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This white paper is the first work product of the Joint

Commission’s new Public Policy Initiative. Launched in 2001, this

initiative seeks to  address broad issues that have the potential to

seriously undermine the provision of safe, high quality health care

and, indeed, the health of the American people. These are issues

which demand the attention and engagement of multiple publics

if successful resolution is to be achieved.

For each of the identified public policy issues, the Joint

Commission already has state-of-the-art standards in place.

However, simple application of these standards, and other unidi-

mensional efforts,will leave this country far short of its health care

goals and objectives. Thus, this paper does not describe new Joint

Commission requirements for health care organizations, nor even

suggest that new requirements will be forthcoming in the future.

Rather, the Joint Commission has devised a public policy action

plan that involves the gathering of information and multiple 

perspectives on the issue; formulation of comprehensive solutions;

and assignment of accountabilities for these solutions. The execution

of this plan includes the convening of roundtable discussions and

national symposia, the issuance of this white paper, and active 

pursuit of the suggested recommendations.

This paper is a call to action for those who influence, develop or

carry out policies that will lead the way to resolution of the issue.

This is specifically in furtherance of the Joint Commission’s stated

mission to improve the safety and quality of health care provided

to the public.

Joint Commission Public Policy Initiative
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Speaking to a standing-room only crowd 
during a recent Joint Commission-hosted
symposium on nurse staffing issues,
Representative Carolyn McCarthy (D-NY), a
nurse as well as a Congresswoman, said “In
order to get anything done in Washington,
you have to educate, educate, educate.” With
this report – and its recommendations, the
Joint Commission joins in the discussion and
urgent call to action to address this nation’s
growing shortage of nurses in acute care 
settings. In so doing, it seeks to build upon
the thorough and thoughtful reports already
issued by leadership organizations such as
the American Nurses’Association, the
American Hospital Association, and the
Robert Wood Johnson Foundation.

This report is more than an analysis, and
even more than the recommendations that it
contains. It is about accountabilities. The
Joint Commission has recently developed
and introduced cutting-edge staffing stan-
dards that create a new framework for mea-
suring and improving nursing care. The Joint
Commission is also taking major steps to
reduce the documentation burden that so
often falls on the shoulders of overworked
nurses. This latter effort will undoubtedly
require continuing attention and adjustment.

But there are others with accountabilities 
as well – hospital CEOs, public policy 
makers, nurse executives, schools of nursing,
physicians, private industry, insurors, and 
still others.We as a country must understand
not simply what needs to be done, but 
who specifically, alone or with others, is
responsible for getting each task done.

This report focuses on hospitals because
they are simply the logical starting point.
They are the delivery system’s most complex
setting of care, the greatest consumer of
resources, the site where new advances in
care (and their associated risks) are most
commonly introduced, and the best example
both of the problems underlying the nursing
shortage and of the solutions most likely to
bring about its resolution. Hopefully, what is
learned and accomplished in the hospital 
setting will help to address the equally 
serious problems in nursing homes, home
care, and other service venues.

This report has a singular focus on the 
nursing shortage. There are, of course, other
compelling shortages of health care 
personnel – pharmacists, lab technicians 
and respiratory therapists, among them –
each with its own set of issues and deserving
of its own special focus. But the nursing
shortage is, in many respects, the most
extreme of these problems, and in the end,
nurses are the primary source of care and
support for patients at the most vulnerable
points in their lives. The need for solutions
to this problem is particularly urgent. That
said, many recommendations contained in
this report are directed to improving the
health care workplace for the benefit of all
who work there, and ultimately, for those
whom they serve.
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The impending crisis in nurse staffing has the potential to impact the very health and 

security of our society if definitive steps are not taken to address its underlying causes.

Nearly every person’s every health care
experience involves the contribution of a
registered nurse. Birth and death, and all the
various forms of care in between, are attended
by the knowledge, support and comforting
of nurses. Few professions offer such a 
special opportunity for meaningful work as
nursing.Yet, this country is facing a growing
shortage of registered nurses. When there
are too few nurses, patient safety is threatened
and health care quality is diminished.
Indeed, access even to the most critical care
may be barred. And, the ability of the health
system to respond to a mass casualty event is
severely compromised. The impending crisis
in nurse staffing has the potential to impact
the very health and security of our society if
definitive steps are not taken to address its
underlying causes.

The shortage of registered nurses is already
having ill effects on the U.S. health care
delivery system: 90 percent of long term-
care organizations lack sufficient nurse
staffing to provide even the most basic of
care;1 home health care agencies are being
forced to refuse new admissions;2 and there
are 126,000 nursing positions currently
unfilled in hospitals across the country.3

And news of the shortage has reached the
American public: 81 percent are aware that

there is a shortage, 93 percent believe that
the shortage threatens the quality of care,
and 65 percent view the shortage as a major
problem.4 Further, the current nurse staffing
shortage is burgeoning at a time when
patient acuity is higher, care more complex,
and demand for services often exceeds
capacity.

But what is already a bad situation only
threatens to worsen. The baby boom 
generation – all 78 million of them – are aging.
More so than generations before them, baby
boomers in their old age will have access to
scientific advances and technologies that will
help them live longer – if the health care
delivery system can deliver. Given this 
anticipated additional demand for health
care services, it is estimated that by 2020,
there will be at least 400,000 fewer nurses
available to provide care than will be needed.5

Aging right along with their baby boomer
peers are nurses themselves. The average
age of a working registered nurse today is
43.3, and that average age is increasing at a
rate more than twice that of all other work-
forces in this country.6 Only 12 percent of
registered nurses in the workforce are under
the age of 30, a decline of 41 percent com-
pared to a one percent decline for all other
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occupations since 1983.7 By 2010, it is 
projected that the average age of the working
registered nurse will be 50.8 As the growing
numbers of nurses reach retirement, far too
few are coming forward to fill their ranks.

Higher acuity patients plus fewer nurses to
care for them is a prescription for danger.
According to Joint Commission data, staffing
levels have been a factor in 24 percent of the
1609 sentinel events – unanticipated events
that result in death, injury or permanent loss
of function – that have been reported to the
Joint Commission as of March 2002. Other
identified contributing factors, such 
as patient assessment, caregiver orientation
and training, communication, and staff 
competency, implicate nursing problems as
well. Conversely, several studies have shown
the positive impacts on quality, costs and
health outcomes when nurse staffing levels
are optimized – fewer complications, fewer
adverse events, shorter lengths of stay, lower
mortality. 9,10,11,12,

In addition to its impacts on patient safety
and health care quality, the nursing shortage
is diminishing hospitals’ capacity to treat
patients. In a recent study conducted on
behalf of the American Hospital Association,
respondents reported that the nursing short-
age has caused emergency department over-
crowding in their hospitals (38%); diversion
of emergency patients (25%); reduced num-
ber of staffed beds (23%); discontinuation of
programs and services (17%); and cancella-
tion of elective surgeries (10%). In this same
study, nearly 60 percent of respondents

reported that nurses feel it is more difficult
to provide quality care today because of
workforce shortages.13

With its recent reports on patient safety and
health care quality, the Institute of Medicine
provided a call to action for the health care
industry to substantially reduce the frequency
of preventable medical errors and resulting
adverse events. In the wake of these reports,
health care organizations have rallied around
the safety issue, introducing a variety of 
measures to reduce error. But what is being
done to solve the nurse staffing problem, and
the compromised patient safety and health
care quality that lie in its wake?

With that question in mind, the Joint
Commission convened a multi-disciplinary
expert Roundtable on the Nursing Shortage
to analyze the problem and, most importantly,
to frame its solutions and identify account-
abilities for these solutions. Roundtable 
participants focused on the principal factors
that have contributed to the shortage, the
growing threat of the nursing shortage to
patient safety, and the priority solutions 
most likely to provide for a stable nursing
workforce in the future.

Based on those discussions, the following
recommendations are proposed for 
transforming the workplace, aligning 
nursing education and clinical experience,
and providing financial incentives for 
health care organizations to invest in high
quality nursing care.
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1. Create Organizational Cultures of

Retention

Adopt the characteristics of “Magnet” hospitals
to foster a workplace that empowers and is
respectful of nursing staff. Provide management
training, as well as support, to nurse executives.
Positively transform nursing work through 
the use of information and ergonomic 
technologies. Set staffing levels based on 
nurse competency and skill mix relative to
patient mix and acuity. Adopt zero-tolerance
policies for abusive behaviors by health care
practitioners. Diversify the nursing workforce
to broaden the base of potential workers.

2. Bolster the Nursing Educational

Infrastructure

Increase funding for nursing education,
including endowments, scholarships and 
federal appropriations. Establish a standardized,
post-graduate nursing residency program.
Emphasize team-training in nursing education.
Enhance support of nursing orientation,
in-service and continuing education in 
hospitals. Create nursing career ladders 
commensurate with educational level 
and experience.

3. Establish Financial Incentives 

for Investing in Nursing

Make new federal monies available for health 
care organizations to invest in nursing services.
Condition continued receipt of these monies
on achievement of quantifiable, evidence-based,
and standardized nursing sensitive goals. Align
private payer and federal reimbursement 
incentives to reward effective nurse staffing.

