MASSACHUSETTS ASSOCIATION OF REGISTERED NURSES

[image: image1.wmf]
2007 MASSACHUSETTS SAFE STAFFING LEGISLATION

ANALYSIS, POSITION & RECOMMENDATIONS

AUGUST 2007
The Current Nursing Shortage – Nationwide and in Massachusetts
Implications for Safe Staffing Legislation

What we know:

· This shortage is unlike previous cyclical shortages; expected to persist and intensify over the next 2 decades (AACN, 2004)
· National RN shortage is projected to reach over 1 million nurses nationally by 2020 (HRSA, 2004)
	  
	2000
	2005
	2010
	2015
	2020

	Supply
	1,890,700
	1,942,500
	1,941,200
	1,886,100
	1,808,000

	Demand
	2,001,500
	2,161,300
	2,347,000
	2,569,800
	2,824,900

	Shortage
	(110,800)
	(218,800)
	(405,800)
	(683,700)
	(1,016,900)

	Supply/           Demand
	94%
	90%
	83%
	73%
	64%

	Demand Shortfall
	6%
	10%
	17%
	27%
	36%


· Average age of RNs in workforce currently > 46yrs (HRSA, 2004)
· Current employment rate of RNs is 83% (HRSA, 2004) 

· Average age of nursing faculty 56+

· The shortage is driven by a number of factors – past trends of staffing cutbacks; growing demand as health care needs of aging US population expand; retirement of baby boomers; downsizing of nursing programs; inadequate educational capacity based on a growing faculty shortage, inadequate educational infrastructure and number of clinical sites
· Over 150,000 qualified applicants turned away from nursing programs last year across the country

· Inadequate RN-patient ratios is resulting in more patient errors and preventable patient morbidity 

· RN shortages continue to be projected for MA; in 2005, we experienced a 7% shortfall of 4,820 nurses. Despite growing nursing program enrollments, educational capacity remains inadequate in Massachusetts. In 2003, 583 qualified applicants were turned away in the face of a nursing faculty vacancy rate of 8% (MACN, 2005). Over two-thirds of RN graduates in Massachusetts continue to graduate from AD programs. 
What we don’t know or have:
· A funded mechanism for collecting data to project future supply-demand RN workforce needs in Massachusetts
· Data to indicate actual levels of nurse-patient ratios that result in safe, quality and cost-effective patient outcomes

· A reliable, standardized system for determining safe staffing levels (taking into account relevant factor such as patient acuity, nurse competence, experience level, level of unit activity e.g. admissions, transfers, discharges, technology, etc)
· No data published on patient experience in states such as Texas and Oregon. What has happened in the time since in these states? 
California data do exist without evidence of improvement in patient outcomes since implementation of mandated RN-patient ratios. 

MARN COMPARISON OF 2007 NURSE STAFFING LEGISLATION COMPONENTS
	        HB 2059  An Act Relative to Patient Safety
	SB 1244  To Promote Safe Patient Care & Support the Nursing Profession 

	 1. RN Staffing*
      Directs the DPH to:

· Develop nurse-patient assignment standards and limits (re-evaluated/updated as needed every 3 years)
· Determine nurse-patient assignments standards and limits according to department, unit or types of nursing care (e.g. critical patients; critical unstable patients; type of critical care unit [such as NICU])
· Develop a patient acuity system which provides criteria upon which institutional nurse-patient assignment standards and limits will be based. These standardized criteria will also be used to supplement the nurse’s patient assignment and allow for adjustment and comparison of RN staffing level in each nursing department or unit against actual patient nursing care requirements.
· Certify sufficiency of institutional patient acuity systems & annual prospective staffing plans.
· Issue regulations related to nurse-patient assignment standards.
      Institutional requirements:

· Adhere to DPH-established standards

· Submit alternate facility acuity systems to DPH for certification

· Make daily staffing plan available on each unit which include consideration of specialized technology, intensity of nursing interventions required for a patient’s nursing care; the amount of direct RN care needed as well as the skill mix needed for each patient on a daily basis in a nursing department, variations in unit geography, resources and activity, and relative experience and education of nurses.
· Submit annual prospective staffing plan to DPH
· Conduct annual audit of prior year’s plan and submit to DPH

