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a wholly independent agency similar to the Board of Registration in Medicine.
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evolving nature and growing importance of nursing practice. However, in these
days of limited government resources, it is neither feasible nor reialistic to
attempt such a change. I firmly believe that the autonomy and importance of
nursing practice would be better enhanced by a change in the statutes and
regulations currently limiting nursing professionals rather than by a change
in the administration of the Board ofRegistration in Nursing.

I applaud the hard work the the Commission's Report reflects and I hope
that many of its recommendations will be acknowledged and implemented in the
near future.
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The Special Commission Relative to the Practice of Nursing in the
Commonwealth was established by a Special Act of the Legislature
and signed into law by Governor Michael Dukakis in December, 1989.
The Commission was constituted over the following fifteen months;
appointments were made by Governors Dukakis and William Weld
and House Speaker Charles Flaherty and Senate President William
Bulger. The Commission consists of State Legislators, members of
the Executive Branch of the State Government, professionals
representing nursing organizations, and members of the general
public. The names of the seventeen Commission members and a copy
of the Act of establishment are listed in Appendix 1 and IA.

The need for the establishment of a Special Commission relative
to the Practice of Nursing became apparent in 1988 and 1989. During
its regular legislative hearings in the Spring of 1988, the Legislature’s
Joint Committee on Health Care heard testimony on several bills
which proposed varying methods to ensure the proper credentialing
of nursing professionals. The hearings resulted in the discussion of
a number of other matters of concern to nurses and the general public.
The Joint Committee on Health Care established a Working Group
of interested parties who met frequently in 1988 and 1989, discussing
several significant nursing issues (see Appendix 2) and strongly
advocating the establishment of the Special Commission. The
Commission was viewed as a necessary agent to legitimize and
formalize nursing practice issues, as well as to give credibility to any
findings and recommendations which might be articulated and
proposed.

The Commission began its formal deliberations in early 1991,
conducting several meetings at the State House, Boston, during the
Spring and Summer of 1991. In the Fall of 1991, the Special Commis-
sion conducted six public hearings in all regions of the Common-
wealth with over six hundred individuals participating, 108 of whom
offered direct public testimony (Appendix 3 listing of Public
Hearings’ Schedule).

This document is the product of an exhaustive analysis of the issues
contained in the various Chapters. It is hoped that the implementation

PREFACE
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of the recommendations contained herein will lead to a greater
appreciation of the professional, independent, and autonomous
nature of nursing. It is further hoped that this Report will encourage
the effective utilization of nurses in health care settings and thus lead
to more cost effective quality health care accessible to more of our
citizens.

The Special Commission Relative to the Practice of Nursing
acknowledges and thanks all those who contributed to this Report;
the over 600 people who attended the public hearings and working
sessions; those who provided testimony and spoke with Commission
members; officials of the institutions who graciously provided their
facilities for our hearings; members of the Massachusetts Legislature
and the Administration of Governor Weld and former Governor
Dukakis who offered their encouragement and support; and all those
who made available their time and insights to the work of this Special
Commission.

The Special Commission extends a special word of gratitude to the
following who assisted us during our deliberations, helped us to focus
on specific issues, and provided us with invaluable experience,
wisdom, and understanding; Theresa Bonanno, MSN, RN, C, and
Carol Silveira, MS, RN, C, of the Board of Registration in Nursing,
whose long hours of research, fact finding, and professional
commitment made our task more easily defined and attainable; Carla
Cicerchia, staff of the Legislature’s Committee on Health Care,
Margaret Murphy, Esquire, Director of Legislative and Government
Affairs for the Massachusetts Nurses Association, Gretchen Mirarchi,
Legislative Aide to Representative Frank Hynes, for their long hours
of work, scheduling, and information gathering; Gloria Aubut
Craven, RN, MS, CRRN, for her enthusiasm, insight, and energy and
Selma Henderson for her organization and typing skills.

Acknowledgments:
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Significant contributions have been made to Nursing History and
to the health and caring of the citizens of the Commonwealth, by
Nurses since the establishment of the first school of nursing in the
US, in Boston in 1863.

EventYear
1863 New England Hospital for Women & Children established first

school of nursing in the United States.
Mary Eliza Mahoney, America’s first black nurse graduated
from the New England Hospital for Women & Children.
Visiting'Nurses Association of Boston established.
Psychiatric Nurse training began at McLean Hospital.
First meeting of the Massachusetts Nurses Association at
Fanueil Hall.

1879

1886

1903

An Act to Regulate the Practice of Professional Nursing of the
Sick filed with the Massachusetts State Legislature.
Massachusetts Board of Registration in Nursing created.
The Household Nursing School for Attendants (Shepard Gill
School of Practical Nursing of the Mass General Hospital)
established.

1904

1910
1917

HISTORICAL HIGHLIGHTS
THE NURSING PROFESSION IN THE

COMMONWEALTH OF MASSACHUSETTS

Massachusetts Nurse Practice Act amended to provide for the
registration of graduates of nursing schools.

1919

Central Registry of Nurses list compiled and maintained by
MNA.

1933

Compulsory registration for graduates of attendant schools of
nurses, (later known as LPNs).

1938

1940 World War II nursing contingency plans developed.
Licensed attendants employed in hospitals to fill war created
shortage of RN.
First meeting of the Licensed Attendants Association, (later
known as LPNMI).

1942

Legislative title change from Licensed Attendant to Licensed
Attendant Nurse.

1947

First bachelor’s degree program in nursing established at Bos-
ton University.

1948

Nurses recruited for service in Korea.1950
Legislative title change from Licensed Attendant Nurse to
Licensed Practical Nurse.

1953

Mandatory licensure for registered and licensed practical
nurses.

1958
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1960 Appointment of first LPN to Board of Registration in Nursing.
Practical Nursing Programs increased to 39 during the 19605.
Legislation passed (Chapter 150 A) authorizing nurses
employed in the private sector to engage in collective bargain-
ing activities.

1964

Associate degree programs in nursing flourished in the
Commonwealth, increasing from 6 to 19 between 1968-1978.
Legislation authorizing Nurses to Practice in the Expanded
Role signed.

1970s

1975

Legislation mandating completion of continuing education
credits as requirement for nursing licensure renewal passed.
Nurse midwives allowed by law to practice in Massachusetts for
the first time.

1977

1978 Establishment of all nurse Board of Registration in Nursing.
Two LPNs appointed to Board of Registration in Nursing.
First bill passed authorizing Nurse Practitioners to write pre-
scriptions in long-term care facilities and for certain patients at
home. First time registered nurses are allowed to write

1983

prescriptions.
Bill passed to mandate third-party reimbursement for services
of psychiatric nurse mental health clinical specialists and nurse
midwives.

1985/86

Bill passed to allow nurse midwives to write prescriptions.
Boston hosted American Nurses’ Association convention
attracting more than 10,000 nurses to city.

1990

Special Commission on Nursing established by the Massachu-
setts Legislature.

1991

1992 Bill passed to allow nurse practitioners and psychiatric nurse
mental health clinical specialists to write prescriptions.
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Nurses are the largest health care professional group. Nurses, well
educated and competent, are valued as full members of the health care
team. Nurses have equal responsibility with other health care
providers for the health and well-being of their patients.

The Special Commission on the Practice of Nursing issues this
Report at a time when the Health Care System in the United States
is under attack. Too costly, too many people lacking insurance and
access, and too many failed outcomes in infant mortality, maternal
mortality, etc., form the basis for this assault. In 1992, $B2O Billion
dollars, 13% of GNP, is expected to be spent in the United States on
Health Care; yet some 37 Million Americans, because of no insurance
coverage, lack any access to health care services and up to an estimated
50 Million more Americans have insurance which inadequately covers
their needs. The Commission is hopeful that a more consistently wise
and effective utilization of nurses in the delivery of health care will
provide some positive and satisfying response to these concerns.

The Commission’s Report seeks to understand and foster the
modern nurse’s role in health care delivery and to provide a response
to many of the issues which have been discussed in its deliberations.
Overshadowing our initial discussions were two major issues: (1) The
Entry Into Practice and (2) The Shortage of Nurses. The latter,
although recognized as cyclical, requires that stability be achieved
through aggressive outreach and proper planning. (Appendices 4A,
48, and 4C give some appreciation of the challenges in recruiting and
sustaining an adequate supply of nurses.)

Consensus on these matters, particularly the “Entry Issue”, was
initially thought to be difficult to attain. The Commission, therefore,
chose not to focus exclusively on these issues but to study other
pertinent nursing topics. This strategy helped to concentrate attention
on more primary matters: continued education needs, licensure
standards, the diversity of nursing practice, regulation of the practice
of nursing, etc.

In the Commission’s discussion of these fundamental matters,
concerns about cost, quality, and accessibility are central both to the
views expressed and the recommendations proposed. At the same time
two fundamental and principle objectives emerge in this

je Crnnmontoealtfj of fHa££ari)u*ett*
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Report: (1) to enhance and foster the Profession of Nursing as an
integral, yet independent and autonomous, member of the Common-
wealth’s health care delivery system and (2) to support recommen-
dations which will strengthen the efficiency and effectiveness of
Nursing so that all the people of the Commonwealth may enjoy greater
access to a quality health care system at an affordable price.

A definition of Nursing is not easily developed. Most attempts at
such definitions are somewhat vague and overlap other professions.
Nursing is a generalist’s field, which includes more than 30 specialties
from the neonatal nurse to the geriatric nurse, the school nurse, the
occupational nurse, the critical care nurse. Nursing involves
independent decision making and broad based responsibilities for the
whole patient.

Nurses initially are prepared to become licensed practical nurses
or registered nurses, educated in certificate, diploma, associate,
baccalaureate or higher degree level programs. They are prepared as
generalists and take a state licensure examination which, when passed,
allows them to practice as a nurse. Nurses may then voluntarily choose
to participate in a professional credentialing process called
certification. The professional and Specialty Organizations set criteria
for eligibility which usually includes specific educational and
experiential requirements. The certification process is designed
to (1) recognize nursing expertise in a specialty area, (2) respond to
changes in the health care system, (3) identify the uniqueness of the
specialty area, (4) maintain the nurse’s level of expertise
and (5) provide the consumer with a measurement of the nurse’s
knowledge level in that specialty. Certification provides nurses with
acknowledgment of their level of competence and recognition by their
professional peers.

An additional step in credentialing is undertaken for those nurses
prepared for advanced practice (nurses in the expanded role, etc.).
In the Commonwealth, Nurses In Advanced Practice (in the expanded
role) include nurse practitioners, nurse midwives, nurse anesthetists,
and psychiatric nurse clinical specialists. The Board of Registration
in Nursing, BORN, governs the requirements for authorization to
practice in the Advanced Role, which includes educational
preparation and successful completion of a professional certification
examination.

In summary, the credentialing process requires that all practicing
nurses be licensed in the state in which they practice. In addition,
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nurses may choose to be certified by their professional specialty
organization and/ or they may choose to function in advanced practice
and then must be authorized by the BORN to function in that
Advanced Role. Nurses, prepared and credentialed in any or all of
the aforementioned ways, practice in hospital settings, ambulatory
care settings, nursing homes, schools, public health, community
health and the occupational health settings.

Most nurses traditionally have practiced exclusively in hospital
settings. In recent years, however, a growing number of nurses are
engaged in interventions outside the hospital and provide necessary
health care to patients in an increasing number of diverse settings.
The recent national report of the Secretary’s Commission on Nursing
(Appendix 5) addressed many issues relative to nursing practice in
the hospital setting. This Report seeks not to repeat that effort, thus
concentrates more on nursing interventions in non-hospital settings.
However, the reader should recognize and appreciate whenever this
Report discusses or makes recommendations regarding the nature of
nursing, these remarks are applicable to each and every nurse,
regardless of the practice setting.

The Commission recognizes the technological explosions and
societal changes of the last several years which require more extensive,
continuing education on the part ofall health care providers, including
nurses. Sophisticated diagnostic tools and extraordinary develop-
ments in medical and surgical treatment not only save the lives of those
previously condemned to an early death, but allow many to survive
a once dreaded illness with the prospect of many more years of full
health and productivity.

At the same time this Report suggests that the direction the
Commonwealth must pursue, as it seeks a better health care system,
is to consider health care not primarily as medical care delivered
within the traditional hospital environment but as a more
comprehensive continuum of care, emphasizing health promotion and
disease prevention. Primary Care, community based, flexible, and
responsive to the consumer’s needs, can deliver the most effective
prevention and treatment interventions which will lead most assuredly
to a less costly health care system, with consumers made more acutely
aware of lifestyle behaviors which will promote the quality of their
well-being and help avoid disabling illness. Consumers, educated to
injury prevention and to the ill effects of smoking, lack of exercise,
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excess weight, substance abuse, stress, and unsafe sexual practices,
while assisted by the primary care practitioner to change their
attitudes and behaviors in these seven areas, can significantly reduce
much of the illness and injuries which afflict our society.

This Report encourages optimum education for nurses so as to be
competent at the level of coequal and partnership responsibilities with
physicians in the primary interventions of diagnosis, treatment, care
and recovery of patients. Primary Nursing interventions in
occupational, and community settings, hospitals, schools, and long
term care settings will help the Commonwealth pursue this new
wellness orientation.

Demographics
As this Report is finalized, data provided to the Commission by

the Board of Registration in Nursing reveal there are 123,542 “active”
licensed nurses in the Commonwealth.

There are 99,100 RNs.
There are 24,442 LPNs.
There are 3,206 RNs authorized by the Board of Registration in

Nursing to practice in the expanded role.
Nurses are prepared to practice in the area of Administration,

Clinical Practice, Research, and Education. Nurses specialize in a
wide range of areas such as medical/surgical, geriatric, general
practice, obstetric/gynecological, pediatric, public health, psychia-
tric/mental health, etc. Nurses practice in a variety of settings
including hospitals, nursing homes, private duty, community health,
schools, office, occupational, self employed, etc.

License fees
The initial license and examination fee is $127 for RNs and $122

for LPNs. All nursing licenses are renewed every two years. The
renewal fee is $4O for both RNS and LPNs, while those authorized
to practice in the expanded role are charged a $6O renewal fee.

According to the Massachusetts Hospital Association (Appendix
6) the average statewide salary paid to a nurse in a hospital setting
was $23,234 in 1985 and is $40,851 in 1991 an increase of $17,617
or 75.8% in the last six years, a factor of both the nursing shortage

Salaries
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(

(

and the extraordinary growth of the Massachusetts economy during
the 1980s.

According to the Board of Registration in Nursing, there are 62
Schools of Nursing in the Commonwealth: 20 LPN; 8 Diploma;
20ADN; 13 BSN; and 1 Generic MSN. (Appendix 7.)

The Board of Registration in Nursing, established in 1910, is the
state agency which oversees the regulation of nursing practice and
education in the Commonwealth of Massachusetts. Its function is to
protect the public’s health and safety by assuring that nurses meet
minimum standards for practice. Chapter 13, Sections 13-15D,
Chapter 112, Section 74-81 G of the Massachusetts General Laws and
244 CMR comprise the statutory and regulatory basis for the Board’s
authority and responsibilities.

The BORN is one of thirty-two boards within the Division of
Registration, which functions within the Executive Office of
Consumer Affairs. The BORN approves schools of nursing, accepts
candidates for national licensure examinations, issues initial licenses
and license renewals, audits the continuing competency of nurses,
authorizes certain nurses to practice in expanded roles, issues Massa-
chusetts licenses to nurses licensed by other jurisdictions, verifies
Massachusetts nurses’ credentials to other states, grants temporary
practice certificates to some foreign educated nurses, investigates and
acts on complaints about nurses’ performance and conduct, sets
minimum standards of nursing practice and monitors the partici-
pation of nurses in the Board’s Substance Abuse Rehabilitation
programs.

The Commission finds that the function and role of the BORN
require it to be separated from the Division of Registration and to
become one of the department’s within the “Executive Office of
Consumer Affairs.”

Composition of the Board:
The BORN, by statute, consists of eight members: five Registered

Nurses, two Licensed Practical Nurses, and one Consumer Repre-
sentative; each appointed by the Governor for a term of six years.

Schools

THE BOARD OF REGISTRATION IN NURSING (BORN)
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The work load and significant responsibilities of the Board require
that it be enlarged and reconstituted to reflect today’s nursing roles.
The BORN must, as well, be given summary authority to suspend a
nurse’s license when there is evidence of serious malpractice or
negligence on the part of a nurse. Examples reported to the Special
Commission reveal that the Board’s existing process for addressing
such emergency concerns is too cumbersome to adequately protect
public safety.

Chapter 112 Section SOB requires that the practice of the expanded
role nurse be regulated by regulations promulgated jointly by the
BORN and the Board of Registration in Medicine. The Special
Commission finds it highly unusual and somewhat chauvinistic that
the Board of Registration in Nursing not be recognized as competent
and capable of appropriately regulating nurses in all levels of practice.
The Board of Medicine should not be directly involved in regulating
nurses. Such direct regulation should be left solely to the BORN with
consultation with other Boards being the only requirement of this
nature.

The BORN has 4 full-time equivalent professional staff and 4 full-
time equivalent secretarial staff (a total of 8 FTE staff). This staff is
responsible for the functions of the BORN mentioned above.
Registered Nurses are required to renew their license every other year
in the even year at a cost of $4O. Licensed Practical Nurses are required
to renew their license every other year in the odd numbered year at
a cost of $4O. There are 99,100 RNs and 24,442 LPNs, a total of
123,542 licensed nurses. There are 62 approved Schools of Nursing.

In Fy 1990 $2,482,348 was collected and it cost $539,319 to run the
Board. The Commission finds that the Board’s funding is woefully
inadequate and that it is unable to meet the challenges of its present
mission and current activities, much less meet the obligations of an
independent, autonomous Board as recommended by the Commis-
sion. The Commission believes that the Board needs to:

(1) collect and analyze demographic and other data about nurses
in the Commonwealth. Such information is absolutely necessary in
order to effectively plan for the supply and distribution of nurses to
meet Massachusetts health care needs now and in the future. Data

Born Resources
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regarding age, sex, practice settings, educational achievement, clinical
practice and specialty, etc. are essential. In the mid-1980s several years
of extreme shortages in most nursing practice settings were
experienced. Although those shortages have now eased, appropriate,
reliable and up-to-date data are needed to assist both public and
private entities in meeting their human resource planning
requirements.

(2) periodically publish a newsletter to inform licensees about
regulatory changes, new policies for which they are held accountable,
educational requirements, etc.

(3) be allocated sufficient funding for staff to attend regional and
national meetings of the National Council of the State Boards of
Nursing as well as other continuing education programs —which
are necessary forums at which uniform national policies, regulations
and processes are discussed, agreed upon, and implemented.

(4) achieve its own independent, autonomous status and become
a more direct supportive resource to all nursing licensees. The Board
must add to its present professional and clerical staff investigative,
legal, computer and other support to meet its mandates.

I. The Board of Registration in Nursing (BORN) should be
removed from the Division of Registration and established separately,
directly under the Executive Office of Consumer Affairs and be
administratively responsible to that Office (similar to the Board of
Registration in Medicine).

11. The Board of Registration in Nursing should be provided with
its own professional, investigative, legal, computer, and clerical
support to meet its mandates. For this purpose the BORN should
minimally receive an annual appropriation of no less than 40% of the
average of two years of fees and other revenues collected, (cf Appen-
dix 8= BORN proposed budget and narrative.)

111. The composition of the BORN should be increased from 8
to 13 members, each appointed by the governor for staggered terms
of three years each. Members may be reappointed to no more than
two consecutive terms.

In the event of a vacancy for any reason, the governor may appoint
a new member for the remainder of the term.

Recommendations:
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All members shall serve until their successors have been appointed
and qualified and each member shall be a resident of the common-
wealth.

Nine of the thirteen BORN members will be RNs licensed in
good standing in the commonwealth, and each will have a minimum
of five years of experience as an RN immediately preceding
appointment. Each will be actively employed as an RN at the time
of appointment or reappointment. RN members shall represent
various areas of nursing practice, including education, administration
and clinical practice and these 9 RNs shall include:

a. one RN who is actively employed as a nursing service admin-
istrator and who is responsible for agency/service-wide policy
development and implementation;

b. at least two RNs not authorized in Advanced Nursing Practice
(not authorized to practice in the expanded role) and who provide
direct patient care;

c. two RNs authorized in Advanced Nursing Practice (to practice
in the expanded role), at least one of whom is actively employed in
this role providing direct patient care; and

d. representation from each level of nursing education (LPN,
Diploma, Associate, Baccalaureate/Master’s) whose graduates are
eligible to write the nursing licensure examinations.