This paper provides 

supporting 

documentation for its

conclusions, 

describes specific 

recommendations, 

and assigns 

accountabilities for

carrying out these 

recommendations. 
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The State of the Workforce
Through most of the 1990s, cost constraints
driven by managed care, reduced Medicare
reimbursement, and private sector purchaser
initiatives influenced hospitals to merge,
reduce bed capacity, or even close. As a
means to achieving efficiencies, many 
hospitals undertook organizational 
restructuring initiatives that had unforeseen
impacts on nursing. In many cases, these
restructuring initiatives affected nursing
roles, workload, and nursing authority 
within the organization. 14 

In the preceding decades, the nursing 
profession had made great strides in develop-
ing strong leaders, establishing exemplary
clinical and management practices, and
achieving authority and support from 
hospital management, making possible the
“magnet hospital” designation in the early
1980s.15 By the late 1990s, most of this
progress had been lost. Characteristic of
many restructuring initiatives were the
replacement of registered nurses with less
skilled workers, a diminishment of the nurse
executive role, and the deployment of fewer
nurse managers.16 The unintended results of
these changes included a de-emphasis of the
nurse-patient relationship, less time spent on
direct care-giving, less mentoring of staff 

nurses, and the undermining of the nurse
executive’s clinical leadership.17 Further,
increases in the nurse’s span of patient care
responsibilities were not accompanied by
identification and implementation of work
process efficiencies. Nurses affected by
restructuring initiatives reported higher levels
of dissatisfaction and less meaningful 
nurse-patient relationships.18

The dissatisfaction of hospital nurses has 
persisted. In a recent study, 41 percent of
nurses currently working reported being 
dissatisfied with their jobs; 43 percent scored
high in a range of burn-out measures; and 22
percent were planning to leave their jobs in
the next year. Of the latter group, 33 percent
were under the age of 30.19

An American Nurses Association survey
found that 55 percent of nurses, disheartened
by their experience in the profession, would
not recommend a nursing career to their
children or friends.20 And, at least one study
has shown that if a hospital’s nurses are
unhappy, chances are that their patients are
unhappy as well. According to a Press Ganey
and Associates report, there is an almost per-
fect correlation between hospital employee
satisfaction and patient satisfaction.21

As nurses leave, this drives up hospital costs while driving 

down profitability, productivity, efficiency and quality.  
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The High Cost of High Turnover
Ultimately, nurse dissatisfaction costs the 
hospital dearly in high replacement costs,
resulting increases in patient care costs, and
lowered bottomlines. Most importantly, the
evidence suggests that among the highest
costs of high turnover is greater patient mor-
tality.22

According to a recent report from the
Voluntary Hospitals of American (VHA), it
costs approximately 100 percent of a nurse’s
salary to fill a vacated nursing position. For 
a medical/surgical nurse, that averages about
$46,000; the cost is $64,000 for a critical
care nurse.23 Assuming a turnover rate of 
20 percent – the current average turnover
rate among health care workers – a hospital
employing 600 nurses at $46,000 per nurse
per year will spend $5,520,000 a year in 
replacement costs.24

Not surprisingly, high turnover is associated
with higher costs per discharge. The VHA
report determined that organizations with
higher turnover rates – 21 percent or more –
had a 36 percent higher cost per discharge
rate than hospitals with low turnover rates 

of 12 percent or less.25 High turnover, in
turn, led to lower profitability. Low turnover
organizations averaged a 23 percent return
on assets compared to a 17 percent return
for high turnover organizations.26 

Organizations that are better able to retain
their nurses also fare better on quality 
measures. Low turnover hospitals – at rates
under 12 percent – had low risk-adjusted
mortality scores as well as low severity-
adjusted lengths-of-stay compared to hospi-
tals with turnover rates that exceeded 
22 percent.27

As the VHA report suggests, there is a strong
business case for creating a culture of 
retention. As nurses leave, this drives up
hospital costs while driving down profitabili-
ty, productivity, efficiency and quality.
Monies spent on recruitment and replace-
ment activities could obviously be better
spent on creating workplace environments
that value and reward employees, encourage
employee loyalty, and ultimately support
safe, high quality care.

• Create a culture of retention for 
nursing staff

Hospital CEOs

Trustees 

Physician Leaders

Nurse Executives

Tactics Accountability
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Not a Great Place to Work
According to a Peter D. Hart Research
Associates study (April 2001), the top reason
why nurses leave patient care, besides 
retirement, is to seek a job that is less 
stressful and less physically demanding
(56%). The Hart study also found that a 
significant number, 22 percent, are seeking
more regular hours; 18 percent desire more
money; and 14 percent want better advance-
ment opportunities. When asked what the
biggest problem with nursing is, respondents
who were in active nursing practice cited
understaffing (39%) and the stress and 
physical demands of the job (38%).

Nurses have been described as the “canaries
in the coal mine.” Many have been sacrificed
before the now widespread realization that
there is something wrong with the work
environment. Nurses leave hospitals because
they are overworked and overburdened,
often with tasks that were once the responsi-
bilities of less skilled workers. They similarly 

have neither the managerial support nor the
control over their environments – through
delegated authority -- to marshal and deploy
scarce resources in order to manage the
often challenging, and sometimes critical
patient care situations which they may face
at any hour of the day or night. In one study,
only 29 percent of nurses reported that their
administrations listen and respond to their
concerns.28 The rewards for their hard work
are also lacking. Only 57 percent say that
their salaries are adequate; only 32 percent
report having advancement opportunities;
and over 50 percent say that they have been
subjected to verbal abuse on the job.29

It’s Not the Patients
Overwhelmingly, nurses report that the most
enjoyable aspect of being a nurse is helping
patients and their families.30 The majority of
nurses (74%) said they would stay at their
jobs if changes were made. Top among the
identified desirable changes were increased
staffing, less paperwork, and fewer 
administrative duties.31

• Adopt fair and competitive compensation
and benefit packages for nursing staff

• Minimize the paperwork and administrative
burden that takes nursing time away from
patient care

Hospitals

JCAHO

Managed Care Companies

CMS, OSHA, and other regulators, 

including State Agencies

Tactics Accountability
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The combination of too few nurses and 
nursing support personnel, coupled with
excessive paperwork and administrative
tasks, leaves too little time for nurses to
spend on direct patient care. Care is literally
being left undone. In a survey of nurses
describing their last shifts, 31 percent report-
ed that their patients did not receive neces-
sary skin care; 20 percent said patients did
not receive oral care; and 28 percent were
not able to provide patients and their fami-
lies with necessary education and instruc-
tions.32 As for providing comfort to their
patients, 40 percent of nurses were not able
to comfort or talk with their patients on
their last shift.33 Yet, of these same nurses,
nearly 70 percent reported having to per-
form “non-nursing” tasks such as ordering,
coordinating or performing ancillary 
services.34 Shortages of ancillary personnel
and other hospital workers, have created
“scope creep” for the nurses’ role, adding
supply chain management, housekeeping,
food service and many other tasks that pull
nurses away from patient care.

Nurses are also overwhelmed with paper-
work and administrative duties. A study 
commissioned by the American Hospital
Association found that for every hour of
patient care, 30-60 minutes were spent on
the subsequent paperwork.35 This excessive
paperwork derives from managed care and
other payer requirements, OSHA and various
other federal and state regulations, and Joint
Commission standards compliance activities.

For its part, the Joint Commission, in early 2001,
launched an in-depth review of its hospital
standards and requirements for demonstrating
compliance with those standards. A 20-
member national task force comprising 
hospital leaders, clinicians, and technical
experts, among others, is now finalizing its
recommendations which are expected to
result in sweeping changes to the standards
and substantial reductions in the standards
compliance burden, including paperwork.
The streamlined accreditation requirements
will be formally implemented on January 1,
2004. The impact of this initiative will be
carefully monitored and if greater efforts are
needed, they will be pursued.

A Safer Work Environment
In addition to the administrative and 
paperwork burdens that they bear, nurses 
are daily exposed to significant risks to their
personal health and safety. Beyond the
chronic fatigue, job-related injuries, including
needlesticks, back injuries and physical
assaults are common experiences on the job.
According to a recent study by the American
Nurses Association, more than 70 percent of
surveyed nurses indicated that continuing
severe stress and overwork were among
their top health-related concerns. Forty 
percent of nurses reported having been
injured on the job; 17 percent experienced
physical assaults while working. Seventy-five
percent of nurses surveyed stated that unsafe
working conditions interfere with their ability
to provide quality care.36 Nearly 90 percent
of surveyed nurses indicated that health 
and safety concerns influence the type of
nursing work they do and their likelihood 
to continue to practice.37
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In addition, despite the availability of safe
needle devices, 18 percent of the ANA survey
respondents indicated that these devices
were not provided at their facilities. Nearly
60 percent of respondents said that patient
lifting and transfer devices to prevent back
and other physical injuries were not provided
by their organizations.38

Since one-third of all workplace injuries are
ergonomics-related,39 the federal government
is implementing a workplace ergonomics
policy for voluntary adoption that will begin
with nursing homes. Voluntary guidelines for
nursing homes were released in April 2002.
These are based on identified best practices
that have been designed to, among other
things, encourage the installation and use of
lifting devices as an alternative to the lifting
of patients by nurses and nurse aides.40

With an aging nursing workforce and an
increasingly corpulent population, health
care organizations will find it a basic necessity
to acquire ergonomic technologies that
reduce the risk of physical strain and injury
in the delivery of patient care. Such acquisi-
tions must logically go hand-in-hand with
efforts to increase staffing levels. If nurses
are too few and, subsequently, too busy on a
shift, a nurse may be reluctant to call on 
colleagues to pair up to turn or lift a patient,
or to team up to prevent a disruptive patient
from inflicting harm. If the staffing levels
and work environments are not safe for the
nurses, they will not be safe for the patients.

