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letter from the

Chief Executive Officer

Last year around this time, we hoped we were witnessing the last of
COVID. In looking at the current state of affairs, it is evident that we still
have a long way to go in managing this virus. However, the North Carolina
Board of Nursing (NCBON) is diligent in noting how the pandemic
continues to impact nursing regulation and in determining what measures
must be in place to navigate this crisis.

The NCBON continues to monitor the recent surge in positive
COVID diagnoses, increased rates of hospitalizations, and nursing workforce data.
currently remain in place to decrease regulatory burden so that nurses can focus on safe, quality
care. During the September Board meeting, the Cecil G. Sheps Center for Health Services Research
presented information on nursing supply/demand/shortage/surplus. Higher Ed Works has published
a series on supply and demand of nurses: . See page
12 for details on North Carolina Nursecast’s launch.

With the emergence of COVID, many are turning to virtual platforms to communicate
valuable information. This is true of The Bulletin as it has transitioned to 100% online. I would like
to thank the members of the Communications Team: Sara Griffith, Angela Ellis, Brad Gibson,
Paulette Hampton, and Catherine Soderberg, for all their efforts to transition to an electronic-only
format. Each edition will be emailed to all nurses and posted to the NCBON website, Facebook,
and Twitter. In this issue of The Bulletin, the free continuing education article written by Jennifer
Pelletier, Regulation Consultant, focuses on scenarios that could lead to neglectful patient care
events. All past free continuing education offerings are located on the

I would like to thank our outgoing Board members for their service to the Board for the last
four years: Dr. Pam Edwards and Lori Lewis, LPN. Dr. Edwards also served as Board Chair this
past year. [ would like to congratulate the recently elected Board Members, Dr. Shakira Henderson,
RN-At Large, and Cheryl Wheeler, LPN. Additionally, I would like to congratulate newly elected
Board Chair, Dr. Ann Marie Milner, and Vice-Chair, Arlene Imes, LPN. We will face many
challenges over the next year, but we will remain steadfast in our mission of public protection.

Lastly, the NCBON will be implementing a new strategic plan in January 2022. This plan
will be disseminated on the website and social media sites so external stakeholders, nurses, and the
public are aware of the identified long-term initiatives.

Regards,

(bl R it

Crystal L. Tillman, DNP, RN,CNP, FRE
Chief Executive Officer
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letter from the

Board Chair

This is my last “Chair Update” as we continue to run Board
meetings primarily in a remote fashion and as we engage in this 4th wave
of a global pandemic. But rather than focus on anything negative, I want to
spend these last words on how grateful I am to have been a member of the
North Carolina Board of Nursing (NCBON) and how I have seen, in
action, the protection of the public through nursing regulation.

I have learned so much over the years during my four terms of
Board service. I have learned about nursing regulation and how the mission to protect the citizens
of North Carolina was and is at the center of all that we do. I learned about compassion for fellow
nurses that have experienced a lapse in clinical judgement or have struggled with a substance use
disorder. But most of all, I have learned about what it means to be a servant leader with humility.

I hope that you are all proud of your Board of Nursing. We remain the only state in the
country that has the opportunity, or really the privilege, of electing Board members. The NCBON
was founded in 1903, making it the first Board of Nursing in the nation. From its humble
beginnings, the NCBON has grown to license more than 170,000 Registered Nurses and Licensed
Practical Nurses statewide.

This past year, Dr. Crystal Tillman was appointed as our new CEQO, taking the reins from
Julia George. Julia officially retired in January 2021 after 12 years of dedicated service as the
NCBON CEO and a total of 25 years of service. In 2020, amidst a global pandemic and under her
leadership, the NCBON received the Regulatory Achievement Award from the National Council of
State Boards of Nursing. It was cited that the Regulatory Achievement Award recognlzed the
member board “that has made an identifiable, significant contribution to the mission and vision.
promoting public policy related to the safe and effective practice of nursing in the interest of pubhc
welfare.”

We have new leadership in Dr. Tillman, who has extensive education, practice and
regulatory experience. She also made a key and critical appointment of a Chief Nursing Officer at
the Board in the promotion of Dr. Sara Griffith. I cannot say enough about Board staff. They are
top notch. And so are your Board members.

In 2022, Dr. Ann Marie Milner and Arlene Imes, LPN will assume the roles of NCBON
Chair and Vice-Chair, respectively. I am so excited about this excellent leadership team!

Lastly, I would like to welcome our new Board members, Dr. Shakira Henderson and
Cheryl Wheeler, LPN. I am confident the Board members will continue the tradition of excellent
mentorship and education as your nursing regulation journey begins!

North Carolina nurses, be proud of where we have come, where we are, and where we have
the potential to go.

Sincerely,

Pamela B. Edwards, EdD, MSN, RN, NPD-BC, CNE, CENP
Board Chair



2022 ELECTED OFFICERS & NEwW MEMBERS

Elected Officers

Ann Marie Milner Arlene Imes
DNP, MSN, RN, CNE LPN
Chair 2022 Vice-Chair 2022

Cheryl Wheeler Shakira Henderson
LPN PhD, DNP, MS, MPH,
Licensed Practical Nurse RNC-NIC, IBCLC
RN-At Large

For more information on your NCBON Board members go to
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NOMINATION FORM FOR 2022 ELECTION

Although we just completed a successful
Board of Nursing election, we are already
preparing for our next election. In 2022, the
Board will have three openings: RN ADN/
Diploma Nurse Educator, RN Staff Nurse and
LPN. The nomination form must be completed
and received in the Board office on or before
April 1, 2022. Read the nomination instructions
and make sure the candidate(s) being nominated
meets all the requirements.

Instructions

Nominations for both RN and LPN
positions shall be made by submitting a

completed nomination form signed by at least 10

RN (for an RN nominee) or 10 LPNs (for an

LPN nominee) eligible to vote in the election. The

minimum requirements for an RN or an LPN to
seek election to the Board and to maintain
membership are as follows:

1. Hold a current unencumbered license to
practice in North Carolina;

2. Be a resident of North Carolina;

3. Have a minimum of five years' experience in
nursing; and,

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.

Minimum ongoing-employment
requirements for both RNs and LPNs shall
include 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
for additional information,

including a Board Member Job Description and
other Board-related information. You may also
contact Chandra Graves, Manager,
Administration, at
782-3211, ext. 232. After careful review of the
information packet, you must complete the

or (919)

nomination form and submit it to the Board office
by April 1, 2022.

Guidelines for Nomination

p—

[\

. RNs can petition only for RN nominations and

LPNs can petition only for LPN nominations.

. Only petitions submitted on the nomination

form will be considered. Photocopies or faxes
are not acceptable.

The certificate number of the nominee and
each petitioner must be listed on the form.

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

5. Each petition shall be verified with the records

o0

of the Board to validate that each nominee and
petitioner holds appropriate North Carolina
licensure.

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

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.

. The envelope containing the petition must be

postmarked on or before April 1, 2022, for the
nominee to be considered for candidacy.
Petitions received before April 1, 2022
deadline will be processed on receipt.

Elections will be held July 1 through August
15, 2022. Those elected will begin their terms
of office in January 2023.