Of the RNs representing clinical and administrative practice, there
shall be representation from long-term, acute and community health
care settings.

three BORN members will be LPNs licensed in good standing
in the Commonwealth, and each will have a minimum of five years
of experience as an LPN immediately preceding the appointment.
Each shall be actively employed as an LPN at the time of appointment
or reappointment. Among the LPN BORN members, there will be
representation from long-term, acute and community health care
settings.

one BORN member shall represent consumer health concerns,
shall not be a provider of health care, and shall not have a direct or
indirect financial interest in the provision of health care.

IV. The BORN shall be given statutory authority to summarily
suspend a nurse’s license when there is evidence of serious malpractice
or negligence on the part of a nurse and where there is a threat of
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serious and imminent danger to the public’s health or safety. Within
ten working days, however, of such suspension the BORN must
conduct a hearing, providing all appropriate and reasonable due
process to the affected nurse, before continuing such license
suspension or revoking said license.

V. Chapter 112: SOB, 80E, and 80G shall be amended eliminating
any statutory requirement for the BORN to jointly regulate nursing
practice with another Board or other “discipline”. The statutes shall
reflect that the BORN is the sole state agency to oversee and regulate
the practice of nursing. Chapter 112; SOB of the General Laws of
Massachusetts, the 1988 Official Edition, shall be amended by striking
out lines 12 through 17 and inserting these new lines 12 through 17:

“Professional nursing” shall also mean the performance of such
additional acts by a nurse with appropriate education as are approved
by the board in rules and regulations which shall be promulgated and
implemented by the board, or which are generally recognized by the
nursing profession as proper to be performed by a professional nurse
with appropriate education”.

Chapter 112; 80E of the 1988 Official Edition of the General Laws
as most recently amended by Chapter 10 of the Acts of 1992 is further
amended by striking in lines 4 and 5 the words “regulations promul-
gated jointly by the board and the board of registration in medicine
after consultation with the board of registration in pharmacy” and
insert the following new language: “regulations promulgated by the
board after consultation with the board of registration in pharmacy
and the board of medicine”.

Chapter 112; 80G as added by Chapter 515 section 4 of the Acts
of 1990 is hereby further amended by striking in lines 3, 4, and 5 all
the words after “in accordance with” through “pharmacy”, inclusive,
and insert the following new words regulations promulgated by the
board after consultation with the board of registration in pharmacy
and the board of medicine”.

The public mandate to the profession of nursing is to provide safe,
effective, high quality and cost effective health care to individuals,
families, and communities. Nursing is a vital and integral part of an

EDUCATIONAL PREPARATION AND MOBILITY
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interdisciplinary health care team. The ever expanding health care
needs of society demand that nurses participate in and contribute to
that team as peers with equally professional levels of education,
practice skills, and research capabilities. Nursing has come of age. No
longer is nursing viewed as a vocation with a specified training period.
Nursing today is an autonomous profession with an identifiable
process of education, an established code of ethics, and a defined
scientific knowledge base. Nurses, physicians and other health care
providers have carefully defined their domain of practice. An
interdisciplinary model for the provision of health care has developed
which recognizes the expertise of each discipline and functions as a
collaborative process to care for the individual clients. This model
requires that nurses and physicians participate in mutual decision-
making regarding the health care needs of the client.

For more than 25 years there has been an ongoing debate within
the nursing profession as to how to best provide the public with nurses
who will provide safe, effective therapeutic and quality care. In 1965
the American Nurses Association issued a position statement
recommending that the entry level education for professional nurses
occur at the baccalaureate level. The implementation of this position
remains controversial and continues to spark debate. The Special
Commission Relative to the Practice of Nursing carefully deliberated
the entry into practice controversy and concluded that the Board of
Registration in Nursing and the nursing community are the appro-
priate bodies to determine the educational requirements and eligibility
criteria for nursing practice.

The Commission found that there is now, and will continue to be,
a need for a commitment to publicly supported, geographically
accessible, and financially affordable educational programs to prepare
nurses at all levels from entry though doctoral study. This
commitment is absolutely essential to provide the high quality and
accessible health care which the people of the Commonwealth expect,
and to which they have an absolute right. The evidence is
overwhelming and clear that nurses do, and will continue to, play an
increasingly important role not only in the delivery of health services,
but also as key elements in assuring that those services are of high
quality, effective and affordable.

The increasing complexity of the consumer’s health care needs and
the ever evolving health care delivery system both require that the
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public be provided with nurses who are knowledgeable and skilled.
The consumer has the right to demand from nursing professionals the
availability of expert nursing care. Nursing education programs
prepare individuals to function at several different levels of expertise.
The continuum of nursing education begins with individuals prepared
to deliver basic nursing care and implement the nursing process,
moves on toward nurses educated to critically assess and analyze
clinical decision-making, and then to nurses prepared at the graduate
level who, in advanced practice roles, provide primary health care and
manage chronic health problems, administer health care delivery
systems, design and implement nursing research, and educate nurses
of the future. Nursing in the broadest sense covers a range of activities
and responsibilities which require preparation in educational
programs that differ in purpose and length and that prepare nurses
for specific practice arenas with varied levels of responsibility.

Public testimony provided to the Special Commission on Nursing
identified very specific concerns relating to the educational
opportunities within the Commonwealth for individuals seeking a
career in nursing. Those issues specified included: access to levels of
educational preparation (LPN, Diploma, AD, BSN, MSN and
doctoral study), opportunities for educational mobility, access to
continuing education programs (within work site or within the nursing
community), access to programs (continuing education or certificate
programs) to maintain or increase their nursing practice skills,
opportunities for specialization outside the definition of expanded
role, the development of inter-academic articulation agreements,
development of advanced practice skills and the dearth of financial
aid incentives.

The current and projected health care needs of consumers within
the Commonwealth of Massachusetts require a model of nursing
education that will, 1) Ensure a continuing supply of nurses prepared
at levels which meet the current and projected health care needs of
the consumer 2) support the establishment of graduate programs in
specialized areas of nursing practice which meet the current and
projected health care demands such as gerontology, maternal-child
health, school health, nurse midwifery, occupational health, women’s
health, nursing education and nursing administration (This list is not
inclusive and will change as the health needs change), as well as
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preparing faculty for nursing education; 3) support a balanced
geographic distribution of all levels of nursing education programs;
4) provide educational mobility for students seeking an initial career
choice in nursing, a second career change or as a nurse in the advanced
practice role by ensuring the recognition of college credits earned in
a Massachusetts institution of higher education.

The Commonwealth of Massachusetts is fortunate to possess a
wealth of talent from internationally recognized academic insti-
tutions, the health care delivery systems and the business community.
The resources from all of these institutions, both public and private,
should be challenged to create an innovative system of nursing
education which addresses the nursing needs of the Commonwealth.
Such programs may include, but are not limited to, telecommunica-
tion networks, external degree programs, workshops, nursing
exchange programs, mobility ladders, self-paced educational
programs, inter-academic degrees and university without walls. Such
models would not only meet the needs of the consumer and society
by providing high quality cost effective, expert nursing care but also
would meet the goals of the Commonwealth by providing jobs, career
mobility and financial security to residents of the Commonwealth of
Massachusetts.

Based on the testimony provided by the Nursing Community and
the deliberation of the Special Commission on the Practice of Nursing,
the following recommendations are put forth:

1) Programs be developed which will target specific populations
who show interest in and are qualified to enter the profession of
nursing. Information be provided which will accurately inform these
targeted individuals of the options and career ladders within the
profession.

2) Articulation agreements (formal contracts between nursing
education programs which provide for transfer of credit to the next
level of education) be developed between institutions of higher
education, both public and private, to provide career mobility for
nurses at all levels.

3) Graduate education in nursing at the masters and doctoral level
be funded by the Commonwealth to provide an increased pool of
clinical specialists, nurse practitioners, nurse administrators, nurse
researchers and nursing faculty to meet the educational demands of
the nursing community and thus the health care needs of the public.
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4) The Commonwealth of Massachusetts Board of Registration in
Nursing be provided the funding necessary to conduct appropriate
evaluation of educational programs as well as to conduct research into
the educational and practice demands of the consumers of health care
in the Commonwealth.

5) Health care institutions and private industry be encouraged to
provide grants and scholarships specifically for nursing education at
both the undergraduate and graduate levels.

6) The Commonwealth should annually appropriate 50 percent of
all revenues generated by nursing license fees to a Nursing Scholarship
Program. These funds should be appropriated to provide need-based,
“last dollar” scholarships (after federal and state grants have been
awarded) for students enrolled in, or preparing to enroll in, nursing
education programs. Such programs help to meet a critical social need
for nurses and assist in maintaining a significant and continuing labor
force, thus stimulating and sustaining the economic health of the
Commonwealth. These scholarships should be administered by the
Higher Education Coordinating Council, which shall complete an
annual report for submission to the appropriate agency, verifying that
these funds had been appropriately expended. Additionally, the Office
of the State Auditor should provide a post-audit of these funds.

7) Public institutions offering post-secondary nursing programs
should receive sufficient and predictable financial support for the
targeted purpose of developing, implementing and maintaining
nursing programs.

8) Incentives be provided to encourage all health care employers
to support those employees who wish to participate in a nursing
education program by providing financial incentives/support and/or
appropriate adjustments to work schedules, or both.

9) Institutions offering nursing education programs be provided
incentives and support to offer programs at times and places which
make the programs accessible to persons who wish to pursue nursing
education.

10) Careful attention should be paid to maintaining and developing
nursing education programs at all levels which are geographically
accessible to persons and to employers who depend upon graduates
to meet their professional nursing needs.
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Throughout nursing’s history the profession has responded to
society’s demand and need for accountable, accessible, affordable
health care providers. The response by nurses has been to expand the
boundaries of their practice through the acquisition of new skills based
on knowledge, experience and changing technology in the delivery of
care. In 1977 the Massachusetts Legislature amended MGL
Chapter 112, Section 808 (the nursing practice act), legitimizing and
recognizing that registered nurses with advanced knowledge and skills
could improve the health of the citizens of Massachusetts through
increased access to primary care services. These new roles were
described as “nurses practicing in the expanded role”.

According to the regulations of the Commonwealth,
Practice in the expanded role means professional nursing

activity engaged in by a registered nurse ... involving the
employment of advanced skills including the evaluation,
diagnosis, and treatment of patients with diseases and
adverse health conditions. It also means the management
of therapeutic regimens for acute and chronic problems
associated with such diseases and conditions.

(244CMR 4.05(8).)
Nurses authorized to practice in the expanded role have broadened

the boundaries of nursing practice by creating additional models for
delivering care directly to the public. They have incorporated into
their care selected skills and services which previously were recognized
as being exclusive to the practice of physicians. Through these new
models they have increased access to care for the public and have
established collaborative working relationships between themselves
and physicians which allow the skills of each to be used most
effectively for the public good.

Massachusetts regulations currently authorize four categories of
nurses to practice in the expanded role nurse practitioners,
certified nurse-midwives, certified nurse-anesthetists and psychiatric
nurse mental health clinical specialists. The area of practice for each
of these roles is described in 244 CMR 4:26 as follows;

Nurse Midwife the care of women throughout the
course of pregnancy, labor and delivery periods. It provides

NURSES IN ADVANCED PRACTICE

BACKGROUND
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for care to mothers and their infants in the postpartum
period as well as well-woman gynecological and family
planning management ...

Nurse Practitioner assessing the health status of
individuals and families by obtaining health and medical
histories, performing physical examinations, diagnosing
health and developmental problems, and caring for patients
suffering from acute and chronic diseases by managing
therapeutic regimens ...

Psychiatric Nurse Mental Health Clinical Specialist
the delivery of mental health care including evaluative,

diagnostic, consultative, and therapeutic procedures ...

Nurse Anesthetists the preparation of a patient for
anesthesia, its administration, and the provision of post-
operative care ...

Although the focus of these four groups may differ by virtue of the
specialized nature of each practice, commonalities exist in their
accountability and responsiveness to the consumer. These
commonalities include a strong focus on increasing access and care
for underserved populations, autonomy of practice, ability to manage
the care of patients from diverse socio-economic and cultural
backgrounds, and both the willingness and the ability to collaborate
with physicians and other health professionals through mutual
referral, consultation and treatment planning.

Research has supported the premise that nurses authorized to
practice in the expanded role positively affect the quality and cost of
care. Within their scope of practice and in areas that overlap with
physician services, these nurses have been shown to provide care
whose quality is equal to that of physicians. And it has also been
shown that nurses are generally more adept than physicians at
providing services that depend on communications and preventive
actions.

Much testimony was presented to the Commission which strongly
suggested that nurses must play a more significant role in the delivery
of primary care if the needs of the public are to be met in a cost-
effective way. There is a palpable sense of urgency about the
importance of increasing access to basic primary care services. Nurses

STATEMENT OF ISSUES
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with advanced education and skills can be the critical linchpin in the
healthcare system, making high quality primary care and preventive
services more accessible and affordable to populations that currently
are underserved.

In order for nurses to function to the full extent of their education
and training there must be changes in both the law and regulations.
Such changes should recognize nurses to be practicing not in an
“expanded role” (which may give rise to the question of whether such
practice is truly within their competencies as registered nurses), but
rather should recognize them as “nurses in advanced practice”
(functioning fully within the domain of professional nursing and using
knowledge and competencies gained through further education,
training and experience in nursing).

Consistent use of the term “advanced practice” reflects the evolution
of these roles which began by expanding “... the boundary of nursing
practice, first through extension of traditional medical services and
then through definition of these and other services as nursing care.”
(The Scope of Practice of thePrimary Health Care Nurse Practitioner,
p. 5, ANA, 1985.) For purposes of this report, nurses in advanced
practice are defined as those individuals who meet the requirements
of the Board of Registration in Nursing relative to additional
qualifications and scope of practice.

Existing statutes governing the practice of nurses in the expanded
role require that regulations which guide such practice must be
approved jointly by the Board of Registration in Nursing and the
Board of Registration and Discipline in Medicine. Although there are
areas of practice where overlap exists between the two professions,
it is generally accepted that a profession is best regulated by those
who are familiar with its knowledge base, educational preparation and
function, namely those who are authorized to practice the profession
through licensing or some other mechanism.

Numerous dilemmas and, at times, unnecessary limitations on
practice result from this joint regulation. For example, roles that are
recognized by the nursing profession asrepresenting advanced nursing
practice (i.e. all clinical nurse specialists with graduate education in
nursing) are not recognized as such in Massachusetts. Many such
individuals do not consider it appropriate for their nursing practice
to be regulated by The Board of Medicine and thus prefer not to be
included in the current expanded role definitions. Legal recognition
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has been important, however, in order to have access to direct third
party payment in those states where such payment is already
approved.

In addition, negotiations to reach agreement with the Board of
Medicine on regulations governing the existing four groups have been,
at times, both difficult and time-consuming. Some would suggest
further that regulations promulgated as a result of these negotiations
have, at times, placed artificial limitations on the practice of the nurse.
These issues become critical factors for the Board of Registration in
Nursing to consider before committing scarce resources to the task
of adding and regulating additional roles under the current definition
of expanded role.

The opportunity for nurses in advanced practice to improve access
to care is limited by their inability to bill third-party payers for the
covered services which they provide. Not only must they find a
physician who agrees to work collaboratively with them in caring for
patients, they must also ask that same physician to submit a bill for
services for which he or she has only second-hand knowledge. Despite
the fact that the nurse is recognized as the provider of care by both
the patient and the physician, the bill must be submitted under the
name of the physician in order to use insurance coverage.

Legislation that would correct this situation has been filed
repeatedly in Massachusetts, yet during every legislative session it fails
to pass. The kinds of settings in which nurses can practice is thus
limited by their inability to bill insurance companies for covered
services provided to patients. It is unlikely that individuals will seek
care from nurses if such care is covered by insurance only if it is
provided by a physician. So nurses are forced either to practice in
a setting where the bill for their services can be submitted under the
name of a collaborating physician or to practice elsewhere and send

bill directly to their patients
Finally, the Commission heard testimony on a related concern.

There is at present no coordinated statewide planning to ensure an
adequate supply of nurses in a variety of advanced nursing practice
specialties. Despite documented need for Neonatal Nurse Practition-

Cerlified Nurse Midwives and School Health Practitioners there
currently are no graduate nursing programs in Massachusetts in any
of these specialties. Further, there is no mechanism to monitor
whether sufficient numbers of nurses in other specialties are being
prepared through existing graduate programs.
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Planned change must be embraced in order to meet the healthcare
needs of the public and to address issues of concern described earlier
in this report. Laws must be amended and new laws created to ensure
that nurses in advanced practice contribute fully in solving the
healthcare problems of society. Regulations should be designed
primarily to promote and protect the health of the public, and should
be enabling rather than restrictive. They should allow for the
continuous evolution of new nursing roles in response to the needs
of society, competence demonstrated by nurses, and interaction with
interested groups such as consumers and other health care
professionals.

Specifically, The Commission recommends that there be:
1. exclusive regulation of nursing practice by the Board of

Registration in Nursing. Consultation with the Board of Medicine,
the Department of Public Health and the Board of Pharmacy should
occur only when collaborative agreements are required. (Requires a
change in statute)

2. recognition and definition of advanced nursing practice by the
Board of Registration in Nursing, replacing the concept of practice
in the expanded role. The Board would define criteria for inclusion,
including but not limited to, education, certification and clinical
practice experience. Roles described as advanced nursing practice
would have uniformity of educational preparation and scope of
practice definition. (Requires a change in regulations)

3. recognition of nurses in advanced practice as legitimate
providers of health care eligible for direct third-party payment for
services provided. (Requires a change in statute)

4. assessment of need by the Board of Registration in Nursing for
the development of additional, specialized educational programs to
prepare nurses for advanced practice.

5. identification of current and potential funding sources to provide
educational opportunities in advanced practice.

Presently there are over 3200 nurses in Massachusetts authorized
to practice in the expanded role. Research has documented that they
improve access to care and deliver quality, cost-effective services. They
are limited, however, by the joint regulation of that practice by the

RECOMMENDATIONS

SUMMARY
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Board of Medicine with the Board of Nursing, and by a lack of full
recognition as legitimate providers of services eligible for payment by
third party payers. At a time when our health care system needs major
restructuring in order to improve access and control costs, these issues
relative to the effective use of nurses within the system must be
addressed. The Special Commission Relative to the Practice of
Nursing in the Commonwealth will file legislation to change specific
statutes which limit access to care by nurses and which place artificial
barriers to appropriate use of nurses in advanced practice. Changes
in statutes will thus pave the way for subsequent changes in the
existing regulations.

Seventeen percent of the citizens of the commonwealth are public
school students, many of whom lack adequate health care either due
to lack of insurance, inadequate resources or significantly complex
health problems. Schools are expected to provide education to an
increasingly diverse and needy student body. Some schools, in
partnerships with school health professionals, have created model
Comprehensive Health Care Programs (CHCP) in a few locations in
Massachusetts. These “communities of solution models” address the
primary care needs of uninsured and underinsured children. Through
CHCPs the schools become a vital center, providing access to primary
health care and specialized pediatric and adolescent services for
students with special needs, pregnant teenagers and others. In
addition, these programs address health education and prevention
sorely needed in student populations plagued with problems ofAIDS,
sexually transmitted diseases, addictions and high drop out rates.

In some parts of the United States these school-based clinics have
expanded their services beyond school hours to provide much needed
primary health services that are responsive to a community of diverse
cultures. These clinics are staffed by nurse practitioners, school nurses
and other health team members, and are designed to meet the health
care needs of the unique populations within the service area of the
school.

Despite documented increases in need and reliance on school health
centers to meet the escalating demands for primary health services
for students, significant problems must be solved in Massachusetts
to adequately address this crisis. The Commission heard widespread

SCHOOL HEALTH CARE
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testimony that school districts across the state, burdened beyond their
limited resources, are laying off school nurses. The Wall Street
Journal reported in 1991 that the Framingham public school district
laid off twenty per cent of its school nurses, leaving nine nurses for
twelve schools, despite the fact that health center visits had increased
by twenty-five percent the previous year. The Commission is
convinced that good school-based health services help keep kids in
school, and healthy kids are much more likely to become successfully
educated and productive citizens of the Commonwealth.

Education and health officials have to find creative and
entrepreneurial solutions to the crisis in school health services. Nurses
are essential to school systems, both to meet the health care needs
of the student population as well as to provide educational
opportunities so that kids will have the necessary knowledge to make
informed judgements regarding illness prevention, health promotion
and positive lifestyle behaviors.

