staff and potential partners. (Special Services
Division)
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FY96 Budget· 10/1/95 - 9/30/96
By Organization Plan Goals and Objectives

GOAL I. PROVIDE MEMBER BOARDS WITH EXAMINATIONS AND STANDARDS FOR
LICENSURE AND CREDENTIALING.

Objective A. Conduct job analysis studies to serve as the basis for examinations.

Publications Revenue
Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Towl

(4,320)
99,802
28,828

3,450
12,372
41,742
30,070

211.944

Objective B. Provide examinations that are based on current accepted psychometric
principles and legal considerations.

NCLEX Revenue
Publications Revenue
Salaries, Benefits, and Taxes
NCLEX Processing Costs
Professional!Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Towl

(16,772,000)
(73,882)
638,919

11,864,775
119,639
268,889
81,157
66,081

163,236
(3,643.186)

Objective C. ConductresesrchanddevelopmentregardingcomputerizedclinicalslmulBt/on
testing for Initial and continued licensure.

Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Towl

215,456
261,800

41,028
1,473

595
75,131

595.483

Objective D. Provide a competency evaluation program tornurse aides.

Royalty Income
Publications Revenue
Meeting Revenue
Salaries, Benefits, and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications

(450.000)
(10,470)

(3,500)
64.032

6,035
6.550
8.766
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Other Expenses
Allocation of Administrative Costs
Total

5,361
12,124

(361.1Q2)
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Objective E. Provide a comprehensive approach for the regulation ofadvanced nursing
practice.

Publications Revenue
Grant Revenue
Salaries, Benefits, and Taxes
ProfessionaJ/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(400)
(180.827)

45,912
145,879
50,327

790
13,818
11.050

Objective F. Provide a comprehensive approach for addressing nursing Issues resulting
from the utilization ofunlicensed asslstlve personnel.

Meeting Revenue
Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(3.750)
7,909

828
16.800
3,195
5,700
4,598

Objective G. Promote consistency In the licensure andCredentlallng process.

Salaries, Benefits, and Taxes
ProfessionaJ/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

40,081
625

19,600
7,500
1,050
9,228

Objective H. Identify the role ofa bOard of nursing related to continued competence.

Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses .
Allocation of Administrative Costs
Total

11,537
14,973
16,550

307
10,386
7,162

GOAL I. TOTAL (2,936,033)
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GOAL II. PROVIDE INFORMATION, ANALYSES AND STANDARDS REGARDING THE
REGULATION OF NURSING PRACTICE.

ObjectIve A. Analyze the health care envIronment fOr trends and Issues affeCtIng the
regulatIon ofnursIng practIce.

Salaries, Benefits, and Taxes
Allocation of Administrative Costs
Total

8,584
1,150

ObjectIve B. ProvIde resources regardIng healthcare Issues whIch affect the regulatIon of
nursIng practIce.

Salaries, Benefits, and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

68,107
33,794
53,000

1,472
3,408

21,545
181.326

ObjectIve C. Conduct research on regulatory Issues related to dIscIplinary actIvitIes.

Publications Revenue
Meeting Revenue
Grant Revenue
Salaries, Benefits, and Taxes
Professiona1lContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(2,550)
(1,500)

(25,000)
71,430

112,671
29,365

5,320
3,100

29,736
222.572

ObjectIve D. ProvIde fOr Member Board needs related to dIscIplinary actIvItIes.

Publications Revenue
Income From Services
Salaries, Benefits, and Taxes
Professiona1lContractuai Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

GOAL n. TOTAL
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(750)
(500)

34,185
2,128

19,000
10,711

1,401
9,015

488,822
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PROVIDE INFORMATION, ANALYSES AND STANDARDS REGARDING THE
REGULATION OF NURSING EDUCATION.

Objective A. Analyze the health care environment for trends and Issues affecting the
regulation ofnursing education.

Salaries. Benefits, and Taxes
Other Expenses
Allocation of Administrative Costs
Total

5,424
350
774

Objective B. Provide resources regarding Issues that affect the regulation of nursing
education.

Meeting Revenue
Salaries. Benefits, and Taxes
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

GOAL Ill. TOTAL

(1,500)
36,273

5,400
3,780
1,850
6.339

58,690

GOAL IV. PROMOTE THE EXCHANGE OF INFORMAnON AND SERVE AS A CLEARINGHOUSE
FOR MATTERS RELATED TO NURSING REGULATION.

Objective A. Implement a comprehensive repository ofInfOrmation.

Salaries, Benefits, and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

171,475
100,250
15,100
10,668

131,678
57,488

486,659

Objective B. Establish a nurse InfOrmation system (HIS) fOr use by Member Boards and
others.

Grant Revenue
Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(206,395)
160,061

3,353
13,288
52,903
36,511
27,366
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Objective C. Facilitate communication betwfHJn National Council, Member Boards and
related entities.

Publications Revenue
Meeting Revenue
Salaries. Benefits. and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Toml

(2.000)
(78.375)
233,375

52.631
137,765
105.192
124.530
88.201

661.319

Objective D. Conduct and disseminate research penlnent to the mission of the National
Council.

Publications Revenue
Salaries. Benefits. and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Toml

GOAL IV. TOTAL

(600)
118.550
45,485
22.200

1.657
29,130
28.966

245.388

1,480,453

GOALV. FOSTER AN ORGANIZATIONAL ENVIRONMENT THAT ENHANCES LEADERSHIP
AND FACILITATES DECISION-MAKING INTHE NURSING REGULATORY COMMUNITY.

Objective A. Implement a planning system to guide the National Council.

Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Toml

217,547
10,658
12,200

500
900

32,405
274,210

Objective B. Maintain a sound resource management system for the National Council.

Investment Income
Membership Fee Revenue
Salaries, Benefits. and Taxes
ProfessionaVContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

National Council ofState Boards ofNursing. Inc.l1996

(694,000)
(183.000)

362.730
65,382
15,500

952
1.547

47.360
(383,529)
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Objective C. Maintain a system ofgovernance for the National Council that facilitates
leadership and decision-making.

Salaries, Benefits, and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

230,501
38,325
64,650

4,821
5,833

46,509
390.639

Objective D. Provide consultation and services to meet unique Member Board needs.

Salaries, Benefits, and Taxes
Travel
Allocation of Administrative Costs
Total

14,604
8,400
3,083

Objective E. Develop andImplementasystematicapproach forshaping health carepolicy
related to regulation.

Salaries. Benefits. and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

20,136
30,000
56,900

4,712
4,113
9,603

125.464

Objective F. Analyze approaches to the regulation of nursing based on evolving health
care and environmentalchanges.

Conference Revenue
Salaries, Benefits, and Taxes
ProfessionallContractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(68,750)
80,625
10,998
26,725

5,600
52,518
24,279

131.995

Objective G. Maintain a sound basis to support the mission andprograms of the National
Council byproviding services orproducts through the Special Services
Division.

Other Revenue
Salaries, Benefits, and Taxes
Professional/Contractual Fees
Travel
Printing and Publications
Other Expenses
Allocation of Administrative Costs
Total

(25,000)
149,882
83,142
18,400

672
411

33,714
261.221
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GOAL V. TOTAL

GOAL I•• V. TOTAL
SUMMARY
Total Revenue
Less: Total Expenditures

Net (Revenue)/Expenditures

National Council ofState Boards ofNursing.Inc./1996

(18,789,069)
18,707,088

(81.981>

826,087

(81.981>
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Purpose
The pmpose of the Orientation Manual is to provide ioformatioo about the functions and operations of the National
Council. It is hoped that this manual will facilitate the active participation ofall Delegate Assembly participants as well
as Board ofDirecUn and committee members.

Following a briefdiswssion of the National Council's history, this manual will desaibe the organization's structure,
functions, policies, and procedures. More desaiptive information on the National Council is available in a published
orientation portfolio, available through the communications department

History
The concept of an organization sum as the National Couocil had its roots as far back as August 1912 when a special
cooferenceonstateregistratioo laws wasbeldduriog theAmerican Nurses' Association (ANA) convention. At that time,
participants voted to create a committee that would arrange an annual conference forpelSODS involved with state boards
ofnursing to meet during the ANA convention. It soon became evident that the committeerequited a strongerstructure
to deal with the scope of its concems. However, for various reasons, the committee decided to remain within the ANA.

Boards ofNursing also worked with the National League for Nursing Education (NLNE) which, in 1932, became the
ANA's DeparuoentofEducation. In 1933, by agreement with theANA, the NLNE accepted responsibility for advis~
services to the State Boards ofNurse Examiners (SBNE) in all education and examination-related matters. Through its
Committee on Education, the NLNE set up a subcommittee that would address, over the following decade, state board
examination issues and problems. In 1937, NLNE published A Curriculum Guide for Schools ofNursing. Two years
later, the NLNE initiated the filst testing service through its Committee on Nursing Tests.

Soon after the beginning ofWorld War II, nurse examiners began to face mounting pressures to basten licensing and to
schedule examinations more frequently. In response, participants at a 1942 NLNE conference suggested a "pooling of
tests" whereby each state would prepare and contribute examinations in one or more subjects that could provide a
reservoir of test items. 1bey recommended that the Committee on Nursing Tests, in consultatioo with representative
nurse examiners, compile the tests in machine seotable form. In 1943, the NLNE Board endorsed the action and
authorized its Committee on Nursing Tests to operate a pooling of liceDsing tests for interested states (the "State Board
Test Pool Examination" or SBTPE). This effort soon demonstrated the need for a clearinghouse whereby state boards
couldobtain informationneededto)YOduce their testitems. Shortly thereafter. aBoceauofStateBoardsofNursing began
operating out of ANA headquarters.

