Kentucky Board of Ndrsing Programs of Nursing Update
December 2005
Questions? Contact: Patty Spurr, Education Consultant @ 502-429-3333; Patricia.Spurr@ky.gov

At the November Education Committee meeting, it was decided that General Butler would be the
location for the 1" Kentucky Nurse Educator Conference. The date remains May 19—mark your
calendars now. Remind faculty to submit an abstract to present ot the conference! More
information will be distributed early in the New Year.

Hopefully you have already received information about the Nursing and Allied Health Professional
Student's Legislative Day being planned for Jonuary 26, 2006. The program is co-sponsored by
the KHA Center for Health Care Professions and the Kentucky Association of Nursing Students,
The cost is only $5- a bargain! A copy of the flyer is citached for your reference.

Attached are two items of interest. The first one is a copy of an article written by Dr. Barry for
the Jefferson County Medical Society newsletter. In this article she describes a situation where
a nurse in the middle of the night called her. T am interested in your thoughts in response o this
editorial.

Secondly, there is a handout made available to me from the Kentucky Hospital Association-Center
for Career Professions. This handout provides a series of questions that a nurse should pose to
himself/herself prior to calling a physician. You might find this helpful to share with faculty and
then students.

If you have not heard, AONE (American Association of Nurse Executives) released a statement
in April 2005 advocating the baccelaureate degree as the appropriate preparation for nurses and
calls for working collaboratively with educators to prepare nurses. Their statement titled
"Practice and Education Partnership for the Future” calls for registered nurses to be educated in
bacealaureate programs in an effort to adequately prepare clinicians for their challenging and
complex roles. "These clinicians receive an additional layer of education, which enhances their
professional development, prepares them for a broader scope of practice, and leads to a better
understanding of the cultural, pelitical, economic, and social issues thet affect patients and
influence care delivery.” Currently 43% of the natisnal RN workforce possesses baccalaureate or
araduate dearees. To access the AONE statement:



Presently Kentucky calculates program of nursing NCLEX pass rates as first time testers who
graduate from July 1 to June 30 and test by September 30. Those students who test af’rer'
September 30, are lost and never included in calculations

With the advent of the Clinical Internship January 1, the question is should an adjustment be
made in the time pericd utilized for calculation?

Estimate of time frames:

o Certified List Received at KEN: 5/15
{Credentials Branch has 14 days to process the provisional license)
Provisional License & Internship Start 6/1
Internship Completed 7/1
{Credentials Branch sends information to Pearson Vue & then processing ~ 14 days)
o Receives the ATT 7/15
90 Day Timetable for ATT 10/15
Six month Timetable for Provisional License 12/1

For the next calculation period (2005-2006}):

Mairtain the graduation dates as presently used: July 1 through Jure 30

Caleulate the pass rate at the normal September 30 date and again at December 31

December 31 will be utilized as the cut-off date for the 2005-2006 calculation cycle.

Provide a report and analysis by school of the impact of the September 30 cut-off on the calculation of
the pass rate.

o Following this analysis, determine the need to alter the caleulation dotes for the future.

o o o O

A free CE course titled "The Last Chance of Comfort: An Update on Pain Management at the End
of Life" is available online. The course provides an overview of pain managemerit, dispels some
pain myths, reviews ethical issues tied to pain management, provides suggestions on holistic
approaches to pain, and illustrates effective pain management strategies across different
settings of care. Free registration is available at hitp://www.VistaCare.com/paincme.

-"DNP DEGREE TITLE |

In a move consistent with other health professions, the Commission on Coilegiate Nursing
Education (CCNE), the autonomous acerediting body of the American Association of Colleges of
Nursing (AACN), has decided that only proctice doctoral degrees with the Doctor of Nursing
Practice {DNP) title will be gligible for CCNE accreditation. The CCNE Board of Commissioners
reached this unanimous decision on September 29, 2005 as part of its continuing work to develep
a process for accrediting clinically-focused nursing doctorates. For more information:
http://www.aacn.nche.edu/Media/NewsReleases/2005/CCNEDNP.him




Hepefully by now most nursing feculty have gotten the word on the list of abbreviations that both
the ISMP and JCAHO have determined to be dangercus. One of the major causes of medication
errors is the ongoing use of potentially dangerous abbreviations and dose expressions. Just in
case faculty do not have this information, the 2-page list of abbreviations is provided for your
distribution to faculty.

Board staff have received questions from Programs of Nursing on how to handle situations where
a student has a positive drug screen with the primary question as to the reed to report the
student to the Board like you would a licensed professional with a positive drug screen. The issue
presented is as follows: A student enrolled in a prelicensure program of nursing is required by a
clinical facility to undergo a drug screen. The results indicate that the student tests positive for
an illegal drug. The nurse administrator of the program is made aware of the positive drug screen.
What shouid the nurse administrator do?

In the opinion of the Board's General Counsel: The Fomily Educational Rights end Privacy Act
(FERPA), 20 U.5.C. §1232g, cover students enrolied in prelicensure programs of nursing. FERPA
prohibits schools from releasing educational records to third parties witheut consent, with
certain exceptions. There is nothing in FERPA that would aliow the school to make such a report
to the Beard. This would apply to nursing students who are LPNs or nurse aides as well, since
they are entitled to the protection of FERPA. The healthcare focility that conducted the drug
test, however, would have an obligation to report a positive drug screen on an LPN, pursuant to
KRS 314.031. This is a legal epinion rendered to the Board of Nursing and programs of nursing
should consult their own legal counsel in particular cases.

At the December Board of Nursing meeting, the NCLEX Pass Rates by nursing program were
accepted. A copy of the rates as they will be posted on the KBN website are attached for your
information.

Attached is the latest version of the form that new graduates will be able o use to verify
completion of the Clinical Internship (remember that the content is required—not the form).
The only change to this form from the one previously distributed is in the area for the
Superviging Nurse. Healthcore facilities asked that there be a place added for the License
Number for the Supervising Nurse, along with their position, and unit/area. This will allow the
Board to contact the nurse should there be any questions about the internship.




Nursing and Allied H
tudents’ Leg

January 26, 2006 at the Kentucky History Center

Program Objectives: 11:00 p.m.— 11:30 am. Lunch
(Provided at the Kentucky History Center)
B Define the role of the Kentucky House of )
Representatives and Senate 11:30 a.m. . . . .
Participants meeting with their Legislators. To
B Describe how proposed legislation is submitted to schedule appointments with your legistators following
legislators lunch, go to http://www.Irc.ky. gov/whoswho/

B identify the steps legislators undertake to have whoswho.htm for contact information.

proposed legislation reviewed and approved Allow 10 minutes to travel from Kentucky History
. N Center to Capitol. Transportation to the Capitol will be
B Describe the enactment process once legislation the responsibility of the attendee.

has been approved

M Understand the difference between a statute and a
regulation .
Contact Hour Information:

B Describe the process of obtaining enactment of a
P g Approval by the Kentucky Physical Therapy

regulation val Dy .
Association is pending. The Kentucky Board of
Nursing through the providership of Coverage
Agenda: Options Associates approves the program for 1.8
contact hours. Program offering number: 5-0023-
9:00 a.m. - 9:30 a.m. 07-07-029. Expiration date — July 2007. The
Registration at Kentucky History Center Kentucky Board of Nursing approval of individual
(map enclosed) nursing education provider does not constitute
] ; endorsement of program content. Participants must
9'3(1;':?)&;2{%5"2'?'0 enina Remarks attend the entire session and complete the
P g evaluation. Those who desire continuing education
9:35a.m.-10:15 a.m. credit must have nursing license aor social security
Welcome from the General Assembly number at registration.
10:15a.m.-11:00 p.m.
Understanding the Legislative Process & How it
Impacts Nurses and Allied Health Professionals For additonal information about this event, contact
in Kentucky Dana Boucher at (800) 945-4542.

