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Dear SMHCS Nurse,

We are extremely proud to present our Professional Ladder for Registered Nurses to achieve and recognize excellence in clinical practice.  As a Magnet organization, our current career ladder has developed from the 14 Forces of Magnetism.  In addition, your Professional Practice Council worked diligently to develop a Professional Ladder that aligned with nursing input derived from surveying the staff regarding changes and enhancements to be made to the previous ladder.

The attached packet of information outlines the process for application to advance in the Professional Ladder for Registered Nurses.  Please partner with a Ladder Sponsor who can assist you in the application process.


A Ladder Sponsor can be:

· Clinical Practice Specialist

· Clinical Nurse Specialist

· Clinical Educator (Education & Clinical Practice Department)
· Professional Practice Council Member

The Professional Practice Council will review the completed packets quarterly.  Staff will be notified within the quarter that they apply.
Please send your completed packets to Education and Clinical Practice ATTN:  Professional Practice Council.
Thank you, 

The Professional Practice Council 

READ THIS LETTER IN ITS ENTIRETY
PROFESSIONAL LADDER FOR  REGISTERED NURSES
YEAR_________
DIRECTIONS:

1. Include all evidence at the time the application is submitted. There will be no opportunity to submit additional evidence. ALL FORMS MUST BE COMPLETED AND SUBMITTED WITH THE APPLICATION.
2. Utilize standard application format. Please type or print and use a 3- ring binder. Place qualifying requirements in the front, then the supporting evidence. Separate each category with a divider and then include supporting evidence after each category. (SAMPLE BINDER AVAILABLE IN EDUCATION & CLINICAL PRACTICE OR THROUGH A PROFESSIONAL PRACTICE COUNCIL MEMBER.)
3. Have Clinical Manager/Clinical Coordinator initial application validating RN experience, length of employment at Sarasota Memorial Healthcare System, and Meets Criteria on current performance evaluation INCLUDING Peer review from most recent evaluation (Forms available on Human Resources PULSE site).

4. Have a Ladder Sponsor review completed application prior to submission and sign and initial as indicated.

5. List contact hours on a Contact Hour Summary Form. Have a Ladder Sponsor review all original contact hour certificates, calculate total number of qualifying contact hours, calculate total number of contact hours for points, and sign and date the Contact Hour Summary Forms. Contact hours can be medical, nursing, and/or allied health related; 50% of contact hours MUST be nursing related. SMHCS contact hours are acceptable. Submit Contact Hour Summary Forms ONLY with the completed application. 
6. Have your Clinical Manager/Clinical Coordinator sign and date each Project Description Form as indicated. Submit Project Description Forms with the completed application. 
7. Complete a Committee Verification Form for each committee/resource team-a separate form for each committee. Submit Committee Verification Forms with the completed application. (Qualifying Committee and/or Committee submitted to fulfill Category 3 or Resource Team for Category 10.)
8. Submit all other supporting evidence as indicated at the bottom of each category.
9. Submit the completed application to Education and Clinical Practice Department ATTN:  Professional Practice Council.
REMEMBER:

All levels require qualifying contact hours, Housewide / Unit Committee/Resource Team/Council OR Project (no point value).

Application will be accepted & reviewed by the Professional Practice Council on a Quarterly basis

1. April 1st 2007                                        Applications will be accepted

2. April 15, 2007  July 15 2007                Deadline for turning in 

  Oct 15 2007    Jan 15, 2008                 applications to E&CP

3. Achievement incentive paid                 1st pay period  of following 





                     month

PROFESSIONAL NURSING LADDER APPLICATION – LEVEL II

Year_________                 

Name:________________________________________________
Home Phone:_______________________________

Address:______________________________________________
Work Phone:_______________________________

______________________________________________________E-Mail Address:____________________________

Present Clinical Unit:___________________________________Total  Years at SMHCS:__________________


Clinical Manager:______________________________________EMP ID #:_____________________________


Achievement Award: $2400.00
Name of Ladder Sponsor:___________________________________________________________________________









LEVEL II QUALIFYING REQUIREMENTS (NO POINTS):






· 1 Year RN Experience at SMHCS: CM/CC  Initials: ________





















· Minimum of Meets in each area of current merit/job description (in no corrective action): CM/ CC Initials: ________

· Satisfactory Peer Reviews per most current merit/job description: CM/ CC Initials: ________

· 15 Contact Hours (Complete Contact Hours Form): LS Initials: ________



· Housewide or unit based committee (Complete Committee Verification Form): _________________________________________
 LS Initials: ________

