Nursing Program Update: October/November 2005

Questions? Contact: Patty Spurr, Education Consultant @ 502-429-3333; Patricia Spurr@ky gov

Resource for Safety

| recently learned that there is an on-line CE offering sponsored by the Center for American Nurses on
“Culture of Safety.” The goal of the offering is to recognize that nurses are in a unique position to
improve patient safety and identify problems with healthcare systems.

The link to this offering is: http://www.centerforamericannurses.org/can/news/safetyce him

1°" Nursing Education Conference: Call for Proposals

At the direction of the Board of Nursing, the first Nursing Education Conference will be offered on May
19, 2006. In preparation for the event, enclosed is a call for proposals that | would encourage you to
share with your faculty. The theme of the conference is: Celebrating our Successes! This is an
opportunity for faculty across the state to hear about the exciting education that is occurring across the
Commonwealth.

The brochure will be distributed in February with conference details; the plan is to hold the cost of
registration to no more than $25 to allow for maximum participation. The tocation of the conference will
be either General Butler State park (Carrollton) or a location in Louisville. The program is being co-
sponsored with the Kentucky League for Nursing.

Watch for more information! Get those proposals coming in, and get those calendars marked for May
19.

RN to PN: Role Delineation Course

If you recall earlier this year, legislation became effective that allows a person who has graduated from
an RN Nursing Program but has not been successful on NCLEX to take the NCLEX-PN exam. Prior to
being made eligible to take the test, each RN graduate is required to complete an LPN Role Delineation
Course. In order to offer the class an LPN program must make seek approval through the Board of
Nursing. It is exciting to announce that the first such class is now available to students. Enclosed is a
flyer providing the details of the course being offered through KCTCS.

Clinical Internship

| have met with most of you either at the PN or ADN Council meetings to share information on the
upcoming Clinical Internship requirement for new graduates making application for licensure in
Kentucky as of January 1, 2006. Included in this package are several documents that will provide
background on the internship that you can share with students. | would encourage you to also share
these documents with your entire facuity.



t am aware that programs of nursing are concerned that the implementation of the clinical internship will
impact overall program NCLEX pass rates. The intent of the internship is to ensure that every new
graduate has an orientation of at least 120 hours with an experienced nurse as they begin their
transition to clinical practice. As | receive more calls, | am hearing from faculty that are encouraging
students that are graduating in May to complete their application prior to January 1 to “beat the
internship.” | am concerned as to the message being sent. What is been said out loud is *How can we
get our students out of the internship,” but what is also being communicated to students is that if they
participate in the clinical internship it is more likely that they will be unsuccessful on NCLEX. This is
interjecting panic into an already panicked popuiation. What is it communicating to those students in
your program with graduation dates beyond May? Are we needlessly planting seeds of concern and
doubt of future success? The Clinical Internship is designed to be a win-win for all involved: it is a win
for patients ensuring that new graduates receive an orientation and it is @ win for the new graduate as
they transition into a strange new world.

Will the internship impact program pass rates? The jury is still out on that answer. But this | know—
“Change is a little bit like heaven- it's great when you get there but nobody wants to go.* Continue to
let me know concems and issues that develop with respect to the Internship and | can assure you that |
will pass this information forward to the Education Committee and the Board.

Lila and I want to thank you
For submitting Your Annual Report In A Timely Manner




Mrs. Thompson had watched Teddy the year before and
noticed that he did not play well with the other children, that
his clothes were messy and that he constantly needed a
bath. In addition, Teddy could be unpizasant. It got to the
peint where Mrs. Thompson would actually take delight in
marking his papers with a broad red pen, making bold X's
and then putting a big "F" at the top of his papers.

At the school where Mrs. Thompson faught, she was
required to review each child's past records and she put
Teddy's off uniil last. However, whern she reviewed his file,
shie was in for a surprise.

Teddy's first grade teacher wrote, "Teddy is a bright child
with a ready laugh. MHe does his work neatly and has good
manners... he is a joy to be around..”

His second grade teacher wrote, "Teddy is an excellent
student, well liked by his classmates, but he is troubled
because his mother has a terminal illness and #fe at home
must be a struggle.”

His third grade teacher wrote, "His mother's death has been
hard on him. He tries to do his best, but his father doesn't
show much interest, and his home life will scon affect him i
some steps aren't taken.”

Teddy's fourth grade teacher wrote, "Teddy is withdrawn
and doesn't show much interest in school, He doesn't have
many friends and he sometimes sleeps in class.”

By now, Mrs. Thompson reaiized the problem and she was
ashamed of herself. She fell even worse when her students
brought her Christmas presents, wrapped in beautifui
ribbons and bright paper, except for Teddy's. His present
was ciumsily wrapped in the heavy, brown paper that he got
from a grocery bag. Mrs. Thompson took pains to open itin
the middle of the other presents. Some of the children
started to laugh when she found a rhinestone bragelet with
some of the stones missing, and a bottie that was ane-
quarter full of perfume. But she stified the children’s
laughter when she exclaimed how pretly the braceiet was,
putting it on, and dabbing some of the perfume on her wrist,
Teddy Stoddard stayed after school that day just long
enough to say, "Mrs. Thompson, today you smelied just like
my Mom used i0.”

After the children left, she cried for at least an hour. On that
very day, she quit teaching reading, writing and arithmetic.
instead, she began to teach children. Mrs. Thompson paid
particular attenticn fo Teddy. As she workad with him, his
mindg seemed to come alive. The more she encowraged
him, the faster he respondad. By the end of the year, Teddy
had become one of the smartest children in the class and,
despife her lie that she would love alf the chiidren the same,
Teddy became one of her "teacher’s pets..”

A year later, she found a nots under her door, from Teddy,
telling her that she was the best teacher he ever had in his

whole life.

Six years went by before she got another note from Teddy.
He then wrote that he had finished high school, third in his
class, and she was still the best teacher he ever had in life.

Four years after that, she got another letter, saying that
while things had been tough at imes, he'd stayed in school,
had stuck with it, and would soon graduate from college
with the highast of honors. He assured Mrs. Thompson that
she was siill the best and favorite teacher he had ever had
in his whole life.

Then four more years passed and yet another letter came.
This time he explained that after he got his bachelor's
degree, he decided to go a little further. The letter explained
that she was still the best and favorite teacher he ever had.
But now his name was a {ittle longer.... The letter was
signed, Theodore F. Stoddard, MD >

The story does not end there. You see, there was vet
another letter that spring. Teddy said he had met this girl

~ and was going to be married. He explained that his father

had died a couple of years ago and he was wondering if
Mrs, Thompson might agree to sit at the wedding in the
place that was usually reserved for the mother of tha
groom. Of course, Mrs. Thompson did. And guess what?
She wore that bracelet, the one with several rhinestones
missing. Moreover, she made sure she was wearing the
perfume that Teddy remembered his mother wearing on
their last Christmas together.