Hegistration Form (please print neatly):

Name: Phone #;

Street/P.O. Box:

City: State: Zip:
College/tniversity: College Major:
Current Status: [} Freshman L] Sophomore _Juunior [ Senior

Registration Fee: $5 (includes lunch)
Make check payable to: Kentfucky Hospital Research & Education Foundation
Mail completed registration form and check to: Center for Health Care Professions
P.O. Box 436629
Louisville, KY 40253-6629

Registration deadline is January 19. There is no refund if unable to attend; however, substitutions are allowed.



In my dream I'm paddling down the Rio
Grande, searching for the green kingfisher, a
fancy, speedy, pretty bird who darts from
branch to branch out over the water, There! —
a glimpse of his little crest, and then an owl
zooms past my car, waking me up. | wouldn‘t
see what kind:ol:owl; the hospital,was calling.
It was all of two a.m.

“Dr, Barry?”

“Yes.”

“This is the service, [ have Norton's [or you,
it them 1hr0ug.h?”

“Yes.”

[What if I said no, 4 was dreaming?]

Hi, this is 5B ICU, is this Dr. Barry?”

“This is Dr._ Barry.” {No, it's Dr. Wha.]

“Please hold for Esmeralda.” :

{Great. | try to remember the owl's wing . .,
and that had to have heen the kingfisher, his biff
was as long as his tail. if only 'd heard him
calfing.]

“Dr. Barry?”

“Yas.”

“This is Esmeralda, in 5B |CU#"

Yes, what's going on?” [Yeap, yeah.]

“You know Mrs. Bennifer?”

“Dr. Shaw's patient? Yeah, what's up?”

“Her urine output is low.”

“How low?”

“Only nwo hundred cc’s this shift.”

[Oh, for heaven’s sake. It's enly two hours
into the shift] :

“What's her total | and O for the day?”

“Unh .. . I don’t have that. Hold on.”

[Damn. Why doesn’t she have that?]

My cat wakes up and sits on my shoulder. |
move the phone to the other hand,

“Or. Barry?” [Whao efse?]

“What?"

“She’s three thousand in anci 4600 out.”

“And she's on Lasix every twelve, right? At
cight and eight?”

“Yes."”

“Is she breathing worse? Are her stats
lower?”

“She’s congested.”

[The dreaded word, congested: It can

& mean anything from florid CHE to the com-

mon cold, from somebody just .nor being suc-
tioned enough to some poor ofd fady aspirat-
ing herself to death. | cut to the chase.]

“Is she in trouble?”

“What do éyou maean

“Whal's her heart rate?” [s she dying, you
dodo.]

“Umm . . . AMBER!” she shouts.

I flinch. My cat llinches.

“AMBER, can you see the monitor?”
She puts me on hold.

[{ grit my teeth }

“Dr, Barry?”

“What?”

s 80"

[t choose my werds carefullv.] “Is that

up, or dowi, fram when vou came an?”

“Ummimm . .. | think it's down. The aide
took it. CHARLGTTE!"

Jeez! My cat leaps off my shaulder.

“Dr, Barry¢” e

Whatt” [t vell, it wilf wake my hushand.]

“Charlotte’s off the floor. But | think it's the
same.”

[She thinks. It's so reassuring when 1(CU
nurses leave the vital signs to the aides.]”

“Dao you think you éan tell me her blood
pressure, or do you have to holler at some-
body else?”

She sounds wounded. “No, | can tefl you,”

CAND?

“You mean now, or when | came one”

1 grind m;/ teeth.]! "Esmeraldal | would
like to know her pulse NOW as opposed to
then, and her B/P NOW-as opposed to then” —
my hushand turns over, noisily—"and | would
ke to know WHY you are upset about her
urine output when nothing you have told me
inclicates that she's in trouble from it.”

Silence.

“Well .. t's just lower.”

7| see. o

Silence.

I say, dangerously, “So you call me about

a patlent whose vital signs you don't know,
whose 02 stats you don’t know, and whose |
&0 you don’t know, simply because six hours
after her fast Lasix her urine ouput quits pouring
it ' '

Silence.

“And you put me on hold twice and yell in
my ear, to boot.”

“Now, Dr. Barry, I'm sorry, | don'tknow what
you're upset about. Her urine oufput was just —
LOWER, and | thought I ought 1o notify you.”

“You did. I am notified. Listen, Esmeralda,
how leng 1s a dose of Lasix supposed to last?

- Silence.

[At feast she didn’t yell for help.]

“Lasix lasts six hours, Sce?: La-six, lasts six =
hours?” :

Ot

“So her last dose would be wearing off ahout
now. But she’s negative overall, she is not tachy-
cardic, so | am not going to dg anything till ane”
of us makes rounds in the mofmng. You got it?”

K . :

[ do not say, for God’s sake, get vour act
together belore you call the doctor. 1do not say,
for licaven’s sake, examine the paticnt first! .
Know what they're allergic to. Know what meds
lhey wot recentfy. Kniow why, exactly, you are
worried enough to call the doctar. I the only
close call is whather we'll lose it, and wake our.
SpoUses, we can manage. Bul if the patient sur-

vives a close one

because you, the
nurse, failed to
know and I, the
doctor, failed to
ask,irs due to
uck. Patients
should not have
o depend on
fuck.]

“Bya.” [ hang
up. The kingfish-

Mary G. Barry, MD
Louigville Mediei_ne- Editor
Marygharry@aol.corm

er is long gone, I’M
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SBAR report to physician about a critical situation

Situation

I am calling about <patient name and location>.

The patient's code status is <code status>

The problem | am calling about is
[ am afraid the patient is going to arrest.

| have just assessed the patient personally:
Vital signs are: Blood pressure / . Pulse , Respiration and temperature

| am concerned about the:
Blood pressure because itis over 200 or less than 100 or 30 mmHg below usual
Pulse because itis over 140 or less than 50
Respiration because itis fess than 5 or over 40.
Temperature because itis less than 96 or over 104,

Background
The patient's mental status is:

Alert and oriented to person place and time.
Confused and cooperative or non-cooperative
Agitated or combative
Lethargic but conversant and able to swallow
Stuporous and not talking clearly and possibly not able to swallow
Comatose. Eyes closed. Not responding to stimutation.
The skin is:
Warm and dry
Pale
Mottled
Diaphoretic
Extremities are cold
Extremities are warm
The patient is not or is on oxygen.

The patient has been on {I/min) or (%) oxygen for minutes (hours)

The oximeter is reading %

The oximeter does not detect a good pulse and is giving erratic readings.
Assessment

This is what | think the problem is: _<say what you think is the problem>

The problem seems to be cardiac infection neurologic respiratory

I am not sure what the problem is but the patient is deteriorating.