The bureau was incorporated into the ANA bylaws and became an official body within that organization in 1945. Two
years later, the ANA Board appointed the Committee for the Bureau of State Boards of Nurse Examiners whim was
comprised of full-time professional employees of state boards.

In 1961, after reviewing the structure and function ofthe ANA and its relation to state boards ofnursing, the committee
recommended that it be replaced by a council. Although council status was achieved, many persons continued to be
concerned about potential conflicts of interest and recognized the often heard criticism that professional boards serve
primarily the interests of the professioo they purport to regulate.

In 1970, following a period of fmancial aisis for the ANA, a council member recommended that a free.standing
federation of state boards be established. After a year of study by the state boards, this proposal was overwhelmingly
defeated when the council adopted a resolution to remain with the ANA. However, an ad hoc committee was appointed
later to examine the feasibility of the council becoming a self-governing incorporated body.

At the council's 1977 meeting. a IaSk force was elected and charged with the responsibility ofprqx>sing a specific pian
for the formation of a new independent organization. On June 5, 1978, the Delegate Assembly of the ANA's Council
of State Boards of Nursing voted 83 to 8 to withdraw from the ANA to form the National Council of State Boards of
Nursing.
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Today, the National Council's membersbipcoosists of61 boards ofnursing, including those of theDishiet ofColumbia,
the Virgin Islands, Puerto Rico. Guam, American Samoa, and the Nortbem Mariana Islands. An organizational chart
depicting the reJationsbip between the National Council and its Member Boards is attached (Appendix A).

Organizational Mission, Objectives, and Goals
The missionofthe NationalCouncilofStateBoardsofNursing is topromote public policyre1aled to the safe andeffective
practice of nursing in the interest of public welfare. It shives to accanplish this mission by acting in accordance with
the decisions of its Member Boards ofnursing onmattersofCOO1DlOD interest and concem affecting publicbealth, safety
andwelfare. To accomplish its aims. the National Council provides services and guidance to its members in performing
their functions which regulateentry to nursing practice, continuingsafe nursing practiceand nursing education programs.

The National Council bas sevetal objectives, one of which is to develop and establish policy and procedlD"e regarding
the use of licenslD"e e:xaminatioos in nursing. Anotber is to identify and promote desirable uniformity in standards and
expected outcomes in nursing education andpracticeas they relale to the public interesl TheNational Council also seeks
to assess trends and issues that affect nursing, disseminate data relating to nurse licensure. and promote continued
competence innursing. To achieve these objectives, itplans andpromotes educationalprograms; it provides consultative
services for Member Boards and others; and conducts research that addresses education, practice, and policy-related
issues. Strategies for achieving these goals are developed in accordance with organizational objectives and reflect the
National Council's mission. The National Council'sorganization plan adds short-term activities andresourcesdesigned
to accomplish the long-range goals and objectives. Activities to implement goals are developed, assessed, and rermed
eacb fiscal year and provide the organization with a flexible plan within a disciplined focus. Annually, the Board of
Directors and coouniuees participate in evaluating the accomplishment ofgoals and objectives and the directives of the
Delegate Assembly.

Organizational Structure and Function

llembetshlp
Membership in the National Council is extended to those boards ofnursing that agree to use, WIder specified tenDS and
conditions, one orm<n types of licensing examinations developed by the National Council. At the present time, there
are 61 Member Boards including those fiml the DistrictofColumbia, the Virgin Islands, Puerto Rico, Guam, American
Samoa, and theNortbernMarianaIslands. Boards ofnursingmay becomeMemberBoardsupooapprovaloftheDelegate
Assembly, payment ofthe required fees. and execution ofa contract for using the NCLEX-RWM and/or NCLEX-PN'fM.

Member Boards maintain their good standing through remittance offees andcompliance with all conlraet provisions and
bylaws. In rel1Jrn, they receive the privilege of participating in the development and use of the National Council's
licensure examinations. Member Boardsalsoreceive information services, publicpolicyanalyses, and research services.
Member Boards who fail to adhere to the conditions of membership may have delinquent fees assessed or their
membership terminated by the BoardofDirectors. They may then choose to appeal the Board's decision to the Delegate
Assembly.

AIMS
The National Council's membersbip is divided into four geographic areas. The purpose of this division is to facilitate
communication, encourage regional dialogue on relevant issues, and provide diversity of board and committee
representation. Area directors are elected by delegates from their respective Areas through a majority vote of the
Delegate Assembly. In addition, there are two directors-at-large who are elected by all delegates voting at the annual
meeting. (See Glossary for list of jurisdictions by Area.)

o.IfIgIIl. AllSfHfJbly
The Delegate Assembly is the legislative body of the National Council and comprises delegates designated by the
Member Boards. Each Member Board has two votes and may name two delegates and alternates.

National Council ofState Boards ofNursing, Inc.ll996

,Q > JtlI,. #$



3

The Delegate Assembly meets at the National Council's annual meeting, lraditionally beld in August. Special sessions
can be called under certain circumstances. Regularly scheduled sessions take place in Chicago every third year. In the
years between, sessions are beld in other cities on a rolation basis among Areas.

At the annual meeting, delegates electoffacersand members ofthe Commiueeon Nmlinations by~ority and plurality
vote respectively. They also receive and respond to reports fnm officers and commiuees and approve the annual audit
report. Theymayreviseandamendthebylaws bya two-thirds vote, providing theproposedcbanges havebeen submitted
at least 4S days before the session. In addition, the Delegate Assembly approves most test-related decisions, including
changes in examination fees and test plans.

ome.",
OffICetS of the National Council include the president, vice-president, treasurer, four Area directors, and two directors­
at-large. Only members <r staff of Member Boards may bold office, subject to exclusion from bolding office ifother
professional obligations result in an actual or perceived conflict of interest

No person may bold more than one elected office at the same time. The president sball have served as a delegate or a
coouniuee member or an officer pri<r to being elected to office. An officer sball serve no more than four consecutive
years in the same officer position.

The president, vice-president, and tteasurer are elected for a term oftwo years or until their successors are elected. The
president, vice-president and tteasurer are elected in even-numbered years.

The four Areadirectors are elected f<r a term oftwo years or until their successors are elected Area directors areelected
in odd-numbered years. The twodirectors-at-large are elected eacb year for a one-year term. .

OffICetS areelectedby ballotduring the annual sessionofthe DelegateAssembly. Area directors are elected by delegates
from their respective Areas.

Election is by a majority vote. When a majority is not established by an initial ballot, re-balloting takes place between
the two nominees with the highest number of votes. In case ofa tie on the re-balloting, the choice is determined by lot.

Offacers assume their duties at the close of the session at wbich they were elected A vacancy in the office ofpresident
is filled by the vice-president. Other officer vacancies are filled by Board appointees until the term expires.

8cMrd of DllWCtOl'S
The BoardofDirectors, theadministrative body of theNational Council, consistsofthe nine elected off1CetS. Its primary
function is to conduct the business of the National Council between sessions of the Delegate Assembly. The Board
authorizes the signing ofcontracts including those between the National Council and its Member Boards. Italsoengages
the services of legal counsel, 8AX'Oves and adopts an annual budget. reviews membership stams of noncompliant
Member Boards, and renders opinions, wben needed, about actual or perceived conflicts of interest

Additional duties include the adoption of personnel policies for all staff, appointment of commiuees, monitoring of
coouniuee progress, approval ofstudies and research pertinent to the National Council's purpose, and provision for the
establishment and maintenance of the administrative offices.

"'tlngs of the Board of DllWCto",
Meeting dates for the year are fmalized by the Board of Directors during its post-annual meeting Board meeting. All
Boardmeetings are beld in Chicago with the exceptionofthepre- and post-annualmeeting Boardmeetings in thoseyears
wben the annual meeting is conducted outside ofCbicago.

Board off1CetS are asked to submit reports and other materials for the meeting at least three weeks prior to each meeting
so that they can be copiedand distributed with othermeeting materials. Thecall to meeting, agendaandrelatedmaterials
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are mailed to Board offICerS two weeks before the meeting. The agenda is p-epared by staff, in consultation with the
president, and provided to the membership via the biweek1y Newsletter.

Activitiesand materials generated during the two-week interval befm: themeeting are reported or distributed at the next
meeting. ThislimitstheOoodoflast-minuteinfonnalioDtobedistributed.readaodconsideredduringtheBoardmeeting.

The agenda is generally organized around committee and staff reports in the various p-ogram areas. Items for Board
discussion and action are accompanied by a memo or repmt whicb describes the item's background and indicates the
Board actioo needed. Motioo papers areavailable during themeeting and are used so tbatan accurate record will result.
Staff takes minutes of the meeting. A swnmary of the Board's major decisions is also p-epared and mailed to Member
Boards for their information prior to the release of appoved mioutes following the next Board meeting.