Solutions cannot be limited to publicly supported pilot programs
but demand involvement of insurance companies, hospitals, HMOs
and health practice groups. A 1991 publication of The National
Governors Association, A Healthy America: The Challenge for
States, recommends the expanded use of schools in the health care
system pointing out that even when they cannot provide comprehen-
sive health services they can provide the site for others to do so. They
also provide an opportune site to offer managed care and critically
needed health education services. During their student days children
and adolescents can establish life-long habits of health promotion
which will have a dramatic impact on health care costs in their
adulthood.

The nation’s first school health program began in Boston in 1894
when public health nurses were employed to inspect, identify and
exclude students who showed symptoms of an infectious disease. In
addition to this monitoring role, these nurses taught students the
importance of protecting themselves against disease and the
importance of good health habits.

All states in the country have followed the lead of Massachusetts
and established timely and effective school health programs that meet
the ever present and changing needs of school children and the public.
Unfortunately, Massachusetts has fallen behind most other states in
assuring a uniform quality of student health services throughout the
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Commonwealth. Some cities and towns have developed model
programs, but many have severely neglected school health services,
especially in these difficult economic times. Furthermore, because no
standards for the qualifications and student ratios of school health
personnel exist, many towns dilute these services to a very limited list
of mandated programs that may or may not be relevant in the 21st
century.

There is a total lack of clarity as to the roles of responsible bodies
for school health services in Massachusetts, and school nurses often
are caught between competing and sometimes contradictory interests.
The Department of Public Health provides only minimal advisory
services to school health programs. The Department of Education
regulates requirements for every other professional role in schools
except school nurses. Local school departments, desperate for areas
that can be cut, focus on those that are not mandated or unionized.
Some towns and cities have school services provided by public health
departments, some from visiting nurse agencies, others contract
through school departments and some through regional systems.
There are only rare instances where school nurses have salaries and
benefits comparable to other professionals in the school system.

The Commission heard persuasive testimony across the state from
the leadership of the Massachusetts School Nurse Association asking
for uniform certification standards and recognition of the significant
problems they face. Children attending schools in the Commonwealth
today are faced not only with the usual and common infectious
diseases, they face the threat of other major health problems not
always well understood by teachers, parents and the community.
Special needs children integrated into the classrooms of every town
have significant health and nursing needs, including such things as
catheterizations, suctioning and the administration of complex
treatments. The administration of medications and the monitoring of
their effects, coupled with the needs of children from dysfunctional
families, further complicate the picture of school health.

Yet, in looking at the potential impact of quality school services,
the school is recognized as a stable environment within a community
where a group of individuals gather regularly for significant periods
of time during any week. Included in the school’s population, as
discussed previously, are students with highly complex and unique
health care needs who have been “mainstreamed” into the regular
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school system, as well as other children, adolescents and young adults
whose need for preventive health education and counseling is
constant. In order to meet these needs schools must recognize that
highly qualified nurses are able to advise, educate, intervene and
provide treatment to the total student body in an efficient and cost-
effective manner. Nurses not only provide direct services to students,
they serve equally as a valuable resource and consultant to teachers
whose daily contact with students necessitates a minimum level of
knowledge about how to offer immediate response to a range of
specific health problems with which they are faced.

As schools today are forced to deal with health problems of its
students that were nonexistent in the past, they also have become a
potential site for health care services and programs that are focused
more broadly on the needs of families and the community. Linkages
with healthcare institutions could support the use of school facilities
for community-based primary care programs in an environment that
is familiar and easily accessible to the population as a whole. The use
of nurse practitioners and other nurse specialists as primary care
providers in school-based settings could serve as a cost-effective
method of providing accessible, appropriate and affordable services
to a significant segment of the community, while at the same time
focusing on healthy habits and lifestyles for students in their
formative, learning years.

Given the complexity of issues surrounding student health within
our schools, the Commission recommends:

1. creation of a Task Force of interested state agencies, i. e., the
Department of Public Health, the Department of Education and the
Board of Registration in Nursing, along with appropriate others, to
analyze issues and recommend statutory and regulatory changes
appropriate to address the delivery and quality of school health
services.

2. recognition by school systems of the professional role of the
nurse, with appropriate authority commensurate with responsibility,
and appropriate levels of compensation consistent with other
professional staff.

3. the development of partnerships between school system; and
health care institutions to explore the potential of school-based
primary care services within the community.

RECOMMENDATIONS
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The Commission is convinced that Massachusetts must regain the
leadership role held two hundred years ago in school health by
providing uniform, high quality school health services consistent with
the significantly changing needs of today’s youth. The educational
preparation of today’s nurses, especially those prepared to provide
primary care services to youth and adolescents, makes them uniquely
qualified to lead the way back to this role which the commonwealth
once held.

School nurses provide a combination of care, counseling and
education which enable students to live healthy lives and maximize
their potential for learning. They also prepare these same students for
an adult world where healthy choices will affect the quality of their
lives as well as the ultimate cost of the health care system of this
commonwealth and the country. We believe the task force
recommended above should move expeditiously to make the
necessary changes by 1994 to celebrate the 200th anniversary of the
establishment of the first school health services in the United States
in Boston.

“Let us not be known as the generation that saved the whales
and saved the trees, but forgot our own kind.”

From the first of the Nursing Commission’s hearings testimony was
heard that a demographic imperative demands aggressive planning
for meeting the growing nursing needs of the elderly and chronically-
ill citizens of the Commonwealth.

Currently, Massachusetts elders comprise 13.7% of the population
which ranks as the 10th highest percentage of elderly in the country.
The 1990 census data 1 projects a 14.7% rate of persons over 65 by
1996 with twice as many women as men from 65-85 and three times

as many women in the 85+ group of elders. As is the case across the
country, the fastest growing segment of the over 65 population is the
over 75 age group.

The “graying” of America and Massachusetts in particular will
continue to impact heavily on the health care system, health services
utilization, expenditures for health care and the need for specialized
nursing services. The National Association of Area Agencies on Aging
state,

SUMMARY

CARING FOR AN AGING POPULATION
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“It is startling but true that a one percent point increase
in the number of older people would almost triple the
service consumption in the health care system.” 2

The incredible social policy challenges associated with this
unprecedented demographic shift is compounded by the significant
poverty levels found among the majority of the elderly. In 1980, the
median income for all women 65+ was $4,140 annually and for men
it was $7,101. 3 Adding to the crisis for the elderly has been the
significant decline in state-funded home care services directed to them
since 1986.

The response of the nursing profession to these concerns is a
mixture of bad news and good news. First, the bad news:

There is no systematic plan for assuring needed nursing
care for the elderly of the Commonwealth.
• There is an historic focus in nursing education to emphasize

clinical and theoretic study in hospitals.
• The National Council of State Board examinations for RNs and

LPNs gives insufficient attention to gerontology and long-term care
patient needs.

• Most new graduates clearly indicate a preference for working in
acute care hospitals. In a survey of new graduates in 1990 by the
Massachusetts Health Data Consortium, 84% stated a desire to work
with acutely-ill children and adults and almost 40% stated an
unwillingness to work with chronically-ill adults. 4 Only 1.9% of
nursing students surveyed by Nursing Exchange in 1989 said they
desired to work in a nursing home and only 4.4% desired to work
in home health care. 5

• There are many “disincentives” for nurses to choose to practice
in long-term-care settings including lower pay than hospitals, heavier
workloads, very brief orientation periods with an early expectation
of taking “charge”, lack of opportunity for advancement, high
turnover rates for nurses and nursing assistants and an overall lack
of resources.

• “Nursing homes and nurses who work in them are greatly
influenced by a negative image. This public image is partially a result
of our society’s misconceptions and fears of aging; our ambivalence
about our responsibility towards elders; and media coverage which
has focused on the problems of ETC rather than its contributions.”6
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• There is a perception that the way nursing homes are financed
and regulated makes it impossible to have adequate staffing.

• Current reimbursement formulas that pay per task done for
clients fosters dependency of patients and is a disincentive for
rehabilitation and creative nursing practice.

• A current policy that requires nursing homes to discard
medications at the time a client dies or leaves a facility is seen as
unconscionably wasteful of money and time.

• Chronic hospitals and nursing homes report a census of
significantly sicker patients with both “high-tech and high-touch”
needs. 7

• In times of widespread “nursing shortages,” nursing homes and
chronic disease hospitals experience even more extreme staffing crises.
At the time of the most recent severe shortage in 1987, acute hospitals
experienced a 10.9% vacancy rate among RNs and an 8.4% vacancy
rate among LPNs. At the same time chronic disease hospitals were
experiencing a 17.9% vacancy rate among RNs and a 29% vacancy
rate among LPNs. In 1990, hospitals were reporting only a 3.4% RN
vacancy rate and a 5.7% LPN vacancy rate while chronic disease
hospitals still reported a 6.5% RN vacancy rate and a 17.7% LPN
vacancy rate. The most serious shortages persist in larger, 300+ bed
facilities, where the average RN vacancy rate is still 20.5%. This
contributes to significant turnover problems, especially due to the
reliance on overtime as a remedy to staffing problems. The use of
overtime is the most costly and the most demanding form of
replacement. 8

• In the area of primary care many elders are faced with the
problem of finding a new health care provider when their physician
retires.

• While Gerontological Nurse Practitioners are making significant
contributions to clients in primary care, acute care and long-term-
care, reimbursement mechanisms still require them to bill for services
through a physician who probably had no direct contact with the
client.

There is some good news:
• Some nursing programs report adding theory and clinical

content in the field of gerontology at the LPN, ADN and BSN levels.
• Most ADN programs in the state are involved in the National

Community College/Nursing Home Partnership Project sponsored
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by the Kellogg Foundation, with the goal of improving patient care
through education.

• Currently, Massachusetts leads the nation in the number of ANA
certified gerontological nurse practitioners, 123 of 247, in part because
the University of Massachusetts at Lowell was the first in the nation
to prepare this type of nursing professional at the Master’s degree
level.9

• As long ago as 1976 the National Nursing Home Telemedicine
project concluded that, “(gerontological) nurse practitioners may be
superior to physicians for certain aspects of nursing home care because
of their sensitivity to nursing and psychosocial problems and their
orientation to in-service education for nursing home staffs.”10

Nurse practitioners have had prescription writing authority in
nursing homes and chronic disease hospitals since 1983. During this
time there have been no complaints filed with the Department of
Public Health concerning these prescriptive privileges. 11

• Recent federal (OBRA) and state regulations have resulted in a
state-wide certification process for nursing assistants in nursing homes
and chronic disease hospitals. This has resulted in more uniform
training programs and a potential for more job and educational
mobility for nursing assistants.

• Research conducted within the state and nationally supports the
positive influence of specialized training for every level of caregiver
working with the elderly. 12

• Creative and progressive demonstration programs in Massachu-
setts HMDs (ex. Fallon), group practices (Urban Medical), home
health agencies (Geriatric Health Maintenance Program/Pittsfield
VNA), schools of nursing (U. Mass Amherst) and acute and chronic
care facilities demonstrate that nursing can and does have a significant
impact on improving quality of life, access to needed services and
scope of services for elderly clients.

1. That the Board of Registration in Nursing develop a mechanism
to ensure that schools of nursing at all levels, when appropriate,
increase time and attention given to the theory and clinical practice
of gerontology.

2. That all practicing nurses and nursing assistants be encouraged
to participate in continuing education programs in the field of

THEREFORE, THE COMMISSION RECOMMENDS:
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gerontology, with special focus on assessment, psychological needs,
and rehabilitation needs.

3. That grants and scholarship funds be sought specifically to
encourage advanced study in the gerontology field of practice, at all
levels of nursing education.

4. That there is study in gerontology available at all publicly
supported graduate programs in nursing in the Commonwealth.

5. That recruitment and counseling efforts be made to assist
nursing assistants who show special talent, interest and skill in
working with the elderly to move into the nursing education system.

6. That a task force be developed, composed of theExecutive Office
of Human Services, the Department of Elder Affairs, the Board of
Registration in Nursing, the Division of Insurance, and the Rate
Setting Commission to study and recommend regulatory changes in
long-term-care financing that addresses the disincentives for
recruiting staff, provides for a higher level of licensed nurse staffing
and provides for reimbursement for gerontological nurse
practitioners.

7. That, at the same time, efforts be made to seek out and eliminate
wasteful regulations such as the need for disposal of unused
medications.

8. That the Board of Registration in nursing recommend to the
National Council of State Boards that more gerontological content
be considered as an essential component of the licensing examination.

9. That the need to adequately fund special services to the elderly
in the community, i.e. home care, mental health services, adult day
care services and home health services, be addressed.

10. That restrictions on nurses in advanced practice which affect
access, such as third-party payment for services, be eliminated.

Nursing services to the rapidly growing elderly population have
been limited and restricted in the Commonwealth. The causes are
many and the solutions understood. Elders are and will continue to
be primary beneficiaries of increasing numbers of nurses prepared at
all levels who have added education and encouragement to meet the
challenges of primary and long-term care.

1. 1990 Census Population Massachusetts: Population by Sex
and Detailed Age.
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In 1992 the United States Department of Health and Human
Services, Public Health Service, published Healthy People 2000, a
document which set forth national health promotion and disease
prevention objectives. At about the same time, members of the Tri
Council of Nursing (American Nurses Association, the National
League for Nursing, the American Association of Colleges of Nursing
and the American Organization of Nurse Executives) collaborated to
publish a similar document establishing Nursing’s Agenda for Health

NURSES IN THE COMMUNITY:
PUBLIC HEALTH, COMMUNITY HEALTH AND

OCCUPATIONAL HEALTH SETTING
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Care Reform for the year 2000. The ability to attain the objectives
set forth in these documents will depend on the ability of the health
care delivery system, and for the purpose of this paper, the ability
of the nursing profession to respond to society’s needs for community
based programs which promote health and prevent disease, at the
same time controlling costs and insuring quality care for the
consumer. Population growth, urbanization, new energy sources,
advanced technologies, industrialization, modern organizational
processes, and new diseases challenge the nursing profession to
advance knowledge and to develop new clinical and educational
interventions which will decrease health risks for the consumer. The
difficult challenge is not only to respond to the known health threats,
but to predict, recognize, and respond to the unknown health risks.
The profession of nursing through its scientific knowledge base in
education, practice and research assumes an integral role in the
planning, implementation, and evaluation of consumer based health
promotion and disease prevention programs. Comprehensive
programs are developed and implemented to reach people in non-
traditional health care settings, such as schools, churches, senior
citizen centers, shelters for the homeless and battered women, and
worksites. Collaboration is wide-spread and a multidisciplinary
approach is implemented. Nurses with a strong knowledge base in
primary health care are able to work with individuals, families,
groups, and communities in providing needed information and health
care. These activities provide the population of the Commonwealth
access to quality cost effective health care providers and programs.

During the statewide regional hearings, nurses practicing in these
non-traditional and independent practice settings (public health,
community health and occupational health) addressed the commis-
sion regarding their roles, credentials, and scope of practice.

Traditionally, public health nurses function in non-traditional
settings and are responsible for public health issues such as infectious
disease, infant mortality, safe drinking water, waste management, and
food contamination. Healthy People 2000 sets very specific goals for
this specialty area including reduction of chronic diseases, decrease
in environmental exposures and health hazards such as lead and
radon, control of toxic waste, control of air pollution, maintenance
of safe water supply and a decrease in the prevalence of mental
retardation.
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The practice of public health nursing and community health nursing
frequently overlap. Community health nurses have a primary role to
work with individuals, families, and groups in the area of health
promotion and disease prevention. Community assessment to
determine the incidence and prevalence of specific diseases and the
presence of health hazards is essential. These nurses implement risk
assessments and develop short and long term goals to address the
identified risk. They establish educational programs for schools,
worksites, senior citizens, homeless, and other identified groups.
Issues of maternal-child health, adolescent pregnancy, sexually
transmitted diseases, battered women, and access to affordable health
care are just a few of the topics covered. Support groups are formed
for populations in need and nursing interventions are implemented.
Community health nurses work closely with the media to provide
public service announcements and informative dissemination.
Programs are developed to decrease the incidence of illness, injury,
disability, and premature death. In addition to the educational
component of community health, nurses provide direct care to clients
in the community. One day surgery, early discharge of new mothers,
hospice clients, AIDS patients, and the home bound frail elderly are
examples of populations living in the community and needing expert
nursing care. The community health and visiting nurses are present
to work with families and caregivers, to make home visits, to assess
clients’needs, to deliver expert care, and to coordinate other members
of the health care team in future decision-making. Nurses practicing
in the community allow these individuals to remain in the home thus
increasing their quality of life and decreasing health care costs due
to re-hospitalization or nursing home admissions.

As we approach the 21st century, community health nurses are
challenged to increase health promotion programs, both in number
and in consumer participation, to increase consumer access to primary
health care programs, particularly children and elders, to provide
direct care to populations in need, to increase accessibility of health
information on nutrition, physical activity, sexual behavior, tobacco,
alcohol, drugs, and family violence and abuse, and to work with
traditional health care settings (hospitals, ambulatory clinics, and
HMOs), to increase the number and quality of health promotion
programs offered to the consumer.



HOUSE - No. 6039 [August42

The first occupational health nurse in America was hired by the
Vermont Marble Company in 1895. The goal of management was to
employ a nurse who could care for the ill and injured at the worksite,
thus increasing productivity and decreasing costs. Today the role has
expanded. The occupational health nurse is responsible for the
evaluation of the worksite, recognition of health hazards,
preemployment evaluation of workers, evaluation and treatment of
occupational illness and injury, the development of health screening
programs specific to the industry, the implementation of safety
programs, the development of health promotion and wellness
programs, the coordination of cost effective health care, and the
collection and analysis of epidemiologic data to identify and predict
risks. The occupational health nurse is usually the only health
professional on site. The role description requires that the nurse be
skilled not only in health promotion and health screening, but also
have the skills to respond immediately to life threatening situations
which may arise at the worksite.

There are over 110 million men and women in the American
workforce. Premature death, occupational disease, injury and
disability have become national health problems. New technologies,
computers, robotics and automation, and new chemicals add
increased health risks to the working population. Lung disease,
musculoskeletal injuries, occupationally-induced cancer, traumatic
injuries, cardiovascular disease, disorder of reproduction, neurotoxic
disorders, hearing loss, occupational dermatitis, and mental health
disorders are some of the health issues which confront the
occupational health nurse. The goal of the occupational health team
is to decrease the incidence and prevalence of these occupationally
related disorders and to gather the epidemiologic data which will
predict future health problems. The occupational health nurse is the
“key player” on this team since the scope of nursing practice allows
for the assessment and evaluation of the workers.

Recent studies indicate the cost-effectiveness of the occupational
health nurse and those activities most frequently performed including
counseling, education, emergency treatment, comprehensive
preplacement physical examinations, diagnosis and treatment of acute
illnesses and injuries, annual physicals, and health screening. Studies
report that the presence of an occupational health nurse in a company
employing as few as 700 workers is cost effective. A decrease in the
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absenteeism rate, reduced company insurance fees, and lowered
testing costs resulted from the utilization of an occupational health
nurse. Nurse practitioners certified in occupational health have also
made significant contributions to cost effective health care. One small
industry reported a savings in excess of $20,000 in a six-month period
and a reduction in lost time accidents and absenteeism after employing
an occupational health nurse practitioner. On-the-job injuries were
more thoroughly assessed requiring fewer outside referrals and in-
plant follow-up was carried out more effectively.

These three specialty areas of nursing and others like them present
particular challenges to the practicing nurse. They are functioning in
non-traditional settings usually alone or with one other person. They
are providing cost-effective expert nursing care to large and culturally
diverse population groups. Their scope of practice is wide and varied.
One minute they may be counseling a patient with a substance abuse
problem, the next minute they may have five burn patients in an
emergency situation or they may be dealing with an outbreak of an
infectious disease. During the hearings representatives from these
specialty areas spoke very articulately about their needs including:
1) defining the scope of their practice; 2) the independence of their
practice; 3) the need for accepted standards of education and
certification; 4) the fact that many of their responsibilities extend into
the domain of expanded practice; and 5) the need for professional
support for the domain of practice from the BORN.

Based on the testimony provided by the Nursing community and
the deliberation of the Special Commission on the Practice of Nursing,
the following recommendations are put forth:

I. That the BORN establish an advisory committee for nurses
practicing in nontraditional and independent settings to address the
issues of scope of practice, development of standards, and educational
preparation and certification.