The patient seems to be unstable and may get worse, we need to do something.

Recommendation
I suggest or request that you <say what vou would like to see done>.
transfer the patient to critical care
come to see the patient at this time.
Talk to the patient or family about code status.
Ask the on-call family practice resident to see the patient now.
Ask for a consultant to see the patient now.
Are any tests needed:
Do you need any tests like CXR, ABG, EKG, CBC,or BMP?
Others?
If a change in treatment is ordered then ask:
How often do you want vital signs?
How long to you expect this problem will last?
If the patient does not get better when would you want us to call again?




DRAFT
5/7/03

Guidelines for Communicating with Physicians Using the SBAR Process

I. Use the following modalities according to physician preference, if known. Wait no
longer than five minutes between attempts.

1.

il

Direct page (if known)

Physician’s Call Service

During weekdays, the physician’s office directly

On weekends and after hours during the week, physician’s home phone
Cell phone

Before assuming that the physician you are attempting to reach is not responding,
utilize all modalities. For emergent situations, use appropriate resident service as
needed to ensure safe patient care.

2. Prior to calling the physician, follow these steps:

Have I seen and assessed the patient myself before calling?

Has the situation been discussed with resource nurse or preceptor?

Review the chart for appropriate physician to call.

Know the admitting diagnosis and date of admission.

Have I read the most recent MD progress notes and notes from the nurse who

worked the shift ahead of me?

Have available the following when speaking with the physician:

e Patient’s chart

» List of current medications, allergies, 1V fluids, and labs

s Most recent vital signs

¢ Reporting lab results: provide the date and time test was done and results of
previous tests for comparison

¢ Code status

3. When calling the physician, follow the SBAR process:
(S) Situation: What is the situation you are calling about?

.

Identify self, unit, patient, room number.
Briefly state the problem, what is it, when it happened or started, and how severe.

(B) Background: Pertinent background information related to the situation could
include the following:

The admitting diagnosis and date of admission

List of current medications, allergies, 1V fluids, and labs

Most recent vital signs

Lab results: provide the date and time test was done and results of previous tests
for comparison

Other clinical information

Code status



(A) Assessment: What is the nurse’s assessment of the situation?

(R) Recommendation: What is the nurse’s recommendation or what does he/she
want?

Examples:

¢ Notification that patient has been admitted

¢ Patient needs to be seen now

e Order change

4. Document the change in the patient’s condition and physician notification.



CRITICAL TBINKING STEPS PRIOR TO CALLING THE PHYSICIAN

Developed by Rita Venhaus, Tomasewski, RN, MSN, ARNP, CCRN
and
Sally Pierce RN, BSN, CCRN

This tool was developed to initiate critical thinking skills enhancing information delivery

when communicating with physicians and other medical professionals. It is not a
comprehensive list of medical problems or supportive data.

The BIG four guestions

1. Why are you calling the doctor?
2. What is your supporting data?
3. What have you done?

4. What do you want?

Why are you calling the doctor?

1) Abnormal Vital Signs (pages 2-4)

2) Abnormal Rhythm (page 5)

3) Abnormal Lab (page 6)

4} Abnormal Cardiac Enzymes (Page 7)

5) Abnormal Chest (chest pain) [Page 7]

6) Abnormal Chest (shortness of breath, change in lung sounds) [Page 8]
7) Abnormal Head (neuro changes) [Page 9]

8) Abnormal Belly (Page 10)

9) Abnormal Groin (Page 11)

10) Abnormat Legs (Page 11)

11) Abnormal Bleeding (Page 12)

12) Abnormal Attitude (behavior) [Page 12]

13) Abnormal Pain (uncontrolled/unrelieved) [Page 13]
14) Abnormal I&0O (increased or decreased) {Page 14]
15) Abnormal Blood Sugar (Page 15)

16) Abnormal Incision (Page 16)



ABNORMAL VITAL SIGNS

LOW BLOOGD PRESSURE

What data supperts the patient’s issue or problem?
» Are medications conirtbuting?

e Antihypertensive meds, 1V, PO or patches

»  What is the volume status?
e Isthe I&O up or down?
¢  What is the weight in comparison with admission weight?
What is their normal blood pressure?
What 1s their heart rate?
e Recall that HR x SV = CO, so if HR 15 low so will be the cardiac output (CO).
What is the ejection fraction (EF)
What is their hemogtobin?
Is the pressure the same mn both arms?

v v

Y ¥ Y

What have vou done to treat the probiem?

What do you want?
¥ Stop aggravating medications
> Fluid/blood products
> WVasopressors
¥ Transfer 1o critical care
s VP, Swan Ganz Catheter, Arterial line

HIGH BLOOD PRESSURE
What data supports the patient’s issue or problem?
Is there a history of bypertension?
e FHas the home medication been restarted?
Is there history of renal artery stenosis?
Are they symptomatic — headache, dizziness?
If the patient is on IV antthypertensives, has an oral form been added?
Is pain or anxiety a coutributing factor?
Did the patient have a recent surgery that hypertension would have a negative
impact?
» (CAB, carotid endarterectomy, AAA, recent bleed
What do the orders and doctors progress notes state in regard to BP?
What is the goal BP?
s Are we attempting 1o keep the BP higher than normal for a reason?
What have you dene to freat the problem?
What do you wani?
More medication — add PO to IV or increase dosages
Pain relief
Stress relief
Transfer to critical care
e Arteria! line

‘»;.’

YV VYWY

Y

Y VYV



HIGH TEMPERATURE

What data supports the patient’s issue or problem?
Have recent cultures been done?
Are the cultures complete? ie. urine, sputum, blood, oozy yucky sites
How old is the central line, int. needles, foley catheter?
Are there sites/wounds that look infected?
e Swollen, redness, drainage
1s there productive sputum? What color is #?
Has there been a neurological injury that is causing the high temperature?
Are they getting blood transfusions?
What antibiotics are they are? Are they sensitive 1o the organisms growing?
Do we need an ID consult? Now or in the am?
»  What are the doctors writing in the progress notes?
What have you done to treat the problem?

A A A 4

YV VYVVY

What do you want?
» Cultures
» CBC
¥ Medication
» Antipyrectics, antibiotics
# 1D consult, now or in the am

INCREASED RESPIRATIONS

What data supports the patient’s issue or problem?
What were the last chest x-ray results? Are they worse from previous reports?
» Pleural effusion, CHF, pneumonia, atelectasis
What are the results of ABGs?
What is the method of 02 delivery?
What is the Sp027?
Is there pain associated with breathing?
Are rubs auscultated? (pleural/pericardial}
What is the blood sugar?
Is septicemia suspected?
Do they have a PE?
Are they hyperthermic?
Are they in pain?
What have you done to treat the problem?

VY VY YYVVYYVYY v

What do yon want?
CXR, ABG’s, VO Scan, Spiral CT
Pain/anxiety control

» FiD2

» Pulse oximetry

Y



DECREASED RESPIRATIONS

What data supports the patient’s issue or problem?
(2 narcosis, excessive O2 with history of pulmonary disease, COPD,
emphysema
What are the ABG's
Are narcotics, sedatives, or anesthesia a factor?
s Epidural, PCA, conscious sedation
#» Has there been a neurological injury?