They hugged each other, and Dr. Stoddard whispered in
Mrs. Thompsen's ear, "Thank you Mrs. Thompson for
believing in me, Thank you so much for making me f{eel
important and showing me that | could make a difference.”

Mrs. Thompson, with tears in her eves, whispered back.
She said, "Teddy, you have it all wrong. You were the one
who tatght me that ! could make a difference. | didn't know
how fo teach until | met you."

{For you: that don't know, Teddy Stoddard is the Dr. at lowa
Methedist in Des Moines that has the Stoddard Cancer
Wing.)

Warm somecne's heart foday . . . pass this along. | love this
story so very much, | ery every time {read it Justiry to
make a difference in someone’s life today? tomorrow? just
"do it".



Phone:

KENTUCKY BOARD OF NURSING 502.429-3300
312 WHITTINGTON PARKWAY, SUITE 300 800-305-2042
LouisviLLE, KY 40222 Website:
7 hitp:/fwww kbn.ky.gov
1%* Kentucky Nurse Educator Conference: Celebrating Our Successes!
May 19, 2006
Call for Proposals

Introduction

Who says that you have to travel to other states to hear the best and brightest? Kentucky programs of nursing are filled
with talented educators and the first Kentucky Conference wants to celebrate their accomplishments. Share your
knowledge and experience with your fellow faculty members from across the state at the first “Kentucky Nurse Educator
Conference: Celebrating Our Successes!”

Faculty members from across the state are invited to submit a proposal for a concurrent session or poster presentation.
Focused areas for proposals include:

s  Working with students s Curriculum development

e Teaching strategies e Faculty development /scholarship

+ Evaluation/assessment strategies

The standard session will be 50 minutes in length with the potential for a session running across two time periods.
Proposals should be submitied electronically no later than: January 1, 2006.

Review of Proposals

A panel of educators frem across the state will review all proposals. This review will be completed anonymousiy.

Call for Presentations/Posters

Educators are encouraged to develop proposals that describe innovative and practical applications of knowledge and/ or
skills for the education of nursing students.

Submission Guidelines;
Prepare a narrative or outline format of the concurrent session presentation. The order of the content includes:

» Title of the session: Concusrent Session or Poster

» |If concurrent session: Teaching Methods to be used such as lecture, discussion, case study, etc.
e Objective(s)
¢ |Level of intended audience: Basic, intermediate, Advanced, All
» Focused areas of presentation:
o Working with students; e Curriculum development
o Teaching strategies o Faculty development /scholarship

o Evaluation/assessment strategies
» One paragraph descripticn of the session to be used in the development of the brochure announcing the
conference. (25- 40 words)
e A brief biographical summary of the presenter(s) including information on presentation of sessions or speaking
ehgagements at other conventions or meetings
e Duration of presentation: 50 or 100 minutes
A proposal no longer than one page in length; double spaced; 10-12 size font

Submit the proposal electronically to: naldciz seur@@hy.gov. Submissions must be received no later than January 1,
2006.

P This conference is being presented in cooperation with the Kentucky League for Nursing.




Kentucky Board of Nursing

Prelicensure Practical Nursing Role Delineation Course

With administrative regulation effective in 2005, RN graduates who fail the
NCLEX-RN may apply to take the NCLEX-PN. Prior to taking the examination
these applicants will be required to complete a board-approved practical nursing
‘role delineation course. The course shall include content on the roles and
responsibilities ot an LPN and direct supervised clinical instruction. zo1xar 20,070

2

The course can be taken only at an approved LPN program of nursing. The
program of nursing shall seek approval of the course from the board.

Below are details of the first approved Kentucky approved LPN Role Delineation
Course with contact information.

Corirse Description:

Provides the opportunity for nursing mobility to the candidates who have not successfully
completed the NCLEX-RN, and desire to complete the NCLEX-PN. Consists of eight (8) hours
of didactic and 16 hours of clinical instruction. Focuses on roles and responsibilities of the
Licensed Practical Nurse as a member of the health care team.

Course Prerequisites:

Completion of the required education program in registered nursing at an approved school of
nursing , completion of the requirements of graduation, but unsuccessful in completion of the
NCLEX-RN.

Corirse Datés:
[Lecture content will be distance learning via KYVU. Clinical component will be scheduled in
Madisenville or by arrangement with another KCTCS Practical Nursing Program.

Location:
Madisonville Community College Health Campus - KYVU

Course Competencies:
Upon completion of this course, the student can:
L. Function within the scope of the Licensed Practical Nurse as specified within the
Kentucky Nurse Practice Act.
2. Practice safely and competently as a Licensed Practical Nurse.

For Complete Details Contact:
Elaine Terry MS, RN
Madisonville Community College Health Campus
Rachel Terrv(@ketes.edu
270/824-7552 EXT. 128




KENTUCKY BOARD OF NURSING Phone:
312 WHITTINGTON PARKWAY, SUITE 300
LouisviLLE, KY 40222 Website:

502-429-3300
800-305-2042

hitp:/fwww kbn ky.gov

Clinical Internship: What New Graduates Need to Know

What is the Clinical Internship? The statute defines
clinical internship as: “A supervised nursing practice
experience, which involves any component of direct
patient care.” (KRS8314.011 {20)) “The Clinical Internship
shall last a minimum of 120 hours and shall be
completed within six (6) months of the issuance of the
provisional license”. (KRS314.041 (4); 314.051 (5)) The
key elements include: direct patient care, supervised by
a licensed nurse, 120 hours, and 6 month time frame.

What does the Board consider to be “direct patient
care”? “Direct patient care” can be defined by the
obvious components of “hands on" care but would
include other activities related to patient care such as
obtaining or giving report, charting, communicating with
physicians, etc.

How does the Board define “supervised nursing
practice”? To qualify as "direct supervision”, the nurse
responsible for the applicant shall at ail times be
physically present in the facility and immediately
avaitable to the applicant while the applicant is engaged
in the clinical internship. The nurse respansible for the
applicant shall be currently licensed to practice as a
nurse in Kentucky. (201 KAR 20:070, section 4 (a)

(10) /

When is the effective date for the Clinical Internship
Requirement? Any person applying for licensure by
examination in Kentucky on or after January 1, 2006 will
be required to show successful completion of the clinical
internship prior to being made eligible to take NCLEX,

When should | apply for my Kentucky Nursing
License? New Graduates should make application to

Kentucky when they feel confident that they will be able
to complete the internship within the next six (6) months.
Once the program of nursing sends validation to the
Board that you have completed your program + your
application is complete, a provisional license will be
issued. Once this provisional license is issued, you have
six months to complete the internship and successfully
complete NCLEX in order to continue practicing as a
nurse.

