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from the

Executive Director

A LOOK AHEAD
AT 2012...

As we move into 2012, it is a time of reflection
and also a time to look to our future.

In reflection, 201 | was a year for incremental
changes in nursing regulation. Throughout the
country, states began to respond to the Institute of
Medicine report “The Future of Nursing: Leading
Change, Advancing Health.” In North Carolina, the
Board of Nursing is involved in the Future of Nursing
Action Coalition and other initiatives to support
nurses practicing to the full scope of their education
and licensure.

Our Education and Practice Committee is actively
exploring the RN scope of practice. This process
looks at whether barriers exist for the RN if so-are
these barriers imposed through lack of understanding
by licensees or employers or as a result of regulation?

One very exciting regulatory change in 2012 is our
initiative to implement “Just Culture” in our complaint
investigation and resolution processes statewide. “Just
Culture” clearly makes a distinction between honest
human error, risk-taking behavior, and outright
reckless behavior. It holds individuals accountable
for their behavioral choices, but does not punish
individuals for isolated, inadvertent human error.

For the past several years, the Board has been a
part of a pilot project with several hospitals and long-
term care facilities to incorporate the “Just Culture”
philosophy into our complaint resolution process.

~NCBOARD ®
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Our work in this area has demonstrated that part of
effective public protection is learning from mistakes.
Board staff developed a Complaint Evaluation Tool
(CET) to assist employers in determining whether or
not an incident needs to be reported to the Board.

“Just Culture” has been a passion of mine for
more than a decade, so | am particularly pleased that
we have made such progress in North Carolina. |
am also pleased that our work has been published
in the January 2012 edition of the Journal of Nursing
Regulation.

In addition to “Just Culture,” we are moving
forward in exploring gaps in our regulation of
advanced practice registered nurses, in exploring
further efficiencies in our processes for licensure and
regulation, re-vamping our website and moving to
a new and improved licensure system. We have a
busy year ahead!

e

Julia L. George, RN, MSN, FRE
Executive Director
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from the Board Chair

EXPECTATION
AND EVALUATION
CREATING SUCCESSFUL

BOARD MEMBERS

To be Chairperson for the North Carolina Board of
Nursing is a tremendous honor. | am looking forward to
doing the best job possible meeting my responsibilities not
only as Chair but also as a board member. | have truly been
impressed with the dedication and integrity of my fellow
board members.

So what is the “job description” of a N. C. Nursing Board
member and how can someone serving on this board be
aware of whether he/she is meeting the expectations of
the position? The North Carolina Board of Nursing has a
Board Member Code of Conduct — Job Description that
outlines the principles for assuring public trust in professional
regulation. It is a set of behavioral expectations intended to
assure the public that the Board and its individual members
uphold the highest level of integrity and ethical standards.

Without quoting verbatim from this Code, a summary of
expectations for each board member is first and foremost
ensuring the public access to competent, safe and ethical
practitioners in the profession of nursing. Additionally,
members must be familiar with the laws, rules, regulations,
policies and procedures that govern their service on the
board. The work of a regulatory board, such as the Board
of Nursing, is public service and not private interest or
group advocacy. Board members do not represent the
nursing profession, or any private group. Members of the
Board of Nursing must avoid any actual or perceived conflict
of interest that could compromise the integrity of the Board,
and must strive to avoid any relationship, activity or position
that may influence, directly or indirectly, the performance of
his/her official duties as a Board member.

__XCBORDY
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How does one serving on the N. C. Board of Nursing
ensure that he/she is achieving these daunting behavioral
expectations? Your Board of Nursing has an evaluation
system in place that goes beyond anyone’s expectations.
During the last three years that | have served on the
board, | have been amazed at the number of evaluations
and surveys that are completed by Board members
and staff. Also during the September Board meeting
another evaluation process was approved, that although
it is voluntary, really gets to the heart of whether board
members are indeed meeting the “job description.” This
evaluation is called a 360 evaluation which, when used, will
allow members of the Board to receive input about their
strengths, weaknesses, meeting participation and meeting
preparation. This evaluation has the potential to increase the
growth of each Board member by giving collegial feedback
with appropriate recommendations for improvement.

It is through education and assessment that all of us
succeed in positions that we assume. | am proud to work
with the members of the 2012 N. C. Board of Nursing.
They not only know their role, but they seriously consider
every issue that impacts the safety of nursing care for the
citizens of North Carolina as well as promote nursing
practice to the fullest extent of its scope of practice.

Nancy Bruton-Maree, RN, MS, CRNA
Chair



NCBON JUST CULTURE COMPLAINT EVALUATION TOOL
STATEWIDE ROLLOUT

The North Carolina Board of Nursing
(NCBON) began its journey to Just Culture
over six years ago. At that time, the NCBON
committed to a Just Culture philosophy,
shifting its focus from the traditional regulatory
culture of blame and punishment to a culture
that supports effective nursing practice, quality
improvement, and patient safety. The guiding
principles of a Just Cutture focus practice event
assessment and intervention on an individual
nurse’s behavioral choices and the potential
risk to patient safety posed by these behavioral
choices. Event resolution is not based upon
the severity of the outcome of the practice
issue or event. A Just Culture recognizes that
punitive discipline in response to a human
error fails to promote patient safety and
learning from mistakes. However, at risk or
reckless choices pose a risk to patient safety
and individuals must be held accountable for
those choices. A Just Culture also assesses
organizational system designs that may have
contributed to an event and addresses these
accordingly.

As part of this journey, the Board
developed and tested a Just Culture
Complaint Evaluation Tool (CET). The CET
provides a consistent evaluation of practice
issues and events which holds the nurse
accountable for behavioral choices, while at
the same time treating the nurse fairly and
respectfully. The CET provides a standard by
which the employer and NCBON can work
collaboratively to review practice errors or

issues and achieve a balance between learning
from mistakes and maintaining individual
accountability effectively. The CET serves

to assist nursing leaders, employers, and the
NCBON to identify and clarify when clinical
practice events require a formal complaint

to the NCBON; when consultation with
NCBON staff is required, or when employer
remediation, counseling, or consoling of the
nurse would be appropriate.

When an untoward practice event or
issue occurs, the first step for the nursing
leader or employer is to investigate the event
thoroughly and to then complete the CET
assessment. The CET is submitted to the
NCBON along with the complaint report and
a copy is retained in the employee file. The
CET scoring directs the employer as follows:

* Human Error — does not require a report
to the NCBON

* At Risk Behavior — requires consultation
with NCBON Practice Consultant

* Reckless Behavior — requires submission of

a formal NCBON complaint/report.

The NCBON COMPLAINT
EVALUATION TOOL (CET) IS NOW
AVAILABLE FOR USE BY ALL NURSING
LEADERS AND EMPLOYERS AS PRACTICE
EVENTS ARE BEING INVESTIGATED
AND DECISIONS ARE BEING MADE
REGARDING FILING A BOARD
COMPLAINT.

The CET is designed for use only for
evaluation of clinical practice events or issues

involving Registered Nurses and Licensed
Practical Nurses. It is important to note

that confidentiality, fraud, theft, drug abuse,
impairment on duty, drug diversion, boundary
issues, sexual misconduct, and mental/physical
impairment are not appropriate for evaluation
using the CET. These events/issues MUST be
reported to the NCBON.

The NCBON looks forward to continuing
the Just Culture journey through collaboration
with nursing leaders and employers to
promote a culture that analyzes practice
issues and errors using a fair and consistent
framework. NCBON Practice Consultants
are available to assist with questions, use of
the CET, and most importantly, to provide
consultation regarding the reportability of
events.

The NCBON CET and supporting
resource materials are located on the
NCBON website at www.ncbon.com
under “Complaints/Consumer Protection.”
Practice Consultant contact information is
also provided on this site. In addition, the
website will offer the following on-line learning

opportunities:
* Just Culture and CET via podcast (coming
soon), and

*  continuing education contact hours
(pending) for the Just Culture in Nursing
Regulation Complaint Evaluation Tool (CET)
Instruction Booklet.

2012 NCBON 9™ ANNUAL NURSING EDUCATION SUMMIT

This year the Education Summit will be held at the William and Ida
Friday Center in Chapel Hill, NC. There will be a NCBON Update
given by Julia L. George, RN, MSN, FRE, Executive Director.

Presenters and topics include:

Nell Ard, PhD, RN, CNE, ANEF
(Keynote Speaker)

Director of Nursing, Collin College
in McKinney, TX

Student Success: How to Predict and Facilitate Retention

NCBOARI
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Kim Larson, PhD, RN

Team Based Learning

Assistant Professor;, East Carolina University

Elizabeth Van Horn, PhD, RN, CNE
Assistant Professor, UNC-Greensboro
Podcasting: How to implement in a Nursing Program/Social

Networking Issues

We are encouraging nursing program directors and faculty to invite

their clinical practice partners and allied healthcare program faculty to
participate. Registration information is available on the NCBON website.

LLETIN {Official Publication of the NorTH CaroOLINA Board of Nursing }




NOMINATION FORM FOR 2012 ELECTION

Although we just completed a successful Board of Nursing election, we are already getting

ready for the next election. In 2012, the Board will have three openings: one for an RN who is

an advanced practice nurse; one for an RN who is a practical nurse educator; and one for an RN

staff nurse. This nomination form is for you to tear out and use. The form must be completed

and postmarked on or before April I, 2012. Read the nomination instructions and make sure

the candidate(s) meet all the requirements. Because all Board members serve four year terms,

no LPN position is open during the 2012 election.

Instructions

Nominations for RN positions shall be made by submitting a completed petition

signed by no fewer than 10 RNs (for an RN nominee) eligible to vote in the election.

The minimum requirements for an RN to seek election to the

Board and to maintain membership on it are as follows:

I Hold a current unencumbered license to practice in North Carolina

1. Bea resident of North Carolina

3. Have a minimum of five years experience in nursing

4. Have been engaged continuously in a position that meets the criteria for the specified Board position,
for at least three years immediately preceding the election, except for the RN at-large position.