¥

Yy

What have vou done to treat the problem?

What do you want?
¥ ABGs
» WNarcan/Romazicon



o

ABNORMAL RHYTHM

What data supports the patient’s issue or problem?

VYVYVYVYYY

VY Y Y VYVYYYY

w7

Asses the three R's: Rate, Rhythm, R wave width to determine if it is SVT or VT
Are the leads in the appropriate posifion?

Is the lead selection appropriate for the suspected rhythm?

What is the patient’s blood pressure?

Do they have chest pain?

What is their SaQ2?

Are they diaphoretic, short of breath or dizzy?

Have they had this rthythm before, il so, what comment did the doctor make in the
progress notes, what did they treat it with?

How long did it last?

What meds are they on to treat this?

What is their K-+, Mg+, is it a recent value?

Have they been diuresed without K+ supplement or value checked?
Do they have cardiac enzymes?

Are the cardiac enzymes elevated?

Is it a class L, 11, or T rhythm?

Did you get a 12 lead EKG?

Is their pulse too low for the medication?

e Lanoxin, Cardizem, Beta Blockers, etc.

Has lab been checked for therapeutic/toxic blood levels?

¢ Digoxin, procainamide, Theophyliine

What have you done te treat the problem?

What do vou want?

.

»
»
»

Consult cardiclogy ~ now or in the am
Appropriate medication for rhythm

¢ DC medication if that is the suspected cause
Pacemaker/cardioversion

Additional labs

Get in here and do something!! ©



3. ABNORMAIL LAB

What data supperts the patient’s issue or problem?
¥ What has been the trend for this lab?
» Has the doctor made a note about this?
» What may be the cause?

®

Low K+

o Excessive diuresis, vomiiing, excessive NG drainage, diarrbea, alkalosis
= Are they on insulin?

High K+

o Too much supplemental K-+, renal insufficiency, salt substitutes, TPN,
tube feeding, blood transfusions, rhabdomyolysis, acidosis, ACE
inhibitors, Aldactone, Cyclosporins, NSAIDS, heparin, lovenox, lab error

Low Calcium

o Medications
s lasix, phenytoin, certain antibiotics, rifampin, pentanudine,

ketoconazole - consult with pharmacy

¢ Banked blood, rhabdomyolysis, renal disease, sepsis

High Calcium

o Antacids, TPN, renal failure, malignancy, lithium, immobilization

Low Magnesium

o Diuretics, some antimicrobrals, ETOH, hypokalemia, hypercalcemia, NG
suction, diarrhea, digoxin, insulin

High Magnesium

o Renal failure, Mg containing antacids, fithium intoxication, lab error

CBC

o WBC - high could indicate an infection. Low could indicate poor
immune system

o Hg and Het — High could indicate dehydration, low could indicate
bleeding.

Low Platelets

o Certain antibiotics, massive blood infusions, heparin induced
thrombocytopenia, lovenox, IABP, long heart/lung machine time

o Platelet Inhibitors
= Plavix, Integrilin, Persantine, Ticlid, ASA

Creatinine

o High
s  Diehydration, renal failure, IV contrast dye, rhabdomyolysis, excessive

bloed transfissions

What have you dese to treat the problem?

What do you wanit?
» Dependant upon the result of the lab in question; do you need to stop, start or
adjust medications?
¥ Are blood products indicated

¢



4. ABNORMAL CARDIAC ENZYMES

What data supports the patient’s issue or problem?
» s the patient having chest pain?
» Has the doctor been notified of abmormal resuit?
» I nuclear studies or GXT treadmill was scheduled, the doctor needs to determine if
the test should be cancelled

What have you dene to treat the problem?
What do you want?
» QOther diagnostics, i.e. more cardiac enzymes, EKG’s, schedule heart cath instead of

treadmill if applicable

5. ABNORMAL CHEST - CHEST PAIN

What data supports the patient’s issue or problem?
Was the patient admitted with chest pain?
What have the diagnostics shown? ie cardiac enzymes, positive V/Q
Does this chest pain feel like what they had on admission?
How long have they had it?
How do they describe it?
e Heavy, tight, sharp
What relieved the pain or made it worse?
What did the EKG show?
What meds are they on?
What did the CXR indicate?
What s their cardiac rhythm?
What are their vifal signs?
Did your itervention relieve the pain?

R A T G

7
i/

Y VYW YYY

What have yeu done to treat the problem?

What do you want?
Consult cardiology, now or in am
12 leak EKG
Cardiac enzymes, ABG’s
Medications
o NT(G, MS, ASA beparin, lovenox
Cath lab
CXR

VYV Y

v ¥

-1



6. ABNORMAL CHEST - SHORTNESS OF BREATH

What data suppests the patients issue or problem?
Is this new?
e History of COPD), Emphysema, heavy smoker, CHF
What disgnostics have been done for this, i.e. CXR, echo, CT scan, ABG's
What are their vital signs ~ how fast are they breathing?
Are they diaphoretic?
What is their $a027
What are the lung/heart sounds? {Rubs?)
Do they have pain that is not relieved?
What is the method of O2 delivery?
Serum Na+ (low may indicate fluid overload?)
What is the 1&0O and weight trends since admission?
Does the patient have an Inferior Vena Cava (IVC) filter m place?

v

VVVVVYVVYYYY

What have you done fo treat the problem?

What do you want?
Consult pulmonology/cardiology now or in the am
Increase oxygen delivery
AB( s
CT scan or VA scan
CXR
Lasix

Y ¥ WYYV



7.

ABNORMAL HEAD - NEURQ CHANGES

What data supports the patient’s issue or problem?
» What is the neuro change?
© Alert and oriented? Follow commmands? Appropriate conversation?
» Prior diagnostic results?
» What was their baseline neuro status prior to admission and prior to your shift?
{prior CVA etc}
Are they on anticoagulants?
¢ Are they forgetful, restless, pupil changes, motor changes, are they suddenly
guiet?
e  What meds may be contributing to this?
o Narcotics, sedatives, sleepers, lidocaine, digoxin?
o Reglan can cause confusion in the eldetly
e Are there changes in vita! signs?
When did it begin?
s  What is the blood sugar?

¥

What have vou done to treat the problem?

What do you want?
Consider medications
Consult Neurologist/Neurosurgeon now or in the am
CT/MRI of head now or in the am
Transfer to critical care

A A o



8.

ABNORMAL BELLY

What data supports the patient’s issue or problem?

VYV VY

YY YV YYVY

Is the abdomen distended?

Abdominal girth?

Are bowel sounds present?

What is the guality of bowel sounds?

e  Hyper or hypoactive

e Are they passing flatus?

Localized tenderness or rebound tenderness?
When was the lagt BM?

o What was the quality?

Are nausea/vomiting present?

Do they complain of heartburn/indigestion?
What are the progress notes stating”?
Diagnostics

o KUB, CT scan, NG decompression

o Elevated WB(s?

o Is the patient NPO or eating?

What have you done to treat the problem?

What do you want?

YY VYV VY

Consult now or int the am

Tiiat plate (KUB)

CT of abdomen

NG to suction

Liver function studies, CBC

Promote evacuation of the rectal vault

s Stool soffener or fleets

s PT consult to get the patient up and moving!