What if something should happen and the applicant
is not able to complete the internship within the six-
month period of time? The only way that a second
provisional license can be issued is if an applicant
should experience a temporary physical or mental
inability to complete the clinical internship. The applicant,
prior to the expiration of the provisional license, must
contact the Board and submit a petition to “Hold
Provisional License in Abeyance”. In order for the Board
to rule on this, the applicant is required to submit
evidence from a licensed health care practitioner that
documents a diagnosis of a temporary physical or
mental inability that prevents the applicant from
completing the internship within the original six (6)
months. Until the time that a second provisiona! license
is issued, the person may not engage in nursing
practice; this includes any time devoted to orientation.

Can an applicant request a second provisional
license for a reason other than for physical or
mental inability to complete the internship? No. ltis
critical that a2 nurse applicant not submit his/her
application for licensure in Kentucky until they believe
that they will be able to complete the internship and take
the NCLEX examination within the six-month period of
time that the provisional license is active.

Are there any restrictions where the Clinical
internship can be completed? Does it have to occur
in the intended practice area? The intemship can be
completed in any clinical setting where direct patient
care is provided and there is a licensed nurse available
to provide direct supervision. Though not mandated, it
stands to reason that the preferred setting for the
internship would be the clinical area where the new
nurse will work once full licensure is granted. Since the
purpose of the internship is to allow the new graduate an
opportunity to work with a licensed nurse, it is desirabie,
but not required, that it be within the clinical area where
they wili continue to practice.

Do | have to be employed by the site where the

internship is conducted? Employment is not a
requirement for the completion of the intership. The

only stipulation is that the 120 hours is completed post
graduation and following receipt of the provisional
license. More than likely internships will be completed
at the new graduate’s place of employment.




STARTING THE INTERNSHIP

When can | start the internship? An applicant can begin
the intemnship as soon as it is verified that they have an
active provisional license. Applicants will receive the
provisional license via US Mail. Verification can also be

Beginning the internship before a provisional license is
issued is considered to be practicing without a nursing
license thus making the applicant subject to disciplinary
action.

When can | expect to receive my provisional license?
Once your application is complete and the Board has
received verification from your program of nursing that
you have graduated, a provisional license will be
processed and mailed within seven to fourteen business
days.

How do | sign my name in charting during the
internship/provisional license period? A new appiicant
should sign his/her name with the initials of RNA
(Registered Nurse Applicant) or LPNA (Licensed
Practical Nurse Applicant).

COMPLETING THE INTERNSHIP

The 120 hours is_ complete- how do | communicate this
to the Board? A form is available for use by the applicant
for submitting the information but use of the form is not
MANDATORY. As long as the required information is
submitted, it will be accepted in any format. If the KBN form
is not used, documentation must be submitted on agency
letterhead.

Documentation of completion of the clinical internship must
include the following information: Name, address,
telephone number, social security number and date of birth
of the applicant; Provisional license number; Name, address
and telephone number of the facility where the clinical
internship was compieted; and Name of the supervising
nurse,

H sent by mail: Kentucky Board of Nursing
Attn: Credentials Branch
312 Whittington Parkway, Suite 300
Louisville, KY 40222

If sent by fax: 502- 696-3953

Who should send in the verification of internship
completion? Since the license belongs to the nurse
applicant, it is the applicant’s ultimate responsibility to send
in or make certain that the documentation has been sent to
the Board indicating that the internship has been completed.

If | have more than one nurse as a supervising nurse
during the internship, whom do | identify as the
supervising nurse? The supervising nurse should be the
nurse who has spent the most time with you during this 120-
hour periocd. If you do not have a primary nurse, tatk with
the nurse manager or staff development to seek guidance
on whom to name.

How does my practice change once the internship is
completed? There is no change from the practice that the
applicant engaged in during the internship. As long as the
applicant is an RNA or LPNA, by law they shall only work

under direct supervision and shall not engage in
independent nursing practice. (KRS314.041 (5) and
KRS314.051 (6))

| have completed the internship, when can | take
NCLEX? First, you will need to have registered for the

examination. Once the completion of the internship is
validated at the Board office, we will notify NCLEX that you
are eligible to take the examination. You will then receive
your ATT or Authorization to Test from the testing center
(Pearson-Vue). Once the ATT is received, you have 90
days to schedule and take the exam. To avoid any
interruption in your practice, watch the calendar to be sure
that you will have time to obtain your NCLEX resulis (about
2 weeks following the test) before your provisionat license
expires.

What happens if | am unsuccessful on NCLEX ? If the
applicant should be unsuccessful on NCLEX, the

provisional license is voided and shall be immediately
returned to the Board. Since the person no longer holds a
provisional license, they can no longer work in the capacity
of a nurse applicant. The applicant wouid have to re-apply
to the Board for a license and follow the re-testing process.
Persons are eligible to re-test no sooner than 45 days.

Will | be required to repeat the internship at any point?
OCnce the internship has been completed and verified, the
applicant will not be required to repeat this process for
licensure purposes. The only time that another internship
will be required is if the nurse moves to a different level of
licensure, i.e. an LPN who returns to school to become an
RN or an RN graduate that seeks licensure as an LPN. In
both incidences, the nurse would be required to complete
an internship for the new corresponding level of practice.

References: KRS 314.011; 051; 041; 201 KAR 20:070.
Licensure by examination. August 4, 2005
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Executive Summary

Since the mission of the boards of nursing is to protect the public, the boards of nursing have the
responsibility of making sure that new graduate nurses are prepared to practice safely. Therefore, the
National Council of State Boards of Nursing (NCSBN) presents this Position Paper to provide guidance
to the boards of nursing for evaluating the clinical experience component of prelicensure programs.
NCSBEN's Practice, Regulation and Education {(PR&E) Committee members reviewed the available
literature, surveyed the boards of nursing and nursing education organizations, sought stakeholder
input, consulted with experts and participated in simulated experiences to provide the rationale for this
Paper. The PR&E Committee members realize that there is the nesed for more research of clinical
education in nursing. The recommendations, therefore, are based on the best available evidence at
this point in time.

The PR&E Committee recommends the following positions:
m Prelicensure nursing educational experiences should be across the lifespan.

B Prelicensure nursing education programs shall include clinicat experiences with actual patients;
they might also include innovative teaching strategies that complement clinical experiences for
entry into practice competency.

® Prelicensure clinical education should be supervised by quatified faculty who provide feedback and
facilitate reflection.

B Faculty members retain the responsibility to demonstrate that programs have clinical experiences
with actual patients that are sufficient to meet program cutcomes.

m Additional research needs to be conducted on prelicensure nursing education and the development
of clinical competency.