Minimum ongoing-emp@s);)ment requirements for the RN member shall inlude continuous employment

equal to or greater than 50% of a full-time position that meets the criteria for the specified Board member

position, except for the RN at-large position.

If you are interested in being a candidate for one of the positions, visit our website at www.ncbon.

related information. You also may contact Chandra, Administrative Coordinator, at

chandra@ncbon.com or (919) 782-3211, ext. 232. After careful review of the information packet,

you must complete the nomination form and submit it to the Board office by April 1, 2012.

Guidelines for Nomination

.- RNs can petition only for RN nominations.

1. Only petitions submitted on the nomination form will be considered. Photocopies or faxes
are not acceptable

3. The certificate number of the nominee and each petitioner must be listed on the form. (The
certificate number appears on the upper right-hand corner of the license.)

4. Names and certificate numbers (for each petitioner) must be legible and accurate.

5. Each petition shall be verified with the records of the Board to validate that each nominee
and petitioner holds appropriate North Carolina licensure.

6. If the license of the nominee is not current, the petition shall be declared invalid.

1. If the license of any petitioner listed on the nomination form is not current, and that finding
decreases the number of petitioners to fewer than ten, the petition shall be declared invalid.

8. The envelope containing the petition must be postmarked on or before April I, 2012, for the
nominee to be considered for candidacy. Petitions received before the April I, 2012, deadline
will be processed on receipt.

9. Elections will be held between July | and August 15, 2012. Those elected will begin their
terms of office in January 2013.

Please complete and return nomination forms to 2012 Board Election, North Carolina

com-for addi_tional information, including a Board Member Job Description and other Board- Board of Nursing, PO. Box 2129, Raleigh NC 27602-2129.
N " "

Nomination of Candidate for Membership on the North Carolina Board of Nursing for 2012

We, the undersigned currently licensed nurses, do hereby petition for the name of
whose Certificated Number is
Nursing in the category of (check one):

O RN - Advanced Practice Nurse

, RN,
, to be placed in nomination as a Member of the N.C. Board of

O RN - Practical Nurse Educator O RN, Staff Nurse

Address of Nominee:
Telephone Number: (Home)
E-mail Address:

(Work)

PETITI ON ER - (At least 10 petitioners per candidate required. Only RNs may petition for RN nominations.)

TO BE POSTMARKED ON OR BEFORE APRIL I, 2012

NAME SIGNATURE

CERTIFICATE NUMBER

Please complete and return nomination forms to 2012 Board Election, North Carolina Board of Nursing, PO. Box 2129, Raleigh, NC 27602-2129.



TERCAP

IMPROVING NURSING PRACTICE AND PATIENT SAFETY

What is TERCAP? It stands for
Taxonomy of Error, Root Cause Analysis
and Practice Responsibility and is a study
sponsored by the National Council State
Boards of Nursing (NCSBN).

Nurses have typically been held solely
responsible when errors in practice are made.
This study was designed to collect a wide
array of information to examine trends across
the nation leading to practice breakdowns
and to identify common risk factors and
systems issues that contribute to errors so
they may be corrected and prevented in the
future.

North Carolina is one of 22 states
participating in this study to identify the root
causes influencing or impacting a nurse at the
time of a practice breakdown. The findings
from this study will be used both nationally
and in NC. In NC the findings will be used

standards regarding nursing practice.

Statistically to date, there have not been
enough cases entered into the study nationally
for meaningful recommendations to be
developed. The hope is as more states enter
data this goal will be reached in the near
future.

Preliminary analysis of data collected
involving the practice breakdown of
nurses in NC (2008 — 2010) is consistent
with the preliminary results reported by
NCSBN and found:

Nurse Characteristics:

¢ RN with Associate Degree

® Female

¢ Average age - 46

e Experienced nurses working less than 2
years in the setting where the practice
event occurred.

by the Board to facilitate the development
of strategic initiatives to support high safety

Patient Characteristics:
e Over age 65

¢ Diagnosed with dementia or
Alzheimer’s disease
o Rarely resulting in patient harm.

Systems issues most commonly identified

as contributing factors:

¢ Breakdown in healthcare team
communication

e Frequent interruptions/distractions

¢ Conflict with other healthcare team
members

¢ Unclear scope.

Most common types of practice breakdown

identified:

e Lack of professional responsibility

¢ Clinical reasoning

e Failure to intervene

e Failure to accurately interpret signs/
symptoms, orders

e Failure to assess

e Failure to implement preventative
measures.

OR, are you a nurse administrator or
manager that would benefit from attending an
update on nursing regulation?

The NC Board of Nursing (NCBON)
offers an orientation workshop for nurse
administrators and managers, especially newly
appointed, that provides information about
nursing law and regulation pertinent to the
responsibilities of the nurse administrator and
manager. The workshop entitled Orientation
Sessions for Administrators of Nursing Services
and Mid-level Nurse Managers promotes the
NCBON’s mission to protect the public through

Criminal Background Checks (

'BC) LIVES

the regulation of nursing practice by providing
regulatory education and information to
enhance the knowledge and understanding

of the nurse administrator and manager. The
topics presented at the workshop include
regulatory trends and issues, nursing scope

of practice, filing Board complaints and the
investigation process, programs for the impaired
nurse, delegation to unlicensed assistive
personnel, validation of competence, nurse
licensure compact, Just Culture, the Practitioner
Remediation Enhancement Program, and the
Employer Notification System.

Joyce Winstead, MSN, RN

The 2012 workshop dates are February 15,
May 8, September 25, and November 7. The
workshop provides an in-person format on the
NCBON campus in Raleigh, and awards 4.6
contact hours of continuing education. This
is an excellent opportunity to interface with
NCBON staff and to network with other nurse
administrators and managers.

Registration and additional information is
located at www.ncbon.com, select “Workshops
and Conferences,” select “Board Sponsored
Workshops,” and scroll to “On-site Workshop”.

JAN Available for NCLEX Applicants ONLY

Effective April I, 2012, the North Carolina Board of Nursing will release web-based CBC documents that can be completed online, printed and taken
to local law enforcement (Sheriff and Police Department) for Live Scan. Live Scan is digital fingerprinting and transmission of the impression directly to
the State Bureau of Investigation and Federal Bureau of Investigation for processing. Live Scan will eliminate the need for manual fingerprinting by law
enforcement officers and reduce the amount of processing time for the Board to receive CBC results.

Please visit the Board’s website at www.ncbon.com for additional information or contact Barbara Nelson, Criminal Background Check Coordinator at (919)

782-321 | ext. 258 or bnelson@ncbon.com.

10 NS NURSING
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RULES CHANGES PROPOSED

2] NCAC 36 .0120 — DEFINITIONS
The following definitions shall apply throughout
this chapter unless the context indicates otherwise:

I ‘Academic term” means one semester of a
school year.

2. ‘Accountability/Responsibility” means being
answerable for action or inaction of seff, and of
others in the context of delegation or assign-
ment.

3. "Accredited institution” means an institution
accredited by a United States Department of
Education approved institutional accrediting
body.

4. "Active Practice” means activities that are per-
formed, either for compensation or without
compensation, consistent with the scope of
practice for each level of licensee as defined in
G.S.90-171.20(4), (7) and (8).

5. ‘Advanced Practice Registered Nurse (APRN)”
means nurse practitioner, nurse anesthetist,
nurse-midwife or clinical nurse specialist. for-

the-parposesof Board-qualficatonanurse
72X

6. ‘Assigning” means designating responsibility for
implementation of a specific activity or set of
activities to a person licensed and competent to
perform such activities.

7. “Clinical experience” means application of
nursing knowledge in demonstrating dlinical
judgment.

8. “Clinical judgment” means the application of
the nursing student’s knowledge, skills, abilities
and experience in making decisions about client
care.

9. “Competent” means having the knowledge,
skills and ability to safely perform an activity or
role.

10. “Continuing Competence” means the on-
going acquisition and application of knowledge
and the decision-making, psychomotor; and
interpersonal skills expected of the licensed
nurse resutting in nursing care that contributes
to the health and weffare of dlients served.

I'l. “Contact Hour” means 60 minutes of an
organized learming experience.

[2. “Continuing Education Activity” means a
planned, organized leaming experience that is
related to the practice of nursing or contributes
to the competency of the nurse as defined in
21 NCAC 36 .0223 Subparagraph (2)(2).

I3. “Controlling institution” means the degree-
granting organization or hospital under which
the nursing education program is operating.

[4. “Curriculum” means an organized system of
teaching and learning activities directed toward
the achieverment of specified leaming objec-
tives/outcoms.

BOARD
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I5. “Delegation” means transferring to a com-
petent individual the authority to perform a
selected nursing activity in a selected situation.
The nurse retains accountability for the delega-
tion.

[6. “Dimensions of Practice” means those
aspects of nursing practice that include profes-
sional responsibility, knowledge-based practice,
legal/ethical practice and collaborating with
others, consistent with G.S. 90-171.20(4), (7)
and (8).

I7. “Distance education” means the teaching/
learning strategies used to meet the leaming
needs of students, when the students and
faculty are separate from each other.

I8. “Facutty directed dlinical practice” means
the responsibility of nursing program faculty in
overseeing student clinical learning including the
utilization of preceptors.

19. “Focused dlient care experience” means a
dlinical experience that simulates an entry-level
work experience. The intent is to assist the
student to transition to an entry-level practice.
There is no specific setting requirement.
Supervision may be by faculty/preceptor dyad
or direct faculty supervision.

20. “Interdisciplinary facutty” means facutty from
professions other than nursing.

21, “Interdisciplinary team” means all individu-
als involved in providing a client's care, who
cooperate, collaborate, communicate and
integrate care to ensure that care is continuous
and reliable.

22. “Level of Licensure” means practice of
nursing by either a Licensed Practice Nurse
or a Registered Nurse as defined in G.S. 90-

171.20(7) and (8).

23. “Level of student” means the point in the
program to which the student has progressed.