2. That the Health Care Community and the Business Community
establish a Task Force to explore the establishment and funding of
model systems of health care delivery within these speciality areas.
For example: 1) community based health clinics for elders, 2) worksite
health programs which include health care for families, and 3) school-
based family clinics.

Recommendations
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Lambert, C.E. and Lambert, V.A. Perspectives in Nursing: The
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This report represents the culmination of informal and formal
meetings of a combined group of legislators, nurses, and consumers
dating back over three years. It is not the end of the group’s work,
but points the way toward needed directions for the future. Looking
pro-actively to the 21st century, the Commission’s report speaks to
conflicts among societal needs for improved public health and safety,
legislative and regulatory limits, professional roles, and nursing
education and practice.

The report includes a series of critical recommendations. These
recommendations flow from the wealth of information presented to
the Commission during its six public hearings. The recommendations
are not pie-in-the-sky ideas, but rather represent needs that must be
addressed now.

One of the most important outgrowths ofthe work of the Commis-
sion is the working partnership that has developed among nursing
organizations, legislators, and consumers. Commission members
believe that it is critical that the communication that has developed
be carefully nurtured to facilitate the ability of the health care system
to meet the needs of society in a way that is both efficient and effective.

The reader is encouraged to get involved. By assisting in and
supporting the thrust of the recommendations contained herein, we
believe that the work of the Commission will make an invaluable
contribution to the people of Massachusetts.

Bibliography

SUMMARY
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Acute Care Care or treatment for illness of short duration or
sudden onset, requiring concentrated medical and nursing attention.

Ambulatory Care Health care services rendered to patients who
are not confined to an institutional bed as inpatients during the time
that the services are rendered.

Chronic Care Care provided for long-lasting or long-term
illness or disability (either physical or mental).

Community-based health care Health care provided to persons
who reside in the community i.e., persons who are not in-patients
of a hospital. Community-based health care services include home
care, outpatient services and day-hospital programs.

Community Health Services Services oriented to the mainte-
nance or enhancement of health e.g., health promotion and
disease prevention.

Continuum of Care Health services can be considered to form
a continuum, ranging from health promotion and disease prevention
activities at one end to sophisticated, tertiary level acute care at the
other.

Continuing Care Care that deals with chronic illness or
disability. The main focus is on providing personal care and/ or health
care to maintain the patient’s health status and quality of life.

Coordination of Services Ensuring that providers of various
services are aware of each others’ activities and seek to maximize the
efficiency (service output/cost) and effectiveness (impact) of their
separate services.

Demography The statistical study of human populations
especially with reference to size and density, distribution, and vital
statistics.

Disability A condition that renders a person incapable of
performing one or more activities of his or her daily life or occupation.
Any limitation of an individual’s physical, mental or social activity.

Entry to Practice The minimum qualification required for
certification, licensure, or registration as a beginning practitioner.

Epidemiology The study of determinants of health and disease
in human populations; includes the study of incidence, distribution,
and control of disease in a given population.

GLOSSARY OF HEALTH CARE TERMS
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Extended Care That care required by a person with a relatively
stabilized chronic disease or functional disability, who, having
reached the apparent limit of recovery, and who has relatively little
need for the diagnostic and therapeutic services of a hospital but who
requires availablity of personal care on a continuing 24-hour basis,
with medical and professional nursing supervision. This care is usually
required for a period of months or years.

Full-time Equivalent (FTE) Personnel may be engaged on a full-
time or a part-time basis. To provide a common base for comparative
purposes, various methods are used to equate a certain number of
part-time positions to one full-time equivalent position.

Health Care Those services provided to individuals or
communities through health organizations or professions. The aim
of health care is to promote, maintain, restore, and monitor health.
It is not limited to medical care provided by physicians, but includes
many professions.

Health Promotion The process of enabling people to increase
control over and improve their health. It involves the population as
a whole in the context of their everyday lives, rather than focusing
on people at risk for specific diseases and is directed toward action
on the causes of illness.

Home Care Health services provided in the homes of the
elderly, disabled, sick or convalescent. Such services can include
nursing care, social services, homemaker services, or rehabilitation
services.

Lifestyle Behaviors The set of habits and customs of individuals
(for instance, use of substances such as alcohol, tobacco, caffeine;
dietary habits; exercise) that have important implications for health.

Nursing Home A place in which accommodation is provided
to persons requiring skilled nursing care, including persons
convalescing from or being rehabilitated after illness or injury.

Nurse Practitioner A registered nurse who has completed an
advanced, formal program of study in providing primary health care
through diagnosis, treatment, and care of the patient. Nurse
practitioners generally function with the collaboration of a physician,
but not necessarily in his or her physical presence.

Occupational Therapy A method of rehabilitation that seeks to
restore, develop, or maintain the task performance skills of persons
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physically or mentally impaired. Such activities are intended to help
patients return to everyday life.

Palliative Care Involves active compassionate therapy for
patients with terminal illness. The aim is to provide a pain-free but
alert condition, as well as social, psychological and spiritual support
for patient and family.

Prevention of Illness The protection of health by personal or
community-wide efforts, including the preservation of good
nutritional status, physical fitness, emotional well-being, immuniza-
tion, and a safe environment.

Primary Care Services primary health care services include not
only those services that are provided at first contact between the
patient and the health professional, but also health promotion and
maintenance of health and complete and continuous care for the
individual, including referral when required.

Rehabilitation Therapy Therapy aimed at restoring or
maintaining greatest possible function and independence. Such
therapy is especially useful to persons after suffering injury or disease
by helping recover maximum use of the affected areas of the body.

Respite Care Patient care provided intermittently in the home
or institution in order to provide temporary relief to the family who
is providing continuous care to the patient in the home.

Selfhelp, Selfcare A concept of health care stressing that
individuals can manage many of their own health problems when
given sufficient information and instruction.

Teaching Hospital A hospital formally affiliated with a
university for the purpose of providing clinical medical education and
research.

Tertiary Care Services Services usually only accessible through
referral from a primary or specialized medical practitioner involving
the application of highly specialized knowledge or equipment. Usually
provided on a regional or provincial basis for unusually complicated
or extremely ill patients who cannot be cared for at the primary or
secondary levels of care.
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Resolve providing for an investigation and study by a special

COMMISSION RELATIVE TO THE PRACTICE OF NURSING IN THE
COMMONWEALTH.

Resolved, That a special commission, to consist of two members
of the senate, one of whom shall be a member of the minority party,
three members of the house of representatives, one of whom shall be
a member of the minority party, the secretary of the executive office
of human services, or his designee, the secretary of the executive office
of consumer affairs and business regulations or his designee, and ten
persons to be appointed by the governor, one of whom shall represent
the Massachusetts Nurses’ Association, one of whom shall represent
the Massachusetts Organization of Nurse Executives, one of whom
shall represent the Licensed Practical Nurses of Massachusetts, Inc.
one of whom shall represent the Massachusetts Association of
Colleges of Nursing, one of whom shall represent the Licensed
Practical Nurse Educators, one of whom shall represent the Massa-
chusetts Organization for the advancement of Associate Degree
Nursing, one of whom shall represent the Diploma Nurses Association
and one of whom shall represent the Massachusetts/Rhode Island
League for Nursing, is hereby established for the purposes of making
an investigation and study relative to the practice of nursing including,
but not limited to, the levels of education and titling changes for
licensed practical nurses and registered nurses and problems
associated with the practice of nursing in the commonwealth,
including possible solutions to the current nursing shortage. Members
chosen to represent professional organizations will be chosen from
a list of nominees provided by that organization. Said commission
shall use only existing staff to conduct said investigation and study
and no additional funds shall be expended by said commission to
conduct said investigation and study.

Said commission shall report to the house of representatives the
results of its investigation and study and its recommendations if any,

APPENDIX 1
Chapter 4.
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together with drafts of legislation, if necessary, to carry its recommen-
dations into effect, by filing the same with the clerk of the house of
representatives on or before the last Wednesday in June, nineteen
hundred and ninety.

House of Representatives, December 19, 1989.

Passed, Speaker.

In Senate, December 20, 1989.

s '
, President.Passed,

December 29, 1989
j

Approvedy/ / s

Governor.
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Paul Bevilacqua
Carmen Buell
Margaret M. Craig
Noreen Darragh
Robert Durand

Consumer Representative
State Representative
Mass. Nurses Association
Licensed Practical Nurses of Mass.
State Senator
Sec. Executive Office Human Services
Mass. Organ. Advancement of Assoc.

David Forsberg
Sylvia Hallsworth

Degree Nursing
State Senator
State Representative
State Representative

Lucile Hicks
Frank M. Hynes
Michael Knapik
Gloria Larson
Larry Litwack
Carol Frazier Love
Beverly F. Macßurnie
Constance Moore
Diana Laskin Siegel
Anna Yoder

Sec. Executive Office Consumer Affairs
MA./R.I. League for Nursing
Mass. Assoc, of Colleges of Nursing
Licensed Practical Nurse Educators
Diploma Nurses Assoc.
Consumer Representative
MA Organization of Nurse Executives

APPENDIX 1A

Members: Special Commission Relative to the Practice of Nursing
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1.) critical shortage of nurses (all levels) and erratic pattern of
availability of nurses.
2. nurse’s role as equal member of health care team
3. difficult working environment

a. long hours
b. exposure to contagious diseases (i.e. AIDS)
c. low salaries

4.) the need for clearer delineation and definition of the roles of
different levels of “nursing” personnel: from nursing assistants to
advanced degree nurses.
5.) Education Requirements and Career Opportunities

a. clearly defined educational pathways
b. linkage between educational programs transfer

of education and practicum credits from program
to program and institution to institution,

c. standardized curriculum in education programs
d. differentiation between course work in programs:

is it real or artificiaP.
e. challenge exams for transfer credits
6.) Education finance

a. funding for schools to increase teaching staff to
provide more space for students

b. funding to provide for health care training
programs

c. funding for capital projects at schools
d. funding for tuition reimbursements and

scholarships
7.) ethical issues nurses role in life/death issues in regards to
patient care.
8.) problems with use of temporary nursing agencies

a. lack of regulatory oversight
b. cost

9.) foreign nurse reciprocity

APPENDIX 2

Issues Discussed By Nursing Workgroup: 1988 and 1989



HOUSE - No. 6039 [August52

Catholic Memorial Home
Highland Avenue, Fall River
Holy Family Hospital

September 19, 1991Thursd ay

September 26, 1991Thursd ay

70 East Street, Methuen
Quincy City Hospital
114 Whitwell Street, Quincy
Greenfield Community College
Greenfield, MA

October 3, 1991Thursd ay

October 10, 1991Thursd ay

Quinsigamond CommunityOctober 17, 1991Thursd ay

College
670 W. Boyleston St., Worcester
Gardner Auditorium,October 24, 1991Thursd ay

State House

APPENDIX 3

Schedule of Commission’s Public Hearings
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Vacant budgeted nursing positions in hospitals more than doubled,
from 6.3% to 13.6%, between December 1985 and December 1986.
Because nearly 700,000 registered nurses (RNs) are employed in
hospitals, the 13.6% vacancy rate represents a shortage of nearly
100,000 RNs.

In mid-1987, an American Hospital Association survey found that
54.3% of hospitals were experiencing a “moderate” or “severe”
nursing shortage.

In a 1987 survey of nursing homes conducted by the American
Health Care Association, 51% of respondents reported an average
of three months or longer to recruit an RN. Also, 54% indicated
that they were experiencing a “moderate” or “severe” nursing
shortage.

Federal estimates say the supply of bachelor’s degree-prepared RNs
will fall short ofthe demand by about 390,000 by 1990 and by about
578,000 by the year 2000.

Demand for RNs with master’s degrees and doctorates is estimated
to be three times the growing supply through the year 2000.

Factors Explaining the Supply and Demand Imbalance
• More than 1.5 million of the RNs who are licensed are working

as nurses, a labor force participation rate of nearly 80%, which is
higher than most job categories dominated by women (97% of
nurses are female). The shortage cannot be explained by the
assertion that “not enough nurses are working” because that is
inconsistent with nursing’s high labor force participation rate.

There has been a long-term trend in hospitals to use more RNs in
comparison to other nursing-related personnel (LPNs, nurses

AMERICAN NURSES’ASSOCIATION
FACT SHEET

Supply and Demand of Registered Nurses

Current Statistics
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aides). This is the result of increasingly complex care, and the use
of more sophisticated equipment to care for a patient population
with greater nursing care requirements.

Hospitals across the nation have gone from utilizing 50 nurses per
100 patients in 1972 to 91 nurses per 100 patients in 1986 an
82% increase.

The demand for nurses outside of hospitals in the increasing
number of skilled nursing facilities, home care agencies, HMOs,
and industry adds to the overall need for RNs.

Nursing salaries for beginning RNs are not keeping pace with
inflation. Between 1977 and 1987, average starting salaries for
nurses increased from $11,267 to $20,964. However, the rate of
inflation during the decade increased even more rapidly, so that
real (inflation-adjusted) starting salaries for RNs were lower in 1987
than 10 years earlier.

Nursing salaries are subject to severe salary compression and are
not comparable to career earnings’ growth in other professions.
Typical starting and maximum salaries for a staff nurse differ by
only about 36%. Even if a staff nurse obtains additional education
and becomes a nurse practitioner, salary progression over that
career path is only about 62%, which is 10% less than secretaries
and 131% less than accountants’.

With more career options available today, especially for women,
more qualified students are entering other fields of study besides
nursing. Enrollments in initial RN programs peaked in 1983 at
254,723 and had fallen to 193,712 in 1986. Between 1983 and 1987,
the proportion of freshmen women who aspire to be nurses fell by
more than one-half, from 8.3 to 4.0 percent. Only 0.2 percent of
male college freshmen plan a career in nursing.

The trend of fewer students enrolling in nursing programs is likely
to continue because the number of 18-year-olds enrolling in higher
education is projected to continue to decline at least until 1995.
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This study could not have been accomplished without the assistance
and cooperation of many people and organizations. We particularly
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Wood Johnson Foundation.

Computing capabilities were enhanced by equipment gifts from the
Hewlett Packard Company and statistical software from SPSS, Inc.

Richard T. Senicola, MPH
Data Base Coordinator

Debra J. Lerner, Ph.D
Research Director
Catherine B. Comstock, MPH
Senior Programmer Analyst
Elliot M. Stone

Joseph Musolino
Programmer

Alane K. Gardner
Executive Secretary Executive Director

The Massachusetts Health Data Consortium is not responsible for
analyses, interpretations, nor conclusions based on the data other than
those containedherein.

Consortium Staff

APPENDIX 4B

STATEWIDE SURVEY OF NEW R.N.s

PREPARED BY:
DEBRA J. LERNER, Ph.D.

RESEARCH DIRECTOR

Copyright 1990 Massachusetts Health Data Consortium, Inc.

THIS REPORT MAY BE REPRODUCED IN WHOLE OR
IN PART WITH THE PRIOR WRITTEN PERMISSION

OF THE MASSACHUSETTS HEALTH DATA CONSORTIUM

ACKNOWLEDGEMENTS



HOUSE -No. 6039 [August56

t

Frederick W. Ackroyd, M.D., President; Herbert P. Gleason, Esq.,
Vice President; Leon S. White, Ph.D., Treasurer; Charles Donahue,
Jr., Clerk.

Dennis G. Austin; Laurence G. Branch, Ph.D.; Howard Frazier,
M.D.; Paula Griswold; Robert Hughes; James Hunt; William
McDermott, Jr., M.D.; Patricia Page; Frank Pannorfi; David P.
Smith; Harriet Tolpin, Ph.D; Steve Tringale; Tera Younger.

Mass. Association of HMOs
Blue Cross Blue Shield of MA
Executive Office of Human Services
Massachusetts Hospital Association
Health Insurance Association of America
Health Planning Council for Greater Boston
Massachusetts League of Community Health Centers
Massachusetts Association of Community Health Agencies
Massachusetts Medical Society
Massachusetts Peer Review Organization
Massachusetts Statewide Health Coordinating Council

This study was intended to assist educators, employers and
policymakers learn about the supply of newly graduated RNs and to
assist these groups in making recruitment and retention decisions
which respond to the needs and preferences of current and future nurse
professionals. During the July, 1988 RN licensure exam, a survey
instrument was administered statewide in Massachusetts in order to
assess who is going into nursing today and why. It elicited data
pertaining to RN demographic, educational and employment
characteristics as well as their subjective perceptions of work and the
profession. A total of 2,315 (97%) responded.

This report presents an overview of the new nurse professionals,
and also focuses on six recently emerging sources of new RNs.
Percentage-wise, these “non-traditional”groups' constitute minorities

Board of Directors

Member Organizations

I. PRINCIPAL OBJECTIVES

'The non-traditional groups are not mutually exclusive.
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within nursing, about which little is known. However, because these
groups have been the focus of recruitment efforts aimed at filling gaps
in the nursing supply, it is important to learn more about them and
the extent to which recruitment and retention strategies need to be
tailored specifically in order to continue attracting the new groups.
Several groups were compared including:

second career vs. first career nurses
LPN/RNs vs. RNs (non-LPNs)
male vs. female nurses
foreign cities vs. U.S. citizens
Asian nurses vs. Black/hispanic/native american vs. white nurses
Associate Degree Nurses (ADNs) vs. diploma school graduates
vs. BSNs or MSNs

Comparisons utilized chi-square, t-tests or ANOVA as appropriate,
followed by stepwise discriminant function analyses. Three sets of
stepwise analyses were performed using as the discriminator variables:
personal characteristics, RN employment, and RNs’ subjective
perceptions.

The results provide an indepth profile of new RNs their
demographic characteristics, their training and education, their
employment status and their subjective perceptions of work and the
profession.

1. Demographics. The typical new RN was a 27-year-old single,
white American female. The demographic characteristics of RNs in
some of the non-traditional groups frequently differed markedly.
Nurses within the non-traditional groups were two to seven years older
on average, more were married, and within some groups (foreign
citizens and males), minority nurses were more prevalent. Among
some of the racial/ethnic minority groups, a relatively large
proportion were citizens of foreign countries (asian=9o.4% foreign,
blacks=46.B%, hispanic=2s.6%). Relatively large proportions of three
of the groups (second career nurses, LPN/RNs and males) entered
nursing through ADN Programs, while many of the males and the
ADN program graduates came into nurses as a second career.

11. PRINCIPAL ACCOMPLISHMENTS
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Second Career
LPN

2. Work Status. The demograpic diversity of the new RNs had
implications for work behavior and ultimately for the quantity of
nurses available to work. Almost all of the RNs (88.3%) were already
employed in nursing at the same time they were applying for licensure.
The rest of the nurses were either working in another field (2.7%),
unemployed (7.7%), or working in an unspecified field (1.3%).

Among those employed as nurses, nearly two-thirds had full-time
jobs. Percentage-wise, male nurses, foreign nurses and asian nurses
(90% of whom were foreign) had the highest levels of full-time
employment of all the non-traditional and most of the traditional
groups. Diploma school graduates also exceeded most groups in their
percentage of full-time workers (82.1%).

Part-time nursing was a considerably less common occurrence.
However, the part-time employment rate among ADNs and
LPN/RNs was almost two to three times the total population’s rate.

Day shift work (excluding daytime rotations) was limited to one-
fifth to one-fourth of the nurses in most of the traditional and non-
traditional groups. Out of all of the groups compared, BSN program
graduates had the lowest proportion of nurses on the day shift and

Table 1: New R.N. DEMOGRAPHICS
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the smallest percentage of nurses working on their preferred shift.
Nevertheless, the results indicate that shift preferences vary day
time work was not exclusively preferred.

The acute care hospital was the predominant work setting for all
of the population groups. Nevertheless, among some of the non-
traditional groups, employment rates in facilities such as nursing
homes were higher than in the comparison groups. One-third or more
of the nurses in some of the newly emerging groups had accepted jobs
in facilities other than acute care hospitals.

SECOND
TOTAL CAREER LPN-RN MALE FOREIGN ASIAN ADN BSN

n 1,939 335 374 119 243 121 728 805
% employed (.88) (.79) (.94 (.84) (.89) (.95) (.87) (.88)

FT .64 .61 .60 .75 .87 .94 .60 .58
PT .13 .17 .34 .12 .05 .02 .24 .05
Lined Up .23 .22 .06 .13 .08 .04 .16 .37
Acute Care .83 .82 .65 .84 .67 .59 .78 .86
Day Shift .20 .23 .27 .25 .24 .17 .27 .15
On Pre-
ferred Shift .57 .60 .67 .68 .56 .63 .63 .51

1. Employment: Black =79% Hisp.=Bo% Not Amer=9o%
2. BSN varies from ADN and Diploma
3. Missing cases not reflected affect percents

3. Selecting a Nursing Career. Contrary to nursing’s concern with
outreach to prospective recruits, graduates had a minimal amount of
supportive interaction with institutions prior to becoming an RN.
More than half (53.0%) indicated that no one had influenced them
to go into nursing while among 30.9%, a family member provided
career guidance. Educators played a part for 4.0%, while health
professionals and others were influential in 7.1% and 5.0% of cases,
respectively.