Please submit completed
nomination form to:

2022 Board Election

North Carolina Board of Nursing
P.O. Box 2129

Raleigh, NC 27602-2129


http://www.ncbon.com/
mailto:chandra@ncbon.com?subject=Nomination

NOMINATION OF CANDIDATE FOR MEMBERSHIP ON THE
NORTH CAROLINA BOARD OF NURSING FOR 2022

We, the undersigned currently licensed nurses, do hereby petition for the name of
RN / LPN (circle one),

whose Certificate Number is , to be placed in nomination as a

Member of the NC Board of Nursing in the category of (check one):
"] RN (ADN/Diploma Nurse Educator) "] RN (Staff Nurse) [ LPN

Address of Nominee:

Telephone Number: Home: Work:

E-mail Address:

PETITIONER

At least 10 petitioners per candidate required.
Only RNs may petition for RN nominations. Only LPNs may petition for LPN nominations.

TO BE POSTMARKED ON OR BEFORE APRIL 1, 2022

Name Signature Certificate Number

10.

Print, complete and return nomination form to:
2022 Board Election, North Carolina Board of Nursing, P.O. Box 2129, Raleigh, NC 27602-2129
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Like us on Facebook!

Follow us on Twitter!

Get the latest on the Nurse Licensure Compact (NLC), updates on Board
meetings, office closures, nursing regulation changes, nursing in the news, and
much more!

Facebook and Twitter provide additional options to Share information with nurses
and the public.

Oy

NORTH CAROLINA BOARD OF NURSING

ﬁ Upcoming Events ﬁ

Meetings may be held virtually. Please check www.ncbon.com.

Board Meeting Orientation Session for Administrators of

January 13, 2022 Nursing Services and Mid-level Nurse
Managers

Administrative Hearings March 22, 2022

February 23, 2022 April 26, 2022

Education/Practice Committee Education Program Director Orientation

March 8, 2022 (EPDO)

February 16, 2022
Hearing Committee

December 2, 2021 The 18th Annual Education Summit
January 26, 2022 March 28, 2022
March 30, 2022 Friday Conference Center - UNC Chapel Hill

All event updates, including registration
information, will be provided in January 2022.

Please visit www.ncbon.com for updates to our calendar and call-in information to attend public meetings.



http://www.ncbon.com
http://www.ncbon.com
https://www.facebook.com/NCNursingBoard
https://www.twitter.com/NCNursingBoard

Board of Nursing Actions

Practice:
« Ratification of Approval of Sexual Assault Nurse Examiner (SANE) Continuing Education
Program Activity:
o Transition to NC SANE Practice Training: Child Advocacy Center of NC — 24 hours
(Hybrid)
o Transition to North Carolina SANE Practice: Duke Health — 24 hours (Traditional)

o Minor editorial/formatting/technical revisions have been made to the following Position
Statements:
o Adult Care Settings
Assisting Clients with Self-Administration of Medications
Death and Resuscitation
Delegation and Assignment of Nursing Activities
Delegation of Medication Administration to UAP
Delegation: NAII Credentialed as Advanced EMT/Paramedic
Dialysis in the Acute Care, Community Centers, and Home Settings
Office Practice Setting
Out-of-State Nurses Practicing in North Carolina for a Limited Period of Time
RN Scope of Practice — Clarification
Wound Care

Education:
« Ratification of Approved Enrollment Expansion:
o ECPI University, Charlotte — LPN increase enrollment by 30 for a total program,
enrollment of 150 students beginning July 2021
e Robeson Community College, Lumberton — LPN, increase enrollment by 24 for a total
program enrollment of 48 students beginning January 2022

Ratification of Approval NA II Courses:
o Nash Community College, Rocky Mount — Continuing Education/Hybrid
o Richmond Community College, Hamlet — Continuing Education/Hybrid

Notification of Alternate Scheduling Option:
o Catawba Valley Community College, Hickory — LPN to RN Program Option
o Chamberlain University, Charlotte — BSN Program Option
o ECPI University, Charlotte — LPN to RN Program Option
o ECPI University, Raleigh — LPN to RN Program Option
e Vance Granville Community College — LPN
o Watts College of Nursing, Durham — BSN Program Option

Program Noncompliance — with NPA and Rules — including but not limited to issuance of
Warning Status or other actions:
e Region A Nursing Consortium — ADN Program

FYT Accreditation Decisions by CNEA for Initial or Continuing Approval — Next Visit:
e Sandhills Community College — ADN — Initial Approval — Spring 2027
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Year in Review 2021

Total Active
Trends Over 5
Years
(2017 - 2021)

License/Approval
/Listing Type

(Total Active as
10/2021)

Gender
Breakdown

Total Active
Change from
2020 - 2021

{As of 10/2021)

Age Distribution and Average
{(As of 10/2021)
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Note. 2 LPN exhibited net gains over 5 years, however overall growth is slowing. ® CNM exhibited net gains over 5 years, however
overall growth is slowing. ¢ CNM exhibited net gains from 2020 to 2021, however growth in this period has slowed.

Emergency
Waivers
Granted

2021Year To Date

Emergency Graduate RN Permit 3214
Emergency RN Reinstatement Permit 714
Emergency Graduate LPN Permit 687
Emergency LPN Reinstatement Permit 202
Emergency Graduate NP Permit 6
Emergency Graduate CNS Permit 1
Emergency NP Approval to Practice 1
Total 4825
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Protect the public by regulating the practice of nursing.

Just Launched ]  svieioms
NC Nursecast

A web-based tool forecasting future supply and
demand of RNs and LPNs in NC.

Across the state, nurses are helping people stay healthy. We forecast the
future supply and demand of RNs and LPNs in North Carolina.

Explore

|~* Supply & Demand 1€ Graduate Diffusion

Want to learn about the future Want to see how different North
supply and demand of our state's Carolina nursing programs impact
licensed practical nurses and the distribution of health
registered nurses across settings professionals in their area and
and geographic regions? across the state?

( See projections ) | Examine graduate diffusion )

L“l:.j-r-‘v.'“ ; ‘:‘]‘H‘*; ; orce@

10-¢ - ‘h_

i = — e

This project is brought to you by The Cecil G. Sheps Center For Health Servic
the University of North Carolina in partnership with the North Carolina Board of Nu

Documentation

Are you a data-oriented individual?
Want to learn more about our
model and methodology, basic
nursing statistics, and the science
behind our work?

( Read documentation )

~» STRATEGIC MODELLING%NALYSIS & PLANN/NG ‘

www.smap-itd.com
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https://ncnursecast.unc.edu/

CE Article Author: Jennifer Pelletier, RN

Negligent Nursing Practice:
What You Need to Know (1 ch

Disclosure Statement — The following disclosure applies to the NCBON continuing nursing education article
entitled “Negligent Nursing Practice: What You Need to Know.” Participants must read the CE article, online
reference documents (if applicable) and the Reflective Questions in order to receive CE contact hours.
Verification of participation will be noted by online registration. Neither the author nor members of the
planning committee have any conflicts of interest related to the content of this activity. The North Carolina
Board of Nursing will offer 1 contact hour for this continuing nursing education activity.

Provider Statement — The North Carolina Board of Nursing is approved as a provider of nursing continuing
professional development by the North Carolina Nurses Association, an accredited approver by the American
Nurses Credentialing Center’s Commission on Accreditation.

