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It was indeed an honor and privilege to serve as Board President this past year.  The opportunity to work alongside, learn from and be supported by such fine individuals as my fellow Board members has been greatly appreciated.  Thanks so much also to the supportive staff and legal counsel at the Board of Nursing who function in the Board’s behalf to assure that we have all that we need to carry out the work of the Board.  You do a fantastic job!

As the year 2000 drew to a close, the Board of Nursing had considered several issues to include: the nursing shortage; the Institute of Medicine’s (IOM) published report on system errors, the mutual recognition model of nursing regulation, and competency validation.  Additionally, the Board continues to hear cases based on complaints alleging violations of the Nurse Practice Act.  With its goal to protect the public from unsafe practitioners, the Board continues to strategically refine the disciplinary process rendering fair and impartial decisions based on the evidence provided.

The Joint Commission on Health Care conducted a study on recruitment/retention of qualified nurses which served to validate the nursing shortage in Virginia.  National Council of State Boards of Nursing has suggested that member boards create strategic solutions for nursing shortages, be proactive in dealing with the issue and deal with it as a strategic initiative.  National Council has passed a resolution to create a task force to explore the future of nursing from a regulatory perspective. They will examine and evaluate the educational, practice and licensure requirements necessary to assure the public’s health, safety and welfare.

In consideration of the IOM report on system errors, nurses should continue to be an integral part of the process that identifies high-risk activities related to patient safety and be proactive in applying knowledge based information in an effort to reduce the risks.  Whatever healthcare setting we find ourselves in, we should take an active part in offering guidance and improvement in the area of patient safety issues to enhance professional and organizational performance.  Focus should be on the system that allowed the error to occur rather than the individual that made the error.  Certainly the Board must balance this when an individual is in violation of the Nurse Practice Act and a discipline issue is before the Board with that nurse.  We should assist in creating an environment that seeks to encourage identification of errors and remedial steps to reduce the change of future errors.  Practice deficiencies should be identified and promptly addressed as we are entrusted with the most important responsibility in nursing, to protect the patient.  Nurses are encouraged to know the Nurse Practice Act and to document meticulously to include interactions with physicians and non-compliant patients.

With Mutual Recognition, a nurse maintains only one license in his or her state of residency and may practice in other compact states.  The nurse agrees that he or she is subject to the practice laws of each state and the jurisdiction of the Board of Nursing and court of that state.  Likened to a driver’s license, mutual recognition reduces the requirement to hold multiple state nursing licenses.  Information is shared as well as interstate discipline issues.  Each state legislature must adopt the “Nurse Licensure Compact” and to date, twelve states have entered the Compact with Virginia not yet joining in.  However, the Board has considered and supported the concept.  As with any system, the goal of public protection must be maintained.

Competency validation continues to be a critical issue as increasing numbers of nurses are practicing in areas beyond their level of competency, which is placing their nursing license in jeopardy of disciplinary action.  Additionally, validating continuing competency with written and practical demonstration is an ever-important need for health care facilities and agencies as standards for patient safety and quality patient care is maintained.

The Board continues to hear cases involving impairment issues.  Often, the practitioner is referred to Virginia’s Health Practitioner’s Intervention Program (HPIP) which continues to be a viable path of rehabilitation for the nurse.  In some cases, disciplinary action against a license may be stayed, contingent upon the individual’s compliance with the HPIP monitoring contract and its terms.

It was my privilege to attend the 2000 National Council of State Boards of Nursing meeting in Minneapolis this past year.  Proposed strategic initiatives for 2001 – 2004 include governance and leadership development, testing nurse competence, regulatory effectiveness, national policy influence and developing information technology solutions valued by Board members for critical board activities. Networking with other member board Presidents effectively demonstrated that these are common issues currently in focus for Boards of Nursing nationwide.

Finally, on behalf of the Board of Nursing, I extend a warm thank-you to the nurses of Virginia for the lives you touch every day.  You are indeed a blessing to the patients whom you serve.  Much continued success to you in the exciting days ahead.  And as the nursing shortage continues, do whatever you can to recruit more people into this great profession!
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Update on Continued Competence

By Shelley F. Conroy, R.N., Ed.D, M.S.

Vice President

One of the five strategic initiatives adopted by the National Council of State Boards of Nursing (NCSBN) for 2001-2004 is to “develop and pilot test approaches to assess continued competence.”  NCSBN defines competence as “the application of knowledge and interpersonal decision-making and psychomotor skills expected for the practice role, within the context of public health, safety and welfare.” In order for a board of nursing to enact regulations to address competence in licensees, it must determine the basis for assessing competence that is applicable to every nurse in every practice role, as well as address the continuum of practitioner experience (e.g., new graduate, applicants for renewal of licensure, applicants who have been disciplined by the board and applicants for re-entry to practice).  In each of these cases, the nurse would be expected to apply knowledge and skills at the appropriate level required for a particular situation, demonstrate responsibility and accountability for practice and decisions, and restrict and/or modify his/her practice if he or she is unable to safely perform essential functions of the nursing role due to mental, emotional or physical disabilities.