24. “Maximum enrollment” means the total num-
ber of pre-licensure students that can be en-
rolled in the nursing program at any one time.
The number reflects the capacity of the nursing
program based on demonstrated resources
sufficient to implement the curriculum.

25. *Methods of Instruction” means the planned
process through which teacher and student
interact with selected environment and content
so that the response of the student gives evi-
dence that learning has taken place. It is based
upon stated course objectives/outcomes for
learning experiences in dassroom, laboratory
and dlinical settings.

26. “National Credentialing Body” means a
credentialing body that offers certification or re-
certification in the licensed nurse’s or Advanced
Practice Registered Nurse's specialty area of
practice.
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27. "NCLEX-PN™" means the National Coundil
Licensure Examinations for Practical Nurses.
28. “NCLEX-RN ™" means the National Council

Licensure Examinations for Registered Nurses.

29. “Nursing Accreditation body” means a na-
tional nursing accrediting body, recognized by
the United States Department of Education.

30. “Nursing program faculty” means individuals
employed full or part time by academic institu-
tion responsible for developing, implementing,
evaluation and updating nursing curricula.

31. “Nursing project” means a project or
research study of a topic related to nursing
practice that includes a problem statement,
objectives, methodology and summary of
findings.

32. *Participating in” means to have a part in or
contribute to the elements of the nursing
process.

33. “Pattem of noncompliance” means episodes
of recurring non-compliance with one or more
Rules in Section .0300.

34. “Preceptor” means a registered nurse at or
above the level of licensure that an assigned
student is seeking, who may serve as a teacher,
mentor; role model and supervisor for a facutty
directed dlinical experience.

35. *Prescribing Authority” means the legal per-
mission granted by the Board of Nursing and
Medical Board for the nurse practitioner and
nurse midwife to procure and prescribe legend
and controlled pharmacological agents and
devices to a dlient in compliance with Board of
Nursing rules and other applicable federal and
state law and regulations.

36. “Program Closure” means to cease operation
of a nursing program.

37. “Program Type” means a course of study
that prepares an individual to function as an
entry-level practitioner of nursing. The three
program types are:

() BSN - Curriculum components for Bachelor
of Science in Nursing provides for the attain-
ment of knowledge and skill sets in the current
practice in nursing, nursing theory, nursing
research, community and public health, heafth
care policy, health care delivery and finance,
communications, therapeutic interventions and
current trends in health care. For this program
type, the dlient is the individual, family, group,
and community.

(b) Associate Degree in Nursing (ADN)/Diploma
in Registered Nursing - Curriculum compo-
nents for the ADN/Diploma in Registered
Nursing provides for the attainment of
knowledge and skill sets in the current practice
in NUrsing, community concepts, health care
delivery, communications, therapeutic interven-



tions and current trends in health care. For this
program type, client is the individual, group of
individuals, and famnily.

(¢) Practical Nurse Diploma - Curriculum prepares
for functioning in a dependent role in providing
direct nursing care under the direction of a
registered nurse or other health care provider
as defined by the Nursing Practice Act. Cur-
riculum components provide for the attainment
of knowledge and skill sets in the current practice
of practical nursing, communications, therapeutic
interventions, including pharmacology, growth
and development and current trends in health
care. For this program type dlient is the individual,
or group of individuals.

38. “Review” means collecting and analyzing infor-
mation to assess compliance with Section .0300
of this Chapter. Information may be collected
by muttiple methods including review of written
reports and materials, on-site observations and
review of documents or in person or telephone
interview(s) and conference(s).

39. “Rescind Approval” means a Board action that
removes the approval status previously granted.

40. “Self Assessment” means the process whereby
the individual reviews her/his own nursing prac-
tice and identifies the knowledge and skills pos-
sessed, as well as those skills to be strengthened.

41. “Specialty” means a broad, population-based
focus of study encompassing the common health-
related problems of that group of patients and the
likely co-morbidities, interventions and responses
to those problems.

42. “Supervision” means the provision of guidance
or direction, evaluation and follow-up by the
licensed nurse for accomplishment of an assigned
or delegated nursing activity or set of activities.

43. “Survey” means an on-site visit for the purpose
of gathering data in relation to reviewing nursing
programs compliance with Section .0300 of this
Chapter.

History Note: Authority G.S. 90-171.23; 90-171.38;

Eff. April 1, 2003; Amended Eff ;

November |, 2008; May [, 2006; December I,

2005; August 1, 2005.

2] NCAC 36 .0702 — ISSUANCE OF A LI-
CENSE BY A COMPACT PARTY STATE
For the purpose of the Compact:
|. Anurse applying for a license in a home state
shall produce evidence of the nurses’ primary
state of residence. Such evidence shall include
a dedaration signed by the licensee attesting to
the licensee’s primary state of residence. Fur-
ther evidence that may be requested includes,
but is not limited to:
(2) Driver’s license with a home address;
(b) Voter registration card displaying a home
address; or
(c) Federal income tax retum dedlaring the
primary state of residence; residence-

(d) Military Form No. 2058 — state of legal resi-
dence certfficate; or
() W2 from US Government or any bureau, di-

(B) An individual who had a license which was
surrendered, revoked, suspended, or an
application denied for cause in a prior state of

vision or agency thereof indicating the declared

primary residence, may be issued a single state

state of residence.

2. Anurse changing primary state of residence,
from one party state to another party state,
may continue to practice under the former
home state license and multistate licensure
privilege during the processing of the nurse’s
licensure application in the new home state for
a period not to exceed 30 days.

3. The licensure application in the new home
state of a nurse under pending investigation
by the former home state shall be held in
abeyance. The 30-day period in ltem (2) of
this Rule shall be stayed until resolution of the
pending investigation.

4. The former home state license shall no longer
be valid upon the issuance of a new home
state license.

5. Ifa decision is made by the new home state
denying licensure, the new home state shall
notify the former home state within 10 busi-
ness days and the former home state may take
action in accordance with that state’s laws and
rules.

6. As of July I, 2005, no individual shall be issued
amultistate licensure priviege unless the appli-
cant provides evidence of successful comple-
tion of the licensing examination developed
by the National Council of State Boards of
Nursing, Inc.

7. Anurse on a visa from another country
applying for licensure in a party state may
declare either the country of origin or the party

state as the primary state of residence. If the
foreign country is declared the primary state of

residence, a single state license will be issued by

the party state.
8. Alicense issued by a party state is valid for

practice in all other party states unless dearly
designated as valid only in the state which
issued the license.

History Note: Authority G.S. 90-171.82(6); 90-

171.83(a)(b); 70-171.85(b); 90-171.87(4);

Eff. July 1, 2000; Amended Eff. s July 1, 2005.

2] NCAC 36 .0703 — LIMITATIONS ON

MULTISTATE LICENSURE PRIVILEGE

(A) Home state Boards shall indude in all licensure
disciplinary orders or agreements that limit
practice or require monitoring the requirement
that the licensee subject to said order or
agreement will agree to limit the licensee’s
practice to the home state during the pendency
of the disciplinary order or agreement. This
requirement may, in the altermative, allow the
nurse to practice in other party states with prior
written authorization from both the home state
and such other party state Boards.

license in a new primary state of residence until
such time as the individual would be eligible for
an unrestricted license by the prior state(s) or
adverse action. Once eligible for licensure in the
prior state(s); a multistate license may be issued.
History Note: Authority G.S. 90-171.37; 90-171.85(f);
90-171.87(4); Eff. ; July 1, 2000.

21 NCAC 36 .0801 AND 21 NCAC

32M.0101 — DEFINITIONS

The following definitions apply to this Section:

. “Medical Board” means the North Carolina
Medical Board.

2. “Board of Nursing” means the North Carolina
Board of Nursing.

3. YJoint Subcommittee” means the subcommittee
composed of members of the Board of Nursing
and members of the Medical Board to whom
responsibility is given by G.S. 90-8.2 and G.S.
90-171.23(b)(14) to develop rules to govern the
performance of medical acts by nurse practitio-
ners in North Carolina.

4. “Nurse Practitioner” or “NP" means a currently
licensed registered nurse approved to perform
medical acts consistent with the nurse’s area of
nurse practitioner academic educational prepara-
tion and national certification under an agreement
with a licensed physician for ongoing supervision,
consultation, collaboration and evaluation of the
medical acts performed. Such medical acts are in
addition to those nursing acts performed by virtue
of registered nurse (RN) licensure. The NP is
held accountable under the RN license for those
nursing acts that he or she may perform.

5. “Registration” means authorization by the Medical
Board and the Board of Nursing for a registered
nurse to use the title nurse practitioner in accor-
dance with this Section.

6. Approval to Practice” means authorization by
the Medical Board and the Board of Nursing
for a nurse practitioner to perform medical acts
within her or his area of educational preparation
and certification under a collaborative practice
agreement (CPA) with a licensed physician in
accordance with this Section.

7. “Supervision” means the physician's function of
overseeing medical acts performed by the nurse
practitioner:

8. “Collaborative practice agreement” means the
arrangement for nurse practitioner-physician
continuous availability to each other for ongoing
supervision, consuttation, collaboration, referral
and evaluation of care provided by the nurse
practitioner:

9. “Primary Supervising Physician” means the
licensed physician whe; by-signing the-ntirse-
practitoner-appticatior; who shall provide ongo-

ing supervision, collaboration, consultation and




In North Carolina nurse practitioner
practice is regulated jointly by the North
Carolina Board of Nursing and the
North Carolina Medical Board. This is
accomplished through the action of the
Joint Subcommittee which is made up of
three members from each board. Joint
Subcommittee decisions become rec-
ommendations that are then forwarded
to each board for approval. Recently the
Joint Subcommittee and both boards
approved proposed rule changes affect-
ing NP practice requirements. The pro-
posed rule changes, described below,
will not become final until after public

evaluation of the medical acts performed by the
nurse practitioner as defined in the collabora-
tive practice agreement. Supervision shall be in
compliance with the following:

() The primary supervising physician shall assure
both Boards that the nurse practitioner is qualified
to perform those medical acts described in the
collaborative practice agreement.