OR
· Qualifying Project (Complete Project Evaluation Form): ______________________________________ 
         LS Initials: ________


















ADDITIONAL REQUIREMENTS:











10 Points from a Minimum of 3 Categories; Maximum 6 Points/ Category









PROFESSIONAL NURSING LADDER APPLICATION – LEVEL III              Year_________                 
Name:________________________________________________
Home Phone:_______________________________

Address:______________________________________________
Work Phone:_______________________________

______________________________________________________E-Mail Address:____________________________

Present Clinical Unit:___________________________________Total Years st SMHCS:__________________


Clinical Manager:______________________________________EMP ID #:_____________________________


Achievement Award: $3500.00
Name of Ladder Sponsor:___________________________________________________________________________









LEVEL III QUALIFYING REQUIREMENTS (NO POINTS):


· 3 Years RN Experience and Employed at SMHCS 1 year: CM/ CC Initials: ________










· Minimum of Meets in each area of current merit/job description (in no corrective action): CM/ CC Initials: ________

· Satisfactory Peer Reviews per most current merit/job description: CM/ CC Initials: ________

· 25 Contact Hours(Complete Contact Hours Form): LS Initials: ________

· Housewide or unit based committee(Complete Committee Verification Form): _________________________________________ LS Initials: ________

         OR
· Qualifying Project(Complete Project Evaluation Form): ______________________________________ LS Initials: ________


ADDITIONAL REQUIREMENTS:











20 Points from a Minimum of 4 Categories; Maximum 10 Points/ Category









PROFESSIONAL NURSING LADDER APPLICATION – LEVEL IV

             Year_________                 
Name:________________________________________________
Home Phone:_______________________________

Address:______________________________________________
Work Phone:_______________________________

______________________________________________________E-Mail Address:____________________________

Present Clinical Unit:___________________________________Total Years at SMHCS:__________________


Clinical Manager:______________________________________EMP ID #:_____________________________


Achievement Award: $5000.00
Name of Ladder Sponsor:___________________________________________________________________________









LEVEL IV QUALIFYING REQUIREMENTS (NO POINTS):







· 5 Years RN Experience with a BSN  AND EMPLOYED 10 YEARS AT SMHCS; or 20 Years RN Experience and Employed 10 Years at SMHCS without a BSN: CM/ CC Initials: ________


· Minimum of Meets in each area of current merit/job description(in no corrective action:CM/ CCInitials
________

· National Specialty Certification (Cannot be used as points in Category 1): LS Initials: ________
· Satisfactory Peer Reviews per most current merit/job description: CM/ CC Initials  : ________

· 35 Contact Hours(Complete Contact Hours Form): LS Initials: ________

· Housewide or unit based committee(Complete Committee Verification Form): _________________________________________ LS Initials: ________

         AND

· Qualifying Project(Complete Project Evaluation Form): ______________________________________ LS Initials: ________


ADDITIONAL REQUIREMENTS:











30 Points from a Minimum of 5 Categories; Maximum 10 Points/ Category









 Category 1

AUTONOMY

 “Describe how opportunities for independent…nursing practice for direct care nurses are developed and initiated, including educational programs.”
 Highest Formal Education Credentials

Bachelor Degree in Nursing ____________________________________2 points

 Bachelor Degree Healthcare Related _____________________________1 point

 Master Degree in Nursing ______________________________________3 points

 Master Degree Healthcare Related _______________________________2 points

 Doctoral Nursing _____________________________________________4 points

 Doctoral Healthcare Related ____________________________________3 points
Nursing or organizational related degrees will be accepted. The organization related degree must be approved by Human Resources. Indicate degrees and include copy of diploma


Specialty Certifications

Approved National Certification(s)

      


3 points/ certification

__________________________________________________________________________________________________________________________________________________________________________________________________

Include copy of certification card(s); 3 points earned year certification achieved, which must be the year of ladder application submission

Maintaining Approved National Certification(s)
                    

2 points/ certification

__________________________________________________________________________________________________________________________________________________________________________________________________

Include copy of certification card(s); Maximum of 6 points from obtaining or maintaining certification











Category 1 Points: __________

Category 2

QUALITY OF NURSING LEADERSHIP

 “Provide examples of how nurses at all levels are leading and participating in professional nursing organizations and activities at the local, state, national and/ or international levels.”