On-the-Job Abuse
Incidents of verbal abuse of nurses, typically
by physicians, are unfortunately well known,
even commonplace. Less well known is the
impact of this disruptive behavior on nurse
satisfaction and retention levels. A recent
VHA study found that among nurses,
physicians and health care executives,
nurse-physician relationships were considered
to be a significant issue at their hospitals 
and that disruptive behavior was a strong
contributing factor to diminished nurse 
satisfaction and morale.41 More than 90 
percent of respondents had witnessed a 
disruptive incident.42

It is a small minority of physicians who
behave badly toward their nurse 
colleagues. According to the VHA survey,
an estimated 2-3 percent of the respondents’
medical staffs were most commonly 
implicated. The study also found that, while
individual physician personalities were 
commonly underlying factors in abusive 
incidents, specific triggers often precipitated
events.43 These included nurses telephoning
or paging physicians, particularly during
evenings or weekends, to question or clarify
orders; orders carried out incorrectly or in
an untimely manner; unexpected delays in
care; difficulties with procedures or process
flow; and changes in patient condition.44
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The impact of abusive incidents can have
grave consequences for patients, as well. The
abuse breeds intimidation, and may conse-
quently inhibit nurses from communicating
with physicians even when communication
may be vital to the quality and safety of care.
One such case, reported in Hospitals and
Health Networks (March 2002), resulted in a
fatal medication error when a nurse was
rebuffed when she called a physician to 
clarify an order.

With growing awareness of the issue, more is
being done to create “zero tolerance” work-
places. The Hennepin County (Minnesota)
Medical Society has developed guidelines
that promise to significantly reduce abusive
behaviors.45 Approximately 30 organizations
have adopted the guidelines, and one, Kaiser
Permanente in Colorado, says it has stamped
out abuse in its 18 medical offices.46 Experts
suggest using a collaborative, educational
approach to raise understanding and 
awareness of appropriate codes of conduct
and enforcing the expected behaviors with a
“three strikes and you’re out,” policy.47

Safe Staffing Levels
Where there is little disagreement is around
the relationship between nurse staffing levels
and patient outcomes. Nurses are the front
line of patient surveillance -- monitoring
patients’ conditions, detecting problems,
ready for rescue. Spread too thinly or lacking
the appropriate skill set, the nurse is at risk
of missing early signs of a problem, or missing
the problem altogether. One recent study
found that higher nurse staffing levels,
particularly with a greater number of R.N.s
in the staffing mix, correlated with a 3-to-12 
percent reduction in certain adverse 
outcomes, including urinary tract infection,
pneumonia, shock, and upper gastrointestinal
bleeding.48

Several studies have examined the relation-
ship between nurse staffing levels and the
risk of patient complications. One study,
examining intensive care unit (ICU) nurse
staffing and complications after abdominal
aortic surgery, found that patients in hospitals

13

• Adopt zero-tolerance policies for abusive 
behaviors by physicians and other health
care practitioners

• Measure, analyze and improve staffing 
effectiveness

Hospitals 
Physicians

Hospitals

Tactics Accountability
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with fewer ICU nurses were more likely to
have longer lengths of stay and postoperative
complications.49 A study of the impact of
ICU nurse-to-patient ratios on patients who
had undergone hepatectomy (liver excision)
found that fewer nurses on the night shift
resulted in an increased risk of complica-
tions, increased costs to the organization, and
longer lengths of stay.50 Several other studies
have found positive associations between
nurse staffing levels and patient outcomes,
including lower catheter-related infections of
the bloodstream, lower nosocomial infection
rates in a pediatric cardiac ICU, and lower
rates of decubitus ulcers, complaints and
mortality.51 And another recent study 
provides evidence that nurse-to-patient 
ratios matter. A lower number of deaths
were associated with a nurse ratio of one
R.N. to six patients versus a ratio of one 
R.N. to ten patients.52

When nurses were asked to report their 
perceptions of the staffing levels in their 
hospitals, only 34 percent said they had
enough R.N.s to provide quality care; and
still fewer, 33 percent, had enough staff to
get their work done. Of these nurses, 83 
percent had experienced an increase in the
number of patients assigned to them.53 Not
surprisingly, nurses have also reported 

dissatisfaction with the outcomes of their
work and have real concerns about the risks
to patients: only 36 percent describe the
quality of care in their hospital as excellent;
while 45 percent report that the quality of
care has deteriorated in the last year; and 49
percent report receiving frequent complaints
from patients and families.54

Insufficient staffing not only adversely
impacts health care quality and patient safety,
it also compromises the safety of nurses
themselves.The risk of having a needlestick
injury is two-to-three times higher for 
nurses in hospitals with low staffing levels
and/or poor working climates.55

Current mandated ratios, related legislative
proposals, and other nurse staffing initiatives
are aimed primarily at adding to the supply
of nurses. However, these efforts do not
address other critical issues, such as nurse
competency, skill mix in relation to patient
acuity, and ancillary staff support. Because of
the mounting evidence of the impact of
staffing on health care outcomes, the Joint
Commission has recently introduced new
standards that will require health care organi-
zations to assess their staffing effectiveness
by continually screening for potential issues
that can arise from inadequate or ineffective

If the staffing levels and work environments are not safe for the nurses, 

they will not be safe for the patients.
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staffing. These standards, the result of a 
two-year project that involved a panel of
more than 100 experts in nursing and related
disciplines, are designed to help health care
organizations monitor and assess whether
their staffing – both by nurses and by other
health care practitioners and technical staff
– includes the right numbers of caregivers 
of the requisite competency and skill mix 
to provide safe, high quality care.

In assessing nurse staffing effectiveness, the
standards require organizations to use data
from the use of nursing-sensitive clinical and
human resources indicators, such as adverse
drug events, patient falls, use of overtime,
staff turnover rate, patient and family 
complaints, and staff injuries on the job.
Organizations are required to select two
each of human resources and clinical 
indicators, half of which must be taken 
from a list of 21 established indicators in
these two areas. Although not mandating
specific staffing levels or ratios, the Joint
Commission standards do, in essence, require
organizations to determine their own staffing
ratios based on their own evidence and 
experience.

Nursing Leadership
The first principle for designing safe systems
in health care organizations is – according 
to the IOM report To Err is Human — to
provide leadership from the top-most level
of the organization. The need to create a
safe and effective nursing environment 
clearly parallels, and indeed overlaps, this
IOM dictum.

Beyond their direct adverse effects on 
nursing practice, the restructuring initiatives
of the 1990s had another lasting impact on
hospital nursing. They unwittingly led to a
demise in nursing leadership. This is no
small problem in view of the fact that nurse
executives, by the nature of their positions,
must, almost on a daily basis, meet the 
often conflicting objectives of both the
administrative and clinical staffs, and 
reconcile these conflicts in the best interests
of both nurses and patients. Turning this
problem around is a responsibility that will
fall squarely on the shoulders of hospital
management, physician, and trustee leaders.

• Provide the management training and
resources nurse executives need to attain
and maintain a culture of retention

Hospitals

Tactics Accountability



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

Critical decision-making is an inherent
responsibility of the professional nurse.
Nurse executives should both be the 
recipient of delegated authority and provide
it to the nurses whom they lead. Nurse
executives can also play a pivotal role in
team building, and in creating a culture of
collaboration that demands and rewards 
safe, high-quality patient care.

The Joint Commission has long advocated
for the authority of the nurse executive
through its standards. First, the standards
require that the nurse executive have 
the appropriate clinical credentials and 
managerial experience to warrant the 
authority.56 Secondly, in exercising that
authority, the nurse executive is expected 
to participate with the governing body,
management, medical staff and other clinical
leaders in the organization’s decision-making
processes.57

The delegation of authority by nurse execu-
tives to nursing unit leaders is a reflection of
their confidence in the competence of their 

staffs and an acknowledgement of the practi-
cal importance of such delegation and its
related impact on staff morale. Having 
decision-making authority as to how their 
units are run, and how scarce resources are
deployed by unit leaders says volumes about
the standing and perceptions of nursing in 
a hospital. The empowerment of staff nurses,
in turn, acknowledges their role in making
real-time, critical decisions at the point of
care. In the middle of the night, when there
are no senior managers or nurse executives
on duty, the decisions of nurses, in essence,
control the patient outcomes.