The degree of formal support from health professionals in
particular perhaps reflects the fact that many decided to go into

Table 2: New R.N. EMPLOYMENT
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nursing while adolescents. Most new RNs had decided to become
nurses while in high school (37.9%) or before high school (37.9%).
Others decided while in college (14.6%) and almost one in five (18.6%),
mainly second career nurses, chose nursing as a career at some time
other than while in school such as during or after military service.

People went into nursing principally because they were seeking a
career that would allow them to contribute to society and provide
them with an intellectually, stimulating job. Specifically, the two
highest rated reasons for selecting a nursing career were; a desire to
care for others, and an interest in medicine or science. These reasons
were rated “very important” by 87.6% and 73.4% of the nurses
respectively. (Figures 1 and 2)

REASON FOR SELECTING NURSING
CARING FOR OTHERS

Percent
100 95 6 | | Somewhat

40

20

0

FIGURE 1

REASON FOR SELECTING NURSING
INTEREST IN MEDICINE OR SCIENCE

Percent
94.2 95.7 95.4 96.6 96.6100 95.9 95.6

I 1 Somewhat
1 1 Important

Very
Important

Second LPN-RN Male Foreign Asian ADN Total

Second LPN-RN Male Foreign Asian ADN Total
Career

FIGURE 2

Career
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Other reasons that were rated very important by less than half of
new RNs were opportunities for relocating, an interest in the technical
aspects of nursing, job availability, the profession’s compatibility with
personal lifestyle, and the money/salary it pays.

The role of money and salary as an incentive to go into nursing
has been controversial. The results indicated that monetary factors
definitely played a part in the nurse’s initial career decision but were
the least important compared to the other decisionmaking criteria
assessed (Figure 3).

| 1 Somewhat1 1 Important

■B| Very
Important

Second LPN-RN Male Foreign Asian ADN Total
Career

The traditional and non-traditional groups’ reasons for selecting
nursing differed in their absolute level of importance but their relative
importance (rank order) were similar. Thus, there was a high degree
of consistency in the nurse’s criteria for choosing this career.

4. Selecting a Degree Program. On average, the new RN first
entered nursing school at age 21.6 years (±5.9). In 11% of cases, the
nurses had been unaware that there were different pathways to
becoming an RN. Family members or friends assisted one-fourth
(26.6%) in finding out about degree programs while educators and
health care professionals provided educational guidance to 36.6% and
15.5%, respectively. One-tenth cited multiple sources of information.

Personal sources of funding such as savings accounts, were used
to pay for most of the costs of a nursing education (x = 56% ± 38%).
Government scholarships or loans and other sources of public funding
contributed less than one-fourth of the cost (x = 21% ± 30%) as did

MONEY - SALARY
REASON FOR SELECTING NURSING

FIGURE 3
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private sources of funding, such as employer-sponsored tuition
remission programs and bank loans (x = 23% ± 31%). Two-thirds of
the nurses indicated that they planned to continue their nursing
education.

The top reasons why nurses selected their degree program stressed
academic quality (reputation, faculty, rotation sites) and program
accessibility (distance, cost) (Table 3).

Reasons (% Very Important)
Program Reputation 74
Distance from Home/Work 51
Location (City or Town) 49
Cost 47
Clinical Rotation Sites 44
Faculty 33
Graduation Requirements 27
Financing Available* 24
Ease of Admission 19
Coop/Work Study* 17
* The lesser importance of a coop/work study option and the
opportunity for obtaining financial aid probably reflects their
low availability among nursing education programs.

The rank orders given to the criteria by each of the population
groups were similar, but there were variations among them in the
degree of absolute importance nurses attributed to several of the
factors.

5. Selecting a Job. Multiple factors went to the job selection
decision. The major group of criteria indicated that the nurses had
a preference for jobs that offered them adequate human and technical
supports as well as sufficient financial rewards. Their emphasis on the

TABLE 3
DEGREE PROGRAM CRITERIA
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importance of co-worker support and the orientation suggests that
clinical mentors play a valued role in attracting these nurses to jobs
(Table 4).

(% Very Important)
1. People with whom they’d work (71)

2. Orientation with preceptors (70)(70)
3. Adequate staffing (67)
4. Benefits (64)
5. Physical environment (60)
6. Salary (59)
7. Job flexibility (56)
8. Advancement opportunities (56)
9. Control over practice (54)

10. Collegial coworkers (54)

Relatively few nurses selected their jobs because of child care,
transportation, or unions (Table 5).

(% Very Important)
Child care ( 7)
Near public transportation (19)
Union (19)
New employee bonuses/rewards (34)
Parking (35)
Attractiveness of city/ town (38)
Clinical ladders (42)
Close to home (45)
Minimum weekends & nights (48)
Opportunity to transfer (49)

TABLE 4
NEW RNS TOP 10 REASONS FOR SELECTING POSITION

TABLE 5
LEAST IMPORTANT REASONS FOR SELECTING JOB
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Essentially, the criteria were given similar priority rankings by each
of the population groups. However, there were may statistically
significant differences occurring between the non-traditional groups
and their respective comparision groups in the level of importance
attributed to the criteria. Differences were mostly of degree and not
substance but some exceptions apply. For example, the racial/ethnic
minority groups placed more emphasis on some of the financial
aspects of the job and its practicality for them (Table 6).

Blacks/Hispanics/
Criteria Asians Native Americans Whites
Physical Environment .78 .58 .59
Advancement Opportunities .75 .65 .53
New Employee Bonuses .63 .39 .31
Salary .72 .56 .58
Child Care Availability .24 .11 .05
Closeness to Home .68 .55 .43
Access to Public Trans. .56 .39 .15
Union/Coll. Bargaining .34 .25 .17
Differences are p. <.Ol except for salary (p=.o2)

6. Nursing’s Negative Aspects. Negative perceptions of nursing
may translate into disincentives for going into nursing as well as
specific jobs. Such disincentives may affect retention later in their
careers. Within this population, nurses were cynical about the reward
structure of nursing (e.g., image and pay), its power and authority
(e.g., control over work and career ladders), and the health care system
(e.g., cost containment and ethical dilemmas). The view that nursing
suffers from many serious problems was pervasive. For example,
ethical conflicts ranked as the least problematic aspect of nursing;
however, 44% still regarded such conflicts as a major issue. Factors
pertaining to the reward structure of nursing were given the least
positive ratings. In the majority ofgroups, more than half of the nurses
felt that the profession’s reward structure was a problem (Figure 4).

% Important

TABLE 6
SELECTED DIFFERENCES IN RACIAL/ETHNIC GROUPS

CRITERIA FOR SELECTING A JOB
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(% Rating Issue As A Problem)
Percent

Pay

7. Role Preferences. Nurses’ unwillingness to take on certain
nursing roles represents a further constraint on the nursing supply as
a possible barrier to recruitment and retention. Most nurses indicated
that they had a clear preference for working in acute care hospitals
(84%) and caring for acutely ill children and adults (63%). However,
in some instances, relatively large segments of the population were
unwilling to accept certain positions at this point in their career
(Table 7).

TABLE 7
Percent (%) Unwilling

Patients to Accept Roles
Incarcerated 71
Mentally Disabled 41
Chronically 111 Children 41
Chronically 111 Adults 38
Acutely 111 Infants 37
Patients with AIDs 34

8. Non-Traditional Sources of New RNs. There were many
statistically significant differences between the non-traditional nurses
and their counterparts with whom they were compared. These
distinguishing characteristics vary in their relative explanatory value.

FIGURE 4

PERCEIVED PROBLEMS
REWARD STRUCTURE OF NURSING

Prof Image

Educ. Rec.*

I Hours/shifts

*Recogni'

Second LPN-RN Male Foreign Asian ADN Total
Career
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From a policymaking standpoint the hierarchal order of the variables
singles out those factors that merit the highest priority in the dialogue
concerning the current and future distribution of the nursing supply,
nurse recruitment and retention.

Ba. Second Career Nurses vs. First Career Nurses. By recruiting
second career people into nursing, the profession is attracting an older
individual (32 + 6 years) who has chosen nursing at a relatively later
point in life. With regard to the positions they fill, second career nurses
are less likely to choose a job based on monetary factors. Nevertheless,
more than half of them felt that new employee bonuses, salary and
benefits were important job characteristics. The second career nurse
is more open to caring for patients from socio-economically
disadvantaged groups, she/he places a comparatively lesser degree of
emphasis on academic quality when choosing a school and is more
likely to have gone into nursing because of the money it pays. The
relative importance of these differences must be put into perspective.
Both first and second career nurses rank as important several of the
principal features of academic quality (i.e., reputation, faculty and
clinical rotation sites). In addition, money was arelatively low ranking
reason for going into nursing for all population groups.

Bb. LPN/RNs vs RNs. The RN who has advanced from LPN are
introduces a relatively older individual into nursing. The average age
of the RN/LPN (34 + 7 years) was almost eight years older than the
comparison group’s age (26 ± 6 years). They are more likely than RNs
(non-LPNs) to accept jobs in non-acute facilities, even though they
were most frequently employed in acute care hospitals. The major
attitudinal differences associated with the LPN/RN were,
comparatively, a greater degree of interest in the requirements of a
degree program and a lesser degree of emphasis on academic quality.
Almost three-fourths (71.4%) of the RN/LPNs felt that ease of
admission was important to their choice, whereas half (57.3%) of the
commparison group felt that way. Finally, even though the LPN/RN
does not place as much value on academic quality, only 6.3% felt that
program reputation, one element of quality, was completely
unimportant.

Bc. Males vs. Females. With males in nursing, the profession is
getting a relatively older individual (29 ± 7 years vs. 27 ± 7 years),
who is more likely to have children in the home, and to be currently
or formerly married. The male nurse is also more likely than a female
nurse to be on their second career.
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Compared to females, the male nurse works longer hours (per
week), and is less inclined to choose a job because it offers a supportive
work setting, or due to its monetary rewards or opportunities for
personal development. However, these assertions need to be put into
context. With regard to the work setting, between 40% and 50% of
either males or females were influenced by characteristics such as the
people with whom they’d be working, the physical environment, the
adequacy of staffing, and staff collegiality. Males placed relatively less
importance on the final two criteria only. Similarly, more than half
of the males and females were influenced by the job’s salary and
benefits. But males were less likely than females to have used new
employee bonuses and minimum weekend and night shifts as criteria
for selecting a job. In terms of the opportunity structure, males were
as influenced as females by advancement and staff development
opportunities but less enticed by the prospect of transferring roles
within the facility.

Males are more open to working in relatively unpopular settings
such as prisons and the military. They are also less interested in
working for altruistic reasons. However, a majority of males still
valued altruistic work. Compared to females, males are more likely
to choose the career in order to apply their technical skills and less
likely to do so because they want to care for others. However, nearly
40%-50% of either gender group felt that the technical aspects of
nursing were important. Also, even though they were less inclined than
females to go into nursing out of an interest in caring for others, the
majority (> 80%) felt caring was important.

Bd. Foreign Citizens vs. American Citizens. The foreign nurse is
most likely to be a member of a minority group. 64.5% were minority

ten times the rate of American nurses. Compared to American
nurses, foreign nurses prefer jobs that are closer to home and public
transportation. They work more frequently in full-time positions, a
characteristic which coincides with restrictions imposed by their
immigration status.

Foreign nurses are comparatively more reluctant to take care of
disabled patients: 40.2% of foreign nurses would not consider working
with the mentally disabled; 24.7% of American nurses would not. They
are also more strongly persuaded to enter a degree program based
on ease of admission and graduation requirements. Approximately
half of all foreign nurses, compared to one-fourth of American nurses,
selected a degree program according to its graduation requirements.
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Be. Minorities vs. Whites. The major demographic distinction is
that minorities are more likely to be citizens of foreign countries
(blacks=46.B%, hispanics=2s.6%, asians=9o.4%, whites=s.l%).
Minority nurses are older. The black, hispanic and native american
group are more likely to have children under the age of 6 in the home.
Whites, with an average age of 27 + 7 years, are four years younger
than the oldest minority group (blacks=3l + 7 years). There are more
married nurses among blacks (43.7%), hispanics (58.5%) and asians
(32.8%) than among whites (27.4%). Also more black, hispanic or
native american nurses have a relatively lower socioeconomic status,
according to the indicator father’s education.

Minorities place more value on a job’s location, opportunities for
balancing work and family, and proximity to home. Minorities are
more likely than whites to work in non-acute care, and to be in full-
time jobs. The black, hispanic and native american group also is more
likely to feel unprepared for a job search.

Important distinctions in the subjective perceptions of minorities
(especially Asians) are that they have arelatively more optimistic view
of the reward structure of nursing and some are more willing (the
blacks, hispanics, native americans) to care for socio-economically
disadvantaged patients. Almost 60% of black, hispanic, native
american group would definitely care for minorities, compared to
about one-fourth of either asians or whites. With regard to chronically
ill or disabled patients, asians were least likely to accept this type of
role. Half of the asian group was unwilling to care for people with
AIDS; two to three times the rate among the other racial/ethnic
groups.

Bf. ADN vs. Diploma School Graduates vs. BSNs+. The ADN
program graduates within nursing are relatively older, more are LPNs
and more are currently or formerly married. They are predominantly
white (91.1%) and U.S. citizens (95.1%). The other educational groups
are more heterogenous in their racial/ethnic composition. Compared
to diploma school graduates, ADNs feel less prepared to take on their
clinical role (60% vs. 95%). Compared to the other nurses, ADNs are
not as interested in a job’s access to public transportation or the
attractiveness of its location. Almost three-fourths felt transportation
was not important compared to nearly half of the BSNs (46.3%). One-
third did not use geographic attractiveness as a reason for taking a
job while fewer than twenty percent in the other degree groups did
not.
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ADNs are more likely to evaluate a program’s requirements when
selecting a school. Compared to BSNs, they are more likely to feel
that money is an incentive to go into nursing. Money was rated
important by 83% of ADNs, 8.3% of diploma school graduates and
70.4% of BSNs. In contrast, the ease of relocating in nursing is more
important to the other groups than to ADNs, who rated it important
in 75% of cases.

1. The diversified demographics of new RNs have implications for
the current and future nurse supply. Diversification has resulted in
variations in the amount of hours nurses work at the same point in
their careers, an unequal distribution among clinical settings and
differences in their willingness to take on certain roles. The
consequences for the nursing supply resulting from differences in the
new RNs’ age, degree of family obligations, gender and cultural
background will need to be incorporated into projections and policies.
Especially important may be the impact of the non-traditional RN’s
older age at career entry on career longevity and level of job
participation over time. Assumptions about the current and future
availability of nurses must take into account the work behavior and
attitudes among subgroups within the population.

2. The attraction to nursing is mainly its reputation as a “caring”
profession and an intellectually stimulating one. Thus nursing offers
a unique mix of emotional fulfillment and cognitive challenges, which
could be exploited further in recruitment. Because choice of career
also hinges on practical considerations such as the nursing job market
(e.g., relocation ease and job availability) as well as pay structure to
a lesser degree, recruitment is most likely to be successful when
opportunities for patient interaction and mental challenge are coupled
with healthy market conditions.

3. Many nurses self-selected into the profession through their own
personal motivation and/or informal family supports. Support for
selecting educational programs was limited as well. Thus, nursing
needs to establish more formal linkages among employers, educators
and the public. Prospective RNs could benefit from more information
about the quality of education associated with specific schools. Most
RNs selected a program based on its reputation and wanted a quality
education. However, the large number of schools represented among

111. CONCLUSIONS
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this population implies that “reputation” is a vague and highly
subjective concept. The profession will be better served by having well-
informed and, ultimately, well-educated nurses in it.

4. Once they have become nurses, new RNs look for jobs that are
both intrinsically and extrinsically rewarding. The most important
quality that a job can have is competent health professionals who are
willing to act as mentors to the new recruits. Secondarily, competitive
pay and benefits and opportunities for personal growth make the job
even more attractive.

5. Accessibility in terms of distance to schools and to jobs is a
desired feature of nursing. Non-traditional groups such as LPN/RNs,
foreign citizens and minorities, specifically place a higher premium
on going to schools and working close to home. However, accessibility
to degree programs through simpler requirements for admission and
graduation clearly are also an attractive part of nursing for some
groups. Thus being able to fulfill educational and work obligations
quickly and/or conveniently may draw people into the field and keep
them there.

6. The study’s results pertain to new RNs and it is not yet known
whether the recruitment and early career retention targets they suggest
apply throughout the RN’s entire working life. Natural history studies
of RNs over time are essential to honing the effectiveness of efforts
to bring people into nursing and keep them there.

Rev. 12/90
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The May 1991 survey represents the sixth time the nursing survey
has been conducted as a joint effort between the Massachusetts
Hospital Association and the Massachusetts Organization of Nurse
Executives. The prior surveys were conducted in May 1987, December
1987, May 1988, May 1989 and May 1990. The following points of
information highlight the major findings of the survey:

The RN vacancy rate is at the lowest level recorded by the survey
in all three types of hospital settings.

May 88 May 89 May 90 May 91
Acute 10.1% 5.8% 3.4% 2.1%
Chronic 16.5% 14.0% 6.7% 5.2%
Psychiatric 8.6% 7.1% 6.4% 1.0%
For acute hospitals there is virtually no difference in RN vacancy
by bedsize, teaching status or HSA.
Within acute hospitals the decline in RN vacancy rate is due to an
actual decrease in vacant FTEs and not a result of downsizing. In
two different matched hospital comparisons the drop in vacant
FTEs is not proportional to, and far exceeds, the change in
budgeted FTEs.
For the third year in a row, vacant FTEs in acute hospitals were
overfilled with replacement FTEs. In May 1991, 206 percent of
vacant FTEs were replaced, up from 138 percent reported in May
1990 and 126 percent in May 1989.

RN vacancy rates appear to be inversely related to the state
unemployment rate; as the unemployment rate in Massachusetts
rose the RN vacancy rate declined.
For the first time since surveying chronic hospitals, vacant FTEs
in May 1991 are over replaced at 155 percent.

APPENDIX 4C

REPORT OF THE 1991 NURSING SUPPLY SURVEY
EXECUTIVE SUMMARY
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This report gives an overview of the findings of the May 1991
Nursing Survey. This survey represents the sixth time the survey has
been conducted as a joint effort between the Massachusetts Hospital
Association and the Massachusetts Organization ofNurse Executives.

The MHA May 1991 Nursing Survey revealed the lowest nursing
service vacancy rates recorded since the annual survey was first
conducted in May 1987. This decline in vacancy rate is the
continuation of a downward trend that began in May 1989. Prior to
this time hospitals were experiencing the effects of a crippling nursing
shortage, the magnitude of which had never been seen before.

The decline in vacancy which first began in 1989 occurred against
all predictions. The root of the shortage was thought to be found in
increasing demand at a time of shrinking supply. The predictions
during the height of the shortage in 1987 and 1988 stated, that without
emergency intervention the shortage would severely curtail hospitals’
ability to administer health care services. Many institutions had
already reached that point.

The dramatic turnaround came at the same time that the economy
began to worsen; as the unemployment rate increased the nurse
vacancy rate declined. This pattern suggests that the adequacy of the
current supply is not so much dependent on the actual numbers of
nurses working but rather the degree of workforce participation that
nurses engage in. The current supply therefore has the ability to
expand or contract creating either a dire shortage or adequate supply
within a very limited period of time.

The low vacancy rates contained within this report appear to be
due more to nurses working more hours rather than simply more
nurses. If economic conditions improve and nurses once again work
fewer hours, the current supply may again prove inadequate to fully
staff hospitals. The potential for another critical shortage, therefore,
has not gone away.

THE MASSACHUSETTS HOSPITAL ASSOCIATION
MAY 1991 NURSING SURVEY

Introduction
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Part A Acute Hospital Nursing Vacancies By Position
Total Nursing Service

The total nursing service vacancy rate for acute care hospitals in
May 1991 is 2.2 percent. The total nursing service represents all
positions surveyed including RNs, LPNs, Nursing Assistants, Unit
Secretaries, and OR Techs/Mental Health Workers. This vacancy
rate represents the lowest recorded rate since the survey was first
conducted and is based on the participation of 79 hospitals. Exhibit
1.1 shows the comparison of vacancy rates and number of hospitals
participating in each survey.