· Avoid use of mandatory OT except in public emergencies

· Provide for appropriate orientation & assure current competencies to all assigned RN staff, including temporary
       assignments

Strengths

· Calls for creation of standardized patient acuity system and staffing standards across the state that are periodically updated
· Initiates system of institutional accountability for adequate nurse staffing
· Requires annual prospective staffing plans be submitted to DPH by each institution as well as annual audit of prior year’s plan
· Creates prospective system of planning for nurse staffing which incorporates a range of staffing criteria.
      Weaknesses

· Micro-level of regulation (e.g. department or unit) – difficult to operationalize
· No data exist to designate effective nurse-pt ratios in relation to better or more cost-effective pt outcomes
· Reliable patient acuity measurement systems have proven an illusive and difficult ideal in relation to nurse staffing 
· No quality/outcome measures included in bill language

	    1. RN Staffing**
      Directs the DPH to:
· Promulgate regulations consistent with bill provisions
· Limit mandatory OT to emergency situations and consecutive work hours to 12 hours per shift and 16 hours in a 24-hour period
     Institutional requirements:

· Develop and implement an annual hospital nurse staffing plan based on unit census, intensity of patient care needs, skill and experience of caregivers, unit activity and geography, and technology 
· Create mechanism for obtaining input from direct care nurses and other care providers into staffing plan
· Include in plan a process for monitoring and improving effectiveness of nursing care using JCAHO standards
· Review and update plan to reflect changes in services

· File nurse staffing plan annually with DPH

· Establish QI program that includes three established nurse-sensitive measures 
      Strengths 
· Requires input into staffing plan by direct care nurses & providers

· Requires hospitals to provide individual nurses or other team members with process and format to communicate specific concerns with assignments with protection from retribution  

· Identifies factors relevant to nurse staffing plan  

· Limits imposed on mandatory OT and consecutive work hours  
      Weaknesses 
· Vague description of staffing plan (description limited to hospital and shift level) 




	 1a. Regulatory Oversight & Enforcement (r/t staffing component)
      Directs the DPH to:

· Promulgate and enforce regulations related to the assignment of nurses to patients 
· Conduct investigations of reported or suspected violations of regulations
· Assign financial penalties for failures by medical facilities to adhere to said requirements
       Strengths

· Creates hospital accountability to state licensing agency

· Mandates state agency oversight and enforcement of regulatory compliance
· Outlines steps to be followed as well as financial penalties to be assigned in the event of an official notice of failure to comply
       Weaknesses

· Oversight and enforcement along continuum (institution to unit-level) 
	1a. Regulatory Oversight & Enforcement (r/t staffing component)
      Authorizes the DPH to:
· Monitor annual nurse staffing plans filed by hospitals
· Impose fines (amount not specified) for failure of any hospital to file an annual staffing plan. 
· Conduct random audits of hospital nurse staffing plans and issue corrective plans as indicated 

      Strengths

· Well-defined process for hospital penalty if failure to submit annual plan to DPH and corrective action plan if DPH audit uncovers deficits 

      Weaknesses

· Limited plan for monitoring, enforcement and hospital accountability beyond random DPH audits of annually submitted hospital nurse staffing plans (no annual minimum number of audits cited)




	        HB 2059  An Act Relative to Patient Safety     
	SB 1244  To Promote Safe Patient Care & Support the Nursing Profession 

	1b. Financial Implications (r/t staffing component)
· Prior estimate of costs imposed on DPH according to the analysis conducted by U Mass in 2005 ($400,000) 
      Weaknesses
· Lack of dedicated funding source to provide for additional DPH infrastructure to regulate, monitor & enforce nurse staffing
regulations

· Prior cost estimates do not address expansion of DPH responsibilities under HB 2059