In a changing and increasingly complex 
environment, nurse executives must be given
opportunities for management training and
development to acquire leadership skills,
skills in managing scarce human resources,
and skills in assessing the potential value of
new technologies that support nursing care,
among others. The effective application of
these skills also needs to be rewarded.
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Because organizational change cannot occur
without the commitment and engagement 
of organization leaders, some organizations
are creating leadership incentive programs
based on staffing measures.58 Others have
advocated for nursing representation on
boards of trustees,59 while still others are 
creating “nursing movements” within their
organizations. The latter includes Sutter
Health’s “RN Agenda”program to improve
nursing satisfaction and the quality of 
work life through enhanced benefits and
compensation; expanded opportunities for
career growth; and continuing education and
training.60 Their agenda also includes raising
the image of and interest in nursing in their
community by promoting the profession in
local schools.61

The War for Talent
Among the many nurses who have left the
direct patient care setting to seek “more 
regular hours,” many now work for managed
care plans and insurance companies,
pharmaceutical firms, health care technology
and medical device vendors, and consulting
firms, among others. These positions often
offer nurses the opportunity for professional
stimulation as well as a regular business week.
No nights. No weekends. No mandatory
overtime. These alternative nursing career
options raise the level of competition for
recruiting nurses to and retaining them in
direct patient care settings.

One major source of nurse overwork and 
dissatisfaction is overtime. With many shifts
short-staffed, nurse managers face the dilemma
of either overworking staff or having too few
nurses to care for patients. Sometimes the
overtime shifts that result are explicitly
mandatory; nurses are threatened with dis-
missal or with reporting to the State Board of
Nursing for patient abandonment. But, more
often, overtime is mandated through not-so-
subtle coercion – “How can you leave your
overworked colleagues and patients in such
dire circumstances?” The use of overtime as
a staffing shortage “solution” is pervasive. On
average, nurses work an extra eight-and-a-half 
weeks of overtime per year.62 There are 
circumstances in which mandatory overtime
may provide necessary and appropriate cov-
erage, for example, in response to a disaster
or mass casualty event. But in too many 
hospitals, overtime is routine, even sought

ROIThe return on investment 

in nursing will be 

reflected both in cost savings

and in improvements 

in the safety and quality 

of care provided. 
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after by some nurses who depend on 
overtime wages to supplement their income.
However, even these nurses consider 
mandatory overtime without advanced
notice dangerous for themselves and for
their patients because they cannot plan 
for enough sleep in advance.63

To date, six states – Maine, Maryland,
Minnesota, Oregon, New Jersey and
Washington64 -- have passed legislation to 
ban or limit mandatory overtime, and many
other states are actively considering similar
legislation. Most of this legislation limits
mandatory overtime only as it applies to
licensed nurses working in hospitals and 
provides employers with some leeway in
requiring nurses to work beyond their 
scheduled shifts.65 The Washington statute
prohibits nurses from working more than 
12 hours in a 24-hour period or more than
80 hours within 14 consecutive days.66

The New Jersey law bars health care 
facilities -- including hospitals, nursing
homes, assisted living facilities, home health
agencies and psychiatric hospitals -- from
mandating overtime for nurses except in
cases of emergencies, and even then, the
health care facility must show that it has
exhausted all other possible remedies to
meet staffing needs.67

Filling Vacancies  
The nursing shortage and the implications it
has for health care over the coming decades
has led to a flurry of nurse recruitment 
activities and proposals. Johnson and
Johnson recently launched a $20 million,
two-year campaign that is using advertising
to raise the image of nursing among the
American public, and is providing scholarships
for both students and aspiring nursing
school faculty. Less constructive are efforts
by hospitals to lure nurses away from other
hospitals, an expensive practice that only
perpetuates the nursing shortage. Forty-one
percent of hospitals now report paying 
sign-on bonuses as a recruiting incentive.68

One hospital in the Dallas-Fort Worth area
offered pediatric nurses signing bonuses of
$15,000, higher starting salaries, and even
enhanced benefits such as free child care as
incentives to leave their current jobs.69 It
worked – pediatric nursing staffs at compet-
ing hospitals in the area were drained.
However, signing bonuses do not create
employee loyalty; instead they influence
nurses to jump from job-to-job to achieve
and maintain higher levels of income.

Hospitals have also tapped into the pools of
nurses in other countries to fill the void,
offering the opportunity of immigration to
America as the primary incentive. But,
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recruitment of foreign nurses perpetuates
the shortage on a global scale. Frequently
targeted countries for nurse recruitment,
such as Canada and Ireland, are now facing
shortages of their own, and another, the
Philippines, is experiencing a “brain drain”
since the nurses leaving for the U.S. are 
typically the Philippines’ most experienced.70

As an alternative means of meeting staffing
needs, many hospitals are relying on nurses
placed by temporary staffing agencies. The
current nursing shortage has presented 
temporary staffing firms with record 
business – supplying five percent of nurses
that work in hospitals nationwide and 
generating more than $7 billion a year in 
revenue.71 Fifty-six percent of hospitals
report they are using agency or traveling
nurses to fill vacancies.72 One Oregon 
hospital has paid hundreds of thousands of
dollars a week in temporary nurse fees – at
$54 an hour per nurse, $20 more per hour
than a permanent employee, inclusive of
benefits and taxes.73 The fact that temporary
nurses earn more and can choose their own
schedules makes temporary nursing an
attractive option for nurses, and a source of
dissatisfaction for the staff nurse working
alongside them for less pay and little control
over his or her work schedule.

While temporary nurses today are typically
well educated and experienced, there are
inherent risks in bringing nurses in who are
unfamiliar with the hospital’s practices and
policies. The Chicago Tribune reports that
in Illinois, state disciplinary records show
that temporary nurses have increasingly
been the focus of medical error investigations
which turn out to be related to a lack of
knowledge of hospital procedures or 
unfamiliarity with patient ailments.74 

Bills passed by the House and Senate at 
the conclusion of 2001, both called the
Nurse Reinvestment Act, focused on attracting
people into nursing. In July 2002, these 
bills were reconciled, passed and sent to 
the President for signature. The legislation
authorizes loans for nursing students willing
to work in a facility having a nursing shortage,
loans for nurses seeking advanced degrees 
to become nursing school faculty, grants for
geriatric care training for nurses, grants for
health facilities to aid in nurse recruitment,
and federally sponsored public service
announcements.75

Having decision-making authority on how their units are run, and how scarce resources are deployed 

by unit leaders says volumes about the standing and perceptions of nursing in a hospital.  
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Mandated Ratios
In an effort to create a safety net of nurses
and ensure minimum levels of nurse staffing,
nursing labor unions have long advocated for
mandated nurse-to-patient ratios. California
has now become the bellwether state for just
such a mandate. Having passed legislation in
1999 to set minimum staffing levels,
California recently announced the proposed
formula that will be in effect for hospitals
throughout the state by July, 2003: one 
nurse for every six patients on general 
medical/surgical units (one nurse for five
patients 18 months after implementation);
one pediatric nurse for every four children;
one obstetric nurse for every two laboring
women; one nurse for every four emergency
patients; one nurse for every two critical care
patients, and one nurse for every trauma
patient. Ratios are also delineated for 
operating rooms, neonatal ICUs, intermediate
care and well-baby nurseries, post-anesthesia
units, burn units, step-down and telemetry
units, and psychiatric units. The ratios will
undergo extensive public comment during
statewide hearings in 2002.

The California legislation has been applauded
by the California Nurses Association, the
Service Employees International Union (SEIU),
and the United Nurses Association of
California (UNAC); however, some leaders in
these groups are still actively seeking even
stricter levels for selected ratios.76

At the same time, the new California law 
has its antagonists. Concerned about the
costs involved in complying with the ratios
as well as other practical obstacles, the
California Healthcare Association, on behalf 
of its member hospitals, opposed the 
legislation.77 In addition to costs, one 
practical obstacle is California’s extremely
short supply of nurses. California ranks 
49th among states in its share of registered
nurses – 544 per 100,000 residents.78 The
California Healthcare Association estimates
that it will cost California hospitals $400 
million a year in added wages and benefits
and the hiring of at least 5,000 nurses in
order to comply with the mandated ratios.79

Despite these challenges, Kaiser Permanente,
among the largest of California’s health care
employers, endorsed a UNAC/SEIU staffing
ratio proposal of one medical-surgical nurse
to four patients – a goal more stringent then
the California mandate. Kaiser Permanente
anticipates that the additional staffing cost
will range from $140 million to $200 million
per year; however, the organization also
expects to achieve savings through reduced
nursing turnover and improved patient
outcomes.80 In fact, Kaiser Permanente
hopes to become an “employer of choice”
among nurses.81
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To help hospitals in their recruitment efforts,
California Governor Gray Davis has pledged
$60 million to train 5,100 nurses over the
next three years. This includes funds ear-
marked for hospital-based, community 
college, and state university education and 
training, and a statewide advertising campaign
to recruit nurses.82

Even though the California mandate was
precedent setting and has inspired the 
drafting of similar legislation in Massachusetts,
Oregon and other states83, many other nurses
and health professionals across the country
do not support mandated ratios as a solution.
They are concerned that mandated ratios do
not account for the differing skill sets of
nurses or the acuity of patients. Ratios also
do not account for the numbers and skills of
ancillary staff available to support patient
care activities. Mandated ratios may lead to
greater numbers of bedside nurses, but this
could be at the cost of fewer ancillary sup-
port staff. In such a scenario, nurses, with
more to do beyond the scope of nursing care,
could still be thinly spread and even less 
satisfied with what they are being asked to do.