Premises
1. The mission of the boards of nursing is the protection of public health, safety and welfare.

2. Regulation criteria for nursing pragrams should reflect minimum requirements and be the least
burdensome criteria consistent with public protection.

3. The curriculum in nursing education programs is faculty driven, reflective of the parent institution’s
mission and based on national standards.

4. Nursing is a practice discipline.



Program outcomes are consistent with the knowledge, skiils and abilities required for safe and
effective provision of nursing care.

Nursing programs prepare lifelong learners who practice in complex and dynamic environments.

Nursing faculty members facilitate the students’ development of clinical judgment and critical
thinking abilities necessary for safe and effective practice.

Prelicensure nursing education programs prepare nursing students for entry intc practice as
generalists.

Nursing regulation recognizes the value of evidence-based innovation in meeting nursing
education program cutcomes.

Definitions

1.
2.

1C.

11.

Across the lifespan — An understanding of all phases of human life.

Competence — Competence is the application of knowledge and the interpersonal, decision-
making and psychomotor skills expected for the practice role, within the context of public health,
safety and weifare (Mcde! Practice Act and Rules, NCSBN, 2004).

Clinical judgment — Clinical judgment is the application of the nurse’s knowledge and experience
in making decisions about client care (Medel Practice Act and Rules, NCSBN, 2004).

Critical thinking — Critica! thinking is the intellectually disciplined process of actively and skillfully
conceptualizing, applying, analyzing, synthesizing and/or evaluating information gathered from, or
generated by, observation, experience, reflection, reasoning or communication, as a guide to belief
and action (Scriven & Paul, 20035).

Deliberate practice — Deliberate practice takes place with an engaged !earmer and involves
repetitive performance of intended psychomotor or cognitive skilis in a focused domain, coupled
with (1) rigorous skills assessment that provides learners (2) specific, informative feedback, that
results in increasingly (3) better skills performance, in a controlled setting (Issenberg et al., 2002).

Distance education — Distance learning incorporates teaching/learning strategies used to meet the
learning needs of students, when the students and faculty are separated from each other (Adapted
from the Model Practice Act and Rules, NCSBN, 2004).

Hands-on clinical instruction — Hands-on iearing situations are those where students directiy care
for patients within the relevant setting. "Sufficient” hands-cn clinical instruction means adequate
time spent directly with patients under the supervision of a qualified faculty member, so that
program outcomes are met.

Qualified nursing program faculty — Qualified faculty members in nursing programs are those who
meet the board of nursing faculty qualifications for that state, as well as the qualifications for the
parent institution.

Program outcomes {expected) — Expected program outcomes are specific, measuraple indicators
of program guality and effectiveness as reflected in both student and faculty outcomes. Evidence of
program effectiveness is shown in the evaluation of actual outcomes in relation to expected
outcomes (CCNE, 2003).

Simulation — Simulations are activities that mimic the reality of a clinical environment and are
designed to demonstrate procedures, decision-making and critical thinking through techniques
such as role-playing and the use of devices such as interactive videos or manneqguins. A
simulation may be very detailed and closely simulate reality, or it can be a grouping of cemponents
that are combined to provide some semblance of reality (Jeffries, 2005). However, simulation shall
not take the place of clinical experiences with actual patients.

Situated cognition — Situated cagnition is a learning theory that is based on the premise that
learning is influenced by the situation in which it occurs. This theory of learning requires interaction



by the learner and is most effective when it takes place in an authentic environment with learners
working on real-world activities (Scheppke, 2004).

12. Supervised clinical instruction — The role of qualified nursing program faculty in facilitating student
clinical learning (Adapted from the Model Practice Act and Rules, NCSBN, 2004),

Introduction

The Practice Regulation & Education (PR&E) Commiftee was charged with writing a Position Paper to
provide guidance to boards of nursing for evaluating the clinical experience component of prelicensure
nursing programs. Since the mission of the boards of nursing is to protect the public, boards have the
responsibility of making sure that new graduates are prepared to practice safely. Recent discussion
has focused on whether nursing educational programs leading to initial licensure can successfully
educate nurses with alternative methodologies that take the place of traditional clinical experiences. In
response to this concern, the 2004 Delegate Assembly passed the following resolution:

Resolved that NCSBN and its Member Boards support the necessity for inclusion of planned,
structured, supervised clinical instruction across the life-span as essential to nursing
education; and be it further resolved that the issue of ensuring clinical competence in
prelicensure programs be referred to NCSBN’s Practice Regulation and Education Committee
to research and develop a position statement that provides guidance to nursing boards in
evaluating whether entry-level nursing applicants have received sufficient hands-on, effective,
supervised clinical nursing education to ensure safe nursing practice, in both traditional and
alternative educational nursing programs utilizing distance learning, simulation laboratories
and other technical innovations; and that the PR&E Committee shall report back at the 2005
Delegate Assembly.

The PR&E Committee engaged in the following activities in response to this charge:

m Reviewed the relevant iiterature, including systematic reviews of medicai simulation, computer-
assisted learning in undergraduate medical education and nursing education strategies.

B Surveyed all the boards of nursing.

m  Surveyed nursing education organizations and reviewed their responses regarding comments on
clinical education requirements in prelicensure nursing programs.

m Consulted with a renowned expert in simulation, Dr. William McGaghie from the Northwestern
University Feinberg School of Medicine, about simulation.

m Participated in a facilitated, simulated experience at the Patient Safety Simuiator Center at
Northwestern University Feinberg School of Medicine.

m Engaged in dialogue with a simulation facilitator at the Patient Safety Simulator Center.

m  Sought stakehclder input and reviewed the recent position statement by the American Organization
of Nurse Executives (AONE), "Position Statement: Prelicensure Supervised Clinical Instruction.”

The NCSBN Position Paper was presented at the May Board of Directors meeting, where it was
unanimously approved.

Literature Review

Through other work being conducted by the PR&E Committee, it was determined that the online
databases of CINAHL, Madline and ERIC be used with the keywords of: educatfon, nursing, teaching,
education research, learning methods, learning strategies, research-based education and
outcomes of education. These studies were evaluated for relevance for this position statement. The
primary research on nursing ciinical education research was limited. Specifically, there was no
research on the outcomes of programs that exclusively use alternatives to clinical experiences.

>



The following is a focused review of relevant studies in clinical education on how students learn to
practice safely in clinical situations. In order to be evidence-based this review includes either studies or
systematic reviews (Mayer, 2004), though PR&E also included some relevant state-cf-the-art reviews
from nursing or health care literature.