	1b. Financial Implications (r/t staffing component)
· Prior estimate of costs imposed on DPH according to the analysis conducted by U Mass in 2005 = $400,000   

    Weaknesses  
· Lack of dedicated funding source for monitoring and enforcement activities 


*HB 2059 – Calls for creation of an 8 member nursing advisory board composed of nurses and individuals with a background in health service research selected from pool of 20 candidates (10 names submitted by the BORN; 10 recommended by MCN] which advises policymakers on matters r/t practice of nursing including nursing shortage.
** SB 1244 – SB 1244 calls for the Board of Higher Education (BHE) to establish a 7 member nursing advisory committee composed of nursing educators and nurses in practice. Also establishes special commission within Exec Office of H&HS to study limitations of nursing hours to reduce fatigue and errors
	        HB 2059  An Act Relative to Patient Safety
	SB 1244  To Promote Safe Patient Care & Support the Nursing Profession 

	  2. Workforce Initiatives
  2a. Oversight/assessment of problem
· Directs EOHHS to establish an 8 member advisory board (member background is nursing or health services research) 
      to advise on workforce issues, establish a research agenda,  

             recommend policy initiatives, and prepare an annual report 
 Institutional requirements:

· Requires staffing support at EOHHS to establish, operate, and manage the advisory board
       Strengths

· Clear how members are chosen—BORN and MA Center for Nursing each submit 10 names – the 8 member advisory board is selected from the 20 names submitted.
· Mandate is general and will be able to change with the times
     Weaknesses

· Not specific about what data is needed 
· Does not mandate a majority of advisory board members be nurses

	2. Workforce Initiatives
2a. Oversight/assessment of problem
· Directs Board of Education to establish advisory committee of 7 members – all nurses – at least 50% are educators and the rest are nurses in practice 
· Authorizes and directs Secretary of Administration and Finance to investigate efficacy of current workforce development initiatives within state or quasi-state agencies with goal of recommendations for new or redesigned state program for pathway for a health care workforce

· Directs Board of Higher Education, in collaboration with Dept of Labor and Workforce Development, MA Center for Nursing and BORN, to study nursing faculty resources in MA and report back to legislature with recommendations to enhance nurse faculty pipeline—has specific requirements for report
 Institutional requirements:

· Requires coordination from multiple state agencies
       Strengths

· Establishes inventory for all state initiatives 
· Contains specific details
· Nursing advisory oversight
      Weaknesses

· Unclear if unfunded or would come from Clara Barton Trust fund
· No guarantee that action would follow
· Unclear how these initiatives would increase supply of both faculty and nurses
· Two year timeline – report due to legislature by 4/09.



	3. Nursing Workforce Data
· Not specifically discussed
	3. Nursing Workforce Data
· Directs EOHHS, Dept. of Labor and other state entities that gather nursing data related to nursing practice or the workforce supply to  submit it to MA Center for Nursing--
Strengths

· Since these agencies are responsible for workforce issues and licensing centralization of nursing supply or practice data would be important
Weaknesses
· No new or specific agency mandate for nursing data collection

· No coordination of data collection among different secretariats

· Appears that each entity submits to the MA Center for Nursing

· Need dedicated funding to collect and compile these data

	4.Increasing Supply of Nurses/Educators
· Establishes student and faculty loan repayment program   to entice individuals to become clinical nurses or nursing educators
· Board of Higher Ed establishes nurse and nursing faculty loan repayment program to pay loans or pay facilities for release time so nurses can teach in academic settings. 
· trust fund

· recruitment and retention of students from populations underrepresented in the health care professions

· all institutions in the Commonwealth

· Any geographic or setting is acceptable for work requirement in loan repayment for nurses or any college, university or school setting is acceptable for those teaching.

  Scholarship Program
· Board of Higher Ed establishes scholarship program for entry nursing students or nurse educator students—the board will determine guidelines and scholarship amounts of this program

· includes funding for refresher courses

      Strengths

· Not many details – may be able to change with the times
· Has a trust fund
· Refresher program
      Weaknesses
· Since funding amounts are not known – scope of program is unknown.