Improving Work Flow
Health care today is highly complex – a mass
of wiring and tubing can nearly obscure the
ICU patient underneath; and medications
have so proliferated that by one estimate,
20,000 medication orders are written each
day on the inpatient units of an urban 
hospital.84 This is an environment rife with
the potential for error. There are, however,
emerging clinical information systems and
other technologies that can improve safety,
reduce paperwork and provide nurses 
with more time to spend on care-giving.
Organizations that have adopted these 
technologies, such as electronic medical
records and automated drug-dispensing
machines, have reported gains in nurse 
satisfaction, retention and productivity, and
have reduced the risk of health care errors.

One organization that deployed an electronic
medical record reported that nurses in the
charge nurse role spend 2.75 fewer hours
per shift on the medication administration
process, while other nurses spend one 
hour less.85 Charting, which is typically 
done at the end of the nurse’s shift, is done 
automatically as a by-product of the care 

• Adopt information, ergonomic and other 
technologies designed to improve work-
flow and reduce risks of error and injury
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process, which for one hospital, has translated
into a $1.2 million savings in nursing time.
This time has been reallocated to direct
patient care and skill development training.86

Another hospital that provided nurses with
an automated medication record accessible
on a handheld device was able to reduce
medication errors by 79 percent and save
$300,000 per year.87 Other technologies,
such as bar coding and scanning, and
robotics can reduce nursing time spent on
supply management and documentation,
and facilitate safe and efficient medication
administration, even in the face of shortages
of pharmacy and ancillary personnel.

While nursing staff members have much to
gain from such technology, nurse executives
and unit staff are seldom involved in the 
purchasing decisions. This undermines the
ability of the organization to maximize its
benefits from technology investments.

The health care industry has lagged 
behind other industries in the adoption of 
information technology. Its value lays both
in the opportunities for error reduction and
productivity gains, and in the enticements it
offers for the recruitment and retention of
nursing staff. For younger generations raised
in the “Information Age,” working without
information technology support is 
inconceivable. By improving work flow 
and permitting the devotion of more time 
to direct caregiving, information technology
can improve the quality of life for nurses 
and the quality of care for patients.

In its 2001 report,“Crossing the Quality
Chasm,” the Institute of Medicine called for
the widespread adoption of information
technologies to support the redesign of the
health care system. In line with the IOM’s
aims, the Medication Errors Reduction Act 
of 2002 proposes to provide hospitals and
skilled nursing facilities with financial 
assistance -- $100 million a year for ten years
-- for the purchase or development of tech-
nologies to reduce adverse events and
improve patient safety. Parallel bills have
now been introduced in the House and
Senate, but prospects for passage of this 
legislation this year are uncertain.

Winning Characteristics
Some hospitals fare better in recruiting and
retaining nurses than others. Top-level 
management that provides nurses with 
delegated authority, adequate staffing,
competitive compensation and a collaborative
culture have a built-in resistance to cyclical
nursing shortages – theirs is too good a 
place to work to leave.

The characteristics of some of these winning 
hospitals – called magnet hospitals -- were
first studied in 1983 through a project 
sponsored by the American Academy of
Nursing.88 That original research and 
subsequent studies showed that the nurses
working in these magnet hospitals had
strong support from the leadership of the
organization. This was reflected in the level
of autonomy nurses were provided to 
practice within the scope of their capabilities;
nursing control over support services and
personnel, and other resources necessary 
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to the provision of high-quality care; and 
effective, constructive communications
between nurses and physicians.89 Nurses in
magnet hospitals were also found to have
lower levels of emotional exhaustion, which is
a leading indicator of likely nurse turnover.90

In 1993, the American Nurses Credentialing
Center (ANCC), inspired by the original 
magnet hospitals, established the Magnet
Services Recognition Program to recognize
hospitals that had achieved excellence in
providing nursing services.91 The recognition
program is based on standards that address
assessment, diagnosis, identification of 
outcomes, implementation and evaluation of
process improvements, and professional per-
formance. The latter covers quality of care,
administration, education, collaboration,
ethics, research and resource utilization.92 To
date, the ANCC magnet program has certified
50 hospitals in the U.S., and is now expanding
internationally.

The ANCC magnet hospital program has had
proven success in raising the standards of
nursing practice, even beyond the perfor-
mance levels achieved by the original 
magnet hospitals.93 The characteristics of
ANCC magnet hospitals include high nurse-
to-patient ratios, substantial nurse autonomy

and control over the practice setting,
positive nurse and physician relationships,
nurse participation in organizational policy 
decisions, and strong nursing leadership.94

Not only are nurses in magnet hospitals
more likely to rate their care environment 
as excellent, but there is also evidence that
patient outcomes are better in magnet 
hospitals.95 In one study, AIDs patients in
magnet hospitals had a significantly lower
mortality rate than AIDs patients in dedicated
AIDS units or in scattered bed arrangements
in non-magnet hospitals.96 The magnet 
hospitals’ better outcomes in this instance
were attributed to their higher nurse-to-
patient ratios.97

That magnet hospitals have higher nurse-
to-patient ratios is an indication that, at the
highest levels of the organization, the essential
role of nursing in providing high quality care
is recognized, since specific nurse-to-patient
ratios are not a requirement for magnet 
status.98 This higher level of staffing, though,
does lead to higher labor costs. However, in
a cost/benefit analysis of magnet hospitals,
length-of-stay for AIDs patients was shorter
on average than in non-magnet hospitals.99

Magnet hospitals also experience less 
utilization of intensive care units and lower

Some hospitals fare better in recruiting and retaining nurses 

than others—theirs is too good a place to work to leave.



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

ancillary costs, perhaps reflecting a lower
frequency of adverse patient events and ear-
lier nursing interventions for incipient prob-
lems in magnet hospitals.100 In addition, the
modest nursing staff turnover in magnet hos-
pitals translates into significant reductions in
recruitment and orientation costs.

The Joint Commission is an advocate for 
the ANCC’s Magnet Services Recognition
Program because of the positive impact the
program has had in creating workplace 
cultures and nursing practices that support
patient safety and high quality care. The
Joint Commission is now considering 
special recognition of magnet hospital desig-
nations on the Joint Commission accredita-
tion certificates for these hospitals.

The Next Generation  
The current risk/reward quotient for choosing
nursing as a profession has not been lost on
those that would be the next generation of
America’s nurses. Women have traditionally
comprised the profession – in 2000, only 
six percent of nursing positions were held
by men101 -- but women have more career
options today than in years past. Among
these options, nursing, with relatively stagnant
salaries and few career paths, in an industry
perceived to be low on technology and high
on bureaucracy102 frequently falls short.

One study found that in 1999, five percent 
of female college freshman and less than .05
percent of men identified nursing as being
among their top career choices.103 For
women, this represented a decline of roughly
40 percent since 1973.104 It is worth noting,
however, that a similar decline has been seen
in other female-dominated occupations, such
as primary and secondary school teaching.105

The proportion of women indicating a prob-
able career as a physician or dentist was 6.5
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percent, slightly higher than the 4.5 percent
of men.106 Women were also twice as likely
to choose business over nursing as a probable
career (10%), although still at a lower rate
than men (15%). Both genders show equal
propensity to become lawyers (3.5 percent).107

There have recently been modest signs of
progress in attracting more individuals to
nursing. Enrollment levels in nursing
schools, in decline for the previous six 
years, have recently shown a 3.7 percent
rise.108 This rise can be attributed in part to
the growth in the unemployment rate as a
consequence of the current economic 
recession – more people now have time
both to go back to school and to rethink
their career options. In the face of a tight
job market, a career option that virtually
guarantees a job may be especially appealing.
The small lift in attraction may relate as well
to the country’s “call to service” following
the September 11 terrorist attacks. Still, even
with these gains, there are today roughly
21,000 fewer nursing students than in 1995.109

The current nursing shortage has brought
new attention to the future potential pool 
of health care workers. For instance, the
Department of Health and Human Services
recently launched a campaign,“Kids Into
Health Careers,” that is aimed at helping 
parents, teachers and community organiza-
tions promote health care careers, especially
to minority students. Minorities are 
substantially under-represented in the 
nursing workforce, which is 87 percent
white compared to the 72 percent of the
overall population that is white.110

Another recent Institute of Medicine study
shows that, overall, racial and ethnic minori-
ties receive lower quality health care than
non-minorities regardless of economic and
insurance status.111 The report further found
that during care encounters, health care
provider stereotyping and biases 
contributed to this unequal treatment.112

Among its conclusions, the Institute of
Medicine report cites the opportunity to
improve care through appropriate increases
in the numbers of ethnic and minority 
health care professionals.113

The Joint Commission is an advocate for the ANCC’s Magnet Services Recognition Program  

because of the positive impact the program has had in creating workplace 

cultures and nursing practices that support patient safety and high quality care
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Create a Culture of Retention

• Create a culture of retention for 
nursing staff. 