16



9. ABNORMAL GROIN

What data supports the patient’s issue or problem?
Is there a hematoma present?
Is there a bruit present?
What is the platelet count? s if recent?
When were the lines pulied?
What was the procedure?
Is there history of a inguninal hernia?
Are medications contributing to the situation?
o Integrilin, heparin, ASA, plavix

VVVVVYY

What have you done to treat the problem?

What do yon wani?
» Hg/Het
3  Ultrasound of groin to /o pseudoaneurysm
»  D/C medication if appropriate

10, ABNORMAL LEGS

What data sappoerts the patieat’s issue or problem?

» Do they have a palpable DP, PT, popliteal pulse? If not is it auscultated via
Doppler?

# Is this a new finding?

» When did it start?

» What is the color, femperature, sensation, capillary refill time of the leg? Is there
pain?

» s there edema present?

» HDVT is suspected are sequential stockings/TEDS on?
¢ They should be off untit DVT is ruled out

¥  What is their diagnosis?

» What diagnostic have been done? Anglogram, cath

What have vou done to freat the problem?

What do you want?
# Non-nvasive studies
»  Arteriogram



11, ABNORMAL BLEEDING

YVVVYY VYV

>
»
»
>

What data supports the patient’s issue or preblem?

Where is the bleeding and when did it begin?

What is the H/H?

What meds are they on?

o Tmtegrilin, ASA, plavix, heparin, coumadin, lovenox, Vioxx, NSAIDS,
What are their vitals?

Are they symptomatic, i.e. dizzy, diaphoretic, chest pain, nauseated.

Have they had this before?

What is the amount of bleeding?

What is the character of bleeding?

s Bright red, serous sanguineous, dark

What have you done to treat the problem?

What do you want?

Chem. Comp., CBC, and Coagulations studies
DC anficoagulants

Blood products

Consult

12. ABNORMAL ATTITUDRE - BEHAVIOR

YV VY YYVYY

What data supperts the patient’s issue or probiem?

Is the patient combative, crawling out of bed, puliing cut lines?
Is this new or does the patient have a history of sundowners?
Can medication be a contributing factor?

What are the vital signs, inchuding Sp027?

Any neuro changes associated with this?

I's the pain controlled?

What have you done to treat the problem?

VY VYYY

What do vou want?

Pysch consult
Change environment

Restraints
Haldol - get baseline QTC
Ativan

12



13. ABNORMAL PAIN - UNCONTROLLED/UNRELIEVED PAIN

VY VYVYVVYVY

A7

v

YV V¥

YVV VW

What data supports the patient’s issue or problem?
What is the current pain rating?
What is the patient’s pain rating when they are comfortable?
What is the patient’s goal for pain rating?
Is the patient on a pain medicine regimen at home?
Is the patient requesting pain medicine more frequently than the medication is
ordered?
Is the pain medication ordered adequate to cover the pain?
Is the patient able to participate in activities/ ADL’s as ordered or as the patient
would typically do?
Has there been consistency in treating pain, or is there variance among
caregivers? (Hit and miss pain med delivery)
How is pain adversely affecting the patient?
o Sleep, eating, nauseated, VS elevated, pulmonary toiletry, activity

What have you dene to treat the problem?

What do you want?

Change in pain medication

Amount, frequency, route

Diagnostics

e (T scan, ultrasound, CXR —is patient receiving adequate pain med for
condition/situation?

Change in activity level if patient is limited

o Out of bed, PT consult

Consideration of pharmacist’s recommendations

Application heat or cold, elevation

Is this a situation where the pain clinic should be consulted?



14. ABNORMAL INTAKE AND OUTPUT — INCREASED AND DECREASED

‘What data supports the patient’s issue or problem?

»
>
a)
b)
>
c)
d)

>
>
;
e)
f)
)

What are their current vital signs?

Do they have a prostate history?

What does their blood pressure normally run?

Is their blood pressure too low to perfuse the kidneys?
What are their weight trends and/or T &07

Are they over or under diuresed?

Are they loosing fluids from other sources, i.e. vomiting, bleeding, diarrhea,
massive NG drainage

What is their creatinine?

Is their foley patent - do they need one?

What does the bladder scanner show?

How much total hourly intake is the patient receiving?
What does their UA show — do they need one?

What is their recent Na+ and K+ levels?

What have you done to treat the problem?

¥
>
»
>

A

YV VV VY

Bladder scanner

Irrigated the foley

Encourage fluid intake if hypovolemia is suspected
Treated nausea/diarrhea if order present

‘What do you want?

Fluids started or decreased
Antiemetic or antidiarrheal
Directic if indicates
Urology consult

Foley catheter if indicated
IV fluids if indicated

14



15. ABNORMAL BLOOD SUGAR

What data supports the patient’s issue or problem?

What is their insulin dose?

Are they on oral hypoglycemic medications?
When does the insulin peak?

Is the patient NPO?

What is their neuro status?

What are the glucose trends?

Steroids, TPN, tube feeding
Stress

Sepsis

Hg AIC

What are the glucose trends?

What have you done to treat the problem?

What do you want?
» Increase or decrease in medication
» Endocrine consult — now or in am?
> Change to an insulin drip
» Increase frequency of accuchecks



16. ABNORMAL INCISION

What data supports the patient’s issue or problem?
» Has the dressing been changed daily? Date the dressing changes on the dressing!
» s there drainage?
¢ Color, amount
¢ Has it been cultured — if so what is the result?
* Are they on antibiotics?
s s the organism sensitive to the antibiotic?
Is there odor?
» What is the appearance of the incision?

¢ Staples or sutures present?

a4

e Open
e Red, pale
¢ Edema

» Is the incision more painful now than the past 24 hours?
# Is the doctor aware of this? (progress notes)
» What is their temperature, white blood count?

What have you done to treat the problem?
What do you want?
» Consult, now or in the am

» Culture
» Antibiotics

16
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ISMP List of Error-Prone Abbreviations, Symbols, and Dose Designations

[t's been over 2 years since we published a list of abbreviations, symbols, the organizatien's list, we've highlighted these items with a double
and dase designations that have contributed to medication errors. Now, asterisk (*). Also, effective April 1, 2004, each organization must include
with the 2004 JCAHO National Patient Safety Goals cafling for organiza-  at least three additional items on their list. However, we hape that you
tional compliance with a list of prohibited “dangerous” abbreviations,  will censider others beyond the minimum JCAHO requirement. Selections
acronyms and symbols, we thought an updated list would be useful. can he made from the attached list. These items should be considered
Since JCAHO has specified that eertain abbreviations must appear en  for handwritten, preprinted, and electrenic forms of communication.