Resourcematerials areavailable toeach Boardofficerfor useduring Boardmeetings. Thesematerials, which areupdated
periodically throughout the year, arekeptattheNationalCounciloffICeandincludecopiesofthe articlesofincorporation
andbylaws, policiesandprocedures, contracts, organization, budget, testplan, committeerosters, minutes, and persolUlel
manual.

Commun.tlon. with the BoIJrrI ofDirectors
Communication between Board meetings takes place in several different ways. The executive director communicates
weekly with thepresidentregardinguugoractivities andconfersasneededwith the trea'iureraboutfinancialmatters. The
executive director and treasurer also discuss the budgeton a quarterly basis after the accountant bas had the opportunity
to compile the necessary financial data. Quarterly reports of major activities are prepared by the executive director and
provided to Board officers.

In most instances, the executive director is the person responsible for communicating wilh National Council consultants
about legal, financial. and accounting concerns. This practice was adopted primarily as a way to monitor and control
the costs of consultant services.

Conference calls caD be scheduled, if so desired by the p-esident Written materials are generally forwarded to Board
officers in advance of the calI. These maIeriaIs include staff memos detailing the issue's background as well as Board
action required. Staff prepares minutes of the call and submits them at the next regularly scheduled Board meeting.

Board offtcers use the National Councilleuerbead when communicating as representatives of the National Council.

Commltt.. on Nomination.
National Council delegates elect representatives to the Committee on Nominations. The committee consists of four
persons, one from each Area, who may be either board members or staffofMember Boards. Committee members are
elected toone-yearterms. Theyareelectedbyballot with a pluralityvote. Thechair is thatperson whoreceives the highest
number of votes.

The Committee on Nominations' functioo is to consider the qualifications ofall candidates for Board ofDirector offICe
and for the committee itself and to prepare a slate of qualified candidates. DlDing the Delegate Assembly, additional
nominations may be made from the Door.

Committees
Mostof the National Council's objectives are accomplished through thecommittee process. Every year, the committees
reporton theiractivities andmake recommendations to theDelegate AssemblyorBau-dofDirectors. At the present time.
the National Council bas three standing committees: Examination, Finance, and Nursing Practice and Education.

Committees and special committees are appointed by the Board of Directors to address special issues and concerns.
Examples of special committees include the Nurse Aide Competency Evaluation Program Task Force, !be Nurse
Information System Task Force and the Licensure Verification Task Force.
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Committees are governed by specific policies and procedures which may be found in National Council's policy manual.
Committee membership is extended to all cwrent members and staffof Member Boards. An effort is made to achieve
balanced relXCsenwim whenever possible. including Area, staff and Board members. registered and practicall
vocational nurses. and consumers. Consultants puvide outside expertise to committees as needed, on a one-time or
ongoing basis.

A National Council staffmember is assigned to serve each committee. Staff wU'k closely with the committee chairs to
facilitate committee work and provide support and expenise to committee member's. but they have no formal decision­
making role. Agendas for the committee meetings are establisbed by the chair. With staffassistance. the chairprepares
the agenda, the call to meeting. and any other documents that must be reviewed prior to committee meetings. Staff
supervises the mailing of these materials. which are sent to committee members no less than two weeks before the
committee meeting.

At the request· of committee members. staff will analyze issues and make recoounendations in accordance with
committee objectives and assumptims.

EDmlMtIon Committe.
The ExaminationCommittee consists ofat least six persons. including one representative from each Area. One of these
persons must be a licensed practica1Ivocatiooal nurse. The coounittee chair must have served on the committee prior
to being appointed chair. Alternates to the Examination Committee are generally individuals with priorexperience on
a testing-related committee. Alternates to the ExaminationCommitteemay be called on at any time to serve temporarily
as a member of the committee and have aU the responsibilities and rights of full membership when called to serve as a
member.

The purpose of the Examination Committee is to develop the licensure examinations and evaluate procedures needed
toproduce the licensure examinations. Toward this end. itrecommeods test plans to the Delegate Assembly and suggests
research important to the development of licensure examinations.

The Examination Committee provides general oversight of the NCLEJCTM process. including examination item
development, security. administratim and quality assurance. Other duties include the selection of appropiate item
development panels. test service evaluation. and preparation of written information about the examinations for Member
Boardsandother interested parties. The commiueealsoregularly evaluates the licensureexaminations by means ofitem
analysis and test and candidate statistics.

One of the National Council's major objectives is to provide psychometrically sound and legally defensible nursing
licensure examinations to Member Boards. Establishing examination validity is key to this objective. Users of
examinations have certain expectations about what an examination measures and what its results mean; a valid
examination is simply one that legitimately fulfills these expectations.

Validating a licensure examinatim is an evidence-gathering process to determine two things: 1) whether or not the
examination actually measures COOlpetencies required for safe and effective job performance, and 2) whether or not it
can distinguisb between candidates who do and donotpossess those competencies. An analysis of thejob for which the
license is given is essential to validatim. There are several methods for analyzing jobs. including c<mpilation ofjob
descriptions. opinions ofexperts. and surveys ofjob incumbents. Regardless of the method used. the outcome ofthejob
analysis is a description of those tasks that are most important for safe and effective practice.

The results of the job analysis can be used to devise a framewU'k describing the job. which can then be used as a basis
for a test plan and for a set of instructions for item writers. The test plan is the blueprint for assembling forms ofthe test,
and usually specifies major content or process dimensions and percentages of questions that wiD be allotted to each
category within the dimension. The instructions for item writers may take the form ofa detailed set ofknowledge. skills.
and abilities (KSA) statements orcompetency Stalemeots which the writers will use as the basis fordeveloping individual
test items. By way of the test plan and KSA statements. the examination is closely linked to the important job functions
revealed through the jOb analysis. This fulftlls the first validation criterion: a test that measmes important job-related
competencies.
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The second aiterion, related to !be examination's ability to distinguish between candidates who do and do not possess
the important competencies, is most frequently addressed in licensure examinatiQllS through a critmon-referenced
standard setting process. Such a process involves the seJection of a cut score to deIamine which candidates pass and
which fail. Expenjudges with fust-band knowledge ofwbatconstitutessafe andeffectivepractice forentty-Ievel nmses
are selected for this process. Theyare trained in conceptualizing the minimally COOlpeteDt caudidate (performing at the
lowest acceptable level), and they go through a structured process of judging success rates on each individual item of
the test. Tbeirpooledjudgments result in identificationofacutscore. Taking tbisoutcmle along with~datareleVant
to identifJCatlon ofthe level ofminimum competeoee, the BoardofDirectas sets a passing standardwhich distinguishes
between candidates who doanddonotpossess the essential oompeteDcies, thus fulfilling the second Validation aiterion.

Having validation evidence based on job analysis and critmon-referenced standard setting processes is the best legal
defense available foe licensing examinatioos. For most of the possible cballenges that candidates might bring against
an examinatioo, if the test demonstrably measures !be possession of important job-related skills, its use in the licensure
process is likely to be upheld in a coon of law.

FllJllnt:#I Commltt..
The Finance Committee is comprised ofone reJXeSentalive froo1 each Area and the treasurer, who serves as the chair.
The committee's pimary purpose is to superviseNational Council finances, subject to the BoardofDirectors' approval.
It also reviews fmancial SlabiS on a quarterly basis and provides the Board with a proposed annual budget prior to each
new fJSCal year.

Nursing Practa and Educ.tlon Commltt..
The Nmsing Practiceand Education Committee consists ofat leastonerepresentative from each Area. The committee's
purpose is to povide general oversight of nursing practice and education regulatory issues. It periodically reviews 3nd
revises the Model Nursing "Practice Act and the Model Nursing Adminisrrative Rules, and prepares other position
statements and guidelines occasionally for presentation to the Delegare Assembly. It also prepares written information
about the legal defmitioos and standards ofnursing pactice and education which it disseminates to Member Boards and
other interested parties. In the recent past, the committee bas bad a number of subcommittees to study various issues,
e.g., continued competence, romplex discipline cases and changing trends in nursing education.

National Council Staff
National Council staff members are hired by the executive director, to whom they repon. Their primary role is to
iJDplement the Delegate Assembly's policy directives and provide assistance to the Board of Directors and committees.

TheNational Council staff is oeganized into departments for the purpose ofmeeting the organizational objectives. The
Testing Services Department exists to accomplish the National Council's primary objective, which is to develop and
establish examination-related policyand procedure. Other staffmembers are assigned to theDepartments of: Research
Services; Communications; Nursing Practice and Education; Public Policy; Administrative Services; and Executive
Staff to assist the National Council to meet its other objectives. A list of staff and their respective titles can be found
behind Tab 5.

General Delegate Assembly Information
Agendas for each session are preparedby the president inconsultation with the BoardofDirectors and executivedirector
and approved by the Board of Directors. At least 45 days before the annual meeting, Member Boards are sent copies
of the Book ofReports. This document contains annual reports and recommendations from the standing committees,
Board of Directors, offlcers, and executive director, as well as new business submitted by any member or the Board. It
also contains the agenda and operating budget, as well as proposedrules for the conductofDelegate Assembly business.