	4. Increasing Supply of Nurse Educators and Entry Level Nurses (this section is confusing – it goes back and forth between loan repayment for nurses pursuing faculty or clinical instructor positions and then switches focus to loan repayment for entry level nursing students... see Section 64(c) lines 86-105 )
· Directs the Board of Higher Ed to set up Clara Barton Nursing Loan repayment and faculty position payment program for nurses and graduate students committed to becoming educators or clinical instructors (pays for loans or pays facilities for release time to nurses can teach)

· Establishes Clara Barton Nursing Excellence Trust Fund

· Sets eligibility for funding to nurses in top 25% of class (any type of undergrad or graduate program
· Retroactive for nursing graduates to 2004
· Loan repayment is $200/mo for 48 months
· Need to provide documentation of loan repayment
· Loan payment does not begin until “employed as nurse or educator”

· Employed nurses must work in DPH designated shortage area

· Must work 4 years or will rescind repayment money
· Salary bonus provided to institutions of up to 25K per year for 10 years for nursing faculty (does not specify number of recipients)
· Scholarship of $3500 per semester for recipients of need in state institutions.
 Clara Barton Scholarship Program 

· Encourages students to become nurses through full or part time study
· No more than $3,500 per semester
· May grant housing voucher as well

· Program will be marketed to students who would not consider nursing as a career

· Two year commitment to work

  Other

· Board of Higher Ed will provide matching grants to hospitals for nurses to teach in publicly funding schools (community college, state college or UMass system (dollar for dollar match)
  Institutional requirements:

· Need much institutional oversight to monitor loan repayment
· Board of Higher Ed to administer program
       Strengths

· Salary bonus to entice nurses into education
· Scholarships and housing vouchers for students.
· Has a trust fund
      Weaknesses

· Too little money for loan repayment recipients!  10K over 4 years (e.g. also loan repayment is all or nothing…
· While the extra salary for faculty sounds good – the terms of salary incentives are unclear – how many faculty slots will this fund?
· Many details and very confusing- may be very hard to monitor


	5. Mentoring
· Establishes Clara Barton Expert Nursing Corp

· Directs mentor guidelines to be established related to specialty, standing experience and other experience in the nursing profession.
      Weaknesses
· How mentor system will be operated in unclear 

· Efficacy of such a program is unknown.


	5. Mentoring
· Establish Clara Barton Nursing Excellence Programs—a state trust fund

· Establishes mentor program of expert nurses and provides bonus of 5K per year for these nurses – not to exceed 5 years
· Outreach to attract mentors from underserved areas
Weaknesses
· How mentor system will be operated in unclear 

· Efficacy of such a program is unknown

	6. Other Workforce Incentives

· No strategies offered for influencing long term pipeline for health professionals
	6.  Other Workforce Incentives

· Promotes Health Care Professions

· Directs Executive Office of Economic Development with Board of Higher Ed and MHA to develop a comprehensive statewide plan to promote health care professions (not specifically nursing)

 Strengths

· Marketing  to increase supply in the long term
 Weaknesses

· Does not include any specific nursing entity or community agencies
· Unfunded mandate



MARN Summary Findings & Recommendations Related to Safe Staffing Legislation
The intent of both nurse staffing bills filed in 2007 remains unchanged from previous versions - to mandate use of safe nurse staffing in an effort to promote delivery of safe, quality care for patients across the Commonwealth. The difference between these two bills, even in the face of compromise language introduced in HB 2663 in the last legislative session, lies in the prescribed mechanism for ensuring safe staffing.

While SB 1244 remains unchanged from previous filings, the most recent version of the House bill (HB 2059) includes compromise language introduced in the last legislative session and which was not reflected in the comparative analysis of both bills conducted by U Mass in 2005.  Therefore, a  review of: Analysis of HB 2663 and Senate Bill 1260 As Related to Nurse Staffing – Part I & II (U Mass Worcester, 2005) in combination with a careful reading of the current 2007 staffing legislation provide the basis for this report and the recommendations that follow.  