• Provide the management training and
resources nurse executives need to attain 
and maintain a culture of retention.

• Delegate authority to nurse executives
and other nurse managers, and to staff
nurses, for patient care and resource
deployment decisions. 

• Recognize and reward hospitals that 
adopt the basic characteristics of
“Magnet” hospitals. 

• Set staffing levels based on competency
and skill mix applicable to patient mix 
and acuity. 

• Measure, analyze and improve 
staffing effectiveness.  

• Adopt zero-tolerance policies for abusive
behaviors by physicians and other health
care practitioners. 
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• Minimize the paperwork and 
administrative burden that takes nursing
time away from patient care.

• Limit the use of mandatory overtime to
emergency situations. 

• Diversify the workforce to broaden 
the base of potential workers and to
improve patient safety and health 
care quality for patients of all origins 
and backgrounds. 

• Adopt information, ergonomic and 
other technologies designed to improve
workflow and reduce risks of error 
and injury. 

• Adopt fair and competitive compensation
and benefit packages for nursing staff. 

JCAHO

Managed Care Companies

CMS, OSHA, and other regulators, 

including State Agencies
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Educators on the Endangered List
While there are far fewer nursing students
than will be needed to meet the increasing
demand for professional nurses, there are,
paradoxically, more than can be accommo-
dated by the numbers of nurse faculty mem-
bers. The shortage of nurses is indeed mir-
rored by a corresponding shortage of nursing
faculty. Prospective nursing students are
being turned away from nursing schools
across the country because of inadequate
educator capacity. In all, nursing schools
turned away 5,000 qualified baccalaureate
program applicants in 2001.114 In the
Southeast, 18 percent of nursing faculty
members are due to retire between 2002 
and 2006.115 In Georgia alone, 25 percent of
nursing school faculty will have retired or
resigned in that same timeframe.116 Indeed,
nursing school faculty members are “aging in
place,” at an average age of 51,117 eight years
older than the average age of the bedside
nurse. Alarmingly, doctorally prepared faculty
are even older, with an average age of 56 for
professors; 54 for associate professors; and
50 for assistant professors.118 As nursing 
educator attrition continues, it is unclear
where the future nursing school faculty 
will come from.

The American Association of Colleges of
Nurses (AACN) reports that while doctoral
programs supply the majority of the pool of
nurse educators, doctoral nursing enrollments
have been virtually flat, growing by only 1.5
percent from 2000 to 2001. According to
the AACN, relatively low-paying salaries in
the academic setting are not competitive
with higher-paying opportunities in clinical
and private research settings.

Modest Federal Funding
Federal funding of nursing education is 
provided primarily under the Nursing
Education Act,Title VIII of the Public Health
Service Act. In 2001, $78 million were
appropriated to fund basic and advanced
nursing education, as well as scholarships
and loans for disadvantaged and minority
students considering health careers.
Compared to federal funding of medical 
education -- $9 billion in direct and indirect
graduate medical education payments to 
hospitals alone in 2002 -- nursing education
is receiving a very modest level of federal
support.119 The Nurse Reinvestment Act,
which includes provisions for repaying the
student loans of nurses who seek advanced
degrees and serve as nurse faculty, will likely
add another small amount to this modest pot 
of money.
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Beyond federal funding, there are private sec-
tor efforts underway to fill nursing schools
with both faculty and students. The Florida
International University School of Nursing
has partnered with its area hospitals to 
fund both faculty and student education 
programs. One hospital pays for a medical/
surgical nurse faculty position, while another
hospital is funding a pediatric nursing faculty
member. Other area hospitals are funding
specific education programs, such as a 
nurse anesthetist program and a program to
prepare foreign-trained physicians to become
nurses. Area hospitals are also pitching in to
fund the school’s recruitment campaign that
is targeting high school students.120

Schools of nursing, as with other educational
programs, have long relied on corporate,
private foundation, and individual 
philanthropy for the endowment of faculty
positions and chairs. A new grant from the
Josiah Macy Foundation to the University 
of Michigan is funding the education of 
individuals seeking doctoral nursing degrees.
More such initiatives are sorely needed.

Too Little Training
The issues around nursing education extend
into the practice setting.Whether a nurse
graduates from a two-year, three-year or four-
year nursing program, the transition into
practice is quick, with little time for mentoring
or on-the-job training. Indeed, with many
shifts short-staffed today, managers are reluctant
to pull experienced nurses away from
patient care activities to serve as trainers 
and mentors.121 According to a report in the
Chicago Tribune, half of all hospitals have
reduced orientation programs for newly
graduated nurses.122 Once hired, new nurses
receive an average of 30 days of training,
in contrast with the three months of 
hands-on training provided five years ago.123

New nurses begin practice feeling unpre-
pared, and, in fact, too often they are. In two
recent studies from the National Council 
of State Boards of Nursing124 , which asked
entry-level nurses and employers of newly
licensed nurses to rate the adequacy of 
nurses’ preparation to perform a variety of
patient care tasks, both groups ranked the
adequacy of preparation low. Employers’
rankings were much lower for every variable.
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Among these tasks, the ability of new nurses
to respond to emergency situations,
supervise the care provided by others, and
perform psychomotor skills were rated at 
the lowest levels.

There is what has been described as a 
“continental divide” between nursing 
education and nursing practice. In the 
academic setting, nurses, like other health
professional disciplines, are educated in a
silo. This problem is compounded by the
lack of awareness of nursing faculty about
actual nursing practice today; the virtual
absence of clinical experience from the nurs-
ing school curriculum; and the lack of
involvement of nurse clinicians in the educa-
tion process.

The professional knowledge of new nurses
about physicians, pharmacists, allied health
professionals and others is in the abstract
until they are plunged into the reality of the
workplace. Yet, nurses are the pivotal
providers of care, often responsible in the
end for coordinating all of the actual care
received by the patient. Nurses’ ability to 
fulfill this role successfully is dependent on
their knowledge, professional confidence,
and ability to interact effectively with all
members of the care-giving team. Team 

training, both at the undergraduate and 
post-graduate levels, is increasingly becoming
a critical curricular need.

At a time when patients are sicker, care delivery
more complex, and nurses thinly spread, new
nurses are entering a highly stressful environ-
ment. Where the Flexner Report of 1910
made hands-on training obligatory for newly
graduated medical students, no such 
requirement exists for nursing.

Isolated nursing residency programs have
been created at various hospitals and 
academic centers, particularly for specialty
training. However, these programs vary in
length, structure and content, reflecting their
inherently “home grown” nature. Graduate
medical education, which is funded in 
substantial part through the Medicare 
program, is standardized by discipline under
the purview of the Accreditation Council for
Graduate Medical Education. For nursing,
there are no structured residency programs,
no standards, no oversight body to assume
that the standards are met, and no funding.

Structured post-graduate training programs
for nurses could provide the opportunity for
skill-building in real clinical settings, just as
residencies do for young physicians. Such 
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experience would smooth the transition
from nursing schools and help to build the
confidence and competence of the trainees
before they fully enter nursing practice.
The content, length and structure of these
residency programs could vary as a function
of levels of undergraduate preparation as
well as the roles eventually to be assumed by
the trainees. Establishment of standardized
nursing residency programs would require
collaboration between schools of nursing
and hospitals, the creation of an appropriate
accrediting or certifying body, and 
identification of stable funding sources.

A residency program model is currently
being implemented through a partnership
between the American Association of Colleges
of Nursing (AACN) and the University
HealthSystem Consortium (UHC). Currently a
demonstration project offering standardized
curricula across five UHC-member academic
medical centers, the UHC/AACN one-year 
residency program is for baccalaureate degree
nurses. In addition to developing clinical
judgment and leadership skills for new nurses
at the point of care, the goal of the residency
program is to strengthen the trainee’s 
commitment to practice in the inpatient 
setting by making that first critical year a
positive working and learning experience.

The residency program also includes an 
outcomes measurement component so that
its impact on the care provided by first-year
nurses can be measured.

Upon successful completion of the
UHC/AACN residency demonstration project,
the program is to be offered to all UHC
member organizations. This important
demonstration project could serve as the
critical model for more broadly based 
nursing residency programs.

Orientation, In-Service and Continuing
Education
Another fall-out of budget constraints and
the hospital restructuring of the 1990s has
been the reduction of hospital educational
budgets to support orientation for newly
hired nurses, and ongoing in-service training 
and continuing education for nurses.
Considering the pace at which new drugs,
procedures and technologies are being 
introduced, hospitals can ill afford – on a
patient safety basis alone – to underfund
these critical education and training needs.
To help meet those needs, computer-based
training, simulation programs, and distance
learning opportunities provide alternative
means for nurse training that may require
less time and resources than traditional 

There is what has been described as a “continental divide” between nursing 

education and nursing practice.
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classroom-style education. Nurses them-
selves should also be involved in selecting
content priorities for their in-service and
continuing education.