Theoretical background

Dr. Patricia Benner is well known in the nursing community for her work over the past 21 years with the
Dreyfus modei of skill acquisition. Recenfly she has written about her studies in nursing using the
Dreyfus model, in an article entitled "Using the Dreyfus model of skill acquisition to describe and
interpret skil! acquisition and clinical judgment in nursing practice and education” (Benner, 2004). The
Dreyfus model is developmental and is based on experiential learning. Benner writes that nursing
requires both techné and phronesis. Techné is defined as explicit knowledge that can be captured
from procedural or scientific knowledge. For techné, Benner gives the example of providing clear
parameters and guidelines to students for determining fluid balance. At this stage the learner cannot
rely on previous experience, so the student must be given safe, clear directions on how to proceed.
For adequately teaching techné the nursing program must provide for specific situated learning in the
clinical situaticn, though students would benefit from previous simulated experiences.

Phronesis, on the other hand, is more complex; it is a reasoned practice employed by expert clinicians
through experiential learning, where the nurse is continually improving her or his practice. According to
Benner, the integrated, rapid response is the hallmark of phronesis (Benner, 2004, p. 196). Benner
(2004, p. 197) gives a complex example of phronesis where the nurse made some rapid decisions
when the patient developed a carotid hemorrhage. Phronesis is learned in the authentic situation with
patients and feedback from experts.

Dr. Benner's stages of skill acquisition include the "novice,” or the period in the nursing program when
students have no experiential background on which to base their approach or their understanding of
the clinical situation; “advanced beginner” or new graduate; "competent’ or one to two years in
practice; "proficiency,” a transitional stage on the way to expertise; and “expertise,” which involves
practical wisdom or phronesis. For the purpose of this position statement, the focus is on the stages of
the novice and advanced beaginner. In the novice stage the nursing instructor carefully selects patients
that are stable and predictable. As with the earlier discussion of techné, Benner (2004) suggests that
the novice operates from the perspective of inflexible, rule-governed behavior. Benner (2004, p. 191)
states, “Skills that are performed easily on a mannequin in a skills lab require adaptation and
communication and reassurance skills when performed on a range of patients whe may be calm or
highly anxious.” Qualified faculty provides coaching, feedback and reflection throughout the nursing
education program. As graduation approaches, students are expected to function at the “advanced
beginner’ stage of skill acquisition. Newly licensed graduates, who function as advanced beginners,
have a heightened awareness of feedback and they frequently experience anxiety and excessive
fatigue (Benner, 2004).

Closely linked to Benner's work with the Dreyfus model is Ericcson's (2004) sentinel review of
deliberate practice. Ericcson (2004, p. 574) analyzes deliberate practice in this review, which he
defines as practice that must be designed to improve specific aspects of performance that can easily
be integrated into one’s practice. The concept of deliberate practice would suppert learning nursing
skills and even critical thinking and judgment, in sophisticated simulation centers or in a controlied
environment with mentor guided feedback. However, it alsc would require that the student or
practitioner become engaged in defiberate practice with patients in the representative context (the
clinica! setting) with a master teacher who can give excellent feedback. Deliberate practice alsc means
that clinical teaching should be designed to improve specific aspects of performance, thus providing
students with specific expected outcomes.

There is further support for clinical learning from the Situated Cognition theory, which is a theory of
learning that is based on the premise that all learning is influenced by the situation where it occurs
(Scheppke, 2004). This is an emerging theory that has been studied in education, anthropology,



sociology, cognitive science and psychology. Situated cognition theory represents a shift in some of
the traditional psychological theories of learning to view learning as emergent and social {Lave &
Wenger, 1991). While health professions have not yet formally studied this theory, it is highly relevant
to this profession. The goal of Situated Cogniticn, according to Scheppke (2004), is to help the student
develop higher-level thinking and reasoning skills, which are an integral part of nursing. This research
has focused on the importance of the faculty in bringing the student to an authentic environment (the
real world) to learn, Applying the principles of Situated Cognition theory, student nurses must practice
in authentic situations.

The role of the teacher in the Situated Cegnition theory is that of a facilitator. The clinical teacher
models effective strategies in an authentic environment, serving as a coach by providing feedback and
advice. The assessment of students in this theory focuses on the process of leaming as well as the
product, so that portfolios are often cne method of evaluation (Scheppke, 2004). Because learning is a
social experience, teachers often create ‘learning communities” where the students can exchange
ideas and provide feedback to each other (Lave & Wenger, 1991},

Studies with students and faculty

White (2003) studied how 17 fourth-year nursing students learned clinical decision-making, using a
qualitative study design. This study identified five components that are associated with clinical
decision-making, including: gaining confidence in their skills, gaining comfort in self as a nurse,
building retationships with staff, connecting with patients and understanding the clinical picture. These
components require deliberate practice within the authentic environment, which is essential to teaching
nursing students.

The confidence component in the clinical setting, as well as gaining comfort in one’s role as a nurse,
has been mentioned by other studies as being important when learning from the clinical context
{Benner, 2004; Bjerk & Kirkvold, 1699; Yates, Cunningham, Moyle & Wollin, 1997}, Yet, there is a
paucity of studies on relating these clinical decision-making components with improved outcomes of
learning in the clinical setting. Many agree that lack of confidence and anxiety can interfere with
student learning in the clinical setting (Benner, 2004, Yates et al., 1997). Therefcre, Yates et al.
(1997), in Australia, conducted evaluation research on a peer mentorship program that was used to
prepare students for learning in the clinical setting. The mentorship program consisted of five group
sessions with first year students (four to seven volunteers per mentor) meeting with second year
students. The mentors were identified by facuity members using set criteria and the mentors attended
a six-hour orientation session to teach them about the role. Evaluation of the program was
comprehensive, with pre- and post-program questionnaires, a focus group interview, review of peer
mentors’ journals and a statistical analysis of the differences in clinical performance {from clinical
instructor ratings) between the 55 protégés and 55 randomly selected students who weren’t in the
program. While they found no significant differences between the mentored group and the control
group related to the clinical instructor ratings, they did find from qualitative data that the protegés and
mentors reported increased confidence and decreased anxiety before entering the clinical setting
because of this program. The first-year students also reported that the mentorship experience helped
them to understand the importance of integrating theory and practice before they began to practice
with actual patients. While there were limitations of this pilot study, such as the selection effects
(because the protégés were volunteers), the evidence showed benefits in increasing confidence levels
and it is worthy of future investigation.

The compenents of building reiationships with staff and connecting with patients are particularly
important in light of the Institute of Medicine’s Report on education in the health professions. This
highly regarded Report identifies working within an interdisciplinary team and patient-centered care as
two essential competencies for all members of the health care team {Greiner & Knebe!, 2003). The
other essential competencies identified by the 1OM Repert are evidence-based practice, quality
improvement approaches and informatics. The Report particularly criticizes health care educatars for
not teaching students in health care professions how to work within interdisciplinary teams. The Report
laments the fact that in many education settings the health professionals are socialized in isolation and



the Report stresses the importance of cooperation and coordination in caring for patients. NCSEN has
found that when newly licensed nurses did not work effectively within a health care team or did not
know when and how to call a patient’s physician, they were more likely to report being involved in
patient errors {Smith & Crawford, 2003). This finding provides evidence that working within an
interdisciplinary team is important for patient safety.