Learning Outcome: Nurses completing this activity will gain an increase in knowledge
of violations of the Nursing Practice Act related to negligence.

EARN CE CREDIT

INSTRUCTIONS
Read the article, online reference documents (if applicable), and the Reflective Questions.

RECEIVE CONTACT HOUR CERTIFICATE

Go to www.ncbon.com and scroll over “Education”; under “Continuing Education,” select “Board Sponsored Bul-
letin Offerings,” scroll down to link, “Negligent Nursing Practice: What You Need to Know.” Register. Be sure to
write down your confirmation number, complete and submit the evaluation and print your certificate immediately.

If you experience issues with printing your CE certificate, please email paulette@ncbon.com. In the email, provide
your full name and the title of the CE offering (Negligent Nursing Practice: What You Need to Know).
Registration deadline is July 1, 2024.

Nurses have a duty to provide care to meet the = which identify potential violations of the

needs of the clients for which they serve. North Carolina Nursing Practice Act (NPA,
While most nurses do not believe they would 1981/2019). The purpose of this article is to
ever put their clients in jeopardy or fail to provide nurses with information regarding
provide an acceptable standard of care, these violations of the North Carolina NPA and
events do happen. The North Carolina Board North Carolina Administrative Code (NCAC)
of Nursing (NCBON) regularly receives and related to negligence and discuss examples
investigates complaints associated with seen by the NCBON to help nurses recognize

negligent nursing practice. The mission of the  and avoid at-risk behaviors, thereby
NCBON is to protect the public by regulating protecting the public.

the practice of nursing (North Carolina Board
of Nursing [NCBON], 2018). In order to
ensure the provision of safe, competent
nursing practice, the NCBON has the
authority to investigate complaints received
from employers and members of the public

Nursing laws and rules, which vary from state
to state, provide a framework that guides and
governs nursing practice in that particular
state. Nurses are responsible for knowing the
NPA and regulatory requirements for every


https://www.ncbon.com
mailto:paulette@ncbon.com?subject=Bulletin%20CE

jurisdiction in which they practice. Nursing
laws and rules define scopes and standards of
practice to assure the safe practice of nursing.
Nursing laws and rules, professional nursing
organizations, organizational policies and
procedures, and state and federal regulatory
agencies determine acceptable standards of
nursing practice. Standards of nursing
practice are used to guide nurses in
determining what actions they should or
should not take in the delivery of client care.

Despite the increased workloads and demands
placed on nurses, nurses must be mindful of
their actions and the impact of their actions on
client care. Nurses have a responsibility to
provide nursing care that meets established
standards of practice for specified practice
settings and client populations in which
nurses provide care. Negligence occurs when
a nurse fails to meet the needs of a client due
to a breach in the standard of care or an act of
omission. The Joint Commission defines
negligence as a “failure to use such care as a
reasonably prudent and careful person would
use under similar circumstances” (Croke,
2003, p. 54). Examples of violations of the
North Carolina NPA and NCAC frequently
reviewed by the NCBON related to negligent
nursing practice include failure to initiate
cardiopulmonary resuscitation (CPR) in a
timely manner, failure to administer
prescribed medications or interventions,
sleeping on duty, failure to assess or evaluate a
client as warranted or ordered, or failure to
make scheduled home care visits.

Failure to Initiate CPR

The NCBON regularly receives complaints
alleging nurses failed to initiate CPR in a
timely manner or failed to initiate CPR at all.
The majority of these incidents occur in non-
acute care settings where there are often

limited resources. Medical emergencies can
be stressful for nurses, especially if the nurse
is the only healthcare provider available to
respond to the client. Nurses should be
knowledgeable of the emergency resuscitation
policies and procedures of the employing
healthcare agency to ensure they respond in
an appropriate manner. Failure to follow
proper policies and procedures during an
emergency situation can result in significant
delays in treatment and potentially result in a
devastating outcome for the client.

Standard nursing practice, in the absence of a
written “Do Not Resuscitate” (DNR) order, is
that the nurse is expected to immediately
implement the emergency resuscitation
policies of the employing agency until an order
to discontinue treatment is received from the
physician, nurse practitioner, or physician
assistant (NCBON, 2017). If a nurse is
unaware of a client’s code status and witnesses
a cardiac and respiratory arrest, the nurse
should err on the side of caution and provide
CPR when a client is found unresponsive and
without a pulse until the code status is
confirmed. In order to avoid confusion during
emergency situations, it is recommended that
code status be communicated during change
of shift report. Nurses should be
knowledgeable of the care requirements for
clients entrusted into their care, as this
knowledge allows the nurse to be in the best
position to deliver timely and potentially life-
saving interventions. The Position Statement,
, provides additional
guidance for nurses and employers regarding
the scope and responsibility of the nurse
during resuscitation events (NCBON, 2017).

continued on page 15
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Failure to Administer Medications or
Perform Treatments

Prescribed medications and treatments are
essential components of the client’s plan of
care and failure to implement prescribed
treatments or medications may be considered
neglect. Failure to administer prescribed
medications or perform prescribed
treatments, such as wound care, is an act of
omission and could be a result of practice
drift. Practice drift is a term used to describe a
work-around or shortcut used to achieve an
immediate goal in order to meet an
expectation and improve efficiency (Chastain
& Burhans, 2016). Practice drift creates a
deviation from standard practice and has the
potential to adversely impact client outcomes.
Pre-documentation of nursing care is an
example of practice drift and is perceived as a
way to save time or be more efficient. Nurses
who pre-document care can find themselves in
a situation where they may inadvertently
forget to administer or perform treatments.
Pre-documentation of client care is at-risk
behavior. Nurses have a responsibility to
ensure nursing documentation is accurate and
only reflects the care that was rendered to the
client.

In some practice environments, nurses are
more likely to pre-document medication
administration, as the clients are routinely
administered the same medications at the
same time each day. While medication
administration documentation may seem like
a repetitive task in some practice
environments, documentation is a critical
aspect of nursing care provided to the client
and essential for client safety. Failure to
administer medications can lead to serious
adverse events for the client. Missed
medications can lead to complications such as
the formation of blood clots, development of

antibiotic resistance, seizure activity,
unresolved infections, or unregulated blood
sugars or blood pressures. In some cases, one
missed dose can have detrimental effects on
the client.

Pre-documentation of prescribed treatments
can negatively impact client care. When a
treatment is documented as completed, often
it is removed from a list of outstanding tasks
or there is no indication in the medical record
that the treatment is still pending. Failure to
perform prescribed treatments, such as wound
care, consistently and accurately has the
potential to create delays in healing and could
lead to complications that prolong the need for
medical services or require more intensive
treatment.

Sleeping on Duty

Nurses work long hours and are responsible
for providing care to clients around the clock.
Due to an increased demand for nursing
services, nurses can find themselves in
difficult situations where they can easily
stretch themselves too thin and agree to work
assignments they are unable to safely perform.
In discussions with NCBON staff during an
investigation, nurses frequently acknowledge
they are working multiple jobs or regularly
working extended hours. Nurses often believe
these extended work hours are in the best
interest of the client. Extended work hours
refer to any shift greater than 8.5 hours in
duration or a work week greater than 40 hours
(National Institute for Occupational Safety
and Health [NIOSH], 2004). Research has
shown that more mistakes occur when nurses
work extended hours or fail to get adequate
amounts of rest between shifts (James et al.,
2020). In addition, nurse fatigue is associated
with poorer patient outcomes and poses a
significant risk to patient safety (James et al.,



2020). When nurses do not ensure adequate
rest between shifts, it can lead to ongoing
fatigue and create a situation in which a nurse
may fall asleep while on duty.