The assurance of competence is a complex process which requires assessment of the nurse’s practice in relation to identified and accepted standards of nursing practice that are relevant to the practice area of the licensee.  Typically, competence assessment can be accomplished by a variety of mechanisms such as peer review, professional portfolios, professional certification, testing or re-testing.  Assessment can occur at every license renewal or through random and/or triggered audits.


The 1999 report of the Institute of Medicine focused on various types of errors and preventable adverse events that occur within the health care delivery system. One of the nine recommendations in this report was that health professional licensing bodies should implement periodic re-examination and re-licensing. The predominant philosophy in the United States (and in Virginia) today is to focus on problem practitioners who are identified through the Board’s disciplinary process. 

In 2000, the House Rules Committee of the Virginia General Assembly directed the Joint Commission on Health Care to conduct a study concerning adverse medical events, current medical safety initiatives in Virginia and to develop specific recommendations for implementation of patient safety measures. The study noted that while the Board of Medicine, as well as the Board of Pharmacy, has continuing education requirements, the Board of Nursing does not. They point out that 32 states have some type of continuing education requirement for relicensure. One of the policy options recommended by the Joint Commission in their report was for the Virginia General Assembly to introduce legislation establishing continuing education requirements for the Board of Nursing, and that some of this education should address the promotion of patient safety and the prevention of medical errors.

The Virginia Board of Nursing began active dialogue regarding continued competence in 1998.  The committee on continued competence in nursing was formed, and began investigating options and assessment methods.  Subsequently, the Committee of the Joint Boards of Medicine and Nursing has recommended amendments to the current regulations governing the practice of nurse practitioners requiring the practitioner to maintain continued certification for license renewal or to complete prescribed continuing education. Additionally, in July, 2000, the NCSBN Advanced Practice Task Force recommended proposed Uniform Advanced Practice Registered Nurse Licensure Requirements. These include maintaining national certification in the appropriate APRN specialty through an ongoing certification maintenance program of a nationally recognized certifying body, or applicants for whom no recognized certification is available must participate in a competence maintenance program.

The Virginia Board of Nursing Continued Competence Committee will be meeting again this spring to consider developing proposed regulations regarding assessment of continued competence for nurses who have been disciplined, are reentering practice, or who are renewing their licenses. There is no easy answer, but because we are charged with protecting the public through the safe and competent practice of nursing, we must address the issue.

                                                                                                                                                                                ((
(4)

Expanded Prescriptive Authority


On July 1, 2000, prescriptive authority for licensed nurse practitioners was expanded to include Schedule V drugs and devices.  Schedule IV drugs will be added on January 1, 2002, and Schedule III drugs will be added on July 1, 2003.  Those wishing to prescribe Schedule V drugs must send an amended practice agreement to the Board of Nursing, apply for a Controlled Substances Registration from the Board of Pharmacy, and then apply for a Drug Enforcement Administration (DEA) registration.


House Bill 2093 passed this session of the General Assembly and will become effective July 1, 2001.  This new law exempts both nurse practitioners and optometrists from the requirement to have the State Controlled Substances Registration from the Board of Pharmacy.  After July 1, 2001, therefore, the nurse practitioner seeking expanded prescriptive authority will no longer need to apply for the Controlled Substances Registration but will continue to be required to submit a new practice agreement and apply for the DEA registration.

                 



HEALTH PRACTITIONER’S INTERVENTION

PROGRAM

Health Practitioners’ Intervention Program

The Department of Health Professions has a contract with Virginia Monitoring, Inc., to provide confidential services for the health practitioner licensed by one of the 13 health regulatory boards, who may be impaired by any physical or mental disability, or who suffers from chemical dependency. The Health Practitioners’ Intervention Program is open to any person who is or was licensed, registered or certified. Applicants who are fully eligible to be licensed, certified or registered, are also eligible to participate in the program.

The purpose of the Health Practitioners’ Intervention Program (HPIP) is to increase the number of practitioners who will seek assistance as an alternative to disciplinary action, thereby enhancing public protection, as well as providing an alternative for the practitioner. Available services include assessment, evaluation, referral, intervention, coordination, monitoring and advocacy.

For those practitioners who may be eligible, steps may be initiated to obtain a stay of disciplinary action to allow the practitioner to focus on recovery from impairment. A seven-member committee of practitioners experienced in working with impaired individuals oversees the program and makes decisions on requests for stayed disciplinary action.

As of February 1, 2001, there are 641 active participants in the program. Board of Nursing licensees or certificate holders comprise 63.9% of that total. Specifically 269 registered nurses, 9 CRNA’s, 8 nurse practitioners, 101 licensed practical nurses, 25 certified nurse aides and 1 massage therapist are enrolled. To date, 146 persons under the Board of Nursing have been granted stays of disciplinary action.

Representatives of Virginia Monitoring, Inc. are available to provide statewide mental health and substance abuse education within the professions. Someone at Virginia Monitoring can be reached at any time – day or night – by calling toll free 1 (888) 827-7559, for assistance. 

(
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Massage Therapy News

Massage Therapy News

Facts About Virginia Certified Massage Therapists
Facts About Virginia Certified Massage Therapists

· There are 2,337 Certified Massage Therapists

· In fiscal year 2000, there were 17 complaints about the practice of Certified Massage Therapists.  Two were found in violation of the law or regulations, and had disciplinary action taken against their license.