Our summary findings and recommendations are as follows:
1. Patient safety and quality of care
· Patient safety should be a paramount consideration of any legislation. Research clearly supports the benefit and need for adequate RN staffing.  What remains unclear, despite the growing body of research on nurse staffing, is the specific level of nurse-patient staffing that will result in safe, cost-effective patient care. 

· While the most recent version of HB 2059 no longer contains language that mandates specific nurse-patient ratios, it now requires the DPH to develop nurse-patient assignment standards and limits which represent “the maximum number of patients to be safely assigned to each direct-care registered nurse at one time on a particular unit.” These standards and limits are to be determined and enforced by DPH according to the department, unit and/or types of nursing care provided. Operationalization and enforcement of regulations that encompass such a complex, detailed and micro-level system of nurse-patient assignment standards appears unrealistic and would require extensive and costly dedication of resources with unclear cost-benefit for patients. Analysis and evidence of cost and patient outcome benefit at specific would be necessary before support could be offered for these provisions as currently outlined in HB 2059.  
· Ensuring safe staffing in relation to patient needs is a dynamic, not a static process – one that requires a system of ongoing collaboration between staff nurses and management as well as accountability for hospital administrators. For this reason, we believe nurse staffing plans along with a system of hospital accountability as outlined in SB 1244 currently offer the most realistic approach to the issue of inadequate nurse staffing. However, as currently written, we believe SB 1244 does not provide the level of specific detail or accountability necessary to assure safe staffing is implemented and enforced.
· A reliable system of patient need/acuity measurement is a necessary and integral component of any nurse staffing process. Unfortunately, established acuity systems have not proven to be very reliable tool for predicting RN staffing demand in the past. That does not mean creation of a reliable system of patient acuity measurement is not a worthwhile endeavor. Development of reliable, standardized criteria that integrate complexity of care, level of clinical judgement required, staff skill mix and the need for specialized equipment or technology would represent an important investment in assuring that future quality and safety needs of patients are met. 
· Workforce initiatives in both bills will help to support safe staffing
2. Accountability and transparency
· Employer accountability and state oversight and enforcement for safe staffing are key elements of any regulations designed to assure safe staffing across the state. Both bills designate DPH as the state agency responsible for monitoring and enforcing safe staffing. Both plans would strengthen hospital accountability by requiring nurse staffing plans be developed and submitted annually to DPH. HB 2059 contains a provision for prospective staffing plans which would allow for better forward planning as unit-based and institution-wide needs change over time. The two bills differ significantly with respect to the scope of activities undertaken by DPH as the designated state enforcement agency.  HB 2059 assigns DPH authority to develop standardized nurse-patient assignments as well as patient acuity measurement standards and to enforce them. As already stated, operationalization and enforcement of regulations under HB 2059 involve serious levels of complexity with oversight of nurse-patient assignment standards at the micro-level. On the other hand, SB 1244 outlines minimal activities related to monitoring and enforcement with the exception of responding to hospitals that fail to submit annual staffing plans. 
· SB 1244 has specific workforce data monitoring section but both bills will report out findings of investigations.

· Both bills have advisory groups for nursing issues– SB1244 is composed of all nurses and House 2059 will include nurses and health services researchers.