© ISMP 2003

Ablreviations
&)

 Microgram

Intended Meaning

°| Mistaken as “mg”

Misinterpretatien

Use *meq” -

B{Irrectlon

"eabh g

poorly written

AD, AS, AU Right ear, |eft ear, each gar: - | Mistaken as 00, 08, OU {right eye, left eye, each eye) Usé nght ear,”. “Ieft ear o
0D, 0§, 0U Right eye,: left'iaye each eye'-'. -] Mistaken as AD, AS, AU (right ear, left ear, each ear) e “right eve,” “left eye, or' each eye o
BT Bedtime. 0 =] Mistaken as “BID” (wice daily) Use “hedtime.” :
c Bubic: centlmeters 2 Mistaken as “u” (units) Use Mmool
Di¢ " Distharge ir dlscnni_}_nue w7 | Premature discontinuation of medications if D/C (intended to mean Use "disnharge and “dlsmnhnua
e 2 Crischarge™) has been misinterpreted as “discontinued” when
b S| foblowed by a fist of discharge medications : ST
13 Injection - o2 Mistaken as IV or “intrajugular” Us_e “injectiu’n”. T
IN Itranasal - =.~| Mistaken as “IM" or “IV" Use “intranasal”-or “NAS® LT
HS 'Haﬁ-strengih | Mistaken as hedtime Use *half-strength” or “bedtime” - - . ]
hs A bedtlme huursufsteep 70| Mistaken as half-strength e S
[T International unﬂ ~.| Mistaken as [V (imtravenous) or 10 (fen) Use “units”
o.d. or 0D ;‘Bn' ) daﬂy- 1 Mistaken as “right eye” (BD-oculus dexter), leading to oral liquid Usé. "datl’y"
PO St medications administered in the eye
nJ 'ange juu:e -t Mistaken as OB or OS (right or left eye); drugs meant to be diluted Use mange Juu:a
3 s i in orange juice may be given i the eye : .
Per as :By mnuth arally +| The “os” can be mistaken as “Jeft eye” (0S-oculus sinister) Use *pp” “by muuth T or “nral!y
g.4d. or OO Puery.day -0 | Mistaken as n.id, especially if the period after the “q” or the tail of Usé “daily"
VAR S )| the Mg” Is misunderstood as an : S
ghs ‘Nightly at bedtime .-~ | Klistaken as "ghr" or every hour T nlghﬂy’_’- e T
qn Nightly or at hedtme -onnal| Mistaken as “gh” (every hour) Uise “nightly” or “at bedtime”™
g.u.d. or QOO e _mher day. | Mistaken as " (dally) or “nid. (four times daiy) i the "o” is .Use “emw'oﬁgr day” ;

.-Baﬂy“. :

Hse "daa!y"

Dose Designations
and Jther Information

Traifing zero after
decimal point
(e.g, 10 mg)**

lntnded Mening

. .' ~| Mistaken as 10 mq if the decimal point is nat seen

= greater (e, 4U seen as “40° or 4u seen as “4”); mistaken as
-2 “oc” so dose given in volume instead of units (2.6, 4u seen as dec)

Misinterpretatian

qid : o Mistaken as q.id, (four times daily) _ Sl
q6PM, ete. Evew evenlng atﬁ FM "] Mistaken as every 6§ hours -.Usé. “ﬁ PM mghtly" ar "E PM dally" :
He :| SC mistaken as SL (subfingualy; S mistaken as *5 every;” the “q” B I
SC. 50, sub g Suhwtanenus o | in “sub q” has been mistaken as “every”™ (e.g., a heparin dose subcut o bct_f!q_ngous_ly_-_ S
-~ ordered “sub q 2 hours before surgery” misunderstond as every 2 . R
: Sty oy haus before sirgery) : D e
S8 _Slrdlng sca!e (msulm) ur1/z 771 Mistaken as *55" Spell out "shdmg sca]e lse. une-haif’ o
“{apothecary) - .y B U
SSRI -Sliding scale regular msulm - | Mistaken as selective-seratonin reuptake inhibitor Spell uu’z "shdmg snale (msulln) Ll
88l i_SIIdlng scaie msuim ' : Mistaken as Strang Salutien of lodine (Lugol's) RIS '
i - One daily | Mistaken as “tid" :Use:"! daily" Lol
TIW or tiw "3 times 2 'week_ o 2 Mistaken as *3 times a day” or “twice in a week” Alse 3 times weekly”
U or u* | Mistaken as the number & or 4, causing a 10-fold overdose or Um "unrl” :

Cerrection

No leading zero before
a decimal dese

{(e.g, 5 mg)**

Mistaken as & mg if the decimal point is not seen

Use 76r0 ilefure a demmal pamt when tha
duse is Jess than a whnle umt S

EMP MedicatonSatety et
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Brug rame and dase run
together (especially
problematic for drug
names that end in “”
such as Inderald0 mg;
Tegretol300 mg)

: -{ Mistaken as Inderal 140 mg

' Mistaken as Tegretol 1300 mg

Volume 8 Issue 24

Place adequate space hetween the drug ]
'_name dose, and umtofmeasure S

Numerical dose and unit
of measure run together
(e.g., 10mg, 100mk)

m.mg o

") The “m” is sometimes mistaken as a Zere or two zeros,

] risking a 10- to 100-feld overdose

-Plam: adequate space. between ﬂle dﬂse
-and umtufmeasum T

Wl

Abbreviations such as mg.
er mL with a period
following the abbreviation

o The period is unnecessary and could be mistaken as the
“{ number 1 if written poerfy

:l_l"seﬁ:m'g; L, e withodt & terminal pariod

Large doses withaut
praperly placed commas
Emg., 100000 units;

1000060 units)

Drug Name Abbreviations

e

=21 100000 has been mistaken as 10400 or 1,000,000; 1060000

has been mistaken as 100,008

Misinterpretation

| Mistaken as cytarabine (ARA C)

rdnsmg s at o ahﬂve
ards stich a5 100 :

se comidete drig.name

“Zidavidine (Re#ﬁfir)_ o -

| Mistaken as azathioprine or aztreanam

"Tre complete frug rame’

ALT o
Crz ‘Gompazine {prochlorperazing) ..~ . | Mistaken as chiorpromazine Use complete-drug name
DPT j_[lg'memjl-PhErie_rgah-ThOr'az_im -] Mistaken as diphtheria-pertussis-tetanus (vaccine) Use-complete drug name - .
D10 Dilrted tincture of opiom, or = =} Mistaken as tincture of opium E1] "'campleté drug "name' o
-deadorized tmcture ﬂfnmum T
(Pareggne) : s R DR
HEI .-hydmchlune aeuf ar hydmchiemie | Mistaken as potassiem chloride ' [Jse cnmp]ete drug name. unless expmssed B
S “A{ (The "H" is misinterpreted as “K”) asasatofadug AR
HET ;hydmcﬂrtrsnne _ “ | Mistaken as hydrochlorothizzide ‘Use complete drug.name. .-
HeTZ  hydmehlorothiazide. - 7.0, | Mistaken as hydrocortisone (seen as HCT250 mg) Use complete drug name . -
MgS04* magnesitim suifate’ | Mistaken as morphine sulfate Use ‘complete dnig name
M3, MS04 motphine:sulfate - 1 Mistzken as magnesium suffate Use complete drug name .. -
MTX methotrexate - - ... | Mistaken as mikoxantrane Use compléte drug name -
PCA “procainamide <5 .| Mistaken as Patient Controlled Analgesia ‘Use: complete drzg name i
PTU propylthiurac = | Mistaken as mercaptapurine Use completedrug name 0
T3 “Tylenil with codeine Nu 3 - Mistaken as liothyranine “Use complete drug name T
TAD -tnamcmn!nne TR Mistaken as tetracaine, Adrenalin, cocaine - Use compiete_drig niame _
THK INKase: 0 ool Mistaken as “TPA s complete drug name -