Professional Organizations

Member                                                                             


2 point/ organization 











Maximum 4 Points
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Include copy of current membership card(s) or other documentation

OR

Office or Chairperson






3 points/ organization











Maximum 6 Points

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Include copy of current membership card(s) or other documentation








Category 2 Points: __________
Category 3

ORGANIZATIONAL STRUCTURE

INTERDISCIPLINARY RELATIONSHIPS

MANAGEMENT STYLE

“Describe how decision-making is operationalized to involve all levels of nurses. “Provide examples of how direct care nurses’ feedback is used in organizational decision-making.” “Provide examples of how direct care nurses initiate change to improve patient care, nursing practice and the work environment.” “Describe mechanisms used to promote the participation of nurses at all levels in interdisciplinary activities.”

Committees

Member hospital/ unit committee(s): 

 


2 points/each
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Include Committee Verification Form or other evidence 

Officer other than chair or co-chair (secretary, treasurer, etc):




3 points

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Chair or co-chair of hospital/ unit committee(s):


     



4 points

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Include Committee Verification Form or other evidence; Can only earn points for being a committee member or chair, not both











Category 3 Points: __________
Category 4

QUALITY OF CARE

PROFESSIONAL MODELS OF CARE- RESEARCH DRIVEN
“Provide documentation of all nursing research activities that are ongoing, resources available to nursing staff to support participation in nursing research and how staff has become engaged in research or evidenced based practice activities.”

Nursing Research
Participation in Research Project /Study




Maximum 1point
(Nursing or Healthcare related) as Subject 




 

Manager Verification:_________________________________________________


(Provide verification of participation such as copy of survey tool)

Completion of Research Module at web address:

NIH human subjects protection course




Maximum 1point

http://cme.cancer.gov/clinicaltrials/learning/humanparticipant-protections.asp
(Provide Verification of Completion of Course)

Conceptual Phase







4 points

Formulating the Problem/Review of Literature
2.0


Theoretical Framework



1.0


Formulating Hypothesis



1.0


Verification from Nursing Research Council: _______________________________

Design and Planning Phase






4 points

Selecting a Research Design


Identify Study Population



Methods of Measurement


Design Sample Plan


Verification from Nursing Research Council: _______________________________

Empirical Phase







4 points



Conducting the Study/Collection of Data 

2.0


Assisting in Collecting Data for Study

2.0




2.0


Analysis/Interpretation of Data


2.0

Verification from Nursing Research Council: _______________________________

Dissemination of Information 





4 points

Completion of Written Research Report

1.0


Presentation to Nursing Research Council

1.0


Support/Integrate Evidence-Based Findings


Into Practice





2.0

Verification from Nursing Research Council:_______________________________

Mentor Research Project 






Maximum 2 points 

Verification from Nursing Research Council Chair:_______________________________











Category 4 Points: __________
Category 5

QUALITY IMPROVEMENT- EVIDENCE BASED PRACTICE
“Explain how benchmarks and nursing-sensitive measures are selected, implemented and evaluated by nurses at the departmental and unit levels to improve patient outcomes.” “Provide examples of nurse involvement in evidence-based quality initiatives to improve coordination and delivery of care across the continuum of services.
Participant in RPI (Rapid Process Improvement) or RCA (Root Cause Analysis)
Unit Based Quality Initiative

 _____________________________________________________5 points/ Leader
_____________________________________________________3 points/ Team Member 
· All projects MUST be approved by the Clinical Director/Clinical Manager
· Project Description Form MUST be completed for each project and submitted with the completed application










Category 5 Points: __________
PROJECT FORM Year_________
Applicant Name: ______________________Unit/ Department: _______________ Level: _____

	Qualifying Project/Process Improvement /Change in Practice Title:  (List the name of the specific project) 

	

	

	Process TEAM/Change in Practice Team: (List the names of the nurses involved in the project. The number of participants on any given project should be determined by the Clinical Director and should not exceed 4)

Leaders

	1.
	Team

	2.
	1.

	3.
	2.

	4.
	3.

	
	4.

	
	5.

	

	PLAN: (Describe the general plan or overall goal of the project)

	

	

	

	DO: (List the specific steps/ actions required to complete the project)

	1.

	2.

	3.

	4.

	5.

	6.

	7.

	8.

	9.

	

	CHECK: (See next page for follow-up requirements)


Project Approval By Clinical Manager/CPS/CNS/ Council Chair: ___________________________Date: _____________

Applicant Name: ______________________Unit/ Department: _______________ Level: _____

CHECK: (Identify the specific measures that you will collect that best describe achievement of project success. This may include a table, graph or specific numbers/ values. The below timetable may vary depending upon the discretion of the Clinical Director and timelines for specific projects).