Sleeping on duty can result in missed nursing
care which can negatively impact the client.
Missed nursing care can vary greatly
depending on the client’s needs and plan of
care. Examples of
commonly missed
nursing care includes
missed medications,
treatments, feedings,
activities of daily living
(ADL) care, and
ongoing assessment
and monitoring of the
client. Nurses should
not accept an
assignment for which they may be unsafe due
to lack of sleep, fatigue, or prolonged work
hours (NCBON, 2019). In North Carolina,
accepting responsibility for a client while
impaired by sleep deprivation is a violation of
the rules that govern nursing practice (NCAC,
2019c¢). Caution should be used whenever an
assignment is expected to exceed 12 hours in a
24 hour time period or 60 hours in a 7 day
time period (NCBON, 2019). Additionally,
employers and nurses should take into
account cumulative work hours due to
multiple work commitments when making
assignments or schedules.

The NCBON has several resources on our
website that might be beneficial to review in
learning more about client safety and safe
work environments. The Position Statement,
, provides
additional guidance for nurses and employers
regarding working extended work hours and
ensuring adequate rest (NCBON, 2019). In
addition, the NCBON and the North Carolina

Division of Health Service Regulation (DHSR)
(n.d.) developed a

, which may offer
additional guidance to leadership and direct
care nurses to ensure the development and
maintenance of safe work environments.

Failure to Assess

Assessment is an essential component of the
nursing process. Nursing assessment findings
are used to identify client care needs and
develop an individualized plan of care.
According to the NCAC (36 .0224[b] &

36 .0225[b], 2019a & 2019b), components of
nursing practice for both the registered nurse
and licensed practical nurse state that
“assessment is an on-going process and shall
consist of a determination of nursing care
needs based upon collection and
interpretation of data relevant to the health
status of a client.”

Nursing assessments are critical to the
delivery of safe and effective nursing care.
Clients today are more acutely ill and have
complex medical needs which require ongoing
monitoring and evaluation by nurses.
Healthcare providers rely on nurses to keep
them informed of any changes to the client’s
condition in order to review and appropriately
modify the client’s plan of care as needed.
Nurses, due to their continuous presence at
the bedside, are uniquely positioned to
recognize early signs of deterioration in a
client and prevent adverse outcomes (Garvey,
2015). Early warning signs in a deteriorating
client can be subtle and require nurses to
complete a thorough assessment and
continuously monitor for the need to reassess
the client. Nurses can observe, monitor, or
assess a client more frequently than ordered, if
deemed necessary based on their clinical
judgement. When a decline or change in client
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condition is identified, the nurse is responsible
for taking action to prevent or minimize client
harm by reporting these changes to the
appropriate healthcare provider and then
implementing ordered interventions in a
timely manner.

Failure to Make Home Visits

Nurses who provide care in a home health
setting have a duty to perform scheduled visits
as ordered by the healthcare provider. While
there is some flexibility in terms of scheduling
of routine home health visits, these visits need
to meet the ordered frequency based on the
client’s care needs and ordered by the
healthcare provider. Completing home visits
as scheduled ensures that the client’s needs
are met on a consistent basis. If a nurse
cannot make a scheduled home health visit,
the nurse should notify their supervisor or a
designated team member established by the
healthcare agency, to ensure that alternate
arrangements can be made for the client. In
discussions with Board staff during an
investigation, nurses often indicate they are
overwhelmed with the number of visits on
their schedule or the distance they are driving
to care for clients. While there are many
challenges to providing care in the home
health setting, nurses have a responsibility to
make alternate arrangements for a client to be
seen if they are in a situation in which they are
running behind and a visit cannot occur as
scheduled.

Case Scenarios

The following scenarios review incidents
where nurses have neglected client care. Itis
important to note that when reviewing these
scenarios, there are often additional nursing
violations identified which contributed to the
incident.

Scenario #1

Nurse Beth worked at a long-term care facility
and was assigned to the 200 and 300 Hall
from 3:00 p.m. to 11:00 p.m. During this
shift, Nurse Beth was one of three nurses in
the building. One of the residents assigned to
Nurse Beth was Resident P who had a history
of asthma and had been diagnosed with an
upper respiratory infection two days prior to
Nurse Beth’s shift. Shortly after Nurse Beth
assumed care of Resident P, the resident
complained of shortness of breath and
wheezing. Nurse Beth administered a
prescribed as needed nebulizer treatment to
Resident P at 5:30 p.m. Nurse Beth was busy
assisting other residents and did not go back
to check on Resident P prior to her dinner
break at 7:00 p.m.

When Nurse Beth returned from her dinner
break at 7:30 p.m., she noticed Resident P’s
call light was
on. Nurse
Beth did not
go into the
resident’s
room to check

( [
on the resident

| @ ),\t.gl(y
because it was

time for her to begin her nighttime medication
pass and she did not want to get behind. Nurse
Beth proceeded with her medication pass until
approximately 8:30 p.m. when a nursing
assistant approached her, concerned that
Resident P was unresponsive. Nurse Beth
finished pulling and administering
medications for the current resident before
going into Resident P’s room, where she found
the resident unresponsive with no pulse or
respirations. Nurse Beth was unsure of
Resident P’s code status and left the resident
to go to the nurses’ station to check the code
status book. Nurse Beth determined Resident




P was a full code and called a code overhead to
alert additional onsite facility staff members of
the emergency before calling 911 for
assistance. When Nurse Beth hung up the
phone with 911, she saw the two nursing
assistants assigned to her hall had entered
Resident P’s room. Nurse Beth assumed the
nursing assistants were trained and would
initiate CPR. Nurse Beth then went to a
nearby nursing unit to get the crash cart and
proceeded to Resident P’s room.

When Nurse Beth arrived at Resident P’s room
with the crash cart, she noted the nursing
assistants were not performing CPR as she
had thought. Nurse Beth asked the nursing
assistants why they were not performing CPR
and the nursing assistants responded that
despite having been certified in CPR, they
were unsure of what to do and expressed this
was their first code. Nurse Beth immediately
began applying the Automated External
Defibrillator (AED) to Resident P and
connecting the ambu bag to the oxygen tank.
When EMS arrived a few seconds later, no one
was performing CPR or delivering breaths to
Resident P. EMS personnel immediately
began CPR and intubated the resident;
however, resuscitative efforts were not
successful and were terminated based on EMS
protocol. Nurse Beth notified the on-call
healthcare provider of the incident and the
patient’s death.

Pause and answer the following
reflective questions:

What steps should Nurse Beth have taken to
provide appropriate care for this resident?

Have you ever been in an emergency
situation where you felt like care was delayed
or not delivered according to established

guidelines? If so, what do you think
contributed to that deviation?