Periodic Review

Periodic review of the Regulations Governing the Certification of Massage Therapists began in 2000.  This review is required by the Administrative Process Act, § 9-6.14:25, Executive Order Twenty-Five (98) and Executive Order Fifty-Eight (99).  Each existing regulation of agencies within the executive branch must be reviewed at least once every three years. Requests for comments on the existing regulations were sent to those on the Board of Nursing Public Participation Guideline mailing list in May, 2000, and comments were accepted until July 1, 2000.

One person wrote that the laws and regulations need to be tougher in order to protect the health and safety of the public.  The writer said that “educational standards should be increased from a 500-hour program to a requirement of 1,000 hours of training, as is required in other states with higher standards.  A 500-hour program does not give a massage therapist enough background to understand the diseases and trauma they may encounter with a patient.  There should also be oversight of the practice by the local health department.”
Several persons commented that the public is not adequately protected by the current law and regulation because persons without the education and qualifications required for certification are able to practice massage therapy by using a title other than “certified massage therapist” or “massage therapist.”  One person wrote that the scope of practice for massage therapy in the Code is appropriate, but that licensure should be required rather than certification.

Another  person wrote that “the regulation on certification by endorsement should be clarified to make it clear that 500 hours and passage of the national certification examination are required for certification in Virginia.  The phrase, “in the opinion of the board” does not provide enough guidance to applicants about the acceptability of their qualifications.” Another requested that the board consider a rule requiring massage therapists to maintain national certification for renewal, stating that continuing education is necessary for public health and safety.

The Ad Hoc Advisory Committee on Massage Therapy held a public meeting on August 16, 2000, to review comments and to conduct a review of regulations.  The committee, chaired by Carol King, LPN member of the Board, and 4 certified massage therapists also discussed related issues including lesser-qualified persons performing massage and potentially placing the public at risk.  Based on the concerns expressed at the meeting and in the public comment, the Advisory Committee voted to request that the Board recommend specific amendments to regulations.

As a result, the Board recommended amendments to its regulations that address concerns about the continued competency of certificate holders.  These include continuing education or a requirement for current certification by the National Certification Board for Therapeutic Massage and Bodywork (NCBTMB) for renewal of the certification as a massage therapist.  Maintaining the NCBTMB certification necessitates continuing education or experience.

The Board also recommended amendments to the requirements for certification by endorsement to clarify that an applicant who is licensed or certified in another state or country must have met qualifications substantially equivalent to those currently required in Virginia.

The Board has no authority under current law to restrict the practice of massage therapy to those it certifies.  The limits of certification protect the use of certain titles, but do not ensure that an insufficiently trained person is prohibited from performing therapy.

Once the review of the regulations is approved by the Governor, the public will be notified of the intended regulatory action and given an opportunity to comment on the proposed amendments.  The Board will then develop and adopt specific language for the amendments.

(6)

Changes in Fees

Fees for Certified Massage Therapists, effective March 14, 2001 are:

· Application and initial certification
$105

· Biennial renewal
  $70

· Late renewal
  $25

· Reinstatement of certification
$120

· Reinstatement after suspension or revocation
$150

· Duplicate certificate
    $5

· Replacement wall certificate
  $15

· Verification of certification
  $25

· Transcript of all or part of applicant/certificate holder records………………$25

· Returned check charge
  $25
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FEE CHANGES

On April 12, 2000, the following fees for nursing licensure became effective:

· Application for licensure by examination.
$105

· Application for licensure by endorsement
$105

· Re-application for licensure by examination
  $25

· Biennial licensure renewal
  $70

· Late renewal
  $25

· Reinstatement of lapsed license 
$120

· Reinstatement of suspended or revoked license 
$160

· Duplicate License 
    $5

· Replacement of wall certificate
  $15

· Verification of License 
  $25

· Transcript of all or part of applicant/licensee records
  $25

· Returned check charge
  $25

· Application for CNS registration
  $95

· Biennial renewal of CNS registration
  $60

· Reinstatement of lapsed CNS registration
$105

· Verification of CNS registration to another jurisdiction
  $25

· Late renewal of CNS registration
  $20

Effective April 11, 2001, fees for Licensed Nurse Practitioners will be:

· Application
  $85

· Biennial licensure renewal
  $50

· Late renewal
  $20

· Reinstatement of licensure
  $85

· Verification of licensure to another jurisdiction
  $25

· Duplicate license  
    $5

· Duplicate wall certificate
  $15

· Return check charge
  $25

Also on April 11, 2001, the fees for prescriptive authority will be:

· Initial issuance of prescriptive authority
  $50

· Biennial renewal
  $25

· Late renewal
  $10

· Reinstatement of lapsed authorization
  $60

· Reinstatement of suspended or revoked authorization
  $85

· Duplicate of authorization
    $5

· Return check charge
  $25

Fees should be made payable to the Treasurer of Virginia and are non-refundable.