Stemmed Drug Names

| Mistaken as morphine sulfate

Misinterpretation

“Nitro” drip 221 Mistaken as sodium nitroprusside infusion te-dr
“Norflox” norfloxacin 24 Mistaken as Norflex Use complete-drig name
“IV Vanc” | Mistaken as Hvarz 3

Symbals

5

1| Symél for dram mistaken as “3"

Misinterpretation

© ISMP 2003

m) MR S _' Syrbal for minim mistaken as “ml” T e
K :Far three days ' Mistaken as “3 doses” Use *for three days”. G
>and < 'Bfeaw than and less than | Mistaken as appasite of intended; mistakenly use incorrect | Use “greaterman” o "Iess than” RS
B -{ symbal; “< 10" mistaken as “40” : 3 o
/ (slash mark} -Separates twu dnses or mdmates 3_ '} Mistaken as the number 1 {eg., “25 units/10 units” misread -ste "per" ratherthan a slash man( tu ;' o
Sner Rt = s “25 units and TI0" units} “separate dnses : : )
@ .'At‘;-_' : - 1-| Mistaken a3 “2" Use ap =
& And -+ Mistaken as 2" Us6 "2 -
+ Plus or and - Mistaken as “4" Use “and®
° Haur n s : Mistaken as a zero (e, q2° seen a5 g 20) Use *hr,” "h" ar “huur"

** Identified abbreviatigns above are also |ncluded on the JCAHB
Use™ list, effective January 1, 2004, An updated fist of frequently

1o M

S

minimum fist” of dangerous abbreviations, acronyms and symbals that must be included on an arganization's "Da Not

asked questions ahout this JCAHO requirement can be found an their website at wwwzahner,

IS
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KENTUCKY BOARD OF NURSING
312 Whittington Parkway, Suite 300
Louisville, KY 40222-5172

2004-2005 2000 2001 2002 2003 2004 2005
NCLEX Pass Rate* and Approval Status Pass # Pass # Pas # Pass # Pass # Pass # Approval
Rate | Tested| Rate | Tested] Rate | Tested| Rate | Tested] Rate |Tested] Rate | Tested | Status
Baccalaureate Degree Nursing
Bellarmine University 98%| 42 88%| 43 100%| 38 100%] 47 100%| 61 9/%(| 90 Full
Berea College 73%) 15 86%| 14 94%| 17 1% 7 93%| 14 91%| 11 Full
Eastern Kentucky University 95%| 66 86%| 71 96%| 49 95%| 38 100%| 72 92%| 107 Full
Kentucky Christian University 0% 0 0% 0 0% 0 0% 0 0%] O 75% 4 Full
Morehead State University 88%] 16 86%| 22 85%) 27 87%| 15 B4%[ 14 95%| 20 Full
Murray State University 93%] 41 100%]| 33 92%| 37 81%| 27 100%[ 39 88%| 41 Full
Northern Kentucky University 0% 0 0% 0 0% 0 0% 0 75%| 186 90%} 30 Full
Spalding University 90%| 39 73%| 37 93%| 238 74%] 23 9/%| 33 91%} 74 Full
Thomas More College 100% 5 86%| 14 86% 7 86% 7 88%| 8 50% ] Full
University of Kentucky 93%| 49 96%| 57 97%| 65 95%| 61 94%| 62 98%| 64 Full
University of Louisville 83%| 88 B5%| 55 96%! 70 88%| 64 92%]| 87 89%]| 116 Full
Western Kentucky University 94%| 32 89%| 36 100%] 24 78%| 36 93%| 44 90%| 60 Full
2000 [ 2001 | 2002 | 2003 | 2004 | 2005
Graduates| 411 396 371 329 456 633
Testing] 393 382 362 323 451 625
Passing| 353 336 344 288 425 571
Kentucky Pass Rate Average| 90% | 88% | 95% | 89% | 94% | 91%
National Pass Rate Average| 82% | 84% | 85% | 86% | 85% | 85%

* Pass rates are calculated considering individuals who: 1) graduated between July 1, 2004 and June 30, 2005; 2) tested between July 1, 2004 Sept. 30, 2005, and 3} are first time takers of

NCLEX.




KENTUCKY BOARD OF NURSING
312 Whittington Parkway, Suite 300
Louisville, KY 40222-5172

2004-2005 2060 2001 2002 2003 2004 2005
NCLEX Pass Rate* and Approval Status Pass # Pass # Pas # Pass # Pass # Pass # Approval
Rate | Tested| Rate | Tested| Rate | Tested| Rate | Tested| Rate !Tested| Rate | Tested Status
Associate Degree Nursing
Ashland Community & Technical College 90%| 49 89%| 45 8§7%| 39 88%| 56 92%| 49 94%| 54 Full
Big Sandy Community & Technical College 100%(| 13 95%| 22 56% 9 87%| 15 94%| 18 90%| 21 Full
Bluegrass Community & Technical College 87%| 79 93%| 54 98%| 47 95%| 59 91%| 65 97%| 78 Full
Eastern Kentucky University 84%( 110 87%| 94 98%| 89 94%| 85 91%]| 117 93%| 107 Full
Elizabethtown Cmty. & Technical Collega 98%]| 53 90%| 51 100%| 35 98%| 43 95%| 44 94%| 51 Full
Hazard Community & Technical Coliege 80%| 51 91%| 64 77%| 48 100%| 55 82%| 50 88%| 59 Full
Henderson Community College 86%| 36 97%| 34 91%] 33 97%| 38 100%] 55 88%| 85 Full
Hopkinsville Community College 7% 47 97%| 37 100%| 34 93%| 46 98%| 44 93%1 42 Full
Jefferson Community & Technical College B81%| 101 92%¢ 100 96%] 68 100%| 83 96%| 85 97%| 122 Full
Kentucky State University B84%| 31 84%| 19 81%] 32 88%| 25 100%| 29 94%| 36 Full
Lincoln Memecrial University - Corbin Campus 100% 7 91%| 11 93%| 14 73%| 22 94%| 18 83%| 23 Full
Madisonville Community Cellege 81%; b2 96%| 49 94%| 35 100%| 38 91%| 55 91%] 74 Full
Maysviile Community & Technical College 86%| 14 94%| 17 100%| 14 81%| 23 93%{ 15 92%| 24 Full
Midway College 75%| 60 96%| 44 91%| 47 87%| 31 80%| 45 88%| 47 Full
Morehead State University 94% 17 100%| 21 93%| 14 868%| 35 85%] 20 92%| 25 Full
Northern Kentucky University 92%| 59 91%| 58 94%| 78 88%! 80 89%} 27 93%| 76 Full
Owenspboro Community & Technical College 95%| 20 100%| 12 95%| 19 100%| 10 100%| 16 75%| 52 Fuli
Pikeville College 94%| 17 95%] 19 100%| 16 100%| 22 91%| 23 100%| 22 Full
Somerset Community College 90%| 31 92%) 25 97%| 32 100%| 32 100%| 32 100%| 37 Full
Southeast KY Cmty. & Technical College 78%| 40 93%| 29 93%| 30 94%| 35 86%| 36 95%| 38 Full
Spencerian College 0% 0 0% 0 0% 0 80%| 64 77%| 122 76%| 1G0 [Conditional
St. Catharine College B4%| 25 85%| 20 0% 0 100%| 10 100%] 15 100%t 10 Full
West KY Community & Technical College 88%| 51 88%| 41 93%| 46 93%| 46 93%| 60 93%| 72 Full
Western Kentucky University 89% B3 89%| 75 86%| 71 89%| 78 86%| 95 76%| 122 Full
2000 | 2001 | 2002 | 2003 | 2004 | 2005
Graduates| 1053 | 960 864 | 1040 | 1149 | 1371
Testing] 1026 | 941 850 | 1029 | 1132 | 1357
Passing| 878 868 785 951 1021 | 1218
Kentucky Pass Rate Average| 86% | 92% | 92% | 92% | 90% | 90%
National Pass Rate Average| 83% | 83% | 85% | 88% [ 85% | 85%

* Pass rates are calculated considering individuals who: 1) graduated between July 1, 2004 and June 30, 2005: 2) tested between July 1, 2004 Sept. 30, 2005; and 3) are first time takers of
NCLEX.