Prior to the annual session of the Delegate Assembly, the president appoints the Rules, Credentials, Elections, and
Resolutions Committees, as well as the Committee to Approve Minutes. Prior to any special session, the president
appoints at least the Rules and Credentials Committees. In either case. the president must also appoint a timekeeper, a
parliamentarian, and pages.
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The purpose of the Rules Coouniuee is to draft, in consultation wiCh the parliamentarian, rules for the conduct of the
specific Delegate Assembly. The Credentials Committee's function is to puvide delegates and alternates wiCh
identiflCa1ioo bearing the number of votes to which the individual is entitled. It also presents oral and written reports
at the opening session of the Delegate Assembly and immediately preceding the eleetioo of officers and Committee on
Nominations. The EJections Committee conducts all elections that are decided by ballot in accordance with the bylaws
and standing rules. The Resolutioos Committee initiates resolutions if deemed necessary and receives, edits, and
evaluates all others in terms of their relalionship to Naliooal Council's goals and fiscal impact to Ihe organization. At
a time designated by the president, it reports to the Delegate Assembly.

Minutes of the Delegate Assembly are keptby Che executive directm', who serves as corporate secretary (beginning with
the 1996 Annual Meeting). These minutes are Chen reviewed, C<XTeCted as necessary, and approved by the Committee
to Approve Minutes.

The Delegate Assembly, Che legislalive body of the National Council, as specified in Che bylaws, provides direction to:

• .approve all new National Council memberships;

• elect offu:ers and members of the Committee on Nominations;

• receive reports of offICers and committees and take action as appropriate;

• establish the fee for the NCLEX;

• approve the auditor's report;

• approve policy and position statements;

adopt the mission, goals and objectives of the National Council;

• approve the substance ofall contracts between the National Council and Member Boards and the National Council
and test services;

• establish the criteria for and select the NCLEX test service;

aOOpt test plans to be used for the development of the NCLEX; and

• tIansact any other business as may come before it

General Committee Information
Commltt.. Appointment.
The appointment of representatives of Member BOards to committees of the National Council is a responsibility
delegated to the Board ofDirectU"s by the bylaws. In order to facilitate this process and to ensure a wide represent8tion
of Member Boards, board staff and board members, the following procedure is used.

Individuals who wish to be considered for appointment or reappointment to a National Council committee/special
committee submit a Committee Volunteer Information Form. All information from this form, along with information
about the Dumber of' positions available on each committee, is forwarded to the respective Area director for
recommendations for appointment <r reappointment. Concurrently, committee chairs are asked to provide input as to
whether individu8Is currently serving on committees should be reappointed. The Area directors ~mmend the
appointment/reappointmentofindividuals to vacantpositions. The Areadirectors' decisions arebased on input received
from committee chairs, as well as information obtained from the individuals' volunteer information form.
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Prior to the Annual Meeting, the Board of Directors evaluates the qualifications of existing and potential committee
chairs, makes tentative appointments for committee dlairs, and reviews and tentalively appuves the cmunitteelspecial
committee appoinliDents that were recommended by Area Directors. During the Board's pOst-Delegate Assembly
meeting, appointments are finaJi7.ed after considering the need for additional special committees required to accomplish
the directives of the Delegate Assembly.

Commltt_ Mlmll_
Minutes are taken at every committee meeting including telephone conference ca11s. Minute-taking is an extremely
important responsibility because miDutes serve as records of what took place althe meeting. Although minutes can be
opposed by oral testimony, they are, in the vast nuvority of cases, legally binding once they have been adopted and
certified. Thus, it is cnJcial that they accurately reflect the committee's process and out.eomes.

Coinmittee minutes are taken by committee members or staff. Ifno one volunteers to take the minutes, the committee
chair may appoint S<lDeone to serve as seaetary. Whomever takes the minutes should remember to:

• record the date, place, and time of the meeting

.9 include a statement that tbe meeting was duly called

indicate the p-esiding officer, chair, or committee member

indicate wbo served as secretary

• record names of persons present and quooun statistics

• record the reading, correction, and adoption of minutes from the previous meeting

• record the adjounment time

• keep them clear and concise

• not include every routine document

• make amendments to the minutes only with the committee's approval

initial any amendments

Minutes from National Council Board and committee meetings follow a specific format. With rare exception, they
should reflect the topic discussed and the comments and/or actions that followed.

On the advice of legal counsel, the minutes of the discussion should not be laden with mmecessary detail or use a "be
said/she said" approacb. In other words, it is not desirable for the seaetary to transcribe verbatim statements. Only in
special circumstances is it necessary to identify individual speakers since the minutes should reflect committee
discussion as wen as committee action.

Whenever possible, the seaetary sbould leave a handwritten copy of the minutes with the staff person assigned to the
committee meeting. The staff person will then have the minutes typed and forwarded to the committee members with
the next meeting's agenda. This procedure not only relieves the committee member of an additional burden; it also
safeguards the minutes from loss.· It also provides the committee chair with information to prepare the next meeting's
agenda. In theevent that theminutes cannotbeleftwith thestaffperson, they shouldbeforwarded to the National Council
office within two weeks.
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Committe. Reports
Committee reports are sent to the National Council offICe no later than three weeks prior to each Board of Directors'
meeting. The reports are written by the committee chair who is assisted by the committee staffperson. Staff processes
the reports and supervises their mailing.

The fU'St page of the report contains committee recommendalion(s). Subsequent pages document the committee's
activities ineitherDamltiveor outline format Background and raliooale for the committee's recommendation(s) should
be clearly stated. The report concludes with a reiteration of the committee's recoouoendation(s), and fiscal impact and
legal comments are indleated.

A summary of every committee meeting is reported to the membership via the Newsletter that follows the close of the
individual meeting.
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Appendix A

National Council of State Boards of Nursing, Inc.
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As of June 1, 1996
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ARTICLE I
Name

The name ofthis organization shall be the National Council ofState Boards ofNursing, Inc., hereinafter referred to as
the National Council.

ARTICLE II
Purpose and Functions

Section 1. Purpose. The purpose of the National Council is to provide an organization through which state boards of
nursing act and counsel together on matters of common interest and concern affecting the public health, safety and
welfare, including the development oflicensing examinations in nursing.

Section 2. Functions. The National Council's functions shall include but not be limited to providing services and
guidance to its members in performing their regulatory functions regarding entry into nursing practice, continued safe
nursing practice and nursing education programs. The National Council provides Member Boards with examinations
and standards for licensure and credentialing; promotes uniformity in standards and expected outcomes in nursing
practice and education as they relate to the protection of the public health, safety and welfare; provides information,
analyses and standards regarding the regulation ofnursing practice and nursing education; promotes the exchange of
information and serves as a clearinghouse for matters related to nursing regulation.

ARTICLE III
Members

Section 1. Definition. A state board ofnursing is the governmental agency empowered to license and regulate nursing
practice in any state, territory, or political subdivision of the United States ofAmerica.

Section 2. QualifICations. Any state board of nursing that agrees to use one or more National Council Licensing
Examinations, hereinafter referred to as the NCLEX6, under the terms and conditions specified by the National Council
and pays the required fees may be a member of the National Council.

Section 3. Admission. A state board of nursing shall become a member of the National Council and be known as a
Member Board upon approval by the Delegate Assembly, as described in Article VII, payment ofthe required fees and
execution ofa contract for using the NCLEX.

Section 4. Areas. The Delegate Assembly shall divide the membership into numbered geographical Areas. At no time
shall the number of Areas be less than three nor more than six. New members shall be assigned to existing Areas by
the Board ofDirectors. The purpose of this division is to facilitate communication, encourage regional dialogue on
National Council issues, and provide diversity of representation on the Board of Directors and on committees.

Section 5. Fees. The annual fee, as set by the Delegate Assembly, shall be payable each July I.
• See Proviso number 1.

Section 6. PrivUeges. Membership privileges include but are not limited to the rightto vote as prescribed in these bylaws
and the right to assist in the developmentofthe NCLEX, except that a MemberBoard that uses both NCLEX and another
examination leading to the same license shall not participate in the development ofthe NCLEX to the extent that such
participation would jeopardize the integrity of the NCLEX.

Section 7. Noncompliance. Any Member Board whose fees remain unpaid after October 15 is not in good standing.
Any MemberBoard which does not comply with the provisionsofthe bylaws and contracts ofthe National Council shall
be subject to immediate review and possible termination by the Board ofDirectors.
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Section 8. Appeal. Any tennination of membership by the Board of Directors is subject to appeal to the Delegate
Assembly.

Section 9. Reinstatement. A Member Board in good standing that chooses to terminate membership shall be required
to pay only the current fee as a condition of future reinstatement. Any membership which has been terminated for
nonpaymentoffees shall be eligible for reinstatement to membership upon paymentofthe current fee and any delinquent
fees.

ARTICLE IV
Officers

Section 1. Enumeration. The elected officers shall be a president, a vice-president, a treasurer, two directors-at-Iarge,
and a director from each Area.

• See Proviso number 2.

Section 2. Qualifications. Members and employees ofMember Boards shall be eligible to serve as National Council
officers until their term or their employment with a Member Board ends. Members ofa Member Board who become
pennanent employees ofa Member Board will continue their eligibility to serve.

Section 3. Qualifications/or President. The president shall have served as a delegate or a committee member or an
officer prior to being elected to the office of President.

Section 4. Directors. Each Area shall elect a director. Two directors-at-Iarge shall be elected by the Delegate
Assembly.

• See Proviso number 3.