TIPS FOR RENEWAL

When renewing your license or certificate, do not send overnight or certified letters to the Post Office Box contained on the renewal form.  This actually delays the renewal process.  Instead, send them to the Board office at 6606 West Broad Street, 4th Floor, Richmond, VA 23230-1717.  Please note that using the envelope on the renewal form instead of overnight or certified mail facilitates the renewal process.


NURSE AIDE REGISTRY NEWS

Some Facts about the Virginia Nurse Aide Registry….

· There are approximately 34,000 certified nurse aides in Virginia

· Currently, there are 235 approved nurse aide education programs in Virginia:  85 located in nursing homes or hospitals; 81 in public schools; 29 in community colleges; and 26 in other proprietary schools.  (14 approved programs have requested inactive status.)

· In fiscal year 2000, we received 655 complaints about the practice of individual C.N.A.s or C.N.A. applicants.  Approximately 50% of complaints received were not investigated due to lack of jurisdiction or the complaint alleged not being a violation of law or regulation governing practice.  

· A total of 668 disciplinary cases were closed during fiscal year 2000.  Following investigation and administrative proceedings, 157 violations of law or regulation were founded against C.N.A.s.   68 Adverse Findings were made on C.N.A.s in 2000: 45 Findings of Abuse; 14 Findings of Neglect; and 9 Findings of Misappropriation of resident property.    **An adverse finding prohibits the C.N.A.’s employment in a long-term care facility that receives Medicare or Medicaid funding.      

Update on Nurse Aide Testing

In Virginia, the examination for certification is called the NNAAP (National Nurse Aide Assessment Program).   It is the same exam used in more than 30 states across the country.   ASI (our testing contractor) is responsible for developing, administering and scoring the NNAAP exam.   The NNAAP involves both a written and manual skills portion to the exam, and is given in 19 test sites across the state. 

In 2000, a total of 4,227 written exams and 4,692 skills exams were administered in Virginia.   The overall passage rate was 77 % for the written exam and 60% for the skills exam.   The lower passing rate seen on the skills portion is a reflection of changes in testing implemented in August, 1999, which began requiring candidates to pass 5 out of 5 skills tested.   Consistently, the individual skills with the lowest passing rates continue to be taking and recording pulse and respiration, taking and recording blood pressure, taking and recording oral temperature, providing perineal care, and providing catheter care.   Assisting the client with use of a bedpan and positioning the client on his side also prove to be challenging to candidates.

ASI is in the process of reviewing the NNAAP exam.  Subject-matter experts from around the country met in Chicago in October, 2000, to discuss the cut score of the written portion of the exam.   Similarly, ASI hosted a meeting in late February, 2001, with expert representatives to take a close look at the cut scores of the skills portion of the exam.   There was a representative from Virginia attending both meetings.   Future meetings are also planned.  ASI anticipates the implementation of changes to both the written and skills portions of the NNAAP to be sometime in the 4th quarter of 2001.  We will keep all nurse aide education programs and employers posted in advance of any changes that occur with the NNAAP exam. 

A Few Things C.N.A.s and Their Employers Should Know at Renewal Time

· We will automatically mail your C.N.A. renewal form to the address of record you maintain with the Board at least 30 days in advance of your expiration date.  Please remember to notify us in writing of any change of address you have (as required in regulations) so that you will receive your renewal form before your certification expires.  (You must provide your social security or certificate number on your address change request.)  Renewal forms will not be forwarded to new addresses by the post office.   

· In case you have not renewed your certificate to practice as a nurse aide recently, please be aware that there was an increase in the renewal fee last year.  As of April 12, 2000, the fee for renewals and reinstatements is now $45.   This continues to renew your certification for two years, provided you meet the work requirements.

· In order to be eligible for renewal, C.N.A.s must have performed nursing-related activities for compensation during the two-year renewal cycle.   This is a federal and state requirement to which there are no exceptions.   The renewal form requires you to sign a statement verifying you have done so and informs you the renewal fee is nonrefundable if you do not meet this work requirement.  Please be sure of this before you mail it in!   The C.N.A. renewal form also requires an employer to sign verifying that the C.N.A. has performed such activities for compensation within the two-year period prior to the expiration date on their certificate.   
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Renewal Time (continued from page 9)
·  By signing the form, employers are NOT verifying that the C.N.A. has worked during the entire two-year period or even that the C.N.A. is still working in that capacity.  Signing the form only indicates that the C.N.A. did work for some period of time within the two-year period.

Proposed Legislation for Advanced Certification for Nurse Aides 

It appears that an advanced level of certification for nurse aides may be on the way.   During the 2001 session of the General Assembly, legislation was proposed to establish an advanced level of certification that would indicate enhanced competence in patient care tasks and enable C.N.A.s to expand their scope of responsibilities and duties delegated to them.  

House Bill 1778, as amended in the nature of a substitute, passed both the House and Senate and is now awaiting the Governor’s review and signature.  If signed into law by the Governor, the Board of Nursing would begin the work of developing the requirements and regulations for such certification program, including the approval of the education and training programs and establishing competence requirements for initial certification and possibly for renewal.  This advanced certification would be renewed every two years, with fees in addition to the basic certification as a nurse aide.  Stay tuned!