Discussion:

After administering the breathing treatment to
Resident P, Nurse Beth should have
reassessed Resident P to evaluate the
effectiveness of the treatment and the
resident’s current respiratory status.
Assessment findings would have assisted
Nurse Beth to determine if contact with the
healthcare provider was warranted.
Additionally, when Nurse Beth returned from
her dinner break and saw Resident P’s call
light was on, she should have checked on
Resident P. If Nurse Beth was unable to check
on Resident P, she should have asked another
clinical staff member to check on the resident.

When Nurse Beth was informed there was a
concern that Resident P was unresponsive, she
continued to pass medications to another
resident, which caused a delay in her
response. Nurse Beth should have
immediately responded to Resident P’s room
to assess the situation. When Nurse Beth
arrived at Resident P’s bedside, she performed
an assessment of the resident and determined
that the resident was not breathing and did
not have a pulse. However, Nurse Beth left
the resident to check the code status, contact
911, and obtain the crash cart. Nurse Beth’s
actions delayed the delivery of potentially life-
saving interventions to Resident P. Nurse
Beth assumed the nursing assistants were
performing CPR when they entered Resident
P’s room, but she did not direct or confirm
with the nursing assistants that CPR was being
performed. With additional staff members
available to assist Nurse Beth, Nurse Beth
should have immediately initiated CPR while
other staff members made phone calls and
retrieved the crash cart. Code status should
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be addressed in shift report, prior to assuming
care of the resident, if a nurse is unsure of this
information.

Scenario #2

Nurse Judy was working at a long term care
facility from 7:00 a.m. to 3:00 p.m. and was
assigned to Resident A who had been diagnosed
earlier that morning with bilateral pneumonia.
During Nurse Judy’s shift, the healthcare
provider ordered two different intravenous (IV)
antibiotics that were due once a day and both
were to be started during Nurse Judy’s shift. In
addition to IV antibiotics, the healthcare
provider ordered a nebulizer treatment four
times a day and IV fluids to infuse at a
continuous rate of 125 ml/hr. The new
medication orders were sent to the facility’s
contracted pharmacy. The facility had an
automated medication dispensing cabinet
which contained commonly ordered
medications, including the nebulizer treatment
and two antibiotics ordered for Resident A.
Nurse Judy asked the Resource Nurse to insert
T 0y Resident A’s IV and
begin the IV infusion
as ordered. Nurse
Judy documented on
the resident’s
medication
administration
record that all
medications had
been administered
during her shift as
ordered, which included the two antibiotics and
nebulizer treatments.

The following day, Nurse Judy was again
assigned to Resident A. Nurse Judy
documented on the medication administration
record that she had administered all
medications as ordered. Shortly after Nurse

Judy’s shift, Resident A was emergently
transferred out of the facility to a local hospital
due to a decline in status. Resident A had a
worsening fever, change in vital signs, and an
increased work of breathing. This emergency
transfer prompted a review of Resident A’s
medical record by the Director of Nursing
(DON). The DON was unable to locate any
documentation performed by Nurse Judy
regarding Resident A’s status during Nurse
Judy’s shift or what could have led to his
decline in status. The DON was informed by
the nurse who had transferred Resident A out
of the facility, that one of the IV antibiotics
which required a seal to be broken to
reconstitute the medication was not broken
when she went in to assess Resident A. Due to
the seal not being broken appropriately,
Resident A did not receive this medication as
ordered or documented by Nurse Judy.

Upon further review by the DON, extra doses of
the ordered antibiotics were found on the
medication cart which did not match the
documentation related to administration. The
DON reviewed video footage of the two dates in
question, which revealed Nurse Judy had not
taken any medications into Resident A’s room
except one antibiotic on the second day she was
assigned to the resident’s care. Resident A had
multiple scheduled medications due on both
days throughout Nurse Judy’s shifts which were
not given per the video footage. The DON
reviewed the pharmacy delivery slips which
revealed the IV antibiotics and nebulizer
treatments were not delivered to the facility
until the second day Nurse Judy was assigned
to Resident A. The DON reviewed the
dispensing cabinet report which revealed
neither IV antibiotic or nebulizer treatment was
removed by Nurse Judy or any other staff
member at any point prior to Resident A’s
transfer.



Pause and answer the following
reflective questions:

How were Nurse Judy'’s actions considered
negligent?

What steps should Nurse Judy have taken to
provide appropriate care for this resident?

Were there other concerns identified with
Nurse Judy’s practice?

Discussion:

Nurse Judy failed to administer prescribed
medications to Resident A on two different
dates which deviated from the resident’s
established plan of care. Resident A was
prescribed two IV antibiotics to treat bilateral
pneumonia, and over the course of two days,
the resident did not receive a single dose of
either medication. This deviation from
Resident A’s plan of care likely contributed to
the resident’s decline in status and the need for
a higher level of care. It is unclear if Nurse
Judy’s actions were intentional; however, Nurse
Judy failed to administer multiple medications
to Resident A on two different dates, which
established a pattern of behavior.

In addition, Nurse Judy falsified the medical
record when she documented on the
medication administration record that she had
administered all Resident A’s medications as
ordered. Falsification of resident medical
records is a violation of the NPA.
Documentation is a critical component of the
care provided to residents by nurses. Nurses
have a responsibility to ensure that
documentation accurately reflects the care
provided to the resident.

Furthermore, if Resident A was unable to take
his medications or there were concerns that
medications were not readily available to
administer as ordered, Nurse Judy should have

contacted the healthcare provider to relay that
information. The healthcare provider could
then determine if Resident A’s medications or
treatments needed to be modified to ensure
appropriate treatment was provided. Nurses
have a responsibility to relay pertinent
information to a healthcare provider that could
impact the resident’s prescribed plan of care
and treatment.

Scenario #3

Nurse Susan was employed with a home care
agency as a private duty nurse. Nurse Susan
was assigned to care for Client B, a two month
old infant, from 11:00 p.m. until 8:00 a.m.
Monday through Friday. Client B had a
tracheostomy and required continuous
ventilator support as well as continuous cardiac
and pulse oximetry monitoring. During Nurse
Susan’s shift on Friday, Client B’s caregiver
received an alert on her cell phone at 2:00 a.m.
that the client’s cardiac monitoring device was
alarming due to an elevated heart rate of 245
beats per minute. The caregiver went to Client
B’s room and discovered the nurse asleep in a
chair near the client’s crib. The caregiver and an
additional family member attempted to arouse
Nurse Susan for thirty minutes by physically
shaking her and calling out her name until she
awoke around 2:30 a.m. Nurse Susan failed to
continuously monitor Client B for any cardiac
or respiratory issues during the time Nurse
Susan was asleep. In addition, nursing care was
missed which included bolus tube feeds and
medication administration that was due at
12:00 a.m. Client B’s caregiver returned to bed,
leaving the nurse alone with the client. When
Client B’s caregiver returned to the client’s
room around 4:00 a.m. to check on the client,
Nurse Susan was asleep again. After the second
incident of sleeping on duty, Client B’s
caregiver sent Nurse Susan home and reported
the incident to the home care agency.
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When agency leadership
questioned Nurse Susan
regarding the events on the
night in question, Nurse
_ Susan stated she was also
employed with another
=3 home care agency providing
‘:‘,K private duty nursing
X M services. Nurse Susan
reported she had worked an assigned shift with
the other agency providing client care from
2:00 p.m. until 10:00 p.m. each evening before
her assigned shift with Client B at 11:00 p.m.
Nurse Susan acknowledged she did not get
adequate rest between her two shifts and stated
she had been working multiple jobs to help
provide supplemental income for her family.