MASSACHUSETTS HOSPITAL ASSOCIATION
TOTAL NURSING SERVICE VACANCY RATES

ACUTE HOSPITALS
Percent

15 (

10 4 10.9u ' 10.1
10 -

5 "

0 1 1 * 1
May 87 Dec 87 May 88 May 89 May 90 May 91
(n=63) (n=79) (n=74) (n=7B) (n=81) (n=79)

(Exhibit 1.1)

Table 1.1 on the following page provides a comprehensive overview
of all nursing service positions including budgeted FTEs, vacant
FTEs, and vacancy rates for each of the six surveys conducted. The
May 1991 vacancy rate is 2.1 percent for RNs, 2.5 percent for LPNs,
3.2 percent for Nursing Assistants, 2.1 percent for Unit Secretaries
and 1.9 percent for OR Techs/Mental Health workers. For each of
these positions the vacancy rate represents a decline from last year.

SECTION! - ACUTE CARE HOSPITALS
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Percent Distribution Of Budgeted And Vacant FTEs By Position
The composition of the nursing service budgeted and vacant FTEs

is determined by calculating the percent of the total each position
comprises. Within total budgeted FTEs, the proportions have
remained relatively consistent. In the May 1991 survey RNs continue
to comprise the greatest proportion of the total nursing budgeted
FTEs at 69.5 percent, LPNs comprise 7.4 percent, Nursing Assistants
10.7 percent, Unit Secretaries 9.1 percent, and OR Tech/Mental
Health Workers 3.4 percent. OR Tech/Mental Health Worker data
were only collected from May 1988 on. Exhibit 1.2 gives a visual
overview of how the May 1991 survey compares with prior surveys.

MASSACHUSETTS HOSPITAL ASSOCIATION
PERCENT COMPOSITION OF TOTAL
NURSING SERVICE BUDGETED FTEs

Percentsums
May 87 Dec. 87 May 88 May 89 May 90 May 91

(Exhibit 1.2)
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The composition of vacant FTEs shows slight fluctuations over
time. The proportion of RNs comprising vacant FTEs is up slightly
in May 1991 (64.8%) compared to 60.9 percent in May 1990. LPN
and Nursing Assistant positions both show a decline between May
1990 and May 1991. The percentage of vacant FTEs comprised by
LPNs decreased from 11.3 percent to 8.3 percent while Nursing Assis-
tants declined from 17.8 to 15.3 percent. The proportion of Unit
Secretaries increased from 6.9 percent in May 1990 to 8.6 percent in
May 1991. The composition of OR Tech/Mental Health Workers
remains constant at 3 percent.

MASSACHUSETTS HOSPITAL ASSOCIATION
PERCENT COMPOSITION OF TOTAL
NURSING SERVICE VACANT FTEs

Percent

mill i
May 8/ Dec. 87 May 88 May 89 May 90 May 91

(Exhibit 1.3)
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TOTAL RN VACANCY RATE MAY 87 DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
# OF HOSPITALS 63 79 74 78 81 79

TOTAL NURSING SERVICE

TOTAL VACANCY RATE 10.4% 10.9% 10.1% 6,2% 3.8% 2.2%
TOTAL FTES 23,448 29,041 29,691 29,551 29,832 30,355
TOTAL VACANT FTES 2,431 3,144 2,988 1,825 1,146 673

REGISTERED NURSES

TOTAL RN VACANCY RATE 10.9% 10.8% 10.1% 5.8% 3.4% 2.1%
TOTAL RN FTES 16,392 20,416 20,583 20,194 20,298 21,096
TOTAL RN VACANT FTES 1,784 2,203 2,080 1,172 698 436

LICENSED PRACTICE NURSES

TOTAL LPN VACANCY RATE 8.4% 11.0% 11.2% 12.3% 5.7% 2.5%
TOTAL LPN FTES 2,215 2,701 2,431 2,574 2,271 2,238
TOTAL LPN VACANT FTES 187 298 272 317 129 56

NURSING ASSISTANTS

TOTAL NA VACANCY RATE 10.5% 11.9% 10.4% 5.1% 5.6% 3.2%
TOTAL NA FTES 3,122 3,572 3,438 3,470 3,630 3,236
TOTAL NA VACANT FTES 328 417 356 178 204 103

UNIT SECRETARIES

TOTAL UNIT SECRETARY
VACANCYRATE 7.7% 9.9% 8.4% 4.4% 3.0% 2.1%

TOTAL U.S. FTES 1,719 2,352 2,364 2,355 2,591 2,748
TOTAL U.S. VACANT FTES 132 225 199 103 79 58

O.R. TECHNICIANS/MENTAL HEALTH WORKERS
TOTAL O.R. TECH/MHW

1.9%
1,037

VACANCY RATE 9.3% 5.7% 3.5%
TOTAL 0.R./MHW FTES 875 959 1,042

TOTAL O.R. MHW
2081 55 36VACANT FTES

TABLE 1-1 MHA MAY 1991 NURSING SURVEY
COMPARATIVE OVERVIEW

OF NURSING SERVICE BUDGETED FTES AND VACANCIES
ACUTE CARE HOSPITALS - STATEWIDE
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Part B Acute RN Vacancy Analysis
RN Vacancy By HSAs

The decline in RN Vacancy Rate occurred throughout all areas of
the state. Exhibits 1.4-1.9 show the decrease within each HSA.

MASSACHUSETTS HOSPITAL ASSOCIATION
HSA I - WESTERN MA
RN VACANCY RATE
ACUTE CARE HOSPITALSPercent ACUTE CARE HOSPITALS

15 nrs

10 "

__ao

5 “

0.6

o ' 1 ■ ■
May 87 Dec 87 May 88 May 89 May 90 May 91
(n=10) (n=6) (n=10) (n=B) (n=9) (n=l3)

(Exhibit 1.4)

MASSACHUSETTS HOSPITAL ASSOCIATION
HSA II - CENTRAL MA
RN VACANCY RATE

Percent ACUTE CARE HOSPITALS
15 |

12.0

10 “72 7 8

5 7
5 - —■—^^^3^s~

'——-____2£^
Q 1 1 1

May 87 Dec 87 May 88 May 89 May 90 May 91
(n=B) (n=l4) (n=9) (n=l3) (n=l2) (n=11)

(Exhibit 1.5)
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MASSACHUSETTS HOSPITAL ASSOCIATION
HSA 111 - MERRIMACK VALLEY

RN VACANCY RATE
ACUTE CARE HOSPITALSPercent AUU 1 1 lmmc nuon i mlo

10 - 12.5

10 -

5 " 2.6
\ 1.8

0 I ' 1
May 87 Dec 87 May 88 May 89 May 90 May 91
(n=3) (n=6) (n=6) (n=7) (n=s) (n=7)

(Exhibit 1.6)

MASSACHUSETTS HOSPITAL ASSOCIATION
HSA IV- METRO-BOSTON

RN VACANCY RATE
ACUTE CARE HOSPITALSPercent ACUTE CAHE tlUorl I ALa

15 |

10.2 10- 4
10 rJLi —'v

5 '

0 I . * ■
May 87 Dec 87 May 88 May 89 May 90 May 91
(n=2s) (n=34) (n=3l) (n=2B) (n=32) (n=3l)

(Exhibit 1.7)
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MASSACHUSETTS HOSPITAL ASSOCIATION
HSA V - SOUTHEAST MA

RN VACANCY RATE
ACUTE CARE HOSPITALSPercent

15 |
118 11.7

■

______ 10.4
10-

77

5 -

—JLZ.
o 1 1 1 1

May 87 Dec 87 May 88 May 89 May 90 May 91
(n=9) (n=9) (n=11) (n=l3) (n=9) (n=10)

(Exhibit 1.8)

MASSACHUSETTS HOSPITAL ASSOCIATION
HSA VI - NORTHEAST MA

RN VACANCY RATE
ACUTE CARE HOSPITALSPercent

15 [TJi
12.1

10-

5-

0 I ■ ‘ ‘ 1

May 87 Dec 87 May 88 May 89 May 90 May 91
(n=B) (n=10) (n=7) (n=9) (n=11) (n=7)
May 87
(n=B) (n=9) (n=11) (n=7)(n=10)

(Exhibit 1.9)
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Hospitals in all bedsize categories report the lowest RN vacancy
rates recorded by the survey. Table 1.2 below shows the vacancy rate
by bedsize for each of the surveys conducted. The RN vacancy is 1,9
percent for hospitals with less than 150 beds, 1.7 percent for insti-
tutions with 150-300 beds and 2.4 percent for hospitals with over 300
beds.

Percent RN Vacancy By Bedsize
BEDSIZE MAY 87 DEC 87 MAY 88 MAY 89 MAY 90 MAY 91

<l5O 11.5% 12.6% 13.0% 6.9% 4.4% 1.9%
150-300 11.6 11.7 10.9 7.7 3.2 1.711.7 10.9 7.7 3.2 1.7
>3OO 10.6 10.0 9.5 4.7 3.4 2,4

RN Vacancy By Teaching Status
Table 1.3 below shows the vacancy rate by teaching status. The

vacancy rate in May 1991 is 2.4 percent for non-teaching hospitals,
1.1 percent for teaching and 2.3 percent for metro-teaching hospitals.

TEACHING STATUS DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
Non Teaching 11.7% 10.9% 8.5% 3.2% 2.4%11.7% 10.9% 8.5% 3.2% 2.4%
Teaching 11.1 9.8 5.5 3,8 1.1
Metro-Teaching 9.6 9.7 2.5 3.7 2.3

Distribution of Hospitals by RN Vacancy Rate
As the statewide average RN vacancy rate continues to decline, the

percentage of hospitals reporting vacancy rates of less 5 percent
continues to increase. (Table 1.4) In May 1991, 95 percent of the
hospitals report a vacancy rate of less than 5 percent. A further
breakdown reveals that within this group 20 percent have a 0 percent
vacancy and 33.3 percent report a vacancy rate less than 1 percent.
This change represents a dramatic difference from the first survey in
May 1987 when only 9.5 percent of the hospitals reported an RN
vacancy rate of less than 5 percent. For the first time, no acute care
hospital reported an average RN vacancy rate above 10 percent.

RN Vacancy By Teaching Status

RN Vacancy By Bedsize

TABLE 1.2 MHA MAY 1991 NURSING SURVEY

TABLE 1.3 MHA MAY 1991 NURSING SURVEY
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MAY 87 DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
<5% 9,5% 15.2% 13.5% 46.2% 75.3% 95'
5-9.99% 31.7 25.3 36.5 29.5 19.8 5
10-14.99% 33.3 32,9 25.7 12.8 2.5 0
15-19.99% 7.5 15.2 13.5 7.7 1.2 0
>20% 7,9 11.4 10.8 3.8 1,2 0

RN Vacancy By Service
An analysis of the RN vacancy rate by service reveals low vacancy

rates consistent with the low total average. Table 1.5 lists each service
as it appears in the survey with comparative vacancy rates for the last
three surveys.

The only service that appears to show any significant change is
Acute Rehab. The RN vacancy rate increased from 1.8 in percent in
May 1990 to 6.4 percent in May 1991. Acute Rehab accounts for a
small number of budgeted FTEs, therefore a small shift in vacant
FTEs results in a wide variation in percentage change.

MAY 89 MAY 90 MAY 91
1. NURSE ADM/MGR 3.8% 3.2% 2.7%

2. MED/SURG 9.3 4.2 2.4
3. ICU/CCU 5.8 2.9 1,7
4. OR. 2.5 3.5 1.4
5. RECOVERY ROOM 1.4 1.0 1.4
6. E.R. 3.6 1.5 1.7
7. AMBULATORY 0.9 2.2 1.6
8. ACUTE PSYCH 5.1 3.1 2.0
9. MCH 3.6 2.6 1.8
10. NEONATAL ICU 2.7 5.2 3.2
11. PEDIATRICS 2.3 5.2 2.2
12. PEDIATRIC ICU 10.0 5.8 0.1
13. ACUTE REHAB 14.6 1.8 6.4
14. RENAL DIALYSIS 2.9 0 0.9
15. NURSE EDUCATION 2.9 3.3 2.4
16. LONG TERM CARE N/A N/A 2.0

Distribution of Hospitals by Vacancy Rate

RN Recruited Vacancy Rate By Service

TABLE 1.4 MHA MAY 1991 NURSING SURVEY

TABLE 1.5 MHA MAY 1991 NURSING SURVEY
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Part C Acute Hospital Replacement EXES
Distribution of Replacement FTEs

Table 1.6 provides an overview of the distribution of nursing service
replacement FTEs by actual number and percentage for all six
surveys. The pattern of over replacement of vacant FTEs that began
when the vacancy rate first declined in May 1989 continues. In May
1991 vacant FTEs are 206 percent replaced. This degree of
overutilization during the times of low vacancy suggests that
replacement FTEs serve a dual function. In addition to filling vacant
positions replacement FTEs also provide a flexible pool to meet higher
patient care demands. Anecdotally nurse executives frequently state
that they utilize nursing FTEs when needed even if it exceeds the
budgetary limitations. This finding raises the question as to whether
budgeted FTEs are an accurate indicator of demand.

MAY 87 DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
TOTAL VACANT 2,431 3,144 2,988 1,825 1,146 673
PER DIEM POOL 743 (31%) 964 (31%) 1,063 (36%) 1,203 (66%) 993 (86%) 880 (131%)
OVERTIME 338 (14%) 778 (25%) 787 (26%) 685 (38%) 553 (48%) 439 (65%)
AGENCY 276 (11%) 656 (21%) 727 (24%) 398 (22%) 51 (4%) 69 (10%)
UNFILLED 1,074(44%) 744 (23%) 411(14%) 0 0 0 (0%)
TOTAL PERCENT 100% 100% 100% 126% 138% 206%

Per Diem Pool
Though the actual number of per diem FTEs declined from 993

in May 1990 to 880 in May 1991 the percent to which per diem FTEs
were used as a method of replacement increased from 86 to 131
percent.
Overtime

Overtime continues to grow as a percentage of replacement FTEs
from 48 percent in May 1990 to 65 percent in May 1991. Since
overtime is the most costly method of replacement, reliance on it
indicates persistent demand for unpredictable replacement FTEs (i.e.
as in cases of high patient acuity or unexpected shift absences).

Distribution of Total Nursing Services
Replacement FTEs

TABLE 1.6 MHA MAY 1991 NURSING SURVEY
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Agency
Of surprise is the finding that both the actual number and percent

of agency FTEs increased as a method of replacement for vacant
FTEs. However a further breakdown of this datareveals that one insti-
tution employed 49 out of the 69 FTEs. When the statewide use of
agency personnel is calculated omitting this hospital, it reveals the use
of 20 FTEs comprising 3 percent replacement of vacant FTEs. This
finding is more consistent with the 4 percent found in the May 1990
survey.

A Comparison of Budgeted FTEs and Vacant FTEs for Matched
Hospitals

Two longitudinal reports comparing the number of RN budgeted
and vacant FTEs for a matched set of hospitals provide a deeper
analysis of changes in the vacancy rate. Tables 1.7 and 1.8 show the
results for two different sets of matched hospitals comparing the
difference between budgeted and vacant FTEs. In both matched
comparisons the number of budgeted FTEs increased slightly while
the number of vacant FTEs declined dramatically. This finding
confirms that the decline in vacancy rate is real and not due to
hospitals having fewer positions.

TABLE 1.7 MHA MAY 1991 NURSING SURVEY

Comparison of RN Budgeted and Vacant FTEs
for Matched Hospital Responding To
The May 1988 and May 1991 Surveys

(58 HOSPITALS)

Part D Acute Hospital Longitudinal Reports

Budgeted FTEs Vacant FTEs Vacancy Rate
May 88 17,033 1,798 10.6%
May 91 17,120 341 2.0%
FTE Difference +B7 -1,457
% Difference +0.5% -81%
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TABLE 1.8 MHA MAY 1991 NURSING SURVEY
Comparison of RN Vacant FTEs For Matched Hospitals

Responding To The December 1987 and May 1991 Surveys
(59 HOSPITALS)

Budgeted FTEs Vacant FTEs Vacancy Rate
December 87 15,937 1,755 11.0%
May 91 16,200 319 2.0%
FTE Difference +263 -1,436
% Difference +1.65% -82%

In addition to confirming that the decline in RN vacancy is not due
to a decrease in budgeted positions, it can also be shown that it is
not due to RNs being replaced by assistive personnel. In a matched
sample the number of Nursing Assistant budgeted FTEs was 2,482
in May 1988 compared to 2,459 FTEs in May 1991. (Table 1.9) This
change represents a slight decline of 23 FTEs while the RN position
increased by 87 FTEs.

Budgeted FTEs Vacant FTEs Vacancy Rate
May 88 2,482 283 11.4%
May 91 2,459 81 3.3%
FTE Difference -23 -202
% Difference -0.9% -71%

A Comparison of RN Vacancy with Salary Increases and the
Statewide Unemployment Rate.

Strong anecdotal information exists to indicate that the decline in
the RN vacancy rate is a function of economic conditions. The
decrease in vacancy between May 1988 and May 1989 went against
all predictions. Since there was no significant influx of nurses in that
time period, the decrease in vacancy had to have come from an
increase within the existing supply. This increase is most likely due
to existing nurses working more hours.

Comparison of NA Budgeted and Vacant FTEs For Matched
Hospitals Responding To The May 1988 and May 1991 Surveys

(58 HOSPITALS)

TABLE 1.9 MHA MAY 1991 NURSING SURVEY
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During this period of RN vacancy decline many nurse executives
noted that part time nurses picked up extra hours as household
incomes became more dependent on their salaries. As the availability
of extra hours subsequently began to decline, nurses who had left
hospitals to work for temporary agencies began returning to hospitals
for more predictable schedules. Work force participation and choice
ofwork setting appear to be two very important variables in governing
the adequacy of the nursing supply.

Exhibit 1.10 shows a comparison of the RN vacancy rate, percent
salary growth and employment rates from May 1987 to May 1991.
As discussed, the RN vacancy has shown a decline as the
unemployment rate has increased.

MASSACHUSETTS HOSPITAL ASSOCIATION
COMPARISON OF RN VACANCY WITH
SALARY AND UNEMPLOYMENT RATES

Percent
20 1 —ii3

15.2
15-

10.9
10.1

10 ■ x 96

>.B Ve
5 : 2.1

3.7 -30 3.7 a 4 -

0 I ■ 1
May 87 May 88 May 89 May 90 May 91

Unemployment Rate3Salary Rate 2RN Vacancy Rate 1
(Exhibit 1.10)
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Of note is the pattern associated with salary growth. As the RN
vacancy rate declined, the salary growth rate initially continued its
upward trend to 18.4 percent in May 1989. This increase continued
the trend of dramatic growth in salary associated with earlier, higher
vacancy rates. As vacancy rates declined, the rate of growth slowed
to 5.5 percent in May 1990. Predictions were that the rate of salary
growth would remain at this lover level or show a slight decline if
the RN vacancy rate remained low. The average statewide salary
increase of 8.6 percent is, therefore, unexpected.

Anecdotal information from hospitals suggests this is due to two
primary factors. First, certain hospitals completed contract
negotiations with a retroactive component. Second, many hospitals
report that the decrease in turnover associated with the lower vacancy
rate has lead to a more mature workforce. Nurses with more
experience who stay on the job longer earn a higher average salary
than new graduate nurses or nurses new to the system.

Annual Compensation Survey Data for RNs
Table 1.10 provides a breakdown of 1991 salary information for

RNs by region. These findings are based on results of MHA’s 1991
Annual Compensation Survey. The statewide average RN salary in
the Spring of 1991 was $40,851. This figure represents a 75.8 percent
growth increase between 1985 and 1991. Table 1.11 chronicles the
statewide average salary and rate of growth during this period of time.
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TABLE 1.10 MHA MAY 1991
ANNUAL COMPENSATION SURVEY

1991 RN Average Paid Salaries HSA/Statewide

1 $34,965 2,790
2 35,859 3,113
3 37,856 1,748
4 44,283 14,527
5 37,398 2,645
6 39,374 2,420

STATEWIDE $40,851 27,243

RN Average Paid Statewide Salary and Percent Change
AVERAGE PAID

YEAR STATEWIDE SALARY % CHANGE
1985 $23,234
1986 24,336 4.7%
1987 26,229 7.7%
1988 30,222 15.2%
1989 35,797 18.4%
1990 37,627 5.1%
1991 40,851 8.5%

AGGREGATE CHANGE 85-91
75.8%

HSA AVERAGE PAID SALARY # INCUMBENTS

TABLE 1.11 MHA ANNUAL COMPENSATION SURVEYS,
1985 - 1991
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Part A Chronic Hospital Nursing Vacancies by Position
Total Nursing Service

The total nursing service vacancy rate for chronic hospitals in May
1991 is 4.4 percent. The total nursing service represents all positions
surveyed. As with acute care hospitals this vacancy rate represents
the lowest recorded rate since the survey was first conducted in
December 1987. These findings are based on the participation of 14
hospitals. Exhibit 2.1 shows the comparison of vacancy rates and
number of hospitals participating in each survey. It is interesting to
note that while the acute hospitals first reported the decline in the
vacancy rate between May 1988 and May 1989, chronic hospitals saw
the first real decline between May 1989 and May 1990. This suggests
that as available positions in acute hospitals began to decline, nurses
looked for work in the non acute setting.