PAYING IN PERSON?

Exact Change Only

When coming to the Board of Nursing office to pay a fee, please ensure that you have exact change if paying in cash.  The Board does not keep cash and is unable to make change.

License Verification

If you need the Virginia Board of Nursing to verify your license to another state Board, a $25.00 fee will be charged for this service.  Be sure to enclose a personal check or money order made payable to the Treasurer of Virginia with the verification form or your request.
Change of Name or Address

Every licensee and certificate holder is responsible for notifying the Board office in writing of any change of name or address within 30 days of such change.  Name changes must be accompanied by legal documents.  All requests for changes MUST include your social security number or Virginia license or certificate number.  We will not be able to process these requests without this information.
Disclosure

                      of

                         Addresses …

Some licensees have expressed concern that their residence address is accessible.  Consistent with Virginia law and the mission of the Department of Health Professions, addresses of licensees are made available to the public.  This has been the policy and the practice of the Commonwealth for many years.  However, the application of new technology makes such information more accessible.

In most cases it is permissible for an individual to provide an address of record other than a residence, such as a Post Office Box or a practice location.  Changes of address may be made at the time of renewal or at any time by written notification to the appropriate health regulatory board.  Please be advised that all notices from the Board, including renewal notices, licenses, and other legal documents, will be mailed to the address provided.



The Nurse Practice Act and Patient Abandonment

By Shelley F. Conroy, R.N.,Ed.D.,M.S.,Vice Presiden

The Board has received numerous inquiries regarding what constitutes patient abandonment and the imposition of mandatory overtime by employers. These inquiries usually are the result of situations encountered by RNs, LPNs, as well as CNAs in relation to their work assignments. Patient abandonment is not defined in the Virginia Nurse Practice Act (§54.1-3007). For patient abandonment to be a violation of the Nurse Practice Act, it must be determined to meet either subsection 2: “unprofessional conduct,” or subsection 5:  “practicing in a manner contrary to the standards of ethics or in such a manner as to make his practice a danger to the health and welfare of patients or to the public.”  The term patient abandonment is referred to in the Board regulations as a cause for discipline for nurses (18 VAC 90-20-300) and CNAs (18 VAC 90-20-360).  


Mandatory overtime usually refers to situations when the employer requires the nurse or CNA to remain on the job after the end of their scheduled work hours. It has also been imposed to require employees to come in to the workplace on unscheduled work days or hours.  This is usually a result of staffing shortages at the facility.  Nurses often ask if the employer can actually require them to remain on the job, and what will happen if they refuse to stay or come in to work?  It is frequently reported that they have been told if they refuse to work, they will be fired, and reported to the Board for “patient abandonment.” 

The term “patient abandonment” should be differentiated from the term “employment abandonment,” which becomes a matter of the employer-employee relationship and not that of the Board of Nursing.  It should be noted that from a regulatory perspective, in order for patient abandonment to occur, the nurse or CNA must have first accepted the patient assignment and established a nurse-patient relationship, then severed that nurse-patient relationship without giving reasonable notice to the appropriate person (supervisor, employer) so that arrangements can be made for continuation of nursing care by others.  Providing appropriate nursing personnel to care for patients is the responsibility of the employer.  Failure of a nurse to work beyond his/her scheduled shift, refusal to accept an assignment, refusal to float to another unit, refusal to report to work, and resigning without notice, are examples of employment issues, and not considered by the Board to constitute patient abandonment.

  The nurse manager/supervisor is accountable for assessing the capabilities of personnel in relationship to client needs and delegating or assigning nursing care functions to qualified personnel.

  The manager/supervisor’s responsibility also includes making judgments about situational factors (e.g., fatigue, lack of sleep, lack of orientation and training to a particular unit) that would influence the nurse’s capability to deliver safe, effective care. The nurse manager should be aware that he/she could be subject to disciplinary action by the Board for assigning patient care responsibilities to staff when the manager knows, or should reasonably know, that the assignment may affect the competency of the nurse. Additionally, Joint Commission on Accreditation of Healthcare Organization standards say that a nurse must be provided an orientation to the unit they are assigned, as well as training and credentialing in the specialized skills of the particular unit.  

Licensed nurses and CNAs are accountable for the nursing care they provide.  Before accepting an assignment, it is most important that the nurse have the knowledge, skills, and abilities to safely perform the tasks assigned.  If a nurse arrives for work and determines it would be unsafe to provide the care assigned, the nurse should immediately contact the supervisor, explain his/her concerns, and request assistance in planning and providing safe, effective care based upon the available resources in the agency.  Such assistance might include additional staff, additional assistance by other individuals for specific activities, prioritizing care or activities and notifying others regarding limitations to be imposed on providing optimal care delivery during the period of understaffing.  Regardless of the staffing situation, when a nurse or CNA accepts an assignment, he/she will be held to the standard of delivering safe care, protecting patients from harm, monitoring client responses to medical and nursing interventions, communicating with other professionals regarding patient status and accurate documentation of care that has been delivered.