	MONTH
	PROGRESS TO DATE
	BARRIERS
	NEXT STEPS/ ACTION

	FY  Q 1
	
	
	

	Director/ Manager Signature:

	FY Q 2
	
	
	

	Director/ Manager Signature:

	FY Q 3
	
	
	

	Director/ Manager Signature:

	FY Q 4
	
	
	

	Director/ Manager Signature:


Category 6

PROFESSIONAL DEVELOPMENT

“Describe how professional development programs, such as formal education/ tuition reimbursement and professional certification across all nursing roles is promoted by the healthcare organization.” 

Formal Education

College Credits (For Prior 12 months of Application Year)
· Bachelor Degree in Nursing 

 



2 points per 3 credit course

· Bachelor Degree Healthcare Related 




1 point per 3 credit course

· Master Degree in Nursing                           



3 points per 3 credit course
· Master Degree Healthcare Related




2 points per 3 credit course

· Doctoral in Nursing


    



4 points per 3 credit course

· Doctoral Healthcare Related   
             



3 points per 3 credit course

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

List courses completed and include documentation ie: unofficial transcript / grades
Continuing Education (should not include qualifying CEU’s)
Inservices, Workshops, Conferences, Self -Study Modules

5 contact hours = 1 point










10 contact hours = 2 points










15 contact hours = 3 points











20 contact hours = 4 points











25 contact hours = 5 points

30 contact hours = 6 points











35 contact hours = 7 points

40 contact hours = 8 points











45 contact hours = 9 points

50 contact hours = 10 points

Contact hours can be medical, nursing, and/or allied health related; 50% of contact hours MUST be nursing related; Include Contact Hour Summary Form











Category 6 Points: __________
Category 7
      

NURSES AS TEACHERS

“Describe the process of assessing, planning, organizing, implementing, and evaluating educational needs of nurses at all levels of the organization.” “Provide examples of community collaborative educational endeavors.” “Provide examples of specialty or population-based patient education initiatives conducted, implemented and evaluated by nurses.”

Instructor

___BLS     
___ACLS   
___PALS  
___NRP 
___TNCC   


___ ENPC    
___CPI
___Other:  _______________________
3 points

Include copy of certification card and documentation of annual teaching which is required to maintain instructor status









Design, Development,       Subsequent










and First Delivery 
        Delivery
Formal Teaching Program
3 points

        2 points/ 30 minutes of teaching for subsequent delivery) 

(organization wide orientation/ instruction, community instruction, consortium, etc.)



__________________________________________________________________________________________________________________________________________________________________________________________________

Include verification of teaching activity /Teaching Verification Form
Informal Teaching Program
2 points

        1 point/ 30                                      minutes of teaching for subsequent delivery)
(unit/ department in-service, etc.)
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Include verification of teaching activity / Teaching Verification Form
CompetencySkills Fairs








1 point/ hour












(Maximum 4 Points)
(Organizational or unit/ department based)



_________________________________________________________________________________________________

_________________________________________________________________________________________

Bulletein Board / Poster Board / Educcation






1 point / board













(Maximum 2 points)

Include verification of teaching activity /Teaching Verification Form










Category 7 Points: __________

Category 8

IMAGE OF NURSING

“Provide evidence of how the contributions of nurses are recognized within and outside of the organization.”

Recognition / Nomination for Team or Individual Award for Awards of Excellence

1 Point

Awarded: Nurse Of Excellence / Service Excellence or Take Pride Award


3 Points
Publications

 Include Verification of Nomination or Award 
Internal Publications (ie: SMHCS Messenger, Unit Newsletters, etc.)



2 points
_________________________________________________________________________________________________

_________________________________________________________________________________________________
External Publications(ie: Nursing Spectrum, Advance for Nurses, etc).



5 points

_________________________________________________________________________________________________

_________________________________________________________________________________________________

List and include evidence

Design, Development,       Subsequent










and First Delivery 
        Delivery
External Presentations






5 points


4 points

(local, regional, or national presentation, seminar, etc.)