3. Cost and access to care

· Neither bill provides dedicated funding source for attached provisions. Prior cost estimates for DPH monitoring and evaluation imposed under both past versions of House and Senate bill (SB 1260 and HB 2663) provisions were calculated at $400,000 per year according to the 2005 U Mass analysis.  Additional cost estimates based on HB 2059 compromise language that expands the scope of DPH responsibilities or the potential cost impact of additional RN staffing requirements for Massachusetts hospitals are yet to be calculated. Based on prior research, it can be assumed that any investment in adequate RN staffing, although requiring additional financial outlay on the part of hospitals, will be recouped in the form of lower staff turnover and burnout as well as reduced patient complications and medical errors (Healthcare Management Review, 2004; JCAHO, 2002; Journal of Nursing Research, 2003; Nursing Economics, 2003)
· Both bills include scholarship and loan repayment programs as well as payment to hospitals to release nurses for education. HB 2059 provides few specifics regarding the scope or amounts of funding to be allocated for scholarship or loan repayment.
· Both bills establish a dedicated trust fund to support workforce initiatives which will be interest bearing and not disappear at the end of a fiscal year.
· SB1244 is very detailed - and at times unclear - in relation to its workforce development component. Requirements for monitoring and enforcement of the SB workforce component appear unwieldy and unrealistic.
· Both bills support mentoring program but neither has many details about program and how mentoring will ultimately increase the supply of nurses. 
· Both bills seeks to recruit nurses from populations under-represented in health care professions
· Workforce issue programs oversight and administration are spread across at least 3 different agencies; need better coordination.
MARN POSITION & RECOMMENDATIONS

NURSE STAFFING LEGISLATION
1. MARN does not support either staffing bill as currently written. 

MARN believes that neither bill, as currently written, will solve the issue of unsafe nurse staffing in Massachusetts. While each bill has its strengths and weaknesses, we believe both are doomed to fail since core strategies designed to address nurse staffing are seriously flawed. MARN is committed to assuming a leadership role in working with legislators to formulate a strategy that will be successful in improving nurse staffing, along with patient care safety and quality. At present, no such strategy exists.

2. MARN advocates that a new or amended bill be strictly devoted to the issue of safe staffing.

There is no question that the staffing shortage remains an ongoing problem in Massachusetts. This shortage is unlike previous cyclical nursing shortages and is expected to persist and intensify over the next 2 decades. We believe improving nurse staffing and employer accountability for safe staffing should be a legislative priority. We also believe it is critically necessary to separate staffing legislation from other bill components related to the nursing shortage. As currently written, both bills are too complex and multi-faceted and detract from the priority of making safe nurse staffing an accountable and enforceable standard within the state. The centerpiece of this legislation would be a mandate for the DPH to develop standardized statewide criteria for nurse staffing based on the assessed level of patient need which take into consideration key factors and would be monitored and enforced at the institutional level by DPH.  In addition, staffing legislation must include a commitment to adequate funding and infrastructure development. Other bill components related to nursing workforce development need to be addressed in separate legislation. 
It is MARN’s position that an effective nurse staffing bill must contain the following seven key elements:
(1) Institutional nurse staffing plans that are developed based on standardized statewide nurse staffing criteria with direct input provided by clinical nurses.

(2) A process for development of standardized statewide criteria used to determine adequate levels of nurse staffing and staffing plans at the institutional level. At a minimum, these criteria must take into account: complexity of patient care needs; level of clinical nursing judgment required; nursing staff skill mix; level of unit activity; and, the need for specialized equipment or technology patient acuity.  
(3) A dedicated funding stream to support DPH infrastructure development for development of nurse staffing criteria and regulatory oversight and enforcement, as well as institutional incentives for building safer systems of patient care.

(4) Identification of standardized statewide nurse-sensitive patient outcomes that would be measured and reported annually to DPH.

(5) A system which promotes institutional transparency and accountability with DPH as the enforcing agency.

(6) Clear coordination and collaboration between nurse staffing and nursing workforce building efforts.
(7) Inclusion of statewide nursing advisory committees that include a nurse member majority composed of nurse educators, nurse researchers and nurses in clinical practice.

3. MARN advocates for a permanent mechanism to be established and funded by the legislature for ongoing statewide collection and monitoring of nursing workforce supply-demand data.

At the present time in Massachusetts, no mechanism exists for determining the adequacy of ongoing efforts to meet current or future nursing workforce needs. Currently collected nursing data is limited to licensure data, nurse vacancy rates (without established quality or evaluative standards) and academic program enrollments. There is currently no data on the nurse staffing mix across the Commonwealth – including any determination of the level of patient care need at either an RN or advanced practice level. In the absence of an established and funded mechanism for determining nursing workforce supply and demand across the state, it remains impossible to set or evaluate goals or targets for future nursing workforce development.  
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