To summarize, patient abandonment can only occur after the nurse has come on duty for the shift and accepted his/her assignment.  If the nurse or CNA leaves the area of assignment during his/her tour of duty prior to the completion of the shift and without adequate notification to the immediate supervisor, it is possible the Board would consider taking disciplinary action.  However, when a nurse refuses to remain on duty for an extra shift beyond his/her established schedule, it is not considered patient abandonment should the nurse choose to leave at the end of the regular shift, provided he/she has appropriately notified the supervisor and reported off to another nurse.
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NCLEX® Testing News

The following are the individuals from Virginia who participated in the NCLEX® Item development panels in the past year:



Connie Cantor, Blackwater, VA
Tammie Piggee, Hampton, VA 

Ashby Watson, Sandston, VA
Rebecca Muse, Charlottesville, VA
The Board would like to thank those participants and alternates who were able to take part in the Item Development process.

PARTICIPATING IN NCLEX® ITEM DEVELOPMENT

The NCLEX-RN® and NCLEX-PN® are developed by many nursing professionals and testing specialists.  There are three different panels:

· ITEM WRITERS – nurses who write the questions (items) with the assistance of the test service

· ITEM REVIEWERS – nurses who review the questions and answers submitted by the item writers

· PANEL OF JUDGES - nurses who recommend the passing standard to the Board of Directors

By participating as an NCLEX® writer, item reviewer or panel judge, you will:

· Promote excellence in nursing

· Network with other nurses from across the country

· Learn how the licensure examinations are developed and have input into the process

· Have an excellent addition to your resume/curriculum vitae

· Have all your expenses paid (airfare, airport transportation, hotel and meals)

You may qualify to serve on an NCLEX® Development Panel if you work in a clinical setting with newly licensed nurses or are a faculty member, and meet the academic requirements.  All of the item development sessions take place in Princeton, NJ.  The sessions are ongoing throughout the year and last three to five days.  The item development panels are assembled one to two months before the session takes place.  Your application will remain active for two years from the date of approval.

To learn more about the NCLEX® Development Panels or access an online application:

· Access the National Council of State Boards of Nursing web site at http://www.ncsbn.org
· Choose NCLEX® from the scroll-down menu of the National Council’s home page
· Click the Section Contents link labeled Developing the NCLEX®

· Click the link labeled Item Development Application
If you do not have access to the Web, you may call the National Council’s Item Development Hotline at 312-787-6555, Ext 496 and leave a message with your name, address and phone number.
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NCLEX-RN®

PASSING STANDARD 


The National Council of State Boards of Nursing (NCSBN) Board of Directors voted during its October, 2000, meeting to retain the current passing standard for the NCLEX-RN®, the national licensure examination for registered nurses.  Because the current standard has been retained, it is not expected there will be a change in passing rates for the exam, as has been experienced historically with increases in the passing standard.  The continuance of the current standard will take effect on April, 1, 2000, coincident with the implementation of the enhanced NCLEX-RN® Test Plan.  


The NCLEX-RN® Test Plan is available free of charge electronically for download or in hard copy for purchase through the National Council of State Boards of Nursing web site  (http://www.ncsbn.org).
USE OF MOUSE AND CALCULATOR


In 1999, National Council’s Examination Committee approved the implementation of a mouse interface and drop-down calculator option for the NCLEX® examination.  Implementation of these enhancements will begin April 1, 2001.

The addition of a mouse interface will permit flexibility in the administration of various items.  The use of a drop-down calculator will provide candidates with the option of using the calculator, if desired.  Candidates may not bring calculators into the testing area.

INCREASE IN NCLEX FEES


NCSBN voted to increase the examination fee from $120 to $200.  The increase will take effect October 1, 2001. 

NEW NCLEX® TEST SERVICE

The NCSBN have selected National Computer Systems (NCS Pearson) as the new test service for the NCLEX® for the RN and PN beginning October 1, 2002.  NCS Pearson is headquartered in Minneapolis, Minnesota and is a global information services company providing testing and software services as well as systems for the collection, management and interpretation of data.  NCS Pearson was selected after thorough review and discussion of a comprehensive proposal outlining every aspect of the NCLEX® .  Contract activities, including build-out of test centers, is already underway.  There will be no interruption in testing for RN or LPN candidates.  The NCLEX® program will continue to be administered by the current test vendor, The Chauncey Group International, until the new contract begins.

NCS Pearson plans to develop 5 test centers in Virginia: Arlington, Lynchburg, Newport News, Richmond and Roanoke.  Nearby cities with test centers will include Johnson City, TN; Raleigh-Durham, NC; Baltimore, MD; Lexington, KY; Harrisburg, PA and Charleston, WV.

Information regarding the NCLEX® may be accessed online at www.ncsbn.org.
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SPRING - 2001











Reappointed to four year term:


Marion Alderman, Citizen Member


Hillsville





Completed term:


Cheryl Skunda, R.N., M.A.
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PROFESSIONAL BOUNDARIES





Janet B. Younger, R.N., Ph.D.