Section S. Terms 0/OffICe. The president, vice-president, treasurer and Area directors shall be elected for a term of
two years or until their successors are elected. Directors-at-Iarge shall be elected for a term ofone year or until their
successors are elected. The president, vice-president, and treasurer shall be elected in even-numbered years. The Area
directors shall be elected in odd-numbered years. Officers shall assume duties at the close of the Annual Meeting of
the Delegate Assembly at which they are elected. No person shall serve more than four consecutive years in the same
officer position.

• See Proviso numbers 4 and 5.

Section 6. Limitations. No person may hold more than one elected office at one time. No officer shall hold elected
or appointed office or a salaried position in a state, regional or national association or body if such office or position
might result in a potential or actual, or the appearance of, a conflict of interest with the National Council, as determined
by the Committee on Nominations before election to office and as determined by the Board ofDirectors after election
to office. Ifa current officer agrees to be presented on the ballot for another office, the term ofthe current office shall
tenninate at the close of the Annual Meeting at which the election is held.

Section 7. Vacancies. A vacancy in the office ofpresident shall be filled by the vice-president. The BoardofDirectors
shall fill all other vacancies by appointment. The person filling the vacancy shall serve until the next Annual Meeting.

Section 8. Removal/rom Office. A member ofthe Board ofDirectors may be removed with or without cause by a two­
thirds vote ofthe Delegate Assembly. The Board ofDirectors shall remove any member ofthe Board ofDirectors from
office upon conviction ofa felony. A member of the Board of Directors may be removed by a two-thirds vote of the
Board of Directors for failure to perform duties of the office. The individual shall be given 30 days' written notice of
the proposed removal.

Section 9. Appeal. An individual removed from office by the Board ofDirectors may appeal to the Delegate Assembly
at its next Annual Meeting. Such individual may be reinstated by a two-thirds vote of the Delegate Assembly.
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Section 10. ResponslbUltles ofthe President. The president shall preside at all meetings of the Delegate Assembly
and the Board ofDirectors, assume all powers and duties customarily incident to the office ofpresident, and act as the
chiefspokesperson for the National Council. The president shall act in conformity with these bylaws and as directed
by the Delegate Assembly or Board of Directors.

Section 11. Responsibilities ofthe Vice-President. The vice-president shall assist the president, perform the duties
of the president in the president's absence, and fill any vacancy in the office of the president until the next Annual
Meeting. The vice-president shall act in conformity with these bylaws and as directed by the Delegate Assembly or
Board ofDirectors.

Section 12. ResponsibUitles ofthe Treasurer. The treasurer shall serve as the chairofthe Finance Committee and shall
assure that quarterly reports are presented to the Board of Directors and Member Boards, and that annual financial
reports are presented to the Delegate Assembly. The treasurer shall act in conformity with these bylaws and as directed
by the Delegate Assembly or Board of Directors.

Section 13. Duties ofArea Directors. The directors elected from Areas shall preside at Area Meetings ofthe Member
Boards, and shall serve as liaison and resource persons to Member Board members and employees in their respective
Areas. The Area directors shall act in conformity with these bylaws and as directed by the Delegate Assembly or Board
ofDirectors.

Section 14. Duties ofDirectors-at-Large. Directors-at-Iarge shall perform such duties as shall be assigned to them
by the Board ofDirectors, and act in conformity with these bylaws and as directed by the Delegate Assembly or Board
of Directors.

Article V
Nominations and Elections

Section 1. Committee on Nomination
a. Composition. The Committee on Nominations shall be comprised of one person from each Area.

Committee members shall be members or employees of Member Boards within the Area.

b. Term. The term ofoffice shall be one year. Members shall assume duties at the close ofthe Annual Meeting
Table of Contents

c. Election. The committee shall be elected by ballot of the Delegate Assembly at the Annual Meeting. A
plurality vote shall elect. The member receiving the highest number ofvotes shall serve as chair.

d Limitation. A member elected or appointed to the Committee on Nominations may not be nominated for
an officer position during the term for which that member was elected or appointed.

e. Vacancy. A vacancy occurring in the committee shall be filled from the remaining candidates from the Area
in whic the vacancy occurs, in order of votes received. Ifno remaining candidates from an Area can serve,
the Board ofDirectors shall fill the vacancy with an individual from the Area who meets the qualifications of
Section I of this Article.

t Duties. The Committee on Nominations shall consider the qualifications of all nominees for officers and
the Committee on Nominations as proposed by Member Boards or by members of the Committee on
Nominations, and present a qualified slate of candidates for vote at the Annual Meeting. The committee's
report shall be read at the fust session ofthe Delegate Assembly, when additional nominations may be made
from the floor. No name shall be placed in nomination without the written consent of the fiominee.

Section 2. Election ofOffICers. Election ofofficers shall be by ballot ofthe Delegate Assembly during the Annual
Meeting. Write-in votes shall be prohibited. If a candidate does not receive a majority vote on the fust ballot, re­
balloting shall be limited to the two nominees receiving the highest numbers ofvotes. In case ofa tie on the re-balloting,
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the choice shall be detennined by lot.

ARTICLE VI
Meetings

Section 1. Open Meetings. All meetings called under the auspices ofthe National Council shall be open to the public
with the following exceptions: (a) meetings ofthe Examination Committee whenever activities pertaining to test items
are undertaken; and (b) executive sessions ofthe Delegate Assembly, Board ofDirectors and committees, provided that
the minutes reflect the purpose ofand action taken in executive session.

Section 2. Participation.
a. Right to Speak. Members and employees ofMember Boards shall be given the right to speak at all meetings

called under the auspices ofthe National Council. Only delegates to the Delegate Assembly, members ofthe
Board ofDirectors and members ofNational Council committees shall be entitled to make motions and vote
in their respective meetings; provided, however, that the Board ofDirectors, committees and Member Boards
may make motions at the Delegate Assembly.

h Interactive Communications. Meetings held with one or more participants attending by telephone
conference call, video conference or other interactive means of conducting conference communications
constitute meetings where valid decisions may be made. A written record documenting that each member
was given notice of the meeting, minutes reflecting the names of participating members and a report of the
roll call on each vote shall be distributed to all members ofthe group and maintained at the National Council
Office.

c. Electronic Communication and Mail. To the extent pennitted by law, business may be transacted by
electronic communication or by mail, in which case a report ofsuch action shall be made part ofthe minutes
of the next meeting.

d. CommiJtees. Committees may establish such methods of conducting their business as they fmd convenient
and appropriate.

ARTICLE VII
Delegate Assembly

Section 1. Composition and Term. The Delegate Assembly shall be comprised of delegates designated by each
Member Board. An alternate duly appointed by a Member Board may replace a delegate and assume all delegate
privileges. A National Council officer may not represent a Member Board as a delegate. Delegates and alternates serve
from the time ofappointment until replaced.

Section 2. Voting. Each Member Board shall be entitled to two votes. The votes may be cast by either one or two
delegates. There shall be no proxy or absentee voting at the Annual Meeting. A Member Board may choose to vote
by proxy at any special session ofthe Delegate Assembly. A proxy vote shall be conducted by distributing to Member
Boards a proxy ballot listing a proposal requiring either a yes or no vote. A Member Board may authorize the secretary
of the National Council or a delegate ofanother Member Board to cast its votes.

Section 3. Authority. The Delegate Assembly, the legislative body ofthe National Council, shall provide direction for
the National Council through adoption ofthe mission, goals and objectives, adoption ofposition statements, and actions
at any Annual Meeting or special session. The Delegate Assembly shall approve all new National Council memberships;
approve the substance ofall NCLEX contracts between the National Council and Member Boards; adopt test plans to
be used for the development ofthe NCLEX; select the NCLEX test service; and establish the fee for the NCLEX.

Section 4. Annual Meeting. The National Council Annual Meeting shall be held at a time and place as detennined
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by the Board ofDirectors. The Delegate Assembly shall meet each year during the Annual Meeting. The official call
to that meeting, giving the time and place, shall be conveyed to each Member Board at least 90 days prior to the Annual
Meeting. In the event of a national emergency, the Board of Directors by a two-thirds vote may cancel the Annual
Meeting and shall schedule a meeting of the Delegate Assembly as soon as possible to conduct the business of the
National Council.

Section S. SpecialSession. A special session ofthe Delegate Assembly shall be called upon written petition ofat least
ten Member Boards made to the Board ofDirectors. A special session may be called by the Board ofDirectors. Notice
containing the general nature ofbusiness to be transacted and date and placeofsaid session shall be sent to each Member
Board at least ten days prior to the date for which such a session is called.

Section 6. Quorum. The quorum for conducting business at any session ofthe Delegate Assembly shall be at least one
delegate from a majority ofthe Member Boards and two officers present in person or, in the case ofa special session,
by proxy.

ARTICLE VIII
Board ofDirectors

Section 1. Composition. The Board of Directors shall consist of the elected officers.

Section 2. Authority. The Board of Directors shall have general supervision of the affairs of the National Council
between the meetings ofthe Delegate Assembly and shall perform such other duties as are specified in these bylaws.
The Board shall be subject to the orders ofthe Delegate Assembly, and none of its acts shall conflict with action taken
by the Delegate Assembly. The Board of Directors shall report annually to the Delegate Assembly.