(b) A physician in a graduate medical education
program, whether fully licensed or holding only a
resident’s training license, shall not be named as a
primary supervising physician.

(o) Atully licensed physician in a graduate medi-
cal education program who is also practicing in
a non-training situation may supervise a nurse
practitioner in the non-training situation.

10. “Back-up Supervising Physician” means the
licensed physician who, by signing an agreement
with the nurse practitioner and the primary
supervising physician(s) shall provide supervision,
collaboration, consultation and evaluation of
medical acts by the nurse practitioner in accor-
dance with the collaborative practice agreement
when the Primary Supervising Physician is not
available. Back-up supervision shall be in compli-
ance with the following:

() The signed and dated agreements for each back-
up supervising physician(s) shall be maintained at
each practice ste.

(b) A physician in a graduate medical education
program, whether fully licensed or holding only a
resident’s training license, shall not be named as a
back-up supervising physician.

(c) Afully licensed physician in a graduate medical
education program who is also practicing in a
non-training situation and has a signed collabora-
tive practice agreement with the nurse practitio-
ner and the primary supervising physician may
be a back-up supervising physician for a nurse
practitioner in the non-training situation.

I'. “Volunteer Approval” means approval to
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hearings are held and any further chang-
es receive final approval by the boards
and the NC Rules Review Commission.
A public hearing is scheduled on May
17,2012 at 1:00 PM at the offices of
the Board of Nursing in Raleigh.

If final approval is received, the follow-
ing changes affecting rules 21 NCAC 36
.0801, .0803, .0804 and .0808 would
become effective later on this year: the
physician's signature will not be neces-
sary on the approval to practice identi-
fication document thereby eliminating
the need for this document further

Proposed Rule changes
for Nurse Practitioners

By Eileen C. Kugler, RN, MSN, MPH, FNP Manager — Practice

streamlining the application process;

the American Association of Critical
Care Nurses Certification Corporation
(AACN) would be added to the list of
board approved certifying bodies; and,
the length of time out of practice before

a nurse practitioner refresher course

practice consistent with this rule except without
expectation of direct or indirect compensation or
payment (monetary in kind or otherwise) to the
nurse practitioner.

|2. Disaster” means a state of disaster as defined
in G.S. 166A-4(1a) and proclaimed by the
Govemor, or by the General Assembly pursuant
to G.S. |66A6.

3. “National Credentialing Body” means one
of the following credentialing bodies that offers
certification and re-certification in the nurse
practitioner’s specialty area of practice: American
Nurses Credentialing Center (ANCC); American
Academy of Nurse Practitioners (AANP); Ameri-
can Association of Critical Care Nurses Certifica-
tion Corporation (AACN); National Certification
Corporation of the Obstetric Gynecologic and
Neonatal Nursing Specialties (NCC); and the
Pediatric Nursing Certification Board (PNCB).

History Note: Authority G.S. 90-8.1; 90-8.2; 90-

18(14); 90-18.2; 90-171.20(4); 90-171.20(7); 90-

171.23(b); 90-171.83; Recodified from 21 NCAC

36 .0227(a) Eff. August [, 2004;

Amended Eff ; December |, 2009;

December I, 2006; August |, 2004.

2] NCAC 36 .0803 AND 21 NCAC 32M
.0103 — NURSE PRACTITIONER REGIS-
TRATION

(A) The Board of Nursing shall register an applicant
who:

| has an unrestricted license to practice as a regis-
tered nurse in North Carolina and, when ap-
plicable, an unrestricted approval, registration or
license as a nurse practitioner in another state, ter-
ritory, or possession of the United States;

2. has successfully completed a nurse practitioner
education program as outlined in Rule .0805 of
this Section;

3. is certified as a nurse practtioner by a national
credentialing body consistent with 21 NCAC

is required to reenter practice would
decrease from five to two years.

Stay tuned for the progress of these
proposed rule changes. In addition to
rule changes being published in the
magazine, they also can be viewed on
the Board’s website www.ncbon.com.

36.0801(13); 36-0120(Fand(9) and

4. has supplied additional information necessary to
evaluate the application as requested.

(B) Beginning January I, 2005, new graduates of
a nurse practitioner program, who are seeking
first-time nurse practitioner registration in North
Carolina shall:

I. hold a Master’s or higher degree in Nursing or
related field with primary focus on Nursing;

2. have successfully completed a graduate level nurse
practitioner education program accredited by a
national accrediting body; and

3. provide documentation of certification by a na-
tional credentialing body.

History Note: Authority G.S. 90-18(c)(13); 90-18.2;

90-171.20(7); 90-171.23(b); 90-171.83; Eff. August

I, 2004; Amended Eff ; November [, 2008;

December 1, 2006.

21 NCAC 36 .0804 AND 21 NCAC 32M
.0104 — PROCESS FOR APPROVAL TO
PRACTICE

(A Prior to the performance of any medical acts, a
nurse practitioner shall:

I meet registration requirements as specified in 2 |
NCAC 36 .0803 of this Section;

2. submit an application for approval to practice;

3. submit any additional information necessary to
evaluate the application as requested; and

4. have a collaborative practice agreement with a
primary supervising physician.

(B) A nurse practitioner seeking approval to practice
who has not practiced as a nurse practitioner in
more than five two Years shall complete a nurse
practitioner refresher course approved by the
Board of Nursing in accordance with Paragraphs
(0)and (p) of 21 NCAC 36 .0220 and consisting
of common conditions and their management
directly related to the nurse practitioner’s area of
education and certification.

(©) The nurse practitioner shall not practice until



notification of approval to practice is received
from the Board of Nursing after both Boards
have approved the application.

(D) The nurse practitioner’s approval to practice
is terminated when the nurse practitioner
discontinues working within the approved nurse
practitioner collaborative practice agreement, or
experiences an interruption in her/his registered
nurse licensure status, and the nurse practitioner
shall notify the Board of Nursing in writing. The
Boards may extend the nurse practitioner’s
approval to practice in cases of emergency such
as injury, sudden illness or death of the primary
supervising physician.

(E) Applications for approval to practice in North
Carolina shall be submitted to the Board of
Nursing and then approved by both Boards as
follows:

| the Board of Nursing shall verify compliance
with Rule .0803 and Paragraph (a) of this Rule;
and

2. the Medical Board shall verify that the designated
primary supervising physician holds a valid license
to practice medicine in North Carolina and

by both Boards; and

2. request for change(s) in the scope of practice
shall be submitted to the Joint Subcommittee.

(G) A registered nurse who was previously
approved to practice as a nurse practitioner in
this state who reapplies for approval to practice
shall:

| meet the nurse practitioner approval require-
ments as stipulated in Rule .0808(c) of this
Section; and

2. complete the appropriate application.

(H) Volunteer Approval to Practice. The North
Carolina Board of Nursing shall grant approval
to practice in a volunteer capacity to a nurse
practiioner who has met the qualifications
to practice as a nurse practitioner in North
Carolina.

() The nurse practitioner shall pay the appropriate
fee as outlined in Rule .08 1 3 of this Section.

(J) A Nurse Practitioner approved under this
Section shall keep proof of current licensure,
registration and approval available for inspection
at each practice site upon request by agents of
either Board.

(A) Any nurse practitioner who wishes to place her
or his approval to practice on an inactive status
shall notify the Board of Nursing.

(B) A nurse practitioner with an inactive approval
to practice status shall not practice as a nurse
practitioner.

(©) Anurse practitioner with an inactive approval
to practice status who reapplies for approval to
practice shall meet the qualifications for approval

to practice in Rules .0803(a)(1), .0804(a) and
(b). 0864(a); -0866(by; .0807, and .0810 of

this Section and receive notification from the
Board of Nursing of approval prior to beginning
practice after the application is approved by both
Boards.

(D) A nurse practitioner withranrinactive-approvat
topracticestatus of greater-than who has

not practiced as a nurse practitioner in more
than two five years shall complete a nurse
practitioner refresher course approved by the
Board of Nursing in accordance with Paragraphs
(0)and (p) of 21 NCAC 36 .0220 and consisting
of common conditions and their management
directly related to the nurse practitioner’s area of
education and certification in order to be eligible

History Note: Authority G. S. 90-18(13), (14); 90-
18.2; 90-171.20(7); 90-171.23(b); Recodified from
21 NCAC 36.0227(c) Eff. August |, 2004; Amended

compliance with Paragraph (a) of this Rule.
(F) Applications for approval of changes in practice
arrangements for a nurse practitioner currently

to apply for approval to practice. certification:
History Note: Authority G.S. 90-18(13); 90-18.2;

approved to practice in North Carolina:

| addition or change of primary supervising physi-
cian shall be submitted to the Board of Nursing
and processed pursuant to protocols developed

; December |, 2009; Novermber [,

&
2008; January |, 2007; August |, 2004.

21 NCAC 36 .0808 — INACTIVE STATUS

90-171.36; 90-171.83; Recodified from 21 NCAC
36 .0227(g) Eff August |, 2004; Amended Eff.
; December [, 2009; December |, 2006;

August |, August T, 2004.
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Fitness for Duty Includes
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Permission was granted to the
North Carolina Board of Nursing
by the Texas Nurses Association to
reprint this article with authorized
edits, and to award 1.0 contact hour.

About the Authors:

Debora Simmons, PhD (c), RN,
CCRN, CCNS is associate director,
Patient Safety Education Project,
and research scientist at Texas A&M
University Health Science Cen-

ter Rural and Community Health
Institute.

Cindy Zolnierek, MSN, RN, is
director of practice for Texas Nurses
Association, a frequent contributor

to TEXAS NURSING Voice.

Introduction

In 2006, Wisconsin registered nurse
Julie Thao faced criminal prosecution for
“neglect of a patient causing great bodily
harm” following a medication error that
resulted in a patient’s death. Nurse Thao
had slept at the hospital the night before
after a 16-hour shift. It was the July 4®
holiday, and she had agreed to work a
double shift (7:00 a.m. to midnight) in
order to help provide adequate staff cov-
erage for the Labor and Delivery unit in
which she was employed. Nurse Thao
mistakenly infused an epidural anesthetic
intravenously, thinking the drug was an
antibiotic prescribed for a strep infec-
tion the patient had. Both infusion bags
had been placed next to each other on
a counter in the patient’s room. The
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patient died within the hour, although
her newborn son survived (Error, 2006).
Was nurse Thao guilty as charged?
Or was nurse Thao, who had an impec-
cable record prior to this incident, a good
nurse who made a mistake with disastrous
consequences?! Most nurses will make
medication errors at some point in their
careers, and most of their patients will
be “lucky” enough not to suffer serious
consequences from their mistakes. How
does the fact that nurse Thao had worked
a double shift the day before and slept at
the hospital play into the error equation?
Nurses are frequently asked to “work
over” to cover an unexpected absence
of a co-worker or to cover a chronically
short-staffed area. Despite the avail-
ability of extra hours and the tempta-
tion of additional income, the profes-
sional accountability of nursing carries
a responsibility to be in a safe condition
to care for patients. “Fitness for duty” is
used to describe this condition. Nurses
may not be aware of what factors influ-
ence fitness for duty and how easily
human performance limitations- emo-
tional, cognitive, and physical compo-
nents- can contribute to errors. This
article reviews the limitations of human
performance as it influences fitness for
duty and impacts the nurse’s ability to
practice safely.

Anatomy of an Error

Anatomy is the science of structure.
We all completed an anatomy course
early in our nursing education to learn
about the structure of the human body,
but most of us have probably not consid-
ered the anatomy of an error until we are
faced with the consequences of an error.
It is at that point that we can ask, “How
did this happen? I was so careful!” The
obvious answer is that we are human and
‘to err is human.” But, there is more....

/U[ 1 .F’JFF‘[‘I\J {Official Publication of the NorTH CAROLINA Board of Nursing }

Error is defined as those occasions
when a planned activity fails to achieve
the intended outcome. (Reason, 1990).
Errors can be broken down into two types.
Active errors occur by the person doing
the activity, for example when a nurse
gives the patient a wrong medication.
Latent errors occur farther away from the
action, that is, away from the bedside. An
example might be look-alike medications
stored in adjacent bins in the medication
cart or new equipment to which staff have
not been oriented. Essentially, these are
errors waiting to happen.

Because human error is inevitable,
prevention is directed at the design of
systems that can prevent errors — mecha-
nisms that don’t allow you to make a
mistake. “We cannot change the human
condition, but we can change the condi-
tions under which humans work.” (James
Reason) . For instance, you cannot fill
your car’s unleaded gas tank with leaded
gasoline because the gas receptacle for
no-lead gasoline tanks has been designed
smaller than a leaded nozzle. The two
don’t fit, thus preventing an error.

There are many examples of this
approach in health care as well: pre-
filled syringes prevent dosage errors,
programmed infusion pumps prevent
certain infusion errors, and bar cod-
ing has prevented some identification
errors. However, health care is extremely
complex and it is impossible to design
potential errors out of all processes.
Consider the design of the work environ-
ment, staffing and scheduling practices,
and communication processes — has
any health care system perfected these
designs to eliminate error? Though
improvements have been made, nurses
continue to be left at the “sharp end”
where latent errors become active.
Therefore, the nurse often represents the
final opportunity to prevent a latent error
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from becoming an active error — the last
safety net so to speak.

Human Performance Factors
Humans are imperfect. Human fac-
tors confound performance and risk for
errors. Some human factors affecting
performance include distraction, fatigue,
pressure/stress, norms, lack of communi-
cation, lack of knowledge/skills, lack of
teamwork, and lack of resources. Many of
these factors involve our interaction with
the environment, for example, when
we’re faced with unfamiliar equipment,
poor lighting in a patient’s room, a noisy
nurses’ station, or a difficult physician.
Environmental distractions are a well
documented factor in medical errors.
When reduced, performance improves.
Recently, several San Francisco hospitals
were successful in reducing their medica-
tion errors by 88 percent by reducing the
interruptions (distractions) nurses expe-
rienced when administering medications
(San Francisco Chronicle, 10/28/09).
Other human factors are internal.
Fatigue is an internal human factor that
crosses both our emotional state and
physical abilities. Performance ability
considers the relationship of the nurse’s
work capacity to workplace demands and
can be referred to as “fitness for duty.”
We often think of impaired practice
due to alcohol or other substance use
when we hear the term “fitness for duty,”
but fitness for duty is actually a broader
concept that encompasses any factor
that may affect the nurse’s ability to
perform competently and safely. Fatigue
is one such factor that has been studied
thoroughly in other industries, but only
recently applied to healthcare.

Fatigue as a Factor in Fitness
for Duty

Any factors affecting the nurse’s abil-
ity to perform competently and safely
influence the nurse’s fitness for duty.
Fatigue is defined as “an overwhelm-
ing sense of tiredness, lack of energy,
and a feeling of exhaustion associated
with impaired physical and/or cognitive

functioning, sleepiness, and fatigue often
co-exist as a consequence of sleep depri-
vation.” (Rogers, 2008, p.2-509). Fatigue
may result from circadian rhythm effects,
sleep deprivation and continuous fatigue
effects, and “time-on-task” effects.

Our sleep-wake cycle is regulated bio-
logically by two factors and their interac-
tions: a homeostatic system and circadian
rhythm. Circadian rhythm is a “biologi-
cal clock” which regulates our periods
of sleepiness and wakefulness during
the day. It functions in response to light
signals which stimulate the release of
hormones such as cortisol in the morn-
ing light and melatonin in evening. We
respond with fluctuations in attentive-
ness during the day. Most of us experi-
ence our greatest sleepiness in the early
morning hours (2:00 a.m. — 4:00 a.m.)
and a lesser period in the early after-
noon (1:00 p.m. — 3:00 p.m.). Circadian
rhythms can only be shifted one to two
hours in either direction and can be
influenced by our sleeping and waking
behaviors. For example, if we normally
wake early in the morning, but stay up
late and sleep over on the weekends,
we experience greater than usual sleepi-
ness on Monday morning as our body
adjusts to the change in sleep pattern.
Disturbances in circadian rhythm, such
as when traveling across time zones, also
interrupt our normal sleep patterns and
force our body to adjust — we experience
this as “jet lag.” Night shift workers are
especially challenged to manage disrup-
tions to circadian rhythms.

Sleep deprivation may result in:

e Lapses in attention and inability to
stay focused

¢ Reduced motivation

¢ Compromised problem-solving

e Confusion or bewilderment

e Irritability or hostility

¢ Unusual tenseness or anxiety

® Memory lapses (particularly in short
term memory)

¢ Impaired communication

¢ Faulty information processing and
judgment

¢ Diminished ability to detect and

recognize the significance of subtle
changes in patient’s health

¢ Diminished reaction time

¢ Slowed information processing

e Inability to deal with unexpected
indifference and loss of empathy

Sleep/wake homeostasis is a second
biological component that interacts with
our circadian thythm to help us maintain
adequate sleep. While circadian rhythm
regulates the timing of sleepiness, sleep-
wake homeostasis is concerned with the
duration and intensity of sleep. While
awake, we accumulate a need for sleep.
When we get adequate quality sleep,
we are able to replenish this sleep defi-
cit. When we don’t, our homeostasis or
balance is upset and we become sleep
deprived.

Most adults require seven to eight hours
of sleep per day. Sleep deprivation occurs
when we don’t get required sleep or when
we are awake longer than 16 hours. Lack
of uninterrupted sleep intervals, such as
when breaking up sleep into several naps,
can also contribute to sleep deprivation
(as any mother of an infant can attest!). A
sleep deficit is cumulative over time and
may require more than one replenishing
normal sleep cycle to remedy.

Time-on-task is an industrial concept
that refers to fatigue that accumulates dur-
ing the work period. Prolonged concentra-
tion while reviewing and noting physician
orders may be an example of time-on-task
that may result in fatigue. Generally,
fatigue increases and performance dimin-
ishes with sustained task effort.

How Fatigue Affects Fitness
for Duty

Imagine...you are on your way to
Hawaii to begin your dream vacation. As
you board your airplane you are greeted
by a red-eyed pilot carrying a large “ener-
gy drink” and overhear her comments
to the flight attendant that she only had
time for a four-hour nap between flights
so was feeling a bit tired. Sound frighten-
ing? Would you board the plane?

What if you knew that in a safety

continued on page 18 >>>
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study conducted by the National
Transportation Safety Board (NTSB) of
U.S. major carrier accidents from 1978
to 1990, it was concluded:

Half the captains for whom data were
available had been awake for more than 12
hours prior to their accidents. Half of the
furst officers had been awake for more than
11 hours. Crews comprising captains and
furst officers whose time since awake was
above the other made more errors overall
and significantly more procedural and tacti-
cal decision errors (1994).

How confident are you of the pilot’s
fitness for duty?

Insufficient sleep is associated with
cognitive problems, mood alteration,
reduced job performance, reduced
motivation, increased safety risks, and
psychological changes (Rogers, 2008).
Federal regulators recognize the adverse
effects of fatigue on safety and require
the airline industry (along with trucking
and nuclear industries) to directly man-
age fitness for duty of airline crew mem-
bers — specifically the number of con-
secutive hours that can be worked and
the number of hours required between
work periods for adequate rest. In 2004,
the Institute of Medicine (IOM) report
recommended Regulatory Boards should
prohibit nursing staff from providing
patient care in any combination of
scheduled shifts, mandatory overtime or
voluntary overtime in excess of 12 hours
in any given 24 hour period and in
excess of 60 hours per 7-day period.

Patients in hospital beds are more
likely to be greeted by a sleepy nurse
than airline passengers are a sleepy pilot.
Knowing that this sleepy nurse has a sig-
nificantly greater risk of making an error
that will affect your care, and perhaps
your recovery, how safe do you feel now?

Despite recommendations from the
Institute of Medicine in 2004, (To
reduce error- producing fatigue, state regu-
latory bodies should prohibit nursing staff
from providing patient care in a combina-
tion of scheduled shifts, mandatory over-
time, or voluntary overtime in excess of 12
hours in any given 24-hour period and in
excess of 60 hours per 7-day period), and
recent attention to hours worked by
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medical residents, hours worked by nurs-
es remain, for the most part, unchal-
lenged. In a survey conducted by the
Texas Nurses Association, 60 percent of
hospital chief nursing officers reported
having a fitness for duty policy, yet only
4 percent of those reported considering
fatigue as a component of this policy.
Nurses are not immune to fatigue or
related effects on performance. A land-
mark study of 393 staff nurses over 5317
work shifts documented the significant
effects of work duration, overtime, and
number of hours worked on errors:

® The likelihood of making an error
increased with longer work hours and
was three times higher when nurses
worked shifts lasting 12.5 hours or
more.

o Working overtime increased the odds of
making at least one error, regardless of
how long the shift was originally sched-
uled.

® There (was) a trend for increasing
risks when nurses work overtime after
longer shifts, with the risks being signifi-
cantly elevated for overtime following a
12-hour shift.

o Working more than 40 hours per week
and more than fifty hours per week sig-
nificantly increased the risk of making
an error.

® Results were somewhat similar for near
errors (Rogers et al., 2004, p.207).

Why are nurses at risk for fatigue?
There are a number of professional
and personal factors that contribute to
nurse fatigue. The unpredictable nature
of the health care environment — emer-
gencies, fluctuating census patterns,
changes in patient conditions, physician
practice patterns-contributes to chang-
ing needs for nursing staff. Although
organizations have strategies for antici-
pating patient care needs and schedul-
ing staff appropriately to meet those
needs, it is often a “best guess” and must
be adjusted. This creates gaps in staff-
ing needs — some days more nurses than
those scheduled will be needed, requir-
ing additional work hours and possible
overtime. An organization that has
vacancies faces even greater challenges

in meeting its staffing needs without
requiring additional hours from nurses.

Professional Factors Related to

Nurse Fatigue:
¢ On-call hour
® Required overtime hours
e Total # hours worked per week
¢ Length and sequencing of shifts
e Rotating shifts
¢ Chronic short staffing
e Working when sick

Personal Factors Related to

Nurse Fatigue:
e Working extra jobs
¢ Voluntary overtime
¢ Additional home/family responsibilities
e Overall physical/mental health
(Nursing Organizations Alliance, 2006)

Characteristics of a 24-hour, 7 day-
a-week operation also contribute to a
nurse’s risk for fatigue. Night shift hours
predispose individuals to sleep depriva-
tion due to their circadian rthythm and
likely interruption in sleeping schedule
on days off. Twelve-hour shifts are popu-
lar with nurses, but they easily lead to
fatigue at the end of the work day, or at
the completion of a few shifts in a row.
On-call often interrupts sleep as well as
requires nurses to work hours exceeding
the recommended daily limit.

As human beings, nurses will have
personal factors affecting risk for fatigue.
Nurses who report social duties and
caretaking roles outside of work often
report higher levels of stress both at
work and at home. A nurse may be
the caretaker for elderly family, young
children, or ill partners. Concerns
about one setting (e.g., the home) are
frequently reported to interfere with
performance in the second arena (work)
(Scott et al., 2006) Our physical and
mental health — aging, dehydration,
depression, anxiety and stress — also
affects our experience of fatigue and
related performance.

Nurse’s responsibility for

fitness for duty

Just as you wouldn’t go in to work
under the influence of alcohol, you
shouldn’t go to work under the influence
of fatigue — whatever the reason (per-
sonal or professional factors). Vigilance
is not enough. Individuals are poor
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Don’t

Establish a regular schedule: wake up &
go to bed at the same time every day

Go to bed if you aren't sleepy

Practice a relaxing bedtime routine

Consume alcohol, caffeine, heavy/spicy/sug-
ary food 4-6 hours before bed

Create a sleep friendly environment

Go to bed hungry

Exercise! But not right before bed

Read, write, eat, watch TV, etc in bed

judges of their impairment from fatigue
or sleep deprivation and alertness can-
not be willed.

The nurse has a primary duty to his/
her patient(s) that supersedes any facil-
ity policy or physician order. The Code
of Ethics for Nurses (ANA, 2001) clear-
ly outlines the nurses’ responsibility for
safe patient care:

¢ “The nurse’s primary commitment to
the patient ...” (Provision 2)

e “The nurse is responsible and
accountable for individual nursing
practice...” (Provision 4)

Further, in the North Carolina Board
of Nursing statement on “Extended
Work Hours and Patient Safety”
(www.ncbon.com-Practice-Position
Statements-Extended Work Hours and
Patient Safety) nurses and managers
are encouraged to avoid overtime hours
if either has reason to believe that the
licensee is sleep deprived or perfor-
mance is otherwise compromised. Nurse
must communicate safety concerns
clearly to managers and those working
in more than one job must exercise cau-
tion in self-regulating their total hours
worked. It is the position of the Board
of Nursing and Division of Health
Service Regulation that work hours
must be managed by all concerned with
an emphasis on safe patient care.

The nurse has a duty to always act
in the best interest of the patient. This
duty to the patient includes being phys-
ically and emotionally “fit” to provide
safe patient care. Therefore, nurses pro-
viding direct patient care have a pro-
fessional responsibility to ensure they
are adequately rested and not fatigued
when accepting a patient assignment.

Likewise, a nurse making an assignment

for staffing a unit must consider the
physical and emotional ability of the

person to whom the assignment is made

and is therefore responsible for consid-
ering the nurse’s fatigue and patient’s

safety in making an assignment, a work

schedule, or setting policies (e.g. on-
call hours).

Individual Safety Practices
Despite the evidence, nurses are
frequently faced with either voluntary

or required work schedules that may
put them at risk for fatigue. How can
nurses protect themselves and their
patients when they may be at risk for
fatigue? A number of countermeasures,
preventative and operational strategies
(Rosekind et al., 1996), can assist in
maintaining alertness and on-the-job
performance. However, these strategies

should be applied with caution —they do

not eliminate the safety risks of working

when fatigued.

Evidence-Based Practice
Recommendations
e Get 7-8 hours of sleep per 24 hour
period
® Do not work > 48 hours in a 7-day
period

® Do not schedule/work 12-hour shifts

e [f you must work 12-hour shifts:

¢ Do not work more than 3 shifts
without a day off

e Take breaks free from patient care
responsibilities (10 minutes/2hours
and a 30 minute meal break)

e Take 10-12 hours off between shifts
to obtain adequate sleep

e Use caffeine therapeutically

NC

® Do not consume caffeine outside of
work hours
e Only consume caffeine at the begin-

ning of the shift or between 3:00

a.m. and 5:00 a.m.

e If you work nights, take a nap prior
to your shift

Rogers, 2008

A primary preventative countermea-
sure is to minimize sleep loss by using
days off to “catch up” or “stock up” in
anticipation of sleep debt. Good sleep
habits, or sleep hygiene can improve
sleep quality. However, despite the
quality of sleep, several sleep cycles are
required to fully recover from a sleep
deficit and sleep cannot be effectively
“stored” to accommodate for a future
lack of sleep.

Operational strategies include those
things you can do while on the job to
mitigate fatigue. Social interaction and
conversation can assist in maintaining
alertness, physical exercise combats
sleepiness, however may leave one more
fatigued later. Strategic use of caffeine
can improve alertness. Nutritional
snacks and planned breaks can assist
the nurse in maintaining energy.

The nurse has a primary duty to
the patient. Nurses who believe that
this duty may be violated by accepting
an assignment when too tired to work
safely must refuse the assignment. The
decision to refuse the assignment must
be based upon the belief that no reason-
able nurse would accept the assignment.

Organizational Safety

Practices

Health care has traditionally valued
nurses who never call in, who pick
up extra shifts when needed, and who
never seem to need a break- yet, this
valuing allows fatigue and its dangers
to permeate the organizational culture.
Current evidence and recommenda-
tions challenge organizations to shift
their culture toward one respectful
of the deleterious effect of fatigue on
the patients, the nurse, and the orga-
nization. A number of organizational
practices can be implemented to fight
fatigue in the workplace. First, organi-
zations can work to understand current
practices that may contribute to fatigue
by conducting an assessment of staffing

continued on page 20 >>>
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and scheduling, use of overtime and
breaks, nurse satisfaction measures, and
patient incident and employee acci-
dent reports. This information can help
organizations in identifying their risks
related to potential fatigue, prioritizing
issues, and developing a fatigue man-
agement plan to incorporate evidence-
based recommendations.

When duty to keep patients safe is
threatened by fatigue.....

Jennie began her day of scheduled
on-call at 3:30 p.m. when her 8-hour
OR shift concluded. After arriving
home at 4:30 p.m., she had something
to eat and then took a 2-hour nap.

At 10:30 p.m. she was called in for a
trauma. She completed two emergency
cases that night and was particularly
disturbed by one patient, a young
woman who died during surgery.

She returned home at 4:30 a.m., but
had a difficulty falling asleep. Feeling
exhausted, she called the charge nurse
at 5:00 a.m. to let her know that she
felt too tired to work after taking call
that night. The charge nurse told her
she was expected to come in to work
and coming in on-call was no excuse
for missing work. Despite grabbing a
double Espresso on the way to work,
Jennie found herself having difficulty
staying awake while driving.

What should Jennie do? What
responsibility does her Manager have
in this situation?

Jennie is accountable for knowing
if she is safe and competent to accept
an assignment (21 NCAC 36.0217
(c) (7 —accepting or performing pro-
fessional responsibilities which the
licensee knows or has reason to know
he or she is not competent to perform.
Therefore, in this situation Jennie
must refuse to accept an assignment.)

The Charge Nurse, likewise is
accountable for her decision to make
an assignment to Jennie, (21 NCAC
36.0217 (c) (5)-delegating responsi-
bilities to a person when the licensee
delegating knows or has reason to
know that the competency of that
person is impaired by physical or
psychological ailments, or by alcohol
or other pharmacological agents, pre-
scribed or not.) Therefore, in this sit-
uation the CN should not give Jennie
an assignment.
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Conclusions

The fallibility of human beings,
limitations of human performance, and
importance of fitness for duty are well
established. The health care industry
has not yet incorporated this knowledge
into its systems to effectively design
out errors or “mistake proof” care. It
is incumbent on the nurse to assume
responsibility for safe patient care. That
responsibility includes ensuring per-
sonal fitness for duty when accepting an
assignment.
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EARN CE CREDIT

INSTRUCTIONS

Read the article and on-line
reference documents (if applicable).
There is not a test requirement,
although reading for comprehension
and self-assessment of knowledge is

required.

RECEIVE CONTACT HOUR
CERTIFICATE

Go to www.ncbon.com and select
“Events, Workshops & Conferences;”
then select “Board Sponsored
Workshops;” under “Bulletin Articles,”
scroll down to the link “Fitness for Duty
Includes Getting Your ZZ77s.” Register,
complete and submit the evaluation,
and print your certificate immediately.

Registration deadline is
March 1, 2014

NCBON CNE
CONTACT HOUR ACTIVITY
DISCLOSURE STATEMENT

The North Carolina Board of
Nursing will award 1.0 contact hour
for this continuing nursing education
activity.

The North Carolina Board of
Nursing is an Approved Provider of
continuing nursing education by the
North Carolina Nurses Association, an
accredited approver by the American
Nurses Credentialing Center’s

Commission on Accreditation.
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To access online CE articles, webcasts,
session registration, and the
presentation request form, go to:

www.ncbon.com Click on:

to the right of the homepage.

Questions:
Paulette Hampton
919-782-3211 ext. 244
Paulette@ncbon.com

Competency Validation:
What Does it Mean for
You? (.75 CHs)
Assists nurses in
understanding what
validation of competence
is and why it is necessary
for patient safety and
good nursing practice.
No fee required.

Public Protection
Through Safe Nurse
Staffing Practice
(-85 CHs)
Assists nurses in
understanding safe
staffing practice.
No fee required.

Incivility in Nursing
(1 CH)
Provides nurses with
information about the
impact of incivility and
strategies to promote a
culture of civility.
No fee required.

NEW!

Fitness for Duty
Includes Getting
Your ZZZZs
(1CH)
Enhances the knowledge
base and practice of the
nurse by outlining the
limitations of human
performance as it
influences fitness for duty
and the nurse’s ability to
practice safely.

No fee required.

Webcasts

Understanding the
Scope of Practice and
Role of the LPN (1 CH)

Provides information
clarifying the LPN scope

of practice. An important
course for RNs, LPNs,
and employers of LPNs.
No fee required.

LEGAL SCOPE OF
PRACTICE
(2.3 CHs)
Provides information
and clarification regarding
the legal scope of practice
parameters for licensed
nurses in
North Carolina.

$40.00 Fee.

Questions:
Pamela Trantham
919-782-3211 ext. 279
Pamela@ncbon.com

2N

Orientation Session

Face-to-face workshop at
NC Board of Nursing
office.

Information session
regarding the functions of
the Board of Nursing and

how these functions

impact the roles of the
nurse administrator
and the mid-level nurse
manager in all types of
nursing services.

Session Dates
May 8, 2012
September 25, 2012
November 7, 2012

$40.00 fee (non-
refundable unless
session is canceled)

Register online at
www.ncbon.com.
Registration at least two
weeks in advance of a
scheduled session
is required.
Seating is limited. There
is usually a waiting list for
this workshop. If you are
unable to attend and do
not have a substitute to
go in your place, please
inform the NCBON so
someone on the waiting
list can attend.

PAPER REGISTRATION
REQUEST, CONTACT
PAULETTE HAMPTON
919-782-3211 EXT 244

PRACTICE CONSULTANT AVAILABLE TO PRESENT AT YOUR FACILITY!

An NCBON practice consultant is available to provide educational presentations upon request from agencies or organizations.

To request a practice consultant to speak at your facility, please complete the Presentation Request Form online
and submit it per form instructions. The NCBON will contact you to arrange a presentation.

Standard presentations offered are as follows:

¢ Continuing Competence (1 CH) — 1 hour - Presentation is for all nurses with an active license in NC and is an overview of

continuing competency requirements.

* Legal Scope of Practice (2.3 CH) — 2 hours and 18 minutes — Define and contrast each scope, explain delegation and
accountability of nurse with unlicensed assistive personnel, and provide examples of exceeding scope. Also available as webcast.
* Understanding the Scope of Practice and Role of the LPN (1 CH) - 1 hour - Presentation will assist RNs, LPNs, and employers
of nurses in understanding the LPN scope of practice. Also available as webcast.
¢ Documentation and Medication Errors (1 CH) — 1 hour — Explain purpose, importance, and desirable characteristics of
documentation; describe relationship between nursing regulation and documentation; identify practices to avoid and those that may
violate NPA; and identify most common medication errors and contributing factors.
* Nursing Regulation in NC (1 CH) — 1 hour — Describe Board authority, composition, vision, function, activities, strategic initiatives,

and resources.

The North Carolina Board of Nursing is an Approved Provider of continuing nursing education by the North Carolina Nurses
Association, an accredited approver by the American Nurses Credentialing Center's Commission on Accreditation.




Written by Polly Johnson, RN, MSN, FAAN, President & CEO

THE FOUNDATION FOR NURSING EXCELLENCE

Taking the lead in increasing the number
of BSN-prepared nurses in North Carolina

the important role community colleges
have in educating the majority of the NC
nursing workforce, it is imperative that we
create new pathways for qualified nursing
students entering a community college to

The Foundation for Nursing
Excellence (FFNE) has received major
support from The Duke Endowment
(TDE) to increase the number of BSN-

prepared nurses in North Carolina

by expanding the RIBN (Regionally
Increasing Baccalaureate Nurses) project
statewide. The Foundation has also
received funding from the Jonas Center
for Nursing Excellence, the Robert Wood
Johnson Foundation and Northwest
Health Foundation to support this major
initiative through the Partners Investing
in Nursing (PIN) initiative.

As recommended in both the 2004
NC Institute of Medicine Nursing
Workforce Report and the 2010
Institute of Medicine Report: The
Future of Nursing — Leading Change,
Advancing Health, a higher educated
nursing workforce is needed to address
the increasingly complex healthcare
needs of our citizens, and expand the
pool for future faculty and advanced
practice nurses. Currently more than
66% of our newly licensed nurses enter
the workforce with associate degrees
in nursing and less than 16% of these
nurses achieve a BSN or higher degree
in nursing during their careers. Given

seamlessly progress to the completion of
a baccalaureate degree at the beginning
of their careers if we hope to increase the
proportion of BSN prepared nurses and
build the necessary faculty pipeline to
avert a severe workforce crisis.

In 2008, the FFNE, in collaboration
with Western Carolina University
and Asheville Buncombe Technical
Community College, began work toward
the implementation of a four-year,
dual admission, seamless progression
educational track between the
community college and the university.
This is an economically feasible
opportunity for students to remain in
their home communities while working
toward a baccalaureate degree in nursing.
The first cohort of RIBN students was
admitted to this track in 2010 with the
goal of achieving their BSN in 2014.

Based on the success of the initial
stage of this project in western NC
and the broad interest in expanding
this educational model statewide, we

are now expanding the RIBN model

in five more regions across the state,

to include 14 associate degree and five
university nursing education programs.
Several more community colleges and
universities hope to join this initiative in
the near future.

Please visit our website at www.ffne.org
http://www.ffne.org/to learn more about
this and other important Foundation
initiatives, including our NC Future of
Nursing Action Coalition activities. The
Foundation for Nursing Excellence exists
to positively impact health outcomes
for North Carolinians by addressing
nursing workforce issues and improving
patient safety. The Foundation for Nursing
Excellence is a tax-deductible organization
that welcomes your support. For more
information visit the Foundations’s website at

www.ffne.org.

NURSE AIDE RN SUPERVISORS AND EMPLOYERS

The Board of Nursing has received information that some RN Supervisors are charging Nurse
This verification is necessary to be eligible for renewal of listings
at both the Nurse Aide | and Nurse Aide Il levels.

Aides a fee to verify employment.

The Board considers these charges levied against a Nurse Aide to be unethical, unprofessional and

inappropriate.
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SUMMARY of ACTIVITIES

ADMINISTRATIVE MATTERS

21 NCAC 36.0120 - Definitions - Reason for the proposed action is to
clarify definition of APRN, expressly listing the four distinct roles; this is
also consistent with national nomenclature for advanced practice regis-
tered nurses.

2] NCAC 36 .0702 and .0703 - Nurse Licensure Compact - Reason
for the proposed action is to bring the licensure compact rules in
compliance with the Nurse Licensure Compact Administration Model

Rules for the Nurse Licensure Compact, consistent with Article 9G of
Chapter 90.

21 NCAC 36.0801; .0803; .0804 and .0808 - Nurse Practitioner

- Reason for the proposed actions - The Board of Nursing and the

NC Medical Board recently reviewed the Nurse Practitioner rules to
improve clarity and to be more in sync with the physician assistant pro-
cess; correct references in rule and to change the years of inactive for
the refresher course.

There will be a Public Hearing on these rules - May 17, 2012 at 1:00
p.m. at the Board of Nursing office.

Instructions for oral and written comments: Persons may sub-

mit objections to these rules by contacting Jean H. Stanley, APA
Coordinator, NC Board of Nursing, P O Box 2129, Raleigh, NC 27602;
Fax: 919-781-946|; E-mail: jeans@ncbon.com

APPROVED PROPOSED RULES REVISIONS AS FOLLOWS:

21 NCAC 36.0120 Definitions

21 NCAC 36.0702 Issuance of a License By a Compact Party State
21 NCAC 36.0703 Limitations on Multistate Licensure Privilege

21 NCAC 36.0801 Definitions

2] NCAC 36.0803 Nurse Practitioner Registration

2] NCAC 36.0804 Process for Approval to Practice

21 NCAC 36.0808 Inactive Status

see P. 12 for proposed rule changes or visit www.ncbon.com and on
the left side click on law and rules, and proceed to Proposed Rules.

INVESTIGATION AND MONITORING ACTIONS

Received reports and Granted Absolutions to 4 RNs, 2 LPNSs.
Removed probation from the license of 16 RNs and 3 LPNSs.
Accepted the Voluntary Surrender from || RNs and 2 LPNss.
Suspended the license of 22 RNs and 6 LPNs.

Reinstated the license of 15 RNs, | LPN.

Number of Participants in the Alternative Program for Chemical
Dependency: 132 RNs and 12 LPNs (Total = 144)

Number of Participants in the Chemical Dependency Program
(CDDP): 74 RNs, 8 LPNs (Total = 82)

Number of Participants in lllicit Drug and Alcohol/Intervention Program:
28 RN, I3 LPNs. (Total = 41)

PRACTICE MATTERS
Approved two additional charges to the Education & Practice
Committee for 2012:

* Exploring the advisability of allowing an NCLEX-RN applicant who
fails the NCLEX-RN examination to be licensed as a practical nurse
in North Carolina upon passing the NCLEX-PN examination with
no specific preparation related to the LPN legal scope of practice.

* Exploring the advisability of requiring validation of the ongoing clini-
cal competence of NCLEX-PN and NCLEX-RN examination candi-
dates over time, accompanied by mandatory clinical remediation as
indicated; of requiring mandatory didactic remediation over time.

EDUCATION MATTERS:

Summary of Actions related to Education Programs
Ratification of Full Approval Status — 8 programs
Determination of Program Approval Status — | program

Approval of Status Changes Related to Annual NCLEX Results per

Board Policy

201 | Pass Rate Met or Exceeded 3-year average Standard and
returned to Full Approval — | program

Returned to or Maintained on Full Approval — |0 programs

Second Consecutive Year below Standard — | program

Third Consecutive Year below Standard — | program

Board's Education and Practice Committee
EXAMINING RN SCOPE OF PRACTICE

The Board at its September 2011 meeting
charged the Education and Practice Committee
to review the Registered Nurse (RN) Scope of
Practice to assure that RNs are able to practice
to the full extent of their licensure in NC. The
committee is to identify if the Board in any
of its interpretations of the Nursing Practice
Act and related Administrative Code Rules
has created barriers that limit RNs’ ability to
fully practice in their various work settings.
The Board is also interested in hearing new,
generative ideas of how identified changes in
the RN scope of practice could benefit care
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delivery in those practice settings in the future.

Committee meetings are scheduled
throughout 2012 at the Board’s office in
Raleigh. Meeting dates are Wednesdays April
4th, August 1st, and December 5th, from
9am to 3:30pm. The agenda and information
regarding each meeting will be listed on the
Board’s website (www.ncbon.com) and will be
updated throughout the year. Representatives
from nursing administration, various practice
settings, related organizations/associations
and state agencies, as well as staff nurses and
the public are being invited to present their

opinions and visions regarding the charge.

All meetings will provide an Open
Comment period for any individual interested
in presenting their perspective to the
committee. Interested individuals are requested
to register at least 4 weeks prior to the scheduled
meeting (space is limited) by contacting
Paulette Hampton at either 919-782-3211 ext.
244 or paulette@ncbon.com. Those unable to
attend a scheduled meeting may enter their
perspectives anonymously through an online
survey offered on the Board’s website.
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PREP (PRACTITIONER REMEDIATION ENHANCEMENT PROGRAM)
2001 - 2012 AND STILL GOING STRONG!

What type of nurse was PREP
designed to help?
PREP was developed to assist those licensees
who have had a minor practice breakdown
and/or who may be demonstrating some “at risk”
behaviors. The practice deficiencies identified
must not involve drugs, abuse, or be criminal in
nature, and the licensee must be motivated to
improve his/her own practice through remedia-
tion. In addition, the licensee’s ongoing practice
must not pose a risk to public safety.

Why should an employer
consider referring a nurse to
PREP?
All nurses are susceptible to slips, lapses and
mistakes, and may drift away from standards
due to failing to perceive risks. Perfect perfor-
mance is unrealistic. The goal of PREP is to help
good nurses make better choices by providing an
individualized remediation plan to help set them
back on the right path.

At what point does an employ-
er make a PREP Referral?
Usually after an investigation is made into an
event, at the point when it is determined
that the licensee might benefit from partnering
with the Board for remedial education. (More re-
sources available than many facilities, HR require-
ments, etc.) This is normally not a program for
the licensee who has been counseled numerous
times in the past for the same behavior(s).

Q So, how does PREP work?

After receiving a referral, a tailored PREP

Remediation Plan is developed by Board
staff for the licensee based on the input from the
employer and the licensee. This is sent to the |i-
censee to review with their employer and to have
signed and retumed to the Board for monitoring.
It is the licensee’s responsibility to provide proof
of completion for all coursework by the dates
outlined in the plan. Failure to do so will resutt in
termination of the program.

What are some types of prac-
tice issues that might be eli-
gible for PREP participation?
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Exceeding scope of practice, medication
errors, documentation deficiencies,
and inappropriate verbal interaction with patient
(not abuse) are some examples that are most
commonly referred. If in doubt, please call and
discuss with the PREP Coordinator.

What types of remediation are
utilized?

Online classes covering many different topics
involving nursing practice are utilized. In
addition, employers may be requested to provide

on-site resources such as assigning a mentor to
support the nurse’s learning, or asked for feedback
in the form of work performance evaluations, and
in some instances, supervised med passes may be
included as indicated by the needs assessment.

Is there a charge to partici-
pate in the PREP program?
The Board does not charge a fee for PREP
participation; however the classes are fee
based and are the responsibility of the nurse (not
the employer). The contact hours gained can
also be used to satisfy continuing competency
requirements, if earned within the nurses’ renewal
period.

How does PREP participation
affect the nurse’s licensure
status at the board?
The Board views PREP participation as a
voluntary remediation program and there is
no negative association with the nurses’ license.
PREP is separate from the complaint process and
therefore would not be visible as such or be
reported as such to any reporting body.

Q How effective has PREP been?

Some samples of actual employer feedback:

* “Thank you for supporting Directors who
really care about these nurses.”

* “There now is another avenue for staff
vs. firing or potential license loss. Op-
portunity to move quicker with practice
concemns.”

* “With the shortage of nursing and the
amount of time it takes to orient new staff,
the PREP Program is a very useful reten-
tion tool.”
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Some samples of actual participant feedback:

* “I'mjust so thankful | was given another
opportunity.”

* “PREP provided me with excellent informa-
tion and reminded me to think carefully
before | act.”

* “Board staff went out of their way to be
helpful and reassuring. | was seriously think-
ing of finding another profession before |
talked to them.”

Analysis of data has found that less than 0.3% of
participants have been subsequently reported to
the Board for the same concemns.

I have heard that PREP can be
used as a retention tool. What

does this mean?

In the past, employers have felt that termi-
nation of the nurse with the practice

deficit was their only choice. However, when
you consider the following, retention of the nurse
(Who is a safe practitioner) makes much more
sense. Consider the following nurse retention
benefits:
* Reduction in advertisement and recruitment
costs
* Fewer vacancies and reduction in vacancy costs
* Fewer new hires and reduced orientation
and training costs (some estimates place cost
to orient new nurse between $12,000 and
$30,000)
* Preserve organizational knowledge

Q How do I make a referral?

The Referral form for the employer and the
Licensee Information Form are located on

the Board’s website (www.ncbon.com). Send
both to: Pamela Trantham, PREP Program
Coordinator; email: Pamela@ncbon.com
Fax: 919-781-9461 (Attention: PREP) Or mail to:
North Carolina Board of Nursing, P 0. Box 2129,
Raleigh, NC 27602



Migration to Online Nurse Aid 11
INITIAL AND RENEWAL APPLICATIONS

By Dacia Williams, Nurse Aide Il Registry Coordinator

The North Carolina Board of Nursing
converted to an online only application
process for Nurse Aide II (NAII) initial and
renewal listings effective December 1, 2011.
The online applications are accessible on the

Board of Nursing’s website at www.ncbon.com.

The NAII application migration is an
initiative of the Board’s Strategic Plan which
is to explore opportunities for improvement
through increased use of technology in
key processes and communication. This
improvement streamlined the listing
procedures for both NAIls and RN
Supervisors of NAIls while providing for a
more efficient, reliable and faster process.

As of December 1, 2011, paper applications
are no longer accepted. NAIIs are required
to complete both initial and renewal
applications online.

Both the initial and renewal online
application processes for NAIls consist of the

following two major steps:

N

urse Aide II Initial Listin:

L.

RN Nurse Aide II Program Instructor
or the Nursing Program Director

(for nursing students) must complete
the online Nurse Aide II Program
Completion Verification before the
NAII applicant can proceed with the
online application.

The Nurse Aide II applicant completes
the online initial listing application
within 30 business days of program
completion.

Nurse Aide II Renewal Listing

L.

Nurse Aide I completes online renewal
application prior to expiration date.
RN Supervisor completes online Nurse
Aide Il Employment Verification before
the application for renewal can be
processed.

A review of the first two months of online

Nurse Aide II Renewal Listings reflects a
significant delay in receiving RN Supervisor
Employment Verifications. As required by
21 NCAC 36.0404(g)(1) . . . to be eligible for
renewal, the nurse aide IT must have worked
at least eight hours for compensation during the
past 24 months performing nursing care activities
under the supervision of a Registered Nurse.
The Board is asking RN Supervisors for
assistance in completing the online Nurse
Aide Il Employment Verification in a
more timely manner. This will enable the
improved process to operate as designed
resulting in renewal of NAII listings within
a one hour cycle time. For additional
information or clarification regarding the
NAII initial or renewal listing processes,
contact Dacia Williams, Nurse Aide II

Registry Coordinator at (919) 782-3211 ext.

245 or dwilliams@ncbon.com.
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