MASSACHUSETTS HOSPITAL ASSOCIATION
TOTAL NURSING SERVICE VACANCY RATES

CHRONIC HOSPITALS
Percent

25 |

19.6 200
20 18.3

15 ~
\

10 -

4.4
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0 ■ .

Dec 87 May 88 May 89 May 90 MayMay 91

SECTION II - CHRONIC HOSPITALS

(14)(13) (16)(15)

(Exhibit 2.1)
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Table 2.1 on the following page provides a comprehensive overview
of all chronic hospital nursing service positions including budgeted
FTEs, vacant FTEs and vacancy rates for each of the five surveys
conducted. The May 1991 chronic vacancy rate is 5.2 percent for RNs,
7.9 percent for LPNs, 2.1 percent for Nursing Assistants and 2.7
percent for Unit Secretaries. These vacancy rates represent a decline
from last year, the greatest decrease occurring within the LPN
position.

TABLE 2-1 MHA MAY 1991 NURSING SURVEY
COMPARATIVE OVERVIEW OF NURSING SERVICE

BUDGETED FTES AND VACANCIES
CHRONIC CARE HOSPITALS - STATEWIDE

DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
# OF HOSPITALS 1412161315

TOTAL NURSING SERVICE

19.6% 20.0% 18.3% 8.9% 4.4%TOTAL VACANCY RATE
TOTAL FTES 3,685 2,722 3,691 2,301 2,548

724 545 674 205 113TOTAL VACANT FTES

REGISTERED NURSES

TOTAL RN VACANCY RATE 17.9% 16.5% 14.0% 6.7% 5.2%
TOTAL RNFTES 1,330 968 1,461 861 967
TOTAL RN VACANT FTES 238 159 204 57 50

LICENSED PRACTICAL NURSES

35.0% 31.9% 17.7% 7.9%TOTAL LPN VACANCYRATE 29.0%
TOTAL LPN FTES 862 628 774 429 479
TOTAL LPN VACANT FTES 250 220 247 76 38

NURSING ASSISTANTS
TOTAL NA VACANCY RATE 17.2% 15.8% 16.3% 7.1% 2.1%
TOTAL NAFTES 1,345 1,037 1,343 913 986
TOTAL NA VACANT FTES 232 164 219 65

UNIT SECRETARIES

2.7% 3.3% tTOTAL U.S. VACANCYRATE
TOTAL U.S, FTES

%

75 102 98148
3TOTAL U.S. VACANT FTES 4
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Percent Distribution of Budgeted and Vacant FTEs by Position
Within chronic hospitals the composition of budgeted FTEs

remains relatively consistent. In the May 1991 surveyregistered nurses
comprise 38 percent of budgeted FTEs, LPNs comprise 18.8 percent,
Nursing Assistants 38.7 percent and Unit Secretaries 4.4 percent. Each
position is within 1 percent of what was reported in the May 1990
nursing survey.

MASSACHUSETTS HOSPITAL ASSOCIATION
CHRONIC HOSPITALS

PERCENT DISTRIBUTION OF NURSING SERVICE
TOTAL BUDGETED FTEs

Percent

■■ US
I I NA
§■l LPN
■■ RN

(Exhibit 2.2)
Dec. 87 May 88 May 89 May 90 May 91
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The composition of May 1991 vacant FTEs reveals more of a
fluctuation than seen in previous surveys. The two biggest changes
are in theRN and nursing assistant category. The proportion of vacant
FTEs comprised by RNs increased in May 1991 to 43.9 percent, up
from 27.8 percent in May 1990 while the percentage of nursing assis-
tants declined in the same time period from 31.7 to 18.4 percent. The
composition ofLPNs at 33.3 percent and unit secretaries at 3.5 percent
in May 1991 is relatively consistent with the May 1990 survey. The
larger fluctuation in the May 1991 survey is likely a function of a
smaller number of FTEs with small shifts accounting for wider
variations in percentage change.

MASSACHUSETTS HOSPITAL ASSOCIATION
CHRONIC HOSPITALS

PERCENT DISTRIBUTION OF NURSING SERVICE
TOTAL VACANT FTEs

Percent

■■ US
I ' INA
■■ LPN

■■ RN

(Exhibit 2.3)
Dec. 87 May 88 May 89 May 90 May 91
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Part B Chronic RN Vacancy Analysis
Distribution of Hospitals By RN Vacancy Rate

More than half (64%) of chronic hospitals in May 1991 report a
vacancy rate of less than 5 percent. In addition, no hospital reported
a vacancy rate in excess of 20 percent. These findings represent a
dramatic change from the first survey conducted in December, 1987
when only 13 percent reported a vacancy rate less than 5 percent while
46 percent had a crippling vacancy rate of over 20 percent. (Table
2.2)

DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
<5 13% 15% 29% 50% 64%
5-9.99% 13% 8% 24% 25% 14%
10-14.99% 13% 15% 12% 0% 14%
15-19.99% 13% 15% 12% 17% 7%
> 20 46% 46% 24% 8% 0%

RN Vacancy By Bedsize
The RN vacancy by Bedsize in May 1991 has remained within 1

percent of what was reported in May 1990 for hospitals with less than
150 beds and for hospitals with 150-300 beds. In May 1991 hospitals
with less than 150 beds report a vacancy rate of 4.2 percent up from
3.5 percent in May 1990. Hospitals with 150-300 beds report a vacancy
rate of 3.8 in May 1991 compared with 3.5 percent in May 1990.
Hospitals with more than 300 beds show a substantial decline in
vacancy rate from 20.5 percent in May 1990 to 9.0 percent in May
1991. It is difficult to draw any conclusions about this decline in
vacancy since consistency of hospital participation between May 1990
and May 1991 was limited to one hospital.

BEDSIZE DEC 87 MAY 88 MAY 89 MAY 90 MAY91
< 150 Beds 16.5% 20.0% 12.3% 3.5% 4.2%
150-300 Beds 14.3% 13.8% 9.0% 3.5% 3.8%
>3OO Beds 22.6% 27.0% 18.1% 20.5% 9.0%

TABLE 2.2 MHA MAY 1991 NURSING SURVEY
Distribution of Chronic Hospitals By RN Vacancy Rate

TABLE 2.3 MHA MAY 1991 NURSING SURVEY
Percent Chronic Hospitals RN Vacancy By Bedsize
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Part C Chronic Hospital Replacement FTEs
Distribution of Replacement FTEs

Table 2.4 provides an overview ofthe distribution of nursing service
replacement FTEs by actual number and percent for all five surveys.
For the first time since surveying chronic hospitals in December 1987,
vacant FTEs in May 1991 are over replaced at 155 percent. This
pattern of over replacement was first seen in acute hospitals in May
1989, when the first significant decline in vacancy rate, to 6.2 percent,
occurred. As the acute vacancy rate continued to decline, the
percentage of overreplacement increased. It appears as if this pattern
may also be occurring within chronic hospitals. The question is again
raised: Does current over replacement indicate that budgeted FTEs
are not an accurate indicator of demand?

DEC 87 MAY 88 MAY 89 MAY 90 MAY 91
TOTAL VACANT 724 545 674 205 113
PER DIEM POOL 14 (1.9%) II (2.0%) 85(12.6%) 4! (20%) 86 (76%)
OVERTIME 206 (28.5%) 94(17.2%) 122(18.1%) 74 (36.1%) 87 (77%)
AGENCY 114(15.8%) 84(15.4%) 125(18.6%) 40(19.5%) 2 (2%)
UNFILLED 390 (53.8%) 356 (65.4%) 342 (50.7%) 50 (24.4%) 0 (0%)
TOTAL PERCENT 100% 100% 100% 100% 100%

Replacement ETEs
In May 1991 chronic hospitals report the use of 86 per diems FTEs.

This number represents more than a doubling ofper diem FTEs from
May 1990, when the vacancy rate was 8.9 percent, but is comparable
to the 85 reported in May 1989 when the vacancy rate was 18.3 percent.
This increase is also seen in overtime FTEs in May 1991. Chronic
hospitals report using 87 overtime FTEs as a method of replacement
accounting for 77 percent of vacant FTEs. This represents an increase
of 13 FTEs from May 1990, despite a drop of 92 vacant FTEs (from
205 in May 1990 to 113 in May 1991). It is difficult to determine a
definitive reason as to why this pattern for overtime and per diem
use exists. It may be due, in part, to slightly different hospital parti-
cipation or to the fact that despite a decline in the statewide average
vacancy rate, 21 percent of reporting chronic hospitals still have
vacancy rates over 10 percent.

Distribution of Chronic Total Nursing Services
Replacement FTEs

TABLE 2.4 MHA MAY 1991 NURSING SURVEY
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Part A Psychiatric Hospital Nursing Vacancies By Position
Total Nursing Service

The total nursing service vacancy rate for psychiatric hospitals in
May 1991 is 1.4 percent. Three hospitals participated in this survey
which represents a significant decline from the 8 participating in May
1990. Due to the low response rate, it is difficult to see this figure

as a definitive statewide average. The decline in vacancy rates in acute
and chronic hospitals, however, supports the downtrend in vacancy
rates reported by these psychiatric hospitals. Exhibit 3.1 shows the
vacancy rates and number of hospitals participating in each survey.

MASSACHUSETTS HOSPITAL ASSOCIATION
TOTAL NURSING SERVICE VACANCY RATES

PSYCHIATRIC HOSPITALS
Percent
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(n=3) (n=s) (n=s) (n=B) (n=3)

(Exhibit 3.1)

Table 3.1 on the following page provides a comprehensive overview
of all nursing service positions including budgeted FTEs, vacant FTEs
and vacancy rates in each of the five surveys conducted. Due to the
limited sample size no further analysis of the data can be made.

SECTION 111 - PSYCHIATRIC HOSPITALS
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TABLE 3-1 MHA MAY 1991 NURSING SURVEY
COMPARATIVE OVERVIEW OF NURSING SERVICE

BUDGETED FTES AND VACANCIES
PSYCHIATRIC CARE HOSPITALS - STATEWIDE

MAY 91DEC 87 MAY 88 MAY 89 MAY 90
# of Hospitals 5 53 8 3

TOTAL NURSING SERVICE

TOTAL VACANCY RATE
TOTAL FTES

4.9%
1,240

10.2% 7.5% 6.1% 1.4%
482 1,122 1,128

49 84 69
802

TOTAL VACANT FTES 61 11.5

REGISTERED NURSES
TOTAL RN VACANCY RATE
TOTAL RN FTES

7.1% 8.6% 7.1% 1.0%6.4%
198 467 467 596 369

TOTAL RN VACANT FTES 3814 40 33 4

LICENSED PRACTICAL NURSES
0%TOTAL LPN VACANCY RATE 37.2% 28.6% 3.8%

TOTAL LPN FTES 43 70 52
4.4%

3443 70 52 34
TOTAL LPN VACANT FTES 16 20 2 0 1.5

NURSING ASSISTANTS
0% 2.1%TOTAL NA VACANCY RATE

TOTAL NA FTES
7.7% .6% 2.9%

222 165 173
17 1 5

153 139
TOTAL NA VACANT FTES 0 3

UNIT SECRETARIES
3.5% 3.7%0

51
TOTAL U.S. VACANCY RATE 10.5% 3.2%
TOTAL U.S. FTES 19 3119 31 57 27

20TOTAL U.S. VACANT FTES 2 1

MENTAL HEALTH WORKERS
5.3% 1.0%TOTAL M.H.W, VACANCY RATE 5.4% 7.5%

TOTAL M.H.W. FTES 389 385 400 233
TOTAL M.H.W. VACANT FTES 21 29 21 2
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In late December 1987, in response to reports of widespread
difficulties recruiting and retaining registered nurses (RNs), Health
and Human Services’ Secretary Otis R Bowen, M.D. established the
Secretary’s Commission on Nursing. The charge given to this 25-
member, public advisory panel was to: 1) advise the Secretary on
problems related to the recruitment and retention of RNs; and
2) develop recommendations on how the public and private sectors
can work together to address these problems and implement
immediate and long-range solutions for enhancing the adequacy of
the supply of RNs. The Commission was given the calendar year 1988
to accomplish these tasks.

The first five months of the Commission’s tenure were devoted to
an assessment of the magnitude, causes, consequences, and future
implications of the nurse shortage. The results of this assessment were
presented in the Commission’s Interim Report, presented to the
Secretary in July 1988. Based on this assessment, the Commission
concluded:

The reported shortage of RNs is real, widespread, and of
significant magnitude. There is evidence to support the
conclusion that the current shortage cuts across all health care
delivery settings and all nursing practice areas. The shortage is
most acute in urban hospitals, critical care and medical/ surgical
units, and nursing homes.
The current shortage of RNs is primarily the result of an increase
in demand as opposed to a contraction of supply. Although RN
supply continues to grow, the number of new RN graduates has
declined, and there are strong indications that RN supply has
not kept pace with increased demand.
The shortage of RNs is contributing to the deterioration of RNs’
work environment and may also be having a negative impact on
quality of patient care and access to health services.
Projections for the future are not encouraging. In the short term,
the quantity of care provided by the existing pool of RNs will
be difficult to increase without significant intervention. In the
long term, there is considerable evidence to suggest that the

APPENDIX 5

EXECUTIVE SUMMARY
Secretary’s Commission on Nursing
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demand for RNs will continue to increase, and a continued
imbalance with supply is anticipated.

Working from this assessment, the Commission then turned its
attention to the task of developing action-oriented recommendations
designed to alleviate the current shortage and assure a healthy nurse
labor market in the future. Recommendation development was an
iterative process that spanned five public meetings of the Commis-
sion and that led not only to the drafting of recommendations but
also to the construction of a series of companion strategies designed
to secure the successful implementation ofeach recommendation. The
results of these long and thoughtful deliberations form the heart of
this Final Report.

The Commission advances 16 specific recommendations and 81
directed strategies to achieve them. These are presented in groups, as
they address the following issues;

utilization of nursing resources:
nurse compensation;
health care financing;
nurse decision making;
development of nursing resources; and
maintenance of nursing resources

The specific recommendations are listed below, along with a brief
statement planning the rationale which supports each set of
recommendations. Section 3 of this report contains all of the
recommendations, more detailed rationales, and specific implemen-
tation strategies. These strategies provide guidance regarding the
Commissions assessment of viable actions that can be undertaken to
realize the objectives stated in the recommendations. Although not
listed here in the Executive Summary, these implementation strategies
are an integral component of the recommendation package and
should be given careful consideration by all readers interested in the
Commission’s work.

Utilization of Nursing Resources
As stated earlier, the Commission has concluded that the current

nurse shortage is primarily the result of a rapidly increasing demand
for RNs. Some of this increased demand for RNs is arising because
health care delivery organizations are compensating for reductions in
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non-nursing staff both clinical and non-clinical as well as in other
categories of nursing personnel. The four recommendations advanced
in this area are intended to encourage nurse employers to use scarce
RN resources in an efficient and effective manner, thereby enhancing
the adequacy of the existing RN supply. These recommendations call
for the provision of adequate support services for nurses, utilization
of the most appropriate mix of nursing personnel, adoption of
automated information and other labor-saving technologies in order
to increase RNs’ productivity, and improvement in the internal
management of nurse resources within health care delivery organi-
zations. The specific recommendations are as follows:

1. Health care delivery organizations should preserve the time of
the nurse for the direct care of patients and families by providing
adequate staffing levels for clinical and non-clinical support services.

2. Health care delivery organizations should adopt innovative
nurse staffing patterns that recognize and appropriately utilize the
different levels of education, competence and experience among
registered nurses, as well as between registered nurses and other
nursing personnel responsible to registered nurses, such as licensed
practical nurses and ancillary nursing personnel.

3. The federal government should sponsor further research and
encourage health care delivery organizations to develop and use
automated information systems and other new labor-saving
technologies as a means of better supporting nurses and other health
professionals. Health care delivery organizations should work with
researchers and manufacturers to ensure the applicability and cost-
effectiveness of such information systems and technologies across all
practice settings.

4. Health care delivery organizations, nursing associations, and
government and private health insurers should collaborate to develop
and implement methods for costing, budgeting, reporting and
tracking nursing resource utilization, both to enhance the manage-
ment of nursing services and to assess their economic contribution
to their employing organization.

Nurse Compensation
Evidence analyzed by the Commission indicates that nurse

compensation is inadequate and that the severe wage compression
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over the span of a nurse’s career is of particular concern. The
Commission believes that inadequate compensation is one of the roots
of the current nurse shortage. On the demand side, low RN
compensation levels relative to those of other personnel for which RNs
can substitute encourage employers’ inappropriate utilization of RNs
in carrying out non-RN functions. On the supply side, compensation
levels lower than those of other professions requiring comparable
educational preparation may encourage existing nurses to leave the
profession, thus exacerbating the current shortage. In the longer-run,
inadequate compensation is also likely to discourage potential nurses
from entering the profession, contributing to a continuation of the
shortage. The following compensation recommendation is advanced
to address these concerns.

5. Health care delivery organizations should increase RN
compensation and improve RN long-term career orientation by
providing a one-time adjustment to increase RN relative wages
targeted to geographic, institutional and career differences.
Additionally, they should pursue the development and implementa-
tion of innovative compensation options for nurses and expand pay
ranges based on experience, performance, education and demon-
strated leadership.

Health Care Financing
The Commission recognizes that many employers of nurses,

especially those in the nursing home and home health sectors, may
not have sufficient financial resources to support the compensation
enhancement advocated in the preceding recommendation. Thus, the
health care financing recommendation listed below and its
accompanying implementation strategies given in Section 3 are put
forth in the hopes of ensuring that the reimbursement levels and
procedures do not constrain the efforts of efficiently-organized health
care delivery organizations to offer competitive compensation
packages.

6. Government should reimburse at levels that are sufficient to
allow efficiently-organized health care delivery organizations to
recruit and retain the number and mix of nurses necessary to provide
adequate patient care.
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Nurse Decision Making
The Commission believes that failure on the part of health care

delivery organizations, physicians, and health policy making bodies
to fully recognize the decision making abilities of RNs has contributed
to problems in recruiting and retaining nurses, hindered the
development of a career orientation in professional nursing, and
limited the efficiency and effectiveness of patient care delivery. With
improved representation on policy-making, regulatory, and
accreditation bodies, nurses can make unique, critical, and effective
contributions to the health care delivery system. Furthermore, the
technological, ethical, and managerial challenges facing health care
delivery organizations dictate more collaboration among members of
the health care team. The recommendations below address the active
involvement of nurses in decision making at all levels.

7. Policy-making, regulatory, and accreditation bodies that have
an impact on health care at the national, state, and local levels should
foster greater representation and active participation of the nursing
profession in their decision-making activities.

8. Employers of nurses should ensure active nurse participation in
the governance, administration and management of their organi-
zations.

9. Employers of nurses, as well as the medical profession, should
recognize the appropriate clinical decision making authority of nurses
in relationship to other health care professionals, foster communica-
tion and collaboration among the health care team, and ensure that
the appropriate provider delivers the necessary care. Close
cooperation and mutual respect between nursing and medicine is
essential.

Development of Nursing Resources
While nearly all evidence indicates that the current nurse shortage

is demand-driven, the recent downturn in nursing school enrollments
is cause for serious concern that the shortage will grow worse in the
future. Additionally, the distribution of RNs across specialties and
employment settings is currently problematic, and there is evidence
that the formal education received by many new nurses leaves them
inadequately prepared for the rigors of clinical practice in today’s
complex health care environment. Finally, the Commission believes
that increased public awareness regarding the image of nursing can



1992] HOUSE - No. 6039 101

contribute to a reversal of recent enrollment trends. The recommen-
dations contained within the development of nursing resources
category are aimed at facilitating the education of nurses, and thereby
increasing the supply of qualified RNs, through increased targeted
financial support and improved program accessibility, updating the
relevancy of nursing curricula, and promoting nursing as a career.