Pause to answer the following reflective
questions:

How did Nurse Susan put Client B at risk?

What steps should Nurse Susan have taken to
ensure appropriate care for Client B?

Have you ever been in a situation where you
worked multiple shifts without adequate rest?
How did you feel? Did you realize the risk you
were taking at the time?

Discussion:

Nurse Susan was working back-to-back shifts
with two different employers without allowing
adequate rest between shifts. Nurse Susan
worked eight hours with client #1 and only had
an hour off between her next nine-hour shift.
In a 24 hour period Nurse Susan was working
17 hours a day for several days in a row. With
Nurse Susan working for two different
healthcare agencies, the agencies were unlikely
aware of Nurse Susan’s shifts worked with each
agency. Nurse Susan had a responsibility to
ensure her scheduled shifts allowed for

adequate periods of rest. Working multiple back
-to-back shifts can lead to fatigue and can
create an unsafe environment for both the
client and the nurse.

Scenario #4

Nurse Nancy was working on the med-surg
floor and assigned to care for Client C, a 90-
year old client who had a gastrointestinal bleed.
Nurse Nancy completed her first physical
assessment at 10:00 p.m. and noted Client C’s
assessment to be within normal limits. During
the shift, Client C was frequently getting up to
use the bedside commode. The nursing
assistant had been helping Client C during this
time and requested that Nurse Nancy check on
the client. The nursing assistant informed
Nurse Nancy that Client C appeared confused
and there was some blood in the client’s stool.
The nursing assistant also informed Nurse
Nancy that she had entered Client C’s 12:00
a.m. vital signs into the electronic medical
record.

Nurse Nancy went into Client C’s room around
2:00 a.m. to ask the client how she was doing
but did not perform a hands-on assessment at
that time. Nurse Nancy looked in the bedside
commode and noted a small amount of frank
blood but did not feel it was enough to warrant
contacting the healthcare provider. Nurse
Nancy saw Client C’s blood pressure was
trending down and pulse was trending up.
Nurse Nancy documented a reassessment at
2:00 a.m. which indicated there were changes
to Client C’s neurological and gastrointestinal
status. No additional assessment data or
narrative nursing note was documented by
Nurse Nancy to clarify exactly what had
changed in Client C’s assessment.

During the shift, the nursing assistant
continued to inform Nurse Nancy that Client C



was having large frequent bloody stools, but
Nurse Nancy did not go back in the client’s
room to assess the client or determine the
extent of the blood loss. At 5:00 a.m. the
nursing assistant collected Client C’s vital signs,
which revealed the client was tachycardic and
hypotensive. The nursing assistant
immediately informed Nurse Nancy of Client
C’s vital signs and again reported that the client
continued to
have large
bloody stools.
At 5:15 a.m.
Nurse Nancy
called the
healthcare
provider to :
report Client C had a small amount of bloody
stool output but did not report the change in
vital signs or the frequency or condition of the
stool output to the provider. The healthcare
provider ordered a stat hemoglobin and
hematocrit level which was drawn by the
phlebotomist at 5:30 a.m. and revealed a
decrease in Client C’s blood level compared to
the previous result. The healthcare provider
ordered serial hemoglobin and hematocrit
levels every four hours for Client C to closely
monitor the client’s blood loss.

Client C continued to have frequent, large
bloody stools from 5:30 a.m. to 6:30 a.m.
Nurse Nancy was busy completing her morning
duties which included administering
medications to her other clients. Nurse Nancy
did not go back into Client C’s room that
morning despite receiving several calls from the
nursing assistant regarding an increase in the
amount of bloody stool output for Client C.
Nurse Nancy did not get along with the nursing
assistant and felt that the nursing assistant was
“dramatic.” Nurse Nancy knew the healthcare
provider would be rounding soon and there was

an order to reassess Client C’s hemoglobin and
hematocrit in a few hours, so she did not
contact the provider.

At change of shift, the nursing assistant went
back into Client C’s room and the client was
noted to have a large amount of blood all over
her bed linen. The nursing assistant was
attempting to clean up Client C, when suddenly
the client began to decline and became
unresponsive. Based on the nursing assistant’s
output documentation during the shift, the
patient had lost approximately 1000 milliliters
of bloody stool.

Pause to answer the following reflective
questions:

What steps should the Nurse Nancy have taken
to provide appropriate care for this client?

Were there other concerns identified with
Nurse Nancy’s practice?

Have you ever had difficulty with a co-worker?
If so, has it ever impacted your ability to
provide nursing care?

Discussion:

Nurse Nancy should have closely monitored
and assessed Client C throughout her shift
based on the client’s frequency of bloody stools
and change in status. Clinical judgement can be
utilized to determine if a client requires more
frequent observation or assessment based on
the client’s condition. Nurse Nancy eventually
contacted the healthcare provider after hours of
bloody stool output. However, Nurse Nancy did
not communicate pertinent client information
to the healthcare provider, such as the decline
in vital signs or accurate bloody stool output.
This information could have impacted the
healthcare provider’s orders and treatment.
Withholding crucial healthcare information
violates the rules that govern nursing practice.
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Nurses are responsible for keeping the
healthcare provider updated on all aspects of
the client’s care and status. Nurse Nancy’s
failure to appropriately assess the client
throughout her shift could be considered
reckless behavior. In addition, Nurse Nancy
should have responded to the nursing
assistant’s calls and notifications related to
Client C’s condition. Nurse Nancy allowed her
personal feelings and attitudes towards the
nursing assistant to impact the care she
provided to the client.

Scenario #5

Nurse Mary worked for a home health agency
which provided various services, including
hospice services. Nurse Mary was employed as
the weekend on-call nurse and was on-call
every weekend from Friday at 5:00 p.m. to
Monday at 8:00 a.m. While Nurse Mary was on
-call on Saturday, Nurse Mary responded
appropriately to three client calls between 11:00
a.m. and 4:00 p.m. On Saturday evening, the
answering service for the home health agency
received a call at 6:29 p.m. and 8:16 p.m.,
reporting that two clients had passed away.
Nurse Mary was contacted by the answering
service at 6:48 p.m. and 8:17 p.m. and directed
to report to the client’s home to pronounce
these clients as deceased. Each time Nurse
Mary was contacted by the answering service
she confirmed that she would report to the
client’s home and did not indicate there were
any issues or concerns with her ability to make
these visits. At 10:42 p.m. and 11:30 p.m. the
answering service received calls from the
client’s families reporting that Nurse Mary had
not shown up to pronounce the clients. The
answering service attempted to reach Nurse
Mary for over an hour but was unsuccessful.
The answering service alerted the hospice
director that Nurse Mary could not be reached
and there were two clients in need of nursing

care. On Sunday morning, Nurse Mary was
found asleep in her car at the home of one of
the client’s she had seen on Saturday evening.
Nurse Mary’s car was running, the windows
were down, and her phone and computer were
in her lap. The client reported Nurse Mary
appeared confused and “out of it.” Nurse Mary
did not recall receiving any calls from the
answering service and could not explain how
she ended up at the wrong client’s home.