Section 3. Meetings of the Board of Directors. The Board of Directors shall meet in the Annual Meeting city
immediately prior to, and following, the Annual Meeting, and at other times as necessary to accomplish the work ofthe
Board. Special meetings ofthe Board ofDirectors shall be called by the president upon written request ofat least three
members ofthe Board ofDirectors. Special meetings may be called by the president. Twenty-four hours ormore notice
shall be given to each member ofthe Board of Directors of a special meeting. The notice shall include a description
of the business to be transacted.

ARTICLE IX
Executive Director

Section 1. Appointment. The Executive Director shall be appointed by the Board of Directors. The selection or
termination of the Executive Director shall be by a majority vote of the Board of Directors.

Section 2. Authority. The Executive Director shall serve as the chiefstaffofficer ofthe organization and shall possess
the authority conferred by, and be subject to the limitations imposed by the Board ofDirectors. The Executive Director
shall manage and direct the programs and services ofthe National Council, supervise all administrative services, serve
as corporate secretary, and shall oversee maintenance ofall documents and records of the National Council.

Section 3. Evaluation. The Board ofDirectors shall conduct an annual written performance appraisal ofthe Executive
Director, and shall set the Executive Director's annual salary.

ARTICLE X
Committees

Section 1. Standing Committees. Members of standing committees shall be appointed by the Board of Directors.
a. Examination Committee. The Examination Committee shall be comprised ofat least six members, including

one member from each Area. One ofthe committee members shall be a licensed practicaVvocational nurse.
At least six alternates shall be appointed, and an alternate may be called on at any time to serve temporarily
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as a member of the committee and have all the responsibilities and rights of full membership when called
to serve as a member. The committee chair shall have served as a member of the committee prior to being
appointed as chair. The Examination Committee shall provide general oversight of the NCLEX process,
including examination item development, security, administration, and quality assurance to ensure consistency
with the Member Boards' need for examinations. The Examination Committee shall approve item
development panels and recommend test plans to the Delegate Assembly.

b. Finance Committee. The Finance Committee shall be comprised of one member from each Area and the
treasurer, who shall serve as chair. The Finance Committee shall provide general oversight of the use of the
National Council's assets to assure prudence and integrity of fiscal management and responsiveness to
Member Board needs. The Finance Committee shall maintain fmancial policies which provide guidelines for
fiscal management, and shall review and revise fmancial forecast assumptions.

c. Nursing Practice and Education Committee. The Nursing Practice and Education Committee shall be
comprised of at least one member from each Area. The Nursing Practice and Education Committee shall
provide general oversight of nursing practice and education regulatory issues by coordinating related
subcommittees.

Section 2. Special Committees. The Board ofDirectors shall appoint special committees as needed to accomplish the
mission ofthe National Council. Special committees may be subcommittees, task forces, focus groups, advisory panels
or other groups designated by the Board of Directors.

Section 3. Committee Membership

8. Composition. Standing committees shall include only current members and employees ofMember Boards.
Special committees shall include current members and employees of Member Boards, and may include
consultants or other individuals selected for their special expertise to accomplish a committee's charge. In
appointing committees, consideration shall be given to expertise needed for the committee work, Area
representation and the composition ofMember Boards. The president, or president's delegate, shall be an ex­
officio member ofall committees except the Committee on Nominations.

b. Term. The standing committee members shall be appointed for two years or until their successors are
appointed. Standing committee members may apply forre-appointment to the committee. Membersofspecial
committees shall serve at the discretion of the Board of Directors.

c. Vacancy. A vacancy may occur when a committee member resigns or fails to meet the responsibilities ofthe
committee as determined by the Board ofDirectors. The vacancy may be filled by appointment by the Board
of Directors for the remainder of the term.

d. Committee Functions
1. Budget. Standing committees shall submit a budget request for activities prior to the beginning of

the fiscal year. Special committees will be assigned a budget to use in accomplishing the charge.
Committees shall not incur expenses in addition to the approved budgeted amount without prior
authorization of the Board of Directors.

2. Policies. Each standing committee shall establish policies to expedite the work of the committee,
subject to review and modification by the Board ofDirectors. Special committees shall comply with
general policies established by the Board of Directors.

3. Records and Reports. Each committee shall keep minutes. Special committees shall provide
regular updates to the Board ofDirectors regarding progress toward meeting their charge. Standing
committees shall submit quarterly reports to, and report on proposed plans as requested by, the
Board of Directors. Special committees shall submit a report and standing committees shall submit
annual reports to the Delegate Assembly.
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ARTICLE XI
SpecialServices Division

Section 1. Purpose. The Special Services Division ofthe National Council shall be the vehicle for conducting activities
which are consistent with the purposes of the National Council and which relate to providing services or products
primarily to parties other than Member Boards. This Article shall apply solely to activities within the jurisdiction of
the Special Services Division.

Section 2. Scope ofActivities. Activities within the jurisdiction of the Special Services Division shall include the
development, promotion and distribution of services and products provided primarily to parties other than Member
Boards but shall not include (a) the development ofexaminations and standards for the governmental authorization for
nursing practice in Member Boardjurisdictions or (b) the development ofstandards regarding the regulation ofnursing
practice and nursing education in Member Board jurisdictions. However, with the prior approval of the Board of
Directors, the Special Services Division may develop, promote and distribute services or products which include such
examinations and standards at the request of one or more Member Boards and/or certifying bodies other than
examinations and standards for the initial entry-level licensure of nurses.

Section 3. Management Authority. The property and activities of the Special Services Division shall be managed by
an Executive who shall be appointed by, and serve at the pleasure of, the Board of Directors and who may, but need
not, be the same person who serves as the Executive Director ofthe National Council. The Executive shall be the chief
executive officer ofthe Special Services Division and, subject to such operating policies and guidelines, including such
financial policies and limitations, asmay be adopted by the BoardofDirectors from time to time, shall have full authority
to direct the activities ofthe division and to enter into contracts and make other commitments on behalfofthe division,
which shall be binding upon the National Council.

ARTICLE XII
Finance

Section 1. Audit. The financial records of the National Council shall be audited annually by a certified public
accountant appointed by the Board of Directors. The audit report shall be presented to the Delegate Assembly.

Section 2. Fiscal Year. The fiscal year shall be from October 1 to September 30.

ARTICLE XIII
Indemnification

Section 1. Direct Indemnification. To the full extent permitted by, and in accordance with the standards and
procedures prescribed by Sections 5741 through 5750 ofthe Pennsylvania Nonprofit Corporation Law of 1988 or the
corresponding provision ofany future Pennsylvania statute, the corporation shall indemnify any person who was or is
a party or is threatened to be made a party to any threatened, pending, or completed action, suit or proceeding, whether
civil, criminal, administrative or investigative, by reason ofthe fact that he or she is or was a director, officer, employee,
agent or representative of the corporation, or performs or has performed volunteer services for or on behalf of the
corporation, or is or was serving at the request ofthe corporation as a director, officer, employee, agent or representative
ofanother corporation, partnership, j oint venture, trust or other enterprise, against expenses (including but not limited
to attorney's fees), judgments, fmes and amounts paid in settlement actually and reasonably incurred by the person in
connection with such action, suit or proceeding.

Section 2. Insurance. To the full extent permitted by Section 5747 of the Pennsylvania Nonprofit Corporation Law
of 1988 or the corresponding provision ofany future Pennsylvania statute, the corporation shall have power to purchase
and maintain insurance on behalfofany person who is or was a director, officer, employee, agent or representative of
the corporation, orperforms or has performed volunteer services for or on behalfofthe corporation, or is, or was serving
at the request of the corporation as a director, officer, employee, agent or representative of another corporation,
partnership,joint venture, trust or other enterprise, against any liability asserted against him or her and incurred by him
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or her in any such capacity, whether or not the corporation would have the power to indemnify him or her against such
liability under the provisions of Section I of this Article.

Section 3. Additional Rights. Pursuant to Section 5746 of the Pennsylvania Nonprofit Corporation Law of 1988 or
the corresponding provisions ofany future Pennsylvania statute, any indemnification provided pursuant to Sections I
or 2 of this Article shall:

a. not be deemed exclusive of any other rights to which a person seeking indemnification may be entitled
under any future bylaw, agreement, vote ofmembers or disinterested directors or otherwise, both as to action
in his or her official capacity and as to action in another capacity while holding such official position; and

b. continue as to a person who has ceased to be a director, officer, employee, agent or representative of, or
provider of volunteer services for or on behalf of the corporation and shall inure to the benefit of the heirs,
executors and administrators of such a person.

ARTICLE XIV
Parliamentary Authority

The rules contained in the current edition ofRobert's Rules ofOrder Newly Revisedshall govern the National Council
in all cases notprovided for in the articles ofincorporation, bylaws and any special rules oforder adopted bythe National
Council.

ARTICLE XV
Amendment of Bylaws

Section 1. Amendment. These bylaws may be amended at any Annual Meeting or special session of the Delegate
Assembly. A two-thirds vote ofthe delegates present and voting is required to amend the bylaws, providing that copies
ofthe proposed amendments have been presented in writing to the Member Boards at least 45 days prior to the session.
Without previous 45-day notice, the bylaws may be amended by a three-quarters vote of the delegates eligible to vote
if, at least five days prior to the meeting, notice is given that amendments may be considered at the Annual Meeting or
special session.