Commensurate Career Paths
Nurses enter the workforce with a variety 
of educational experiences, although these 
different skill and competency levels are not
necessarily recognized – through compensa-
tion and role differentials – in the work setting.
This serves as a disincentive for nurses to
raise their educational levels. The majority of
registered nurses enter the workforce with
an associates’ degree. According to National
Council of State Boards of Nursing data, among
2001 graduates taking the NCLEX-RN© exam
-- the national licensure exam for all entry-
level registered nurses -- 60 percent hold
associates’ degrees, 36 percent have bachelor
degrees, and just over three percent graduated
from a diploma program. Despite a small
enrollment increase in baccalaureate degree
nursing programs -- 3.7 percent in 2001 --
enrollment in all programs is down 17 
percent since 1995.125

With the increase in patient acuity in 
inpatient settings, the National Advisory
Council on Nurse Education and Practice 
has recommended that by 2010, at least 
two-thirds of all registered nurses hold 

baccalaureate or higher degrees.126 However,
the degree to which this dictum becomes
reality will depend substantially on creation
of incentives in the workplace for nurses to
achieve a higher level of education. The 
profession must also be more successful in
attracting younger nurses – who are 
known to be more likely to graduate from 
baccalaureate programs than associate
degree programs.127

Initiatives underway to provide scholarships
and fast-track educational opportunities for
nurses to advance their education can help
nurses to overcome some of the obstacles –
such as time and money – to going back to
school. For instance, the Robert Wood
Johnson Foundation is funding an initiative
led by the District of Columbia Consortium
for Nursing Education and Practice that will
help nurses advance their education through
an accelerated, low-cost program.128

Many nurses have taken advantage of new
opportunities to pursue expanded clinical
competency and responsibility as means to
advance their careers.Advanced practice
nursing roles, such as nurse practitioners and
certified registered nurse anesthetists, have
experienced steady growth in their ranks129  ---
potentially as a result of increased federal
funding. Enrollment in nurse practitioner
programs has risen from fewer than 4,000
students in 1992 to more than 20,000 in 1997.130
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Recommendations for Bolstering the

Nursing Educational Infrastructure:
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• Fund nurse faculty positions and student
scholarships for all levels of nursing 
education. 

• Increase federal funding for nursing 
education through the Nurse Education
Act and Medicare monies appropriated 
for clinical education.

• Provide fast-track, low-cost opportunities
for nurses to achieve higher levels of 
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• Establish standardized post-graduate
nurse residency programs, a nursing
equivalent of the Accreditation Council for
Graduate Medical Education, and funding
to support this training. 

• Emphasize team-training in undergraduate
and post-graduate nurse education 
and training programs. 

• Enhance hospital budgets for nursing 
orientation, in-service and continuing 
education. 

• Create nursing career ladders 
commensurate with educational level,
training, and experience.  
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An Alignment of Incentives
While there is clearly a business case for 
creating a culture of nursing staff retention –
based on lower turnover, lower costs, higher
profitability, better outcomes – there is just
as clear a need for the investment of new
dollars in hospitals to establish a new base 
of response capacity. Once staffed to 
accommodate peak demands – over two
decades ago – hospitals today are regularly
stretched beyond capacity, substantially
increasing the risks to patient safety and
resulting in emergency department 
overcrowding and ambulance diversions.
Further, the potential surge capacity in the
face of mass casualties has virtually 
disappeared. There are other needs –
described throughout this paper – as well,
including investments in in-service educa-
tion, mentoring of new nurses, technology,
and even basic salary and benefit packages.

Despite Congressional efforts to return to
hospitals and other provider organizations
some of the excessive cost savings achieved
through the Balanced Budget Act of 1997,
these are largely too little too late, and none
of this funding has been targeted specifically
to nurse staffing and patient safety issues. A
recent Wall Street analysis,131 which suggests
that hospitals are today achieving quite 
adequate margins, simply overlooks the fact
that many hospitals have established new
steady states where the current levels of
health care errors and adverse events are
viewed as acceptable correlates of the 
delivery of complex services, and all that 
can be achieved with available resources.

Hospitals have few incentives to invest in
nursing staff, and to improve patient safety
and health care quality. They are reimbursed
for the nursing care provided in their 
institutions through patient bed and board
charges. In other words, they are paid the
same whether, for instance, their medical/
surgical nurse-to-patient ratios are one-to-four
or one-to-ten. There are no incentives or
even expectations built into the payment
system — either through public or private
payers — that encourage an optimal number
of nurses or even safe care.

In an effort to provide some incentives for
safe, high-quality care, the Leapfrog Group,
supported by the Business Roundtable and a
small number of other private payers, are
establishing differential reimbursement
schemes based on patient safety and quality
measures. But none of these measures
directly relate to nursing services. Rather,
they focus on the work of the physician,
e.g., required ICU intensivist staffing,
computerized physician order entry.

Hospitals today operate in an environment of
financial constraint, competing demands for
internal investment, and a constant juggling
of priorities. As Robert Steinbrook wrote in
a recent New England Journal of Medicine
article, these tensions “will be difficult, if not
impossible, to resolve, particularly if additional
funds do not become available.”132
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Reimbursement that Rewards
In order for hospitals to be truly able to
invest in nursing and to resolve the problems
that have led to the impending nurse staffing
crisis, new federal monies, specifically targeted
for nursing, need to be made available. In
addition, public and private payers need to
align reimbursement policies with indices 
of adequacy of numbers of nurses and 
the quality of services they provide. If 
reimbursement were tied to the quality of
nursing services and related measures of
patient safety and clinical outcomes, nurses
would, in effect, move from the cost side of
the balance sheet to the asset side. That is,
good nursing care would be recognized 
and rewarded.

There are a number of possible approaches
to revising current reimbursement policy.
Each has its own complexities, strengths and
weaknesses, and political implications. It is
beyond the scope of this paper to analyze or
recommend specific reimbursement options;
however, the following principles should be
used to guide the development of new 
reimbursement policy in this area:

• In order to make a difference, significant
new monies must be devoted to addressing
the nurse workforce issue in hospitals.

• The reimbursement approach must be 
targeted to the recruitment and retention
of nurses and must reward the effective
use of nursing personnel. Failing such 
carefully crafted linkages, the new funds
will not reach their target.

• While this paper addresses nurse staffing in
hospitals, these principles apply to all types
of health care provider organizations.

• The reimbursement approach needs to be
framed in an incentive context that requires
hospitals to meet certain quantifiable and
standardized criteria or specific goals.

• After the first year of distributing the new
monies, hospitals must be able to demon-
strate that these criteria and goals are
being met as a condition of continued 
eligibility for these incentive payments.

• The National Quality Forum should be
asked to identify performance measures
that can be used to assess the effective use
of nursing personnel, including nursing-
sensitive indicators that address both
patient safety and health care quality
issues. These measures should be useful
for determining the continued need for,
and the appropriate distribution of, monies
directed to the nursing shortage problem.

There are no incentives or even expectations built in to the payment system — either through 

public or private payers — that encourage an optimal number of nurses or even safe care
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Recommendations for Establishing Financial

Incentives for Investing in Nursing:

• Make new federal monies available 
for hospitals and other health care 
organizations for investment in nursing 
services. 

• Condition the continued receipt of new
federal monies by hospitals and 
other provider organizations on the 
demonstrated achievement of specified
quantifiable and standardized criteria 
and goals. 

• Base the new reimbursement incentives
on evidence-based, nursing-sensitive 
indicators. 

• Align private payer and federal 
reimbursement incentives to reward
effective nurse staffing. 

Federal Government

Federal Government
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The demographics of the nursing profession
– aging nurses, aging faculty, fewer new
entries – and the demographics of society
writ large – aging baby boomers intent on
living longer with complex medical 
interventions – are on a calamitous course.
Fortunately, it is not too late to change this
course.

Too few nurses to care for critically ill
patients for shorter lengths-of-stay character-
izes the stressful work environment in most
of America’s hospitals. The factors that have
undermined the desirability of nursing as a
career must be eliminated. Workplaces can
be improved through redesigned work 
processes, effective staffing and scheduling,
adoption of information and ergonomic 
technologies, and, most importantly,
workplace cultures that empower, value and
reward nurses.

Nursing schools need an infusion of
resources, both from the public and private
sectors, to create new faculty positions and
develop new faculty. Through academic/
clinical partnerships, a standardized nursing
residency program can appropriately prepare
nurses to provide safe, high quality care in
the complex and challenging environments
of today’s hospitals.

Just as important, staffing goals must 
recognize the realities of today’s care 
environment that, by default, tolerates 
substandard care and an inability to meet
peak demands. This is the clinical outcome
of conscious public policy that has 
progressively ratcheted down the delivery
system’s capabilities. This must change.