President, Virginia Board of Nursing





In my five years of service with the Board of Nursing, I have observed that a frequent part of the allegations in disciplinary matters concerns some failure of enactment of professional role. Some of these allegations include behaviors such as: taking loans, property or valuable gifts from a patient; taking children or other relatives to work and allowing them to be in contact with the patient or the patient’s property; burdening the patient with the nurse’s own personal problems; too much self-disclosure; or significant personal or sexual involvement with the patient.  Some nurses seem simply not to know how to behave as a professional.  For others, the pressures of personal problems cause them to act on their own needs rather than those of the patient.  Professions have a duty to protect the public, patients and their practitioners from the abuses that can occur in the enactment of professional roles and take action to educate, identify problems, rehabilitate and discipline practitioners.





Principles of boundaries have been identified and serve to partially operationalize expectations that exist in a profession.  These principles relate to clarifying whose needs are being met and whether the needs and dignity of the client are foremost in the interaction. Some of these principles include: (1) The rule of abstinence—a professional must abstain from personal gratification at the client’s expense; (2) The duty to neutrality, not to interfere in a client’s personal relationships; and (3) The fiduciary responsibility, which requires the professional to act in the best interest of the client.  The National Council of State Boards of Nursing has set forth its own definitions of professional boundaries:





Professional boundaries are the spaces between the nurse’s power and the client’s vulnerability.  The power of the nurse comes from the professional position and the access to private knowledge about the client.  Establishing boundaries allows the nurse to control this power differential and allows a safe connection to meet the client’s needs.


Boundary crossings are brief excursions across boundaries that may be inadvertent, thoughtless or even purposeful if done to meet a special therapeutic need. Boundary crossings result in a return to established boundaries but should be evaluated by the nurse for potential client consequences and implications.  Repeated boundary crossings should be avoided.


Boundary violations can result when there is a confusion between the needs of the nurse and those of the client.  Such violations are characterized by excessive personal disclosure by the nurse, secrecy or even a reversal of roles.  Boundary violations can cause delayed distress for the client, which may not be recognized or felt by the client until harmful consequences occur.


 (National Council of State Boards of Nursing, 1996, p. 1-2).





                                                                                                   (continued on page 2)








In boundary situations, it is not necessary for the patient to perceive harm for there to be harm.  Often patients do not perceive harm initially.   Patients may even express a feeling of comfort in knowing that the nurse has problems too. 


                                                                                           (continued on page ?








 They may also be very happy with the extra time and attention and the feelings of self-importance associated with “being chosen” by the nurse. Many times the nurse with these allegations says, “but the patient did not mind”.  However, the Board sees many instances in which the patient or family complains about it later. Instead of relying on what the patient says at the time of occurrence, one of the best ways to tell if a particular action infringes on the professional boundaries is ask, “Whose needs are being met here? Would you put it on your care plan?  And, is this something I will try to keep secret?”.  If so, it is almost certainly something that should not be done. 





Educators, Administrators and Employers. There is potential for prevention or early detection of professional role problems.  Agency policies may do a great deal to educate and strengthen professional boundaries.  Simple statements prohibiting the behaviors described above guide nurses and may help protect agencies from seeming to condone professional role violations. In-service education programs and schools of nursing may educate people about the risks involved and the nature of professional boundaries. Employers may find it useful to consider a tool, such as the Nursing Boundary Index to help staff with self assessment (Pilette, Berck, Achber, 1995).   The tool asks questions such as: Do you ever find yourself relating to patients or peers as you might a family member?  Have you ever acted on sexual feelings you have for a patient?  Do you feel that you are the only one who understands the patient?  Have you ever received feedback that you get “too involved” with patients or families?





There may be an even more effective action.  Sports figures are not the only role models in our society. We should step up and assume the place of role models.  When working with staff or students, we should ask ourselves, “if this person takes what I am doing and does it with a patient, would it be all right”.  Do my workplace actions model dignity, respect and enactment of appropriate professional roles.  If my behavior became the norm, would nursing be a better profession?











National Council of State Boards of Nursing (1996).  Professional Boundaries: A nurses’s guide to the importance of appropriate professional boundaries.  Chicago: Author.  





Pilette, R., Berck, C., Achber, L. (1995). Therapeutic Management of Helping Boundaries.  Journal of Psychosocial Nursing.  Vol 33, No 1.  














From the President





Visit the Website





� HYPERLINK "http://www.dhp.state.va.us/nursing/default.htm" ��http://www.dhp.state.va.us/nursing/default.htm�





The Department of Health Professions has redesigned its website to provide more information in a user friendly format.  The Board of Nursing page contains:





the law and regulations governing nursing and those governing all health professions





a list of guidance documents developed by the Board of Nursing





applications and other forms which can be downloaded





lists of Board members and staff





meeting dates





newsletters





disciplinary lists





approved schools of nursing


RN-LPN-CNA





An online service at the website for employers as well as citizens wishing to check on a specific nurse or other health professional is the “On-Line License Lookup”.  By entering the license number or the first and last name of the licensee, the license number, name, address of record, initial license date and license expiration date is provided.  The database contains information about current, unexpired licensees as well as records of licensees whose license has expired during the past five years.