10. Financial assistance to undergraduate and graduate nursing
students must be increased. The burden of providing this assistance
should be equitably shared among the federal and state governments,
employers of nurses, philanthropic and voluntary organizations. The
preferred method of providing this support is the use of service-
payback loans as well as scholarship funding for those in financial
need.

11. State governments, nursing organizations, schools of nursing
and employers of nurses should work together to minimize non-
financial barriers to nursing education for individuals desiring to enter
the profession as well as for nurses wishing to upgrade their education.

12. Schools of nursing, state boards of nursing, and employers of
nurses should work together to ensure that the curricula are relevant
to contemporary and future nursing practice, prepare nurses for
employment in a variety of practice settings, and provide the
foundation for continued professional development.

13. The nursing profession should take primary responsibility for
providing immediate and sustained attention to the promotion of
positive and accurate images of the profession and the work of nurses.

Maintenance of Nursing Resources
Although certain in their assessment of the current status of the

nurse labor market, and confident that the recommendations put forth
in this report embody the best approaches to resolving the current
nurse shortage, the Commission believes that the federal government
should spearhead a sustained effort devoted to: monitoring the nurse
labor market; collecting improved data and conducting further
research on the demand for nurses, as well as the supply and nursing
practice; and following through on the implementation of the
recommendations and strategies outlined in this report. The
recommendations that follow are designed to accomplish these goals.

14. The Department of Health and Human Services should create
a commission having a duration ofat least five years that will monitor



HOUSE - No. 6039 [August102

I

the implementation of the recommendations in this report as well as
the development and maintenance of nursing resources. This
commission should be constituted as an advisory body reporting
directly to the Secretary.

15. The Department of Health and Human Services, private
foundations, and employers of nurses should support and carry out
research and demonstrations on the effects of nurse compensation,
staffing patterns, decision-making authority, and career development
on nurse supply and demand as well as health care cost and quality.
Research should be sponsored on the relationship of health care
financing and nursing practice.

16. The federal government should develop data sources needed
to assess nursing resources as they relate to health planning and
manpower.

The Commission does not view the development of these
recommendations as the final step in addressing the nurse shortage.
Rather, the more important and challenging task still lies ahead. The
Commission strongly encourages the organizations addressed in this
report to examine carefully the Commission’s diagnosis of the
problem, to assess honestly and carefully the relevance of each issue
to their own particular organization, and to implement without
hesitation the appropriate recommendations. The Commission
recognizes that some of the identified problems transcend the interests
of one particular organization and expects that, in these cases, the
relevant institutions, organizations, associations, and individuals
make a good faith effort to collaborate in the implementation of the
recommended solutions to the problem. It is the sincere belief of the
Commission that the health ofthis nation will be at risk if the changes
suggested in these recommendations do not occur.
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1991 AVERAGE PAID SALARIES
REGISTERED STAFF NURSE

HSA/STATEWIDE

AVERAGE
HSA PAID SALARY # INCUMBENTS

1 (Western Mass) $34,965 2,790
2 (Central Mass) 35,859 3,1135

3 (Merrimack Valley) 37,856 1,7489

4 (Metropolitan Boston) 44,283 14,527V

5 (Southeastern Mass) 37,398 2,645
6 (Northeastern Mass) 39,374 2,420
STATEWIDE $40,851 27,243v

AVERAGE PAID AGGREGATE
STATEWIDE SALARY % CHANGE CHANGE 85-91YEAR

75.8%

1985 $23,234
1986 24,336 4.7%
1987 26,229 7.7%
1988 30,222 15.2%
1989 35,797 18.4%
1990 37,627 5.1%
1991 40,851 8.5%

SOURCE: MHA ANNUAL COMPENSATION SURVEYS,
1985 - 1991

SOURCE: MHA 1991 ANNUAL COMPENSATION SURVEY

APPENDIX 6

AVERAGE PAID STATEWIDE SALARY
PERCENT CHANGE
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COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN NURSING

LIST OF APPROVED SCHOOLS
OF PROFESSIONAL NURSING

George Harrington+*Ann Glanovsky, Chair
Chair, Salem State College
Department of Nursing
352 Lafayette Street

American International College
Division of Nursing
Springfield, MA 01109
Phone: (413) 737-7000 Salem, MA 01970

Phone; (508) 741-6000Dr. Catherine Murphy, Acting Dean
Boston College School of Nursing
140 Commonwealth Avenue

+Dr. Penelope Glynn, Chairman
Simmons College
Dept, of Nursing
300 The Fenvay
Boston, MA 02115

Chestnut Hill, MA 02167
Phone; (617) 552-4251

+*Dr. Barbara Whitmeyer Phone: (617) 738-2206College of Our Lady of the Elms
Department of Nursing Dr. Joyce Passes, Dean

University of Massachusetts
School of Nursing

291 Springfield Street
Chicopee MA 01013
Phone; (413) 594-2761 Old Westport Road

Dartmouth, MA 02747
Phone: (508) 999-8586+*Dr, Elizabeth Kudzma, Chairman

Curry College
Division of Nursing Studies
1071 Blue Hill Avenue

Dr. Janice Stecchi, Chairman
University of Massachusetts
Department of NursingMilton, MA 02186

Phone: (617) 333-0500 x 2280 One University Avenue
Lowell, MA 01854Dr. Carol Gilbert, Chairman

Fitchburg State College
Department of Nursing

Phone: (508) 934-4000

160 Pearl Street
Fitchburg MA 01420
Phone: (508) 345-2151

� Offers part-time program

Rev. 10/91
�Dr. Eileen Zungolo, Dean
Northeastern University
College of Nursing

+ Will enroll, into specific courses, nurses
educated outside the U.S., who have
had educational credentials evaluated
by the Commission on Graduates of
Foreign Nursing School.

360 Huntington Avenue
Boston, MA 02115
Phone: (617) 437-3102

APPENDIX 7

BACCALAUREATE DEGREE PROGRAMS (13)
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Dr. Melanie Dreher Dr. Jean Campaniello, Chairman
University of Massachusetts Worcester State College
Division of Nursing Department of Nursing
Amherst, MA 01003 486 Chandler Street
Phone; (413) 545-2799 Worcester, MA 01602

™ „
Phone; (508) 793-8000

Dr. Brenda Cherry, Dean
University of Massachusetts
School of Nursing, Harbor Campus
Boston, MA 02125
Phone: (617) 287-7500

Dr, Judith Lewis, Acting Director
MGH Institute of Health Professions
15 River Street
Boston, MA 02108
Phone: (617) 726-3163

+*Marie Marshall, Chairman
A.D. Program
Bristol Community College
777 Elsbree Street

Vera Davis, Chairman
Department of Nursing
Atlantic Union College
Main Street

Fall River, MA 02720
Phone; (508) 678-2811

South Lancaster, MA 01561
Phone: (508) 365-4561

+*Marjorie Langway, Chairman
Nurse Education Department
Bunker Hill Community College
Charlestown, MA 02129

Madge McNair, Director
Health Sciences & Conference Ctr
Becker College
45 Cedar Street

Phone; (617) 241-8600 X296Worcester, MA 01609
Phone: (508) 791-9241
Joan K. Johnston, Chair
Dept, of Nursing

* Offers part-time program
Rev. 10/91

Berkshire Community College
West Street
Pittsfield, MA 01201
Phone: (413) 499-4660 + Will enroll, into specific courses, nurses

educated outside the U.S., who have
had educational credentials evaluated
by the Commission on Graduates of
Foreign Nursing School.

MASTER S DEGREE PROGRAM

ASSOCIATE DEGREE PROGRAMS (20)
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+Margaret Muraca, Chairman
Department of Nursing

Luise A. Speakman, Chairman
Division of Nursing

Middlesex Community College
Springs Road

Cape Cod Community College
West Barnstable, MA 02668
Phone: (508) 362-2131 Bedford, MA 01730

Phone: (508) 458-9472
Dolores Ouellette, Chair
Department of Nursing
Endicott College

+ Frances Strother, Chairman
Department of Nursing
Mt. Wachusett Community College
444 Green Street

Beverly, MA 01915
Phone: (508) 927-0585

Gardner, MA 01440
Phone: (508) 632-6600Margaret Craig, Director

Department of Nursing
*Sylvia Hallsworth, Director
Department of Nursing Education
Northern Essex Community College
Elliott Way

Greenfield Community College
One College Drive
Greenfield, MA 01301
Phone: (413) 774-3131

Haverhill, MA 01830
Phone: (508) 374-3842Patricia Triggs, Chair

Department of Nurse Education
Holyoke Community College
303 Homestead Avenue

Patricia Schuldenfrei, Prog. Dir.
Department of Nurse Education
North Shore Community College
1 Ferncroft Road

Holyoke, MA 01040
Phone: (413) 538-7000

Danvers, MA 01923
+*Roberta Pazyra, Chairman

Department ofNurse Education
Catherine Laboure College

Phone; (508) 462-4000 ext 4455
Elaine Beaupres
Division of Nursing
Quincy College

2120 Dorchester Avenue
Dorchester, MA 02124
Phone: (617) 296-8300 34 Coddington Street

Quincy, MA 02169
Phone; (617) 984-1647+*Marita Prater, Chairman

Nursing Program
Mass. Bay Community College
50 Oakland Street * Offers part-time program
Wellesley Hills MA 02181
Phone: (617) 237-1100 Rev. 10/91

Sandra Duffy, Chairman
Nurse Education Department
Massasoit Community College
Massasoit Boulevard

+ Will enroll, into specific courses, nurses
educated outside the U.S., who have
had educational credentials evaluated
by the Commission on Graduates of
Foreign Nursing School,Brockton MA 02402

Phone: (508) 588-9100
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Margaret McGettigan, Acting Chair
Roxbury Community College

Eileen Neville, Chairman
Division of Nursing

Department of Nursing
1234 Columbus Avenue

SpringfieldTech. Community College
One Armory Square

Roxbury Crossing, MA 02120-3400
Phone: (617) 541-5313

Springfield, MA 01105
Phone: (413) 781-7822

Margaret Barry, Coordinator
Department of Nursing
Quinsigamond Community College
670 West Boylston Street
Worcester, MA 01606
Phone (508) 853-2300

COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN NURSING

LIST OF APPROVED SCHOOLS
OF PROFESSIONAL NURSING

DIPLOMA PROGRAMS (8)

+Patricia A. Miller, Director
School of Nursing

+Dr. Delight Wolfe, Director
School of Nursing

Baystate Medical Center
759 Chestnut Street

N.E. Baptist Hospital
91 Parker Hill Avenue
Boston, MA 02120
Phone: (617) 739-5266

Springfield MA01199
Phone: (413) 784-4303

�Carol Bortman, Assistant Director
School of Nursing

Helen Fagan, Director
School of Nursing
St. Elizabeth’s Hospital
159 Washington Street
Brighton, MA 02135
Phone: (617) 789-2364

Brockton Hospital
680 Centre Street
Brockton MA 02402
Phone: (508) 586-2600

+Joyce Russell, Director
School of Nursing

�Dorothy Martyn, Director
School of Nursing

Framingham Union Hospital
85 Lincoln Street

Somerville Hospital
125 Lowell Street

Somerville, MA 02143
Phone; (617) 666-4400

Framingham, MA 01701
Phone: (508) 626-3514

+�Marie McCarthy, Director
School of Nursing

Claire Hayes, Director
School of Nursing
Worcester City Hospital
26 Queen Street

Lawrence Memorial Hospital
170 Governors Avenue

Worcester, MA 01610
Phone: (508) 799-8120

Medford, MA 02155
Phone: (617) 396-9250
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COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN NURSING

PRACTICAL NURSING PROGRAMS
COMMUNITY COLLEGE/VOCATIONAL

TECHNICAL PROGRAMS (16)

Nancy Comeau, Coordinator
Greater Lowell Voc. School
Practical Nursing

Joan Kilroy, Coordinator
Assabet Valley Reg. Voc. School,
Practical Nursing

Pawtucket Boulevard
Tyngsboro, MA 01879
Phone: (508) 454-5411

Fitchburg Street
Marlboro MA 01752
Phone; (508) 485-9430

Cynthia Butters, ChairmanRenie Vies, Coordinator
Berkshire Community College
Practical Nursing Program
343 Main Street

Massachusetts Bay Comm. College
Practical Nursing Program
50 Oakland Street
Wellesley, MA 02181
Phone: (617) 237-1100

Great Barrington, MA 01230
Phone: (413) 528-4521
Louise Chandler, Coordinator
Blue Hills Reg. Tech. School
Practical Nursing Program
800 Randolph Street

Flora McLaughlin, Coordinator
Northern Essex Community College
Practical Nursing Program
Elliott Way

Canton, M A 02021-9103
Phone; (617) 828-5800

Haverhill, MA 01830
Phone: (508) 374-3867

Barbara Shaw, Director * Hilary Hamilton, Director
Bristol-Plymouth Reg. Voc. School
Practical Nursing

Northeastern Reg. Voc. Tech. School
Practical Nursing Program
250 Foundry Street940 County Street

Taunton, MA 02780
Phone: (508) 823-5151

South Easton MA 02375
Phone: (508) 238-1860

Barbara Pitera, Director
Diman Reg. Voc. Tech. School
Practical Nursing
Stonehaven Road

* Offers part-time programFall River, MA 02723
Phone; (508) 678-2891 Rev. 10/91
Mary Milne, Acting Coordinator
Essex Agricultural and Tech. Inst. + Will enroll, into specific courses,

nurses educated outside the U.S., who
have had educational credentials
evaluated by the Commission on
Graduates of Foreign Nursing School

Practical Nursing Program
562 Maple Street
Hathorne, MA 01937
Phone: (508) 774-0050
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�Sherry Fader, Chairman
Quincy College

Eleanor Hepburn, Director
W. J. Dean Tech. H.S.
Practical Nursing Program
1045 Main Street

Practical Nursing Program
34 Coddington Street
Quincy, MA 02169
Phone; (617) 786-8711

Holyoke, MA 01040
Phone: (413) 534-2086

Director Junea Hutchins, Director
Worcester Technical Institute
251 Belmont Street

Roger L. Putnam Voc. Tech. School
Practical Nursing Program

Worcester, MA 016051300 State Street
Phone: (508) 799-1977/1605Springfield, MAOIIO9

Phone: (413) 787-6763
Dorothy Lucey, Coordinator
Smith’s Vocational High School
Practical Nursing Program
80 Locust Street
Northampton, MA 01060
Phone: (413) 586-6970 x 427

* Offers part-time program

Rev. 10/91Grace Kehler, Coordinator
Practical Nursing Program
Upper Cape Cod R.V.T.S.
220 Sandwich Road

+ Will enroll, into specific courses, nurses
educated outside the U.S., who have
had educational credentials evaluated
by the Commission on Graduates of
Foreign Nursing School.

Bourne, MA 02532
Phone: (508) 759-7711
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COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN NURSING

LIST OF APPROVED SCHOOLS OF PRACTICAL NURSING
HOSPITAL BASED PRACTICAL NURSING PROGRAMS (4)

*Margaret Fraser, Director
Lemuel Shattuck Hospital
School of Practical Nursing
180 Morton Street

* Helen Barrett, Director
Youville Hospital
School of Practical Nursing
1575 Cambridge Street
Cambridge, MA 02238
Phone: (617) 876-4344

Jamaica Plain, MA 02118
Phone; (617) 522-8110
Lorraine Brown, Director
Soldiers’ Home
School of Practical Nursing
91 Crest Avenue

* Offers part-time program

Rev. 10/91
Chelsea, MA 02150
Phone; (617) 884-5660
Elaine Kirby, Director
Tewksbury Hospital + Will enroll, into specific courses, nurses

educated outside the U.S., who have
had educational credentials evaluated
by the Commission on Graduates of
Foreign Nursing School.

School of Practical Nursing
East Street
Tewksbury, MA 01876
Phone; (508) 851-7321
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BORN
Operational Budget Proposal

APPENDIX 8

Board member stipends 111

500 x 13 members
Staff salaries

Professional staff Nurses
55.000 x 2
50.000 x 2
45.000 x 2

110,000
100,000
90.000
80.00040,000 x 2

380,000
Professional staff others

researcher/statistician 35,000
computer professional/systems analyst 35,000
legal staff 55,000

administrative counsel (.5 FTE)
prosecuting attorney (1 FTE)

investigative staff (1.5 FTEs) 44,000
Support staff

22,000 (average) x 12 264,000
Lock Box (cost at State Treasure) 0
General office expenses

Postage 90,000
Telephone 15,000
Office supplies 12,000
Copier, other rentals 4,000
General printing (licenses, renewal forms, etc.) 10,000

Newsletter 65,000
Membership fees 3,000
Travel/Professional expenses 21,000
Miscellaneous 3,500

Total $ 1,043,000
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N.B. Should the Board office be relocated to space not within a
state office building, annual rent would be in the range of $42,000-
$50,400/yr. (Based on rental of 2800 sq. ft. at $l5-$lB/sq. ft.)

Additional Estimated Capital Expenses
Computer system Approx. $50,000
Other office equipment Approx. $20,000

BORN
Approximate Revenues Biennially

I. Licensure Renewals
LPNs 24,500 x $4O 980,000
RNs 99,000 x $4O 3,960,000
Expanded Role 3,000 x $2O 60,000
Late renewals 6,250 x $25 156,250
(5% of total #)

Sub Total 5,156,250
11. Non-Renewal Revenues

(fees for license endorsements, license verifications,
duplicates, etc.)

LPNs 132,000
RNs 254,000
Miscellaneous other fees 50,000

Sub Total 436,000
Total $5,592,250

$5.6 M - 2-
% needed to meet expenses

37.25%
38.9%

Based on annual expenses of $1,043,000
Based on annual expenses of $1,088,000

Approximate Revenues Annually

2.8M
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Board member stipends MGL 13:15 provides for each Board
member to receive $5OO/yr as a compensation for the performance
of duties. These stipends have not been appropriated in recent FYs.

Professional staff A reasonable nurse staffing structure would
include one (1) Executive Director, one (1) Assistant Director, two
(2) Nursing Education Coordinators, two (2) Nursing Practice
Coordinators, one (1) Substance Abuse Rehabilitation Coordinator,
and one (1) Nurse Investigator. Each professional staff member
would be required to hold a Master’s degree in nursing and to have
at least five years experience in the specialty field. Given the
marketplace, the salaries listed would enable the Board to recruit and
hire competent staff. The researcher/statistician position would
enable the Board to collect and analyze much needed data concerning
the current and future supply of nurses, and to assist in the statistical
analysis of the outcomes of the Board’s ongoing activities.

Support staff A significant increase is needed. Given the current
workload, the support staff of the Board is frequently unable to
perform necessary tasks in a timely manner. With an increase in
professional staff, we anticipate an increase in the need for routine
day-to-day clerical support. Additional staff support would also be
needed due to the convening of new committees, the publication of
the newsletter, conducting research, the relocation of computer
services, legal services and investigative services to the Board, etc.

The support staff complement would include one (1) office
manager, two (2) administrative assistants for the professional
nursing staff, two (2) secretaries for the legal/investigative staff, and
seven (7) general clerical staff to process routine paperwork,
including verifications, endorsements, requests for routine infor-
mation, etc. and to manage the tremendous number of phone calls
received. (Several hundred calls is a daily average.)

Lock box This is the expense for the routine deposit of renewal
and other fees and is not charged to the Board.

Basic expenses to maintain Board office postage, telephone,
office supplies, copier and other rentals, general printing The

NARRATIVE
for

Operational Budget Proposal
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dollar amounts listed are based on FY9O actual expenses for these
line items, adjusted for inflation and a minimal increase due to more
staff. (FY9I actual expense amounts are not yet available.)

Newsletter printing This is a new expense, the breakdown of
which was submitted with the Board’s 10/24 testimony before the
Commission. This amount would allow for a six page newsletter
issued twice yearly but could be adjusted down for a four page
publication twice yearly.

Membership fee This covers the annual fee for the Board to join
the National Council of State Boards of Nursing (NCSBN).

Travel This covers mileage reimbursement for Board members
and staff, particularly the investigative staff, who travel throughout
the state. This expense would also allow for new dollars for travel
and continuing education reimbursement for professional staff
($1,500 ave. x 8 = $12,000) and for some Board members to travel
to the annual national meeting of NCSBN.
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