__________________________________________________________________________________________________________________________________________________________________________________________________

Recruitment/ Job Fairs






1 point  (maximum 3 points)

_________________________________________________________________________________________________________________________________________________________________________________________________

Verification from Facility Required

Must be nursing and/ or health care related; Include verification of teaching activity











Category 8 Points: __________
Category 9

COMMUNITY AND THE HEALTHCARE ORGANIZATION

“Provide evidence of nurses’ involvement in the community.” “Describe partnerships and programs with community-based entities to meet the healthcare needs of the populations served.”

Active SMHCS/Community Volunteer



1 point per 5 hours of activity (Maximum 4 points)

____________________________________________________________

HOURS _____________

____________________________________________________________

HOURS _____________

____________________________________________________________

HOURS _____________

____________________________________________________________

HOURS _____________

List and include Volunteer Verification Form











Category 9 Points: __________
Category 10

CONSULTATION AND RESOURCES
“Describe the processes that ensure that adequate resources for access and consultation to nursing experts are available to nurses at all levels in the organization.” “Describe the organization’s relationships with educational institutions for consultation and building a collaborative/ professional nursing community.” 

Preceptor:

Names (s) or Orientees/ Preceptees Or Nursing Student Internships:



6 shifts/1 point

___________________________
___________________________
___________________________

CPS/CNS Verification for Precepting:____________________________________________________

Preceptor (did not precept this year//remains in good standing on unit)

Or

Attended Preceptor Workshop (this application year only)

Or

Preceptor Development Classes Attendance (Verification from Nurse Development Advisor)

1 point

Communicator / Charge Nurse/ Shift Leader





5 points

Dept Specific Shift Leader:______________________

Relief Communicator/ shift Leader/ Charge Nurse
















5 shifts/ 1 point












10 shifts/ 2 points












15 shifts/3points












20 shifts/ 4 points(Maximum)
Attended Communicator Workshop (this application year only)


1 point

Manager Verification for Precepting Standings and Communicator Activities: _________________________________________________
Resource Team Member:

Resource Team:_________________________________________________

3 points

(Examples:  Neonatal Transport, Rapid Response Team, SWAT, Pain Resource, Diabetic Resource, Geriatric Resource
Super User SCM Resource Team, Code Team)
Complete Committee / Resource Team Verification Form 










Category 10 Points: _________
Grand Total Points: ______

PROFESSIONAL LADDER FOR REGISTERED NURSES

 CONTACT HOUR SUMMARY FORM
Separate Qualifying from Additional Contact Hours
Name:_____________________________________________Page _____ of _____

	Title of Program
	Date(s) Attended
	# Contact Hours

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total
	


Ladder Sponsor Signature:__________________________________Date:________________

PROFESSIONAL LADDER FOR REGISTERED NURSES

COMMITTEE / RESOURCE TEAM VERIFICATION FORM  
This is to verify that

Has been an active □ Member or □ Chair or □ Co-Chair

and has met all of the requirements of the

______________________________     _____________________________

Signature




   Date

Chair of Council / Committee

Resource Team Leader
REQUIREMENTS OF COMMITTEE/RESOURCE TEAM MEMBERSHIP INCLUDE:

· ATTENDANCE PER REQUIREMENTS OF COMMITTEE / RESOURCE TEAM

· ATTENDANCE PER COUNCIL CHARTER
PROFESSIONAL LADDER FOR REGISTERED NURSES

VOLUNTEER VERIFICATION FORM

This is to verify that

Participated in

On

Date(s)

For _____ Hours

(# of hours are not applicable for Non Healthcare sponsored events)

______________________________     _____________________________

Signature




   Date

PROFESSIONAL LADDER FOR REGISTERED NURSES

TEACHING VERIFICATION FORM

Name:_____________________________________________

Teaching Programs:

1.__________________________date:_______________hours:_________ Location________

2.__________________________date:_______________hours:_________ Location________

3.__________________________date:_______________hours:_________ Location________

4.__________________________date:_______________hours:_________ Location________

5.__________________________date:_______________hours:_________ Location________

6.__________________________date:_______________hours:_________ Location________

7.__________________________date:_______________hours:_________ Location________

8._________________________date:_______________hours:_________ Location________

9.__________________________date:_______________hours:_________ Location________

10.__________________________date:_______________hours:________ Location________

Director / Manager Signature:__________________________________________________
Points Required Per Level:                          
                  Level II - 10 Points from a Minimum of 3 Categories; Maximum 6 Points/ Category

Level III -  20 Points from a Minimum of 4 Categories; Maximum 10 Points/ Category

Level IV -  30 Points from a Minimum of 5 Categories; Maximum 10 Points/ Category
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