Professional Boundaries (continued from page 1)





In boundary situations, it is not necessary for the patient to perceive harm for there to be harm.  Often patients do not perceive harm initially.   Patients may even express a feeling of comfort in knowing that the nurse has problems too.  They may also be very happy with the extra time and attention and the feelings of self-importance associated with “being chosen” by the nurse. Many times the nurse with these allegations says, “but the patient did not mind”.  However, the Board sees many instances in which the patient or family complains about it later. Instead of relying on what the patient says at the time of occurrence, one of the best ways to tell if a particular action infringes on the professional boundaries is ask, “Whose needs are being met here? Would you put it on your care plan?  And, is this something I will try to keep secret?”  If so, it is almost certainly something that should not be done. 





Educators, Administrators and Employers. There is potential for prevention or early detection of professional role problems.  Agency policies may do a great deal to educate and strengthen professional boundaries.  Simple statements prohibiting the behaviors described above guide nurses and may help protect agencies from seeming to condone professional role violations. In-service education programs and schools of nursing may educate people about the risks involved and the nature of professional boundaries. Employers may find it useful to consider a tool, such as the Nursing Boundary Index to help staff with self assessment (Pilette, Berck, Achber, 1995).   The tool asks questions such as: Do you ever find yourself relating to patients or peers as you might a family member?  Do you feel that you are the only one who understands the patient?  Have you ever received feedback that you get “too involved” with patients or families?





There may be an even more effective action.  Sports figures are not the only role models in our society. We should step up and assume the place of role models.  When working with staff or students, we should ask ourselves, “if this person takes what I am doing and does it with a patient, would it be all right?”  Do my workplace actions model dignity, respect and enactment of appropriate professional roles?  If my behavior became the norm, would nursing be a better profession?





National Council of State Boards of Nursing (1996).  Professional Boundaries: A nurses’s guide to the importance of appropriate professional boundaries.  Chicago: Author.  





Pilette, R., Berck, C., Achber, L. (1995). Therapeutic Management of Helping Boundaries.  Journal of Psychosocial Nursing.  Vol 33, No 1.  





WORKFORCE DATA COLLECTION





The Board of Nursing has entered into a contract with the Virginia Tech Center for Survey Research to collect data about the nursing workforce in Virginia.  Beginning in Spring 2001, a mail survey will be sent to a representative random sample of 6,000 persons holding licenses or certificates issued by the Board.  The sample will include Registered Nurses, Licensed Practical Nurses, Clinical Nurse Specialists and Licensed Nurse Practitioners. 





Although the Board has always collected information necessary for licensure, it has not been able to collect employment information as that task was not considered an appropriate use of licensing fees, the only source of revenue for the operation of the Board.  A number of nursing organizations, concerned about this lack of data about the nursing workforce, have lobbied to have the Board of Nursing collect this data.  The Joint Commission on Health Care unanimously supported this request. The 2000 General Assembly appropriated $40,000 for fiscal year 2000 and $40,000 for 2001 and directed the Board to collect the following at a minimum:  demographic data on level of education; employment status; employment setting; geographic location of employment; type of position; nursing specialty; and number of hours worked per week.  Such information is to be made available to interested parties only in aggregate form.  Information which could identify an individual nurse may not be released in any form or manner.





Be sure to respond promptly if you receive one of the surveys.  By doing so, you will be providing much needed data and assisting in the development of comprehensive workforce planning for the future. 





Message from Carolyn W. McCrocklin, R.N., B.S.N.





President, March, 2000 – January, 2001








Board Member & Staff News  





Dr. Janet Younger, President, is serving as a member of the National Council of State Board of Nursing (NCSBN) Advanced Practice Task Force.





Dr. Shelley F. Conroy, Vice President, is serving as a member of the NCSBN Nursing Practice and Education Committee and as a member of the Search Committee for a new NCSBN Executive Director.





Jay Douglas, Assistant Executive Director, has been selected as a member of the NCSBN Twenty-Fifth Anniversary Planning Advisory Panel.











2001 Board Meetings





March 19 – 22





May 21 – 24





July 16 – 19





September 24 – 27





November 26 – 29





All meetings are open to the public and are held at the Department of health Professions, 6606 West Broad Street, Richmond, Virginia unless announced otherwise.





Open Forum


The Board of Nursing holds an open forum at 11:00 A.M. on the Tuesday of each Board meeting.  Open forums are held during each Board meeting so that individuals may express their concerns or make inquiries of the Board.  No appointment is necessary to make a presentation, however, you should contact the Board office to confirm the time of the open forum or if you need special accommodations.  If there are no presentations, the Board will conduct regular business.

















Board of Nursing Centennial





The Virginia Board of Nursing will be 100 years old in 2003. The Nurse Practice Act was signed by the Governor on May 14, 1903.  A committee, chaired by Corinne Dorsey, past Executive Director of the Board of Nursing, and comprised of former board members, representatives of various nursing organizations and board staff is beginning to plan for centennial observances.  Dr. Conroy is serving as liaison from the Board of Nursing to the committee.  The theme selected by the committee and approved by the Board of Nursing is:





Virginia Board of Nursing 1903-2003





Regulating Nursing – Protecting the Public








Stay tuned as plans evolve!
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Toll Free Complaint Line


1-800-533-1560


To file a complaint about any health care professional regulated by the Department of Health Professions.
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