Finally, in answer to the nurses intent on
leaving the profession and those unwillingly
to replace them, hospitals must create 
cultures of retention in their workplaces,
and their successes in this regard must be 
documented and rewarded.

All of the recommendations in this paper are achievable.

If they are met, the future outlook for the 

nursing profession and for the provision of safe, 

high quality care in this nation’s 

hospitals will brighten considerably.



Acknowledgements

Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

38

Nurse Staffing Roundtable Participants
Linda Aiken, Ph.D., R.N., F.A.A.N., F.R.C.N.

Director of the Center for Health 

Outcomes & Policy Research

University of Pennsylvania School of Nursing

Philadelphia, PA

Rhonda M.Anderson, R.N., M.P.A., C.N.A.A., F.A.A.N.

Senior Administrator

Desert Samaritan Medical Center

Mesa, AZ

Peter Buerhaus, Ph.D., R.N., F.A.A.N.

Associate Dean for Research

Vanderbilt University School of Nursing

Nashville,TN

Marilyn P. Chow, R.N., DNSc, F.A.A.N.

Vice President of Patient Care Services

Kaiser Permanente

Oakland, CA

Joyce C. Clifford, Ph.D., R.N., F.A.A.N.

Executive Director

The Institute for Nursing Healthcare Leadership

Boston, MA

Brian Colfack

Chief Executive Officer (Former)

Pleasant Valley Hospital

Point Pleasant,WV 

Martin G. Dillard, M.D.

Chief, Division of Nephrology

Howard University Hospital

Washington, DC

Lillee Gelinas, R.N., M.S.N.

Vice President & Chief Nursing Officer

VHA Inc.

Irving,TX

Susan Grant, R.N., M.S.

Chief Nursing Officer/ Associate Administrator –

Patient Care Services

University of Washington Medical Center

Seattle,WA

Katheren Koehn, R.N.

Member, Board of Directors

American Nurses Association

Golden Valley, MN

Norma M. Lang, Ph.D., R.N., F.A.A.N., F.R.C.N.

Margaret Bond Simon Dean and 

Professor of Nursing

University of Pennsylvania School of Nursing

Philadelphia, PA

Margaret L. McClure, Ed.D., R.N., F.A.A.N.

President

American Academy of Nursing

Brooklyn, NY



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

39

Donna Nowakowski, M.S., R.N., CAE

Associate Executive Director of 

Nursing Regulation

National Council of State Boards of Nursing

Chicago, IL

Dennis S. O’Leary, M.D.

President

Joint Commission on Accreditation 

of Healthcare Organizations

Oakbrook Terrace, IL

Kathy Reno, R.N., M.B.A.

Executive Vice President/COO

Northwest Community Healthcare

Arlington Heights, IL

Thomas M. Rozek

President and CEO

Miami Children’s Hospital 

Miami, FL

Keith F. Safian

President and CEO

Phelps Memorial Hospital Center

Sleepy Hollow, NY

Sally Ann Sample, R.N., M.N., F.A.A.N.

Commissioner (formerly)

Joint Commission on Accreditation 

of Healthcare Organizations

Colchester,VT

Kathi Sengin, Ph.D., R.N., CNAA

Vice President of Nursing & Patient Services

Robert Wood Johnson University Hospital

New Brunswick, NJ

Nancy Valentine, R.N.,Ph.D., M.P.H., M.S.N.

Vice President, National Nursing Executive

Medical Strategy & Health Policy

CIGNA Health Care

Hartford, CT

Roy Simpson, R.N., C., C.M.A.C., F.N.A.P., FAAN

Vice President of Nursing Informatics

Cerner Corporation 

Kansas City, MO

Diane Sosne, R.N., M.N.

President

Service Employees international Union,

District 1199 NW 

Seattle,WA

Lorin D.Whittaker, Jr., M.D.

Associate Professor of Surgery

Dept. of Surgery

University of Illinois 

Peoria, IL



End Notes

Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

40

1Centers for Medicare & Medicaid Services, Minimum nurse staffing ratios in nursing homes,April, 2002.
2“Home care nursing shortage must be reversed,” CARING, July 2001: 42-43
3American Hospital Association
4Survey of American Opinion of Nursing, Johnson & Johnson,Vanderbilt University, Penn, Schoen & 
Berland Associates, 2001
5Buerhaus, Peter, Staiger, Douglas,Auerbach, David,“Implications of an aging RN workforce,”
Journal of the American Medical Association, June 14, 2000,283 (22): 2948-2954.
6Ibid
7Ibid
8Ibid
9Needleman, Jack, Buerhaus, Peter I., et al.,“Nurse staffing and patient outcomes in hospitals,” Final Report,U.S. Dept.
of Health and Human Services, Health Resources and Services Administration, February 28, 2001.
10Pronovost, Peter J, Dang, Deborah H., Dorman,Todd et al.,“Intensive care unit nurse staffing and the risk for compli-
cations after abdominal aortic surgery,” Effective Clinical Practice, September/October 2001.
11Dimick, Justin B., Swoboda, Sandra M., Pronovost, Peter J., et al.,“Effect of nurse-to-patient in the intensive 
care unit on pulmonary complications and resource use after hepatectomy,” American Journal of Critical Care,
November, 2001.
12Aiken, L.H.,“Superior outcomes for magnet hospitals:The evidence base,” in M.L. Mcclure and A.S. Hinshaw (Eds.),
Magnet hospitals revisited:Attraction and retention of professional nurses (pp.61-81). Washington DC,American
Nurses Publishing, January 2002.
13First Consulting Group study for the American Hospital Association, January 2002.
14Norrish, Barbara, Rundall,Thomas,“Hospital restructuring and the work of registered nurses,”
The Milbank Quarterly, 79-1, 2001: 55-79.
15McClure, M.L., Poulin, M.A., Sovie, M.D.,Wandelt, M.A., Magnet hospitals: Attraction and retention of professional
nurses. Kansas City, Mo.:American Nurses’ Publishing, 1983.
16Norrish & Rundall
17Ibid
18Ibid
19Aiken, L.A., Clarke, S.P., Sloan, D.M., et al,“Nurses’ reports of hospital quality of care and working conditions 
in five countries,” Health Affairs, 20 (3): 43-53, 2001.
20GAO report,“ Nursing workforce: Emerging nurse shortages due to multiple factors,” July 2001.
21Kaldenberg, Dennis O., Regrut, Beth,“Do satisfied patients depend on satisfied employees?”
The Satisfaction Report, Press Ganey: (3) 
22Kosel, Keith C., Olivo,Tom,“The business case for workforce stability,” Voluntary Hospitals of America,April 2002.
23Ibid
24Ibid
25Ibid
26Ibid
27Ibid
28Aiken, Clark, Sloan, et al 
29Ibid.
30Peter D. Hart Research Associates study for The Federation of Nurses and Health Professionals,“The nurse shortage:
Perspectives from current direct care nurses and former direct care nurses,”April 2001: 20.
31Ibid, 23
32Aiken, Clarke, Sloan, et al 
33Ibid
34Ibid
35PriceWaterhouseCoopers for the AHA,“Patients or paperwork?” May 2001.



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

41

36American Nurses Association, Health and Safety Survey, September 2001
37Ibid
38Ibid
39Chen, Kathy,“Nursing-home industry to get 1st of voluntary ergonomics rules,” Wall Street Journal,April 19, 2002
40Ibid
41Rosenstein,Alan H.,“Nurse-physician relationships: Impact on nurse satisfaction and retention,” American Journal
of Nursing, 102(6) June 2002
42Ibid
43Ibid
44Ibid
45Greene, Jan,“No abuse zone,” Hospitals & Health Networks, March 2002
46Ibid
47Ibid.
48Needleman, Buerhaus, et al
49Pronovost, Dang, Dorman, et al 
50Dimick, Swoboda, Pronovost, et al 
51Ibid
52Aiken, L. H., research presentation, February 6, 2002
53Aiken,Clarke, Sloan, et al 
54Ibid
55Clarke, S.P., Sloane, D.M., & Aiken, L.H.,“The effects of hospital staffing and organizational climate on needlestick
injuries to nurses,” American Journal of Public Health, 92(7): 1115-1119, 2001
56Joint Commission on Accreditation of Healthcare Organizations, 2002 Hospital accreditation standards: 321-325
57Ibid
58White, Ronald D.,“Hospitals seek cures for nurses shortage,” Los Angeles Times,April 21, 2002: C1
59Joint Commission roundtable discussion, November 2, 2001
60White, Ronald D.,“Hospitals seek cures for nurses shortage,” Los Angeles Times,April 21, 2002: C1
61Ibid
62SEIU Nurse Alliance study,“A shortage of care,” May, 2001:18
63Weller, Sheila,“Where have all the nurses gone?” SELF, November, 2001: 181-195
64Steinbrook, Robert,“Nursing in the crossfire,” New England Journal of Medicine, May 30, 2002:1757-1766
65“State enacts nation’s broadest ban on forced overtime in health care settings,” BNA’s Health Policy Report,
January 7, 2002
66Steinbrook, 1764
67Ibid
68First Consulting Group study for the American Hospital Association, January 2002
69“Human capital: Strategies for