Angel, Duffey & Belyea (2000) studied critical thinking performance in nursing students, related io
White's (2003) clinical decision-making component of understanding the clinical picture. In this
lengitudinal, quasi-experimental design with 142 junior nursing students, they used two interventions
(structured versus non-structured health pattern assessment) to study learning outcomes in two areas:
acquisition of knowledge and development of critical thinking skills. Their results showed that the
characteristics of their learmners (8.g., age or previous degree) affectad which teaching strategy was
more effective. Age and a previous degree did not influence changes in critical thinking or the
knowledge score. However, the results did show that the younger learners tended to have better
outcomes with the more structured approach, while the older learners improved more with the
unstructured approach. Students without previous degrees tended, as well, to benefit more from the
unstructured approach to the health assessment assignment. Most importantly, though, this study
clearly provides evidence that a learner’s knowledge and critical-thinking improve after a semester of
faculty-supervised clinical experiences. This evidence suggests that clinical experience with actual
patients improves nursing practice.

In Norway Bjerk & Kirkvoid {1899) videotaped three sessions of four newly graduated nurses over a
one-year period while they performed two nursing skills. This study clearly showed the importance of
feedback and reflection in order for new nurses to improve their practice. By the third filming the four
nurses had practiced for eight to 14 months and had accumulated about 25 experiences with both
skills. While there was scme improvement, there were many omissions and faults with their
performances. Often the nurses were working in isolated situations so that to receive feedback and
then to reflect, they'd have to seek guidance on their own. New nurses are often reluctant to seek
guidance from experienced nurses, partly because of the pace in clinical nursing. Though the study
focused on graduate nurses, the study supports the need for qualified faculty members to provide
students with feedback so that they can reflect on their performances and ultimately improve.

Platzer, Blake & Ashford (2000} likewise studied reflective practice in two cohorts of students in
England for more than two years, via a qualitative study methodology using audio-recorded interviews
and categorizing the themes that emerged. Students involved in reflective practice reported significant
development of their critical thinking ability, greater autonomy in decision-making and more self-
confidence to questicn the status quo and make their own judgments. Engaging in reflective practice
was instrumental in assisting them to relate their theoretical knowledge to practice. Similarly, Joubert,
Viljoen. Venter, & Bester {2002) report in their study of 120 nursing students that immediate feedback
can increase student application of knowledge in the clinical setting. It is clear from studies that the
themes of immediate feedback and the opportunity to reflect in the context of practice are essential for
the development of entry into clinical practice competencies.

Online and simulation teaching methods.

A recent systematic review on simulations in medicine shows that, while research on simulations
needs improvement in terms of rigor and quality, simulations in health care are educaticnally effective
and simulation-based education complements medical education in patient care settings (Issenberg,
McGaghie, Petrusa, Gordon & Scalese, 2005). In their rigorous systematic review of the literature,
Issenberg et al. (2005) originally identified 670 articles, with 109 surviving after their use of four
screening criteria. The following are the kest available evidence, to date, on how simulations can
enhance learning:

m  Providing feedback {47% of articles)
W Repetitive practice (39% of articles)

m  Curriculum integration (25% of articles)



B Range of difficulty level {14% of articles)

B Multiple learning strategies (10% of articles)
m  Capture clinical variation (10% of articles}
B Controlled environment (9% of articles)

® individualized learning (8% of articles)

B Defined outcomes (8% of articles)

®  Simulator validity (3% of articles)

Similarly, Nehring, Ellis & Lashley (2001} describe the use of human patient-simulators in nursing
education as an excellent tool to measure competency in the application of knowledge and technical
skills. Debriefing, or feedback to the students, is as essential for simulation as it is for instruction in the
clinical setting. Nehring et al. (2001) describe the advantages of simulation, based on the literature, as
being able to:

m Visualize and observe the physioiogical effects on the human body;

m Observe effects of medications;

B Practice in a safe environment, seeing the consequences when wrong decisions are made;
M Enhance prior learning;

m Improve student confidence, decision-making and critical thinking;

m  Provide opperiunities for self-study;

m  Utilize structured experiences;

m Involve undergraduate and graduate students;

m  Aflow for the evaluation of the students' competencies.

The disadvantages may include:

m  Students feel inadequate in handling critical incidents ;
m  Students focus on the incident and not the total picture;
B Students sense the arificiality;

m Cost;

®  Only small numbers of students can practice at once;

B Faculty time and training.

There is some research that has shown that clinical performance improved with students who were
educated with simulators (Steadman, Oyssola, Levin, Miller & lLarsoen, 1998). Further research is
needead on simulation in nursing education and on cther innovative teaching strategies.

Greenhalgh (2001) conducted a systematic review of computer-assisted leaming with medical
students. The author identified 200 potentially relevant studies from the databases and terms he used,
though only 12 met his criteria of being prospective, randomized studies of medical students, with
objective, predsfined criteria. He found that the results with using online education were mixed, but
generally positive. Greenhalgh (2001) concluded that computer-assisted teaching should be employed
by senior (not junior) faculty members, because it needs to be conceptually integrated with other forms
of learning. Yet, younger faculty members are often more computer savvy than older, more
experienced faculty. Therefore, currently these inexperienced faculty members are frequently the ones
in an institution who teach computer-assisted learning. A barrier that was identified was the ability to



engage learners with this methodology. It was strongly recommended that this method of teaching be
used with cther traditional methods of teaching, and not by itself.

Other Evidence

The PR&E Committee worked with the NCSBN Director of Research to construct an online survey that
was sent to all 60 boards of nursing and the LPN and RN nursing educational organizations: Ametrican
Association of Colleges of Nursing (AACN), Commission on Collegiate Nursing Education (CCNE),
National League for Nursing (NLN), National League for Nursing Accrediting Commission (NLNAG),
National Organization of Associate Degree Nurses {N-OADN), National Association of Practical Nurse
Education & Service (NAPNES) and National Federation of Licensed Practical Nurses (NFLPN). This
electronic survey was sent cut January 26, 2005. A total of 36 boards of nursing replied to the survey,
though not all of the boards replied to every question. A majerity of the boards of nursing replying to
the survey defined clinical experiences as "hands-on” nursing experiences. The boards tended to
require higher faculty qualifications for classroom teaching than for simulation or clinical teaching.
While many boards say that "supervised” clinical experience is defined as a clinical instructor being
physically present, a majority of the boards that responded do not define that term. Of the 31 boards
that answered the question asking whether students should practice on actual patients, 28 said yes,
while three said no. The boards responded that nursing is a practice discipline in which safety is
nvolved, and that students cannot learn critical thinking without practicing with actual patients.
Similarly, when asked whether students can achieve their objectives in a nursing program without
supervised clinical experiences, 27 said no and four said yas. A large majority of the boards of nursing
favored clinical experiences in prelicensure programs to be across the lifespan. Of the 31 boards
answering this question, 27 thought the experiences should be across the lifespan, while 4 said that
wasn't important. Therefore, it is clear that a large majority of the respondents think that direct care of
patients across the lifespan is essential in a nursing program.