KENTUCKY BOARD OF NURSING
312 Whittington Parkway, Suite 300

Louisville, KY 40222-5172

2004-2005 2000 2001 2002 2003 2004 2005
NCLEX Pass Rate* and Approval Status Pass # Pass # Pas # Pass # Pass # Pass # Approval
Rate | Tested| Rate | Tested| Rate | Tested| Rate | Tested| Rate |Tested] Rate | Tested| Status
Practical Nursing
Ashland Community & Technical College 0% 0 67%| 24 90%| 20 87%| 15 93%| 41 94%| 34 Full
Big Sandy Community & Technical College 87%| 36 100% 8 84%| 32 90%] 10 82%| 28 94%| 31 Full
Bluegrass Cmtiy. & Technical College - Danville 90%| 51 92%| 36 86%| 22 90%| 38 85%| 47 91%| 45 Fuli
Bluegrass Cmty. & Technical College-Leestown 91%| 23 78%| 32 100%| 40 97%| 32 95%| 39 94%| 49 Full
Bowling Green Technical College - Glasgow 98%|[ 53 100%| 21 96%| 52 95%| 21 84%| 31 90%| 42 Full
Elizabethtown Cmty. & Technical College 100%| 14 90%| 10 94%] 18 100%| 12 100%| 10 100%| 11 Full
Galen College of Nursing 84%| 62 82%| 57 96%| 83 92%| 78 98%| 87 95%| 106 Full
Gateway Community & Technical College B6%| 58 91%| 33 89%| 28 81%| 47 B1%| 53 88%| 51 | Conditional
Hazard Community & Technical College 95%| 42 98%| 40 94%| 35 89%| 27 88%| 51 94%| 35 Full
Hopkinsville Community College 0% 0 0% 0 100% 5 100%| 16 100%f) 1 95%| 21 Full
Jefferson Community & Technical College 95%| 22 87%| 31 97%{ 29 89%| 19 100%} 29 100%] 32 Full
Laurel Technical College 0% 0 0% 0 92%{ 12 89%| 18 0%} 0 2% 12 Full
Madisonville Community College 86%| 28 91%| 32 88%| 17 97%| 36 84%| 43 95%| 42 Full
Maysville Community & Technical College 0% 0 0% 8] 1% 17 94%| 16 83%| 18 100%] 19 Full
Maysville Cmty. & Technical College - Rowan 0% 0 94%| 34 100%] 15 0% 0 93%| 14 100%]| 14 Full
Owenshoro Community & Technical College 78%| 23 93%| 15 92%| 12 0% 0 100%] 27 100%{ 15 Full
Somerset Technical College 73%| 45 95%| 41 B6%| 22 98%| 45 100%] 20 95%| 20 Full
Sautheast KY Cmty. & Technical College 97%| 38 81%| 32 75%| 24 92%| 65 97%) 31 94%| 47 Full
Spencerian College 93%| 42 85%| 86 80%| 105 72%| 151 82%) 136 96%| 91 Conditional
West KY Community & Technical College 96%| 25 88%| 17 100%| 13 100%( 13 100%| 16 97%| 38 Full
2000 [ 2001 | 2002 | 2003 | 2004 | 2005
Graduates] 591 588 643 720 783 783
Testing] 562 549 501 859 722 753
Passing| 508 489 540 578 646 713
Kentucky Pass Rate Average| 90% | 89% | 90% | 88% [ 83% | 95%
National Pass Rate Average| 85% | 86% | 86% | 88% | 89% | 90%

* Pass rates are calculated considering individuais who: 1) graduated between July 1, 2004 and June 30, 2005; 2) tested between July 1. 2004 Sept. 30, 2005; and 3) are first time takers of

NCLEX.




KENTUGKY BOARD OF KURSING
VERIFIGATION OF COMPLETION OF THE CLINICAL INTERNSHIP

Type or print clearly using capital letters and black ink, keaving one blank space between words within items, if applicabte,

— Rpplicant information

Please print name as it appears on the Provisional License.

Name:

Provisional License #: Social Secunty #: - -
Date of Birth: - - Phone #: - -
Mailing Address:

City: State: Zip;

— Provide the Foliowing Information

By my signature below, | verify that the above named nursing applicant has completed at least 120
hours of supervised clinical internship required for licensure by examination in 201 KAR 20:070 or
licensure by endorsement in 201 KAR 20:110, as applicable.

Facility Name:

Facility Address:

City:

State: Zip: . Phone #: - -

— Applicant's Signature Date: - -

Supervising Nurse License #: State:

— S rvising Nurse's Nam
upe g e (PLEASE PRINT) _ Pposition
. . — Unit/Area
— Supervising Nurse's Signature
Date: - -
— Mail or Fax Gompieted Form to:

Attn: Credentials Fax: 502-429-3311 Office Use Oaly _
Kentucky Board of Nursing (L.ouisville Exchange) Reviewed By: Date:
312 Whittington Pky, Suite 300

Louisville, KY 40222-5172 | 1212005




Nurse Practice Acts
CE Courses

i

3

Planning to move or have you recently
reiocated to o new state?
Bid you know that the rules ond regulations
of nursing vary by state?

Nurse _Prud:tice Acts

2.0 Contact Hours n
go to www.leq

n
Unde.rstand . . ) maa NOSBN Fdusionsl Froduc
the history of licensure, the purpose of nursing regulation Nationol e of Sute Baurds of Nurany
and the functions of the boord of nursing. L1 E. Wacker rive
Suite 2900

[deﬂtify Chicago, 1L AOG01-4377
the powers and responsibilities of the hoard. phone | 33-525-3700

) [7x 312:2739-1032
Examine weh !owwwieariingext com
the definition of licanses ond the duties of licensees, wmalt | campusaimingreshn.ong
Recognize
the disciplinary autnerity of the board and due-process | Please Post for Nu rses!
procedures,
Distinguish

between the alternatives to discipline.

Board of Nursing jurisdictions with o Nurse Proctice Act
anline CE course with NCSBN Learning Extension:

ldaha, lowa, Massachusetts, Minnesota, Missouri, Nevada
New Mexico, North Caroling, North Dakoto, Ohio,

West Virginic-PN and West Virginio-RN.

3

Take the Nurse Practice Acts
continuing education course now at
www.learningext.com! " aw HPALOG4