Section 2. Revision. These bylaws may undergo revision only upon authorization and adoption by the Delegate
Assembly. A committee for revision, authorized by the Delegate Assembly, shall prepare and present the proposed
revision. A two-thirds vote of the delegates present and voting is required to adopt the revision, provided that copies
ofthe proposed revision shall have been submitted in writing to the Member Boards at least 45 days prior to the Annual
Meeting or special session at which the action is to be taken.

National Council ofState Boards ofNursing, Inc.l1996
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Provisos to National Council of State Board of Nursing Bylaws

1. Proviso to Article III, Section 5:
The annual fee shall be $3000 until detennined otherwise by the Delegate Assembly in conjunction with the current
contract cycle.

2. Proviso to Article IV, Section 1:
The current secretary shall remain in office until the close of the 1995 Delegate Assembly.

3. Proviso to Article IV, Section 4:
One director-at-large shall be elected at the 1994 Delegate Assembly. Two directors-at-large shall be elected
annually at the 1995 Delegate Assembly.

4. Proviso to Article IV, Section 5:
The tenn ofoffice ofthe current treasurer shall be extended for one year so that the treasurer shall remain in office
until the 1996 Annual Meeting.

s. Proviso to Article IV, Section 5:
Any officer currently in office or elected to office at the 1994 Delegate Assembly may serve up to five consecutive
years at the same office position.
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Glossary

AACN
American Association of Colleges of Nursing.

AANP
American Academy of Nurse Practitioners.

ACNM
ACNM Certification Council, Inc.

ADA
Americans with Disabilities Act.

ANA
American Nurses Association.

ANCC
American Nurses Credentialing Center.

AONE
American Organization of Nurse Executives.

APN/APRNIARNP
Advanced Practice Nurse/Advanced Practice Registered Nurse/Advanced Registered Nurse Practitioner. This level
of nursing pmctice is based on knowledge and skills acquired in basic nursing education; licensure as a Registered
Nurse; and a gmduate degree with a major in nursing ora graduate degree with a concentmtion in the advanced nursing
pmctice category, which includes both didactic and clinical components, advanced knowledge in nursing theory,
physical and psycho-social assessment. appropriate interventions, and management of health care.

Area
Designated regions of National Council Member Boards.

AID.l
Alaska
American Samoa
Arizona
California
Colomdo
Guam
Hawaii
Idaho
Montana
Nevada
New Mexico
N. Mariana Islands
Oregon
Utah
Washington
Wyoming

Arean
illinois
Indiana
Iowa
Kansas
Michigan
Minnesota
Missouri.
Nebmska
North Dakota
Ohio
South Dakota
West Virginia
Wisconsin

Arca W
Alabama
Arkansas
Florida
Georgia
Kentucky
Louisiana
Mississippi
North Carolina
Oklahoma
South Carolina
Tennessee
Texas
Virginia

Area Iy
Connecticut
Delaware
District of Columbia
Maine
Maryland
Massachusetts
New Hampshire
New Jersey
New York
Pennsylvania
Puerto Rico
Rhode Island
Vermont
Virgin Islands

ASI
Assessment Systems, Inc. A wholly owned subsidiary of Havcowt Brace, Inc. The new test service for NACEP (See
Psych Corp).
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Blueprint
The organizing framewerk for an eXalIlination which includes the percentage of items allocated to various categories.

Board Member
An individual who serves on a board of directors (national level) or a board of nursing (state level).

BOD
Board of Directors of the National Council of State Boards of Nursing.

Bylaws
The laws which govern the internal affairs of an organization.

CAC
Citizen Advocacy Center.

CAT
Computerized Adaptive Testing.

CCNA
Council on Certification of Nurse Anesthetists.

CDC
Case Development Committee. A committee of clinical experts which has the responsibility of developing cases for
the Computerized Clinical Simulation Testing (CS,...) project.

CEPN-LTC
Certification Examination for Practical Nurses in Long-Term Care.

CGFNS
The Commission on Graduates of Foreign Nursing Schools. (An agency providing credentialing services for foreign
educated nurses, as well as a certification program designed to predict success on NCLEX-RNJ'M.)

Chauncey
See The Chauncey Group International, Ltd.

CLEAR
Council on Licensure, Enforcement and Regulation. (An organization of regulatory boards and agencies.)

CNATS
Canadian Nurses Association Testing Service.

CNM
Certified Nurse Midwife.

CNS
Clinical Nurse Specialist.

CON
Committee on Nominations. The elected committee of the National Council responsible for preparing a slate of
qualified candidates for each year's elections. The Committee of Nominations' members serve one-year terms.
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CRNA
Certified Registered Nurse Anesthetist.

CS,..
Computerized Clinical Simulation Testing.

CTB/McGraw-HIll
National Council's test service for the NCLE}(fM paper-and-pencil development and administration. 1981-1994.

Decision Consistency
A test statistic that indicates the expected consistency of pass or fail classification decisions across different
administrations of the examination. It is concerned only with classiflC8tion accuracy. not with the precision of the
numerical test scores, as is the reliability statistic used with paper-and-pencil examinations.

Delegate Assembly
The policy-makingbodyof the National Council which comprises 61 Member Boards. Each Member Board is entitled
to two votes.

Diagnostic Profile
The document sent to failing candidates reflecting their performance on various aspects of the NCLEX test plan.

DIF
Differential item functioning or a measure of potential item bias.

Direct Registration
A method of submitting candidate registrations for NCLEX. Registrations are submitted by candidates. with the $88
fee. directly to The Chauncey Group. The option for telephone registration is available for $97.25.

Disciplinary Data Bank (DDS)
A National Council data management system. established in 1981, that serves as a database of disciplinary actions
reported by Member Boards.

EC
Examination Committee.

Education Program Reports
See NCLE)(fM Program Reports.

EDWARD
Electronic Document Warehousing And Retrieval Database. System to provide guided electronic access to all
National Council documents and publications. Nursepractice acts and administrativerules will be made available first.
followed by position papers and other frequently requested documents. Part of the Information Master Plan (IMP).

EIRs
Electronic Irregularity Reports. Reports written by the test center staffon the day of testing regarding any irregularities
occurring during NCLEX testing. These reports are forwarded by Sylvan overnight to The Chauncey Group and the
National Council. The National Council forwards the EIRs to the Member Board where the candidate is seeking
licensure.

Electronic Access
Member Boards' direct inquiry of the National Council Disciplinary Data Bank via NCNET for information regarding
disciplinary history of action(s) taken against a nurse's license.

National Council ofState Boards ofNursing, Inc./1996



4

ETSlThe Chauncey Group
Educational Testing Service is the parent company of The Chauncey Group. The Chauncey Group is the National
Council's test service for NCLEX using computerized adaptive testing, located in Princeton, New Jersey, and engaged
in educational and certification testing services.

Experimental Items
Newly written test questions placed into examinations for the purpose of gathering statistics. Experimental items or
"tryouts" are not used in detennining the pass/fail result.

FARB
Federation of Associations of Regulatory Boards.

Fiscal Year (FY)
October I to September 30 at the National Council.

HCFA
Health Care Financing Administration. (A unit of the federal government under the Department of Health and Human
Services.)

HRSA
Health Resources and Services Administration. (A unit of the federal government under the Department of Health and
Human Services.)

ICN
International Council of Nurses.

ICONS
The Interagency Conference on Nursing Statistics. Members include the American Association of Colleges of
Nursing; the American Association of Critical Care Nurses; the American Organization of Nurse Executives; the
American Nurses' Association; the Bureau of Labor Statistics, the Division of Nursing (BHPR, HRSA); the National
Center for Health Statistics; the National Council of State Boards of Nursing; the National League for Nursing; and
the American Association for Nurse Anesthetists.

IMP
Information Master Plan. Strategy to fulfIll the Organization Plan's tactic, "Implement a comprehensive repository
of information." The IMP will include electronic submission of information to the Disciplinary Data Bank, the Nurse
Information System, electronic archives (seeEDWARD), databases of organization-related infonnation (see SAHVI),
and other on-line resources for the National Council's Member Boards, staff and other appropriate audiences.

InSight
A triannual newsletter discussing issues related to nurse aides and assistive personnel, delegation to unlicensed
assistive personnel and the NACEP.

Issues
A quarterly newsletter published and nationally distributed by the National Council.

Item
A test question.

Item Response Theory (IRT)
A family of psychometric measurement models based on characteristics of examinees' item responses. Their use
enables many measurement benefits (see Rasch Model).
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Item Reviewers
Individuals who review newly written items developed for the NCLEX-RNfM and NCLEX-PNTM.

Item Writers
Individuals who write test questions for the NCLEX-RN. NCLEX-PN and NACEP.

JRC
Joint Research Committee. This committee consists of three National Council and three Chauncey or ETS staff
members. and two external researchers. The committee is the vehicle through which research is funded for the NCLEX
program. Funding is provided jointly by the National Council and The Chauncey Group.

KSA
Knowledge. Skill and Ability statements.

Loglt
A unit of measurement used in IRT models. The log transformation of an odds ratio creates an equal interval.logit
scale on which item difficulty and person ability may be jointly represented.

LRP
Long Range Planning. (A task force of the National Council.)

MNAR
Model Nurse Admi.nistrative Rules. (A publication of the National Council.)

Mantel-Haenszel
A well-accepted statistical procedure used to estimate the differential item functioning or potential bias of test items.

MBOS
Member Board Office System. The software used in many Member Board offices to communicate electronically with
The Chauncey Group regarding NCLEX candidates.