Yet, there is variability on how structured the hoards of nursing should be in requiring clinical
experiences with actual patients. Of the 28 answering the guestion on whether predetermined hours
should be required, the results were more variable. While 17 said yes, 11 said no. The nursing boards,
by a large majority (19 of the 30 comments), replied that the measure they use fo demonstrate clinical
competency of new ¢raduates is graduation from an approved nursing pregram. In other words, the
boards of nursing say that their approving a nursing program means presuming that when students
graduate they will be clinically competent.

When asked about the future of education, the boards’ responses addressed two major issues:
increasing use of technology for teaching clinical experiences and making the most of clinical sites and
learning centers. The boards of nursing predicted that there would be more clinical education using
simulation, clinical laboratories and online leaming. Because of the shrinking number of clinical sites
that are available, the boards anticipated that there would be enhanced and smarter use of clinical
sites by the nursing programs, as well. as sharing of sophisticated simulation centers. One board
stated, that the nursing programs and boards of nursing “...will need to focus on the quality and not the
number of hours.”

Some of the beards predicted an increase in the use of preceptors, along with partnership agreements
hetween practice and education so that more clinicai agency nurses would assist in the education of
students. One board stated that this would require competency updates on faculty members. Yet, an
increased use of preceptors clearly concerned some boards. One board stated, °l don't think this
speaks well for the profession, to be predominantly apprentice leaming rather than being exposed to
research-based clinical education.” Other hoards predicted the future would bring more postgraduate
internship or residency programs for newly graduated nurses.

The nursing education organizations did not all respond {two cut of five responded) to the electronic
guestionnaire; those that did respond did so mainly with comments. One nursing education
organization commented that the clinical nursing literature focuses on competent performance and
student-centerad learning in nursing programs, moving away from rigid parameters. Another



organization stated “...it is our responsibility to offer educational opportunities for our members that
encourage innovative teaching strategies, including exploration of clinical settings and experiences.”
None of the nursing educational organizations responded to the question about whether nursing
programs should have clinical experiences where students work with actual patients. When
commenting about the future of nursing clinical education, cne organization responded that their
memkbers have difficulty finding acute care settings for pediatrics, obstetrics and psychiatry, and the
programs are exploring alternative experiences. The organizations lamented the decreased availability
of clinical sites for nursing programs and one crganization warried that the nursing shortage would
mean less acceptable staffing on units, thus not providing students with optimal clinical experiences.
Ancther organization predicted that there would be alternalive approaches to teaching clinical
application to nursing students because of the nursing faculty shortage, including an increased use of
part-time faculty members and more simulated experiences.

The American Organization of Nurse Executives (AONE) disseminated the following position
statement, regarding supervised clinical experiences in nursing programs, in September 2004;

Position Statement: Prelicensure Supervised Clinical Instruction

AONE firmly believes that solutions to the nursing shortage require innovation and creative
approaches to education, practice and the delivery of sysfems of care. We strongly support
efforts to address the shortage that align with the guiding principles that have been developed
by the AONE Board to describe the future work of the nurse. Such initiatives are critical to our
ability to secure a competent, professional workforce that can deliver safe, quality care to
populations in our communities.

AONE also believes that the education programs for the nurses of the future will require a
balance of didactic content and supervised clinical instruction. Although innovative
approaches may be developed, it is the position of AONE that all prelicensure nursing
education programs must contain structured and supervised clinical instruction and that the
clinical instruction must be provided by appropriately prepared registered nurses.

Simulation experience

Dr. William McGaghie, Professor at the Northwestern University Feinberg School of Medicine and a
renowned expert on simuiation, consulted with the PR&E Committee about simulation and Committee
members participated in a simulation session at Northwestern's Patient Simulator Center. The group
learned that simulation is a complement to clinical experience, and it's valuable because it
incorporates deliberate practice, as discussed by Ericcson (2004). Simulation provides self-paced
education with outcomes that are safe for everyone. Educators do not need the most expensive
simulation devices in order to teach clinical practices. Sometimes very simple devices can be guite
valuable. When used correctly, the students can learn how to improve their practice. While simulation
technology works well and helps a great deal with clinical practice, Dr. McGaghie stressed that
simulation is not a substitute for, but & complement to, supervised clinica! practice. When students
experience good simulation before their clinical experiences, they develop a sense of self-confidence,
which was identified in the literature review as being important. This is a methedology that not only
teaches excellent individual performance, but it enhances team performances. Working in a team was
discussed in the literature review as being essential for nurses. Feedback is the key to both in
simulation and in supervised clinical experiences.

It was clear that the faculty teaching simulation must be trained in this methodology in order to engage
the students and to give excellent feedback. The cost of simulation not only means the initial
investment, but there is ongoing maintenance and training. High fidelity simulation centers (providing
authentic situations) are not universally affordable. It was estimated that Northwestern University
Medical School spends about $1,00C per each hour of simulation education. Therefore, nursing
programs might choose to collaborate with other health care educators in order to maintain a
sophisticated simulation center or choose to purchase less sophisticated eguipment.
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Conclusion

Because the mission of the boards of nursing is to protect the public, the boards asked for guidance
with evaluating prelicensure nursing programs that do not provide experiences with actual patients.
Therefore, the NCSBN Practice, Regulation and Education Committee, using varicus methodologies,
studied clinical education, Premises were identified and terms were defined. The theoretical literature
supported situated learning and practicing deliberately in the authentic situation, along with the need
for specific educational goals. The nursing literature particularly addressed the importance of feedback
and reflection in learning to think critically and to assist with improving students’ confidence levels.
Building interdisciplinary relationships was identified as important for nurses, and this competency is
learned best contextually. The online and simulation literature supported the complementary use of
thesa methoduologies for teaching prelicensure nursing students, though they cannot take the place of
actual patient care. The survey results showed that boards of nursing strongly support clinical
experiences with actual patients across the lifespan, but they are more divided as to requiring specific
hours. The nursing education organizations did nct address the question of whether it is essential for
prelicensure nursing students to practice with actual patients, though their comments were similar to
those from the boards of nursing when asked about the future of clinical education in nursing. One
nursing organization (AONE) took the position that nursing programs should provide structured,
supervised clinical instruction. Meetings with renowned simulation experts stressed that deliberate,
controlled practice with simulators is an important asset for clinical learning, but that it cannot take the
place of learning in the authentic setling.