Pause to answer the following reflective
questions:

If Nurse Mary did not feel she could complete
her shift as scheduled, what should she have
done?

Discussion:

Nurse Mary [}
failed to
appropriately
respond to two
clients who
required -/
nursing services during her shift. Nurse Mary
should have notified her immediate supervisor
if she was unable to complete her on-call shift
or felt she was unsafe to provide client care for
any reason. This would have allowed the
healthcare agency to make alternate
arrangements to ensure nursing care was
provided as needed.

Scenario #6

Nurse Alice worked for a home health agency
and was assigned to care for Client M. Client M
was ordered two skilled nursing visits per week
for wet-to-dry dressing changes to the client’s
right leg. On Monday, Client M was seen by
Nurse Sarah, who had to use wound care
supplies from her car stock since there were no
wound care supplies in the home. Nurse Sarah



wrote her initials and the date on the outside of
the bright green elastic wrap that secured the
dressing. On Thursday, Nurse Alice was
scheduled to perform wound care for Client M.
Nurse Alice had several visits added to her
schedule and was running behind that day, so
she decided to pre-document care for this client
to “speed up” the visit. Nurse Alice took Client
M'’s vital signs and went to get the supplies for
the dressing change, but there were no supplies
in the home. Nurse Alice did not have any car
stock supplies and could not perform the
dressing change. Nurse Alice submitted
nursing
documentation
that indicated
the visit was
completed and
wound care
performed,
including
wound
measurements. When Nurse Sarah saw Client
M the following week, she noted the client still
had the bright green wrap on his leg with her
initials. Nurse Sarah stated Client M reported
wound care had not been performed by Nurse
Alice on the previous visit. Nurse Sarah
reported this incident to her clinical supervisor.

Pause to answer the following reflective
questions:

What steps should Nurse Alice have taken to
provide care for this client?

Can you identify other concerns with Nurse
Alice’s practice?

Have you ever identified nursing care that was
missed? If so, how did you handle the
situation?

Discussion:

As soon as Nurse Alice realized there were no
wound care supplies in the home, she should
have made arrangements to secure wound care
supplies for Client M and rescheduled the visit
to complete the dressing change. In addition,
Nurse Alice pre-documented client care that
was never performed and submitted
documentation that did not accurately reflect
the visit or care provided. Nurse Alice not only
neglected client care, but she also falsified the
client’s medical record. Falsification of client
medical records is a violation of the NPA.

Conclusion

As you can see from the scenarios, nursing
practice can greatly impact the delivery of safe,
competent client care. This article presented
nurses with information and resources to
enhance their knowledge of the NPA and NCAC
and identified at-risk behaviors that could lead
to nursing negligence. It is important for
nurses to reflect on their current nursing
practice to ensure they are not putting
themselves or their clients at risk.
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Online Bulletin Articles

Negligent Nursing Practice: What You

Need to Know (1 CH)

o Patient Care and Documentation: The
Balancing Act (1 CH)

o Nursing Regulatory Agencies and

Advocacy Organizations: What is the
j Difference? (1 CH)
Implications for Use of Marijuana and

A

W

— o
—r—— S AR

Marijuana Containing Products Among
Nurses (1 CH)

[ 4l

For more articles, or follow instructions above.

Orientation Session For Administrators of Nursing
Services and Mid-Level Nurse Managers

Learn about 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.
(4.5 CHs).

For the 2022 sessions below, the format
and time will be announced closer
to the session date.

March 22
April 26

September 13
October 4

$40.00 fee (non-refundable)

(Note: You will be notified of any date or
format changes)

Register online at www.ncbon.com. Registration at least two weeks in advance of a scheduled
session is required. Seating is limited. 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.


https://www.ncbon.com/education-continuing-education-overview
https://www.ncbon.com/

NCBOARD
:NURSING

NCBON

Practice Consultant

Presentation

NCBON Practice Consultants are available to provide educational presentations upon request. To
request a practice consultant, please complete the Presentation Request Form online and submit it per
form instructions. The NCBON will contact you to arrange a presentation. A minimum of 30 licensed
nurses (APRN, RN, or LPN) are required for presentations.

Standard Presentation Offerings

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 CHs)

Video On-Demand also available

2 hours — Defines and contrasts each scope,
explains delegation and accountability of nurse
with unlicensed assistive personnel, and
provides examples of exceeding scope.

Delegation: Responsibility of the Nurse
(1CH)

1 hour — Provides information about delegation
that would enhance the nurse’s knowledge,
skills, and application of delegation principles to
ensure the provision of safe competent nursing
care.

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

1 hour — Assists RNs, LPNs, and employers of
nurses in understanding the LPN scope of
practice.

Nursing Regulation in NC (1 CH)

1 hour — Describes Board authority,
composition, vision, function, activities,
strategic initiatives, and resources.

Introduction to Just Culture and NCBON
Complaint Evaluation Tool (1.5 CHs)

1 hour and 30 minutes — Provides information
about Just Culture concepts, role of nursing
regulation in practice errors, instructions in use
of NCBON CET, consultation with NCBON
about practice errors, and mandatory reporting.
Suggested for audience NOT familiar with Just
Culture.

Introduction to the NCBON Complaint
Evaluation Tool (1 CH)

1 hour — Provides brief information about Just
Culture concepts and instructions for use of the
NC Board of Nursing’s Complaint Evaluation
Tool, consultation with NCBON about practice
errors, and mandatory reporting. Suggested for
nurses in leadership positions already familiar
with Just Culture.
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DISCIPLINARY ACTIONS

Nurse License Type License # [Final Action Final Action
Date
Andrea D'lynn Holland RN Permanent License (225680 Show Cause Suspension 5/3/2021
Christina Michele Mcneil ~ |RN Permanent License 240056 Reprimand with Conditions 5/4/2021
Pamela Grace Faulkner RN Permanent License 102155 Suspension 5/4/2021
Melissa Ann Martin RN Permanent License (279443 Reprimand with Conditions 5/5/2021
Ryan Kalasz RN Permanent License (282632 Probation 5/6/2021
Tiffany Burleson Waldrop |RN Permanent License [261384 Show Cause Suspension 5/6/2021
Tammi Candice Wynn RN Permanent License (225050 Referred to CDDP 5/6/2021
Felicia Cottrell RN Permanent License 294569 Extension of PL 5/7/2021
Cynthia Garcia LPN Permanent License (80065 Show Cause Suspension 5/7/2021
Anastasia Chinyere Ezeigbo [RN Permanent License [248926 Suspension 5/10/2021
Sandra Wellman Skipper  |RN Permanent License (139895 Show Cause Suspension 5/10/2021
Ashley Smith Vaughn RN Permanent License (208593 Probation with Drug Screening 5/11/2021
Kimberly June Mullins RN Permanent License [199483 Referred to CDDP 5/13/2021
Roseann Smith RN Permanent License [159665 Reprimand with Conditions 5/14/2021
Malkum Alfred Wilson LPN Permanent License (63814 Reprimand & Probation 5/17/2021
Kenyatta Monique Rose LPN Permanent License (81626 Reprimand with Conditions 5/18/2021
Tina Marie Williams LPN Permanent License [61668 Initial Licensure Granted with 5/20/2021
Conditions

Elizabeth Leigh Sumner RN Permanent License (242208 Show Cause Suspension 5/21/2021
Melinda Coleman RN Permanent License [288085 Reprimand with Conditions 5/21/2021
Jeffery Craig Simpson RN Permanent License [267656 Reprimand with Conditions 5/21/2021
Kirk Dean Tedrow RN Permanent License [264504 Referred to CDDP 5/21/2021
Pamela Jean Rouse RN Permanent License 240718 Show Cause Suspension 5/25/2021
Paul Michael Piracci RN Permanent License (290744 Referred to CDDP 5/25/2021
Tosha Demene Sykes LPN Permanent License (66750 Show Cause Suspension 5/26/2021
Miranda Nicole Parker RN Permanent License [195955 Suspension 5/26/2021
Alicia Lynn Finch RN Permanent License 265818 Suspension 5/27/2021
Betty Bass Watson LPN Permanent License 69008 Suspension 5/27/2021
Carmen Samantha Daniel ~ [RN Permanent License |168591 Suspension 5/27/2021
Joshua Shane Pafford Compact RN 9413371 |Suspension of Privilege to Practice |5/27/2021
Becky Venhuizen Harrison |[RN Permanent License |184794 Suspension 5/27/2021
Carol Ann Magni LPN Permanent License (32098 Suspension 5/27/2021
Robert Stockton RN Permanent License (312904 Suspension 5/27/2021
Robyn Roscoe Compact LPN 34904 Suspension of Privilege to Practice |5/27/2021
Teresa Clay Brakemeyer RN Permanent License [144712 Suspension 5/27/2021
Sharon Ann Everett RN Permanent License [146766 Suspension 5/27/2021
Somer Elizabeth Ballard LPN Permanent License (81169 Suspension 5/27/2021
Ashley Smith Vaughn Nurse Practitioner 5004550 |Suspension 5/28/2021
Robert Howard Peyton LPN Permanent License (65964 Show Cause Suspension 6/7/2021
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Teresa Lynn Bratton RN Permanent License [173682 Reinstatement with Conditions 6/8/2021
Laura Candler Lowery RN Permanent License |103822 Reprimand with Conditions 6/9/2021
Pamela Jean Rouse RN Permanent License (240718 Suspension 6/9/2021
Angela Marie Terrell LPN Permanent License (83457 Show Cause Suspension 6/10/2021
Laurabeth Bentley RN Permanent License (245753 Suspension 6/17/2021
Megan Marie Brown LPN Permanent License (73222 Reprimand with Conditions 6/17/2021
Dana Nicole Wingate LPN Permanent License (70657 Reprimand with Conditions 6/23/2021
Megan McLaughlin LPN Permanent License (88542 Suspension 6/28/2021
Anna Kellum Hill RN Permanent License (247937 Reprimand & Probation with Drug (6/30/2021
Screening
Colleen Marie Smith RN Permanent License |227419 Suspension 7/1/2021
Colleen Marie Smith RN Permanent License (227419 Show Cause Suspension 7/6/2021
Cody Lee Raymer RN Permanent License |317586 Show Cause Suspension 7/8/2021
Gloria Boit LPN Permanent License (87243 Show Cause Suspension 7/12/2021
Barbara Ritzert Harbeck RN Permanent License {119390 Reprimand & Probation with Drug (7/13/2021
Screening
Lisa Summers Nesbitt RN Permanent License |107233 Reprimand with Conditions 7/13/2021
Sarah Pressley RN Permanent License 271421 Suspension 7/14/2021
Carolyn Sue Haines RN Permanent License |184415 Probation 7/16/2021
Mirian Myers Stokes RN Permanent License 150956 Reprimand 7/19/2021
Lesliecann Marie Alejandre |LPN Endorse Candidate |[ALEJ- Initial Licensure Granted with 7/19/2021
GHNVM |Conditions
Gabrielle Nicole Taylor RN Permanent License (336788 Initial Licensure Granted with 7/19/2021
Conditions
Vanessa Morgan Ray RN Permanent License [296781 Reprimand with Conditions 7/21/2021
Amanda Kristen Campbell RN Permanent License |277891 Reprimand with Conditions 7/21/2021
Emily Southerland RN Permanent License (234633 Show Cause Suspension 7/22/2021
Tanya Brown Fritz RN Permanent License |263454 Show Cause Suspension 7/22/2021
Dana Troutman Sain Nurse Practitioner 5006263 |Reinstatement with Conditions 7/23/2021
Renae D. Contreras RN Permanent License |180180 Referred to CDDP 7/23/2021
Ronda Sellers Arthur RN Permanent License 152029 Referred to CDDP 7/26/2021
Elizabeth Susan Guernsey |RN Permanent License |306808 Suspension 7/27/2021
Brian Daniel Borowski RN Permanent License (256552 Show Cause Suspension 7/28/2021
Kelli Nicole King Nurse Practitioner 5006033  |Suspension 7/29/2021
Kelli Nicole King RN Permanent License (218613 Suspension 7/29/2021
Audra E Boyd RN Permanent License (306574 Reprimand & Probation with Drug [8/4/2021
Screening
Donna Hutchins Compact RN 1200063  |Reprimand with Conditions 8/4/2021
Rebecca L Banks Compact LPN 2041028 |Reprimand with Conditions 8/6/2021
Heather R Butler LPN Permanent License (89403 Reprimand with Conditions 8/9/2021
Shannon Lynn King LPN Permanent License [78657 Reprimand with Conditions 8/9/2021
Steven Anthony Gonsalves |RN Permanent License (220529 Referred to CDDP 8/10/2021
Kristi Anne Powell RN Permanent License (266693 Show Cause Suspension 8/12/2021




DISCIPLINARY ACTIONS

Nurse License Type License [Final Action Final Action
# Date
Walter Bryant Allen Compact RN 83275  [Suspension of Privilege to Practice  |8/13/2021
Renda Lorraine Wilson RN Permanent License (229143 |Suspension 8/17/2021
Frannette Sheffield Miller RN Permanent License |[319952 |Reprimand & Probation 8/17/2021
Mckenzie Williams Hampton [Nurse Practitioner 5004891 |Suspension 8/19/2021
Mckenzie Williams Hampton RN Permanent License |194798 |Suspension 8/19/2021
Christy Powell Dehne RN Permanent License (153162 |Reprimand & Probation 8/19/2021
Lauren Germain Almassy RN Permanent License (292771 [Referred to CDDP 8/19/2021
Pamela Mcmasters Haywood [LPN Permanent License {17298  |Reprimand with Conditions 8/23/2021
Kaitlin Suzanne Thomas RN Permanent License (223460 (Show Cause Suspension 8/23/2021
Lindsay Elizabeth Brodrick  [RN Permanent License [208285 |Suspension 8/23/2021
Virginia Shelton Cochran RN Permanent License (122632 [Referred to CDDP 8/25/2021

Disciplinary Actions from May 1 to August 31, 2021

The nurses listed above had disciplinary action taken against their licenses through a published consent order.
While every effort is made to ensure the accuracy of this information, the Board’s licensure verification

system should be utilized as the primary source for verification. You can obtain information about these
disciplinary actions from the Board’s website,
Licensure or under the

The next edition of The Bulletin will be released February 2022.

, using the

under

section under Discipline & Compliance.
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