Member Board
A jurisdiction having a contract with the National Council to administer NCLEX-RN and/or NCLEX-PN.

MNPA
Model Nurse Practice Act. (A publication of the National Council.)

NACEpTM
Nurse Aide Competency Evaluation Program. (Also a task force of the National Council.)

NAPNES
The National Association for Practical Nurse Education and Service.

National Council Organization Plan
Mission. goals and objectives of the National Council as adopted by the Delegate Assembly.

NBME
National Board of Medical Examiners. NBME is currently modifying its computerized clinical simulation testing
(CST) software for application to nursing.
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NCBPN/N
National Certification Board of Pediatric Nurse Practitioners and Nurses.

NCC
National Certification Corporation for the Obstetric, Gynecologic, and Neonatal Nursing Specialities.

NCorNCSBN
Abbreviated form of National Council of State Boards of Nursing, Inc.

NCLEX-RNTII
National Council Licensure Examination-Registered Nurse.

NCLEX-PNTII
National Council Licensure Examination-Practical Nurse.

NCLEX'" Program Repons
Published by The Chauncey Group twice per year, the NCLEX"" Program Reports provide administrators and faculty
in nursing education programs with information about the perfonnance of their graduates on the NCLEX. Included
in theNCLE)(I7rIProgramReports is infonnation about a program's perfonnance by theNCLEX!'"TestPlan dimensions
and by content areas. Data about a program's rank nationally and within the program's state are also included.

NCLEP Quanerly Repons
The NCLExrM Quarterly Reports summarize the performance of all flfSt-time candidates educated in a given
jwisdiction who were tested in a given quarter, and the national group of candidates. They also provide a summary
of the preceding three quarters' passing rates. (Previously known as green sheets.)

NCNET
National Council's electronic network for Member Boards.

News/ette,
A biweekly publication produced by the National Council and distributed to each Member Board. Items included on
a regular basis: committee reports; Board of Directors' agendas, major actions and minutes; current updates on policy;
report and/or analyses of federal legislation; examination statistics; notice of upcoming events; updates to National
Council manuals; solicitations for persons to serve in various capacities; infonnation from the testing department
related to the NCLEX; and infonnation related to National Council activities.

NFLPN
National Federation of Licensed Practical Nurses.

NIRS
Nursing Information Retrieval System. A set ofdatabases containing nursing and medical infonnation which are being
linked via a simple coding scheme that pennits quick and efficient identification and capture of the numerous
relationships which exist within and across databases. It is designed to expedite CST case and scoring key
development, quality assurance, and the delivery of a CST examination.

NIS
Nurse Information System. A national database being developed by the National Council, containing demographic
information on all licensed nurses, an unduplicated count of licensees and serving as a foundation for a variety of
services including the disciplinary data bank,licensure verification, and research on nurses. (Also a task force of the
National Council.)
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NLN
National League for Nursing.

NNRR
National Nursing Research Roundtable.

NP
Nurse Practitioner.

NP&E
Nursing Practice and Education. (A standing committee of the National Council.)

NPDa
National Practitioner Data Bank. A federally-mandated program for collecting disciplinary data regarding health-care
practitioners. The NPDB began operation in September 1990, receiving required medical malpractice payment reports
for all health care practitioners, and required reports of discipline and clinical privilege/society actions regarding
physicians and dentists. Mandatory reporting of licensure actions regarding other health care practitioners, including
nurses, is required by P.L. 1()()"93, section five. Implementation of section five is on hold until the NPDB has gained
sufficient experience under Title IV to extend services.

OBRA 1987
Omnibus Budget Reconciliation Act of 1987 (contains requirements for nurse aide training and competency
evaluation).

Ontario Model
Refers to the Regulated Health Professions Act (RHPA), which includes a general act and procedural code that applies
to all regulated health professions, as well as 21 profession-specific act. The legislation went into effect on December
31, 1993, and replaced the Health Disciplines Act and various others pieces of legislation.

Pew Charitable TRists
A national and international philanthropy with a special commitment to Philadelphia, which supports not.for-profit
activities in the areas ofconservation and the environment, culture, education, health and human service, public policy
and religion. The foundation was established by Joseph Pew, owner of Sun Oil Company.

Pew Heahh Professions Commission
The Pew Health Professions Commission was established in the spring of 1989 and is administered by the University
of California at San Francisco, Center for the Health Professions. The mission of the Pew Health Professions
Commission is to assist the nation's health professional schools in understanding the changing nature of health care
in the United States, what types of health care wOIkers will be needed for the future, and with what skills, and in
designing and implementing programs that are capable of educating such professionals.

Pew Taskforce on Health care
The Pew Health Professions Commission charged the Taskforce on Health Care Workforce Regulation to identify and
explore how regulation protects the public's health and to propose new approaches to health care workforce regulation
to better serve the public's interest The task. force was comprised of eight individuals with legal, policy and public
health expertise.

Psych Corp
The Psychological Corporation. The Psychological Corpomtion is the parent corporation of ASI. The NACEP test
service who is charged to develop and maintain an evaluation for nurse aide competency as mandated by federal
legislation (OBRA). Assessment Systems, Inc., producer of another nurse aide exam, was acquired by TPC in 1995.
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Psychometrics
The scientific field concerned with all aspects of educational and psychological measurement (or testing), specifically
achievement, aptitude, and mastery as measured by testing instruments.

PubliC Polley
Policy formed by governmental bodies and includes all decisions, rules, actions and procedures established in the
public interest.

RAP
Research Advisory Panel.

Rasch Measurement Model
The item response theory model used to create the NCLEX measurement scale. Its use allows person-free item
calibration and item-free person measurement.

Reliability
A test statistic that indicates the expected consistency of test scores across different administrations or test forms. That
is, it assesses the degree to which a test score reflects the person's true standing on the trait being measured. The
National Council uses the Kuder-Richardson Formula 20 (KR20) statistic to measure the reliability of the NACEP.
For adaptively administered examinations, such as the NCLEX using CAT, the decision consistency statistic is the
more appropriate statistic for assessing precision (see Decision Consistency).

RFP
Request for Proposals.

SAHVI
Storehouse of Administrative, Historical and Volunteer Infonnation. Database to contain comprehensive National
Council historical and volunteer information, as well as mailing list data. Part of the Information Master Plan (IMP),
scheduled for preliminary availability via the Member Board Web site in 1996.

SKDC
Scoring Key Development Committee. Committee of clinical experts which has the responsibility of developing
scoring keys for the Computerized Clinical Simulation Testing (CSl) Project.

SSD
Special Services Division. A unit of the National Council which develops services and products, the revenue from
which will go to support core programs for Member Boards.

Standard Setting
The process used by the Board of Directors to determine the passing standard for an examination, at or above which
examinees pass the examination and below which they fail. This standard denotes the minimum acceptable amount
of entry-level nursing knowledge, skills and abilities. The National Council uses multiple data sources to set the
standard. including a criterion-referenced statistical procedure and a Survey of Professionals. Standard setting is
conducted every three years for each NCLEX and whenever the test plan or NACEP Blueprint changes.

STC
Sylvan Technology Center.

SUbmission of Reports
A Member Board, upon taking disciplinary action, submits to the National Council Disciplinary Data Bank
biographical data about the nurse and information regarding the grounds for and the disciplinary action taken by the
board of nursing.
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Summary Profiles
Summary profIles are no longer produced by erR. They have been replaced by NCLE)(TM Program Reports produced
by The Chauncey Group. See NCJ.EX1'N Program Reports.

Sylvan Prometrlc
The computer-based testing division of Sylvan Learning Systems.

Sylvan Learning Systems
The Chauncey Group's business parlner for the delivery of computerized tests. Over 400 Sylvan Learning Centers
nationwide form the core of SLS' business. SLS is a publicly-traded caporation headquartered in Columbia, MD.

Sylvan Technology centers (STCs)
Sylvan Technology Centers are Sylvan Prometric's high-stakes testing centers responsible for the secure delivery of
computerized examinations. There are over 250 STCs in North America. The NCLEX using CAT is administered
in over 200 STCs located in the United States and its territories.

Test Plan
The organizing framework for NCLEX-RN and NCLEX-PN which includes the percentage of items allocated to
various categories.

Test service
The organization which provides test services to the National Council, including test scoring and reporting. The
Chauncey Group, along with Sylvan Learning Systems, is the test service for NCLEX using CAT, and The
Psychological Corporation is the test service for the NACEP.

The Chauncey Group
See The Chauncey Group International, Ltd.

The Chauncey Group InternatIonal, Ltd.
A wholly owned subsidiary of Educational Testing Service (ETS). National Council's test service for NCLEX using
computerized adaptive testing, located in Princeton, New Jersey.

TPC
See Psych Corp.

Trl COuncil for NursIng
Members include the American Association of Colleges of Nursing, American Organization of Nurse Executives,
American Nurses Association, and National League for Nursing.

UAP/ULAP
Unlicensed Assistive Personnel.

Validity
The extent to which inferences made using test scores are appropriate and justified by evidence; an indication that the
test is measuring what it purports to measure. The National Council assures the content validity of its examinations
by basing each test strictly on the appropriate test plan (RN or PN) or blueprint (NACEP). Each test plan or blueprint
is developed from a current job analysis of entry-level practitioners.
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