Recommendations
It is the positicn of NCSBN that:
m Prelicensure nursing educational experiences should be across the lifespan.

m Prelicensure nursing education programs shall include clinical experiences with actual patients;
they might alsc include innovative teaching strategies that complement clinical experiences for
entry into practice competency.

®  Prelicensure clinical education should be supervised by qualified faculty who provide feedback and
facilitate refiection.

®  Faculty members retain the responsibility to demenstrate that programs have clinical experiences
with actual patients that are sufficient to meet program outcomes.

m Additional research needs to be conducted on prelicensure nursing education and the development
of clinical competency.
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This curriculum is designed to give faculty and
practitioners a flexible tool to teach and learn
immunization delivery and evaluation. It grew
from a need to improve both the content and
the teaching methods of more traditional
curricula. We have all experienced the
traditional transmission of knowledge about

vaccines by the showing of a carousei full of

“The impact of vaccination on the health
of the world’s people would be hard to
exaggerate. With the exception of safe

water, no other modality, not even

antibiotics, has had such a major effect
on mortality reduction and population
| growth,” (1999, Plotkin and Orenstein,
Vaccines)

slides in a darkened lecture halt to postprandially

somnolent residents at noon conference. We have

suffered on both sides of that slide projector, and

r Adnteszar| Meadicing

decided that there had to be a better way.

Leaming from TIDE
What is TIDE? Teaching

immunization Delivery and Evaluation

The main geal of this curriculum is to improve

knowledge, attitudes and skills that are likely to
* A non-traditional web-based interactive

change provider behavior in clinical settings, leading
curriculum

to increased immunization rates for children. Each

e (Clinical scenarios to
trigger problem
solving and
discussion

module covers a different aspect of immunization

delivery.

¢ Module A—Childhood Immunizations pre-
sents sample cases requiring the learner to
make correct decisions for pediatric patients’
vaccinations

e  Clinical practice
evaluation tool for
quaiity improvement

¢ Module B—Assessing Immunization Rates
« Continuing education credits are available for leads the learner through a chart audit to
professional practitioners. measure practice immunization rates. This is
the first step to increasing immunization rates

The curriculum is organized as four self-contained . v .
Hrried g ui seti-con ¢+ Module C—Improving Immunization Rates in

modules including all the resources needed for Your Practice presents ways to bring about
change in office rouiines to improve

learners. immunization rates
#  Module D—Adolescent Immunizations

MUSC presents sample cases requiring the learner to
1 make correct decisions for adolescent patients’
MEBICAL UNIYERSITY vaccinations
OF SOUTH EARCLINA

The Ambulatory

Pediatric .

Association LC’Q on to TIDE atf:

www musc.edu/tide




Now available from The TLT Group
through its Flashlight™ Program, the
EEUWIN™ Benchmarking Project is a
valuable resource for every nursing
program.

The project is made possible through
The TLT Group’s collaboration

with the Indiana University School of
Nursing, University of Colorado Health
Sciences Center School of Nursing,
the University of Kansas School of
Nursing and an alliance with

the National League for Nursing.

How can your institution participate?
Institutions that would like to take part in
the EEUWIN data pool are urged to contact
us immediately. New data pools form three
times a year

For more information and pricing, email
Robin Zuniga at the Fiashlight™ Program

of the TLT Group at zuniga@titgroup.org
or call 512-428-1042.

The TLT Group
One Columbia Avenue
Takoma Park, MD 20912

www.titgroup.org/EEUWIN. htm
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Teaching Learning and Technology
A Non-Profit Corporation

New from The TLT Group’s Flashlight™ Program

Evaluating the Educational
Uses of the Web in Nursing
(EEUWIN)™ Programs
Benchmarking Project

N

In alliance with the i

Find out how similar nursing programs
conduct online courses.

Learn from other’s best practices and
cut your program’s learning curve in half,

Gather continuous quality improvement
data on your online and web-based courses.



Evaluating the Educational
Uses of the Web in Nursing
(EEUWIN) ™ Programs
Benchmarking Project

The EEUWIN™ Benchmarking Project offers lessons
learned from comparable nursing programs.

+ Find out how similar nursing programs are
conducted.

* Learn from their best practices and
cut your program’s learning curve in haif.

*  Gather continuous quality improvement data
on your online and web-based courses.

What is the Flashlight™ Program?

. The award-winning Flashiight™ Program of The TLT
Group was developed to maximize the advantages
of technology while minimizing the risks.

Flashlight™ Program members receive training,
consulting, and tool kits that help them:
e Evaluate and improve educational uses
of technologies.
e Analyze resource use and control costs,

Hundreds of colleges, universities, schools, and
corporate training programs participate in the
Flashlight™ Program. For more information on this

program, please go to www.tltgroup.org.

T
What is the EEUWIN™ Benchmarking Project?

The EEUWIN™ Benchmarking Project has been
specifically designed for nursing programs. its
primary objective is to focus on improving your
use of technology while streamlining business
practices. This is achieved through
benchmarking.

Benchmarking is common in business and
industry, but is relatively new in higher
education. The goal of benchmarking is to
search for best practices by comparing data
across programs or groups that provide similar
services,

Participating programs compare themselves
across eleven indices, measuring success in
three major areas:

1. Technology use
2. Educational practices
3. Outcomes

Go to www.titgroup.org/EEUWIN.htm for more
information on the EEUWIN benchmarking
project.

Announcing a new alliance with the
National League for Nursing (NLN} and
the TLT Group's EEUWIN benchmarking
project: Beginning in 2005, NLN will
produce annual analysis reports based
on data from the EEUWIN research pool.

How is the Flashlight™ EEUWIN™ Benchmarking
Project conducted?

Participating programs administer a standardized,
online benchmarking survey to students across
their program (or a series of courses) through the
Flashiight™ Online Benchmarking System. All data
is then pooled.

Participants in the benchmarking pool receive:

* Anindividualized report for their program
Dy course.

e Raw data for the courses from their
program.

+ A comparative report by course
benchmarking them against the multi-
institution pool

Programs can choose to participate only in the
benchmarking poal or in the benchmarking pool
and research project.* In addition to the services
received by benchmarking participants, research
preject participants receive:

+ Ao annual analysis report based on data
from the research participant pool
prepared by the National League for
Nursing.

* Authorization to use their benchmarking
data in schelarly presentations, program
marketing, etc.

*Note: participation in the research project
requires approval by your institutional review board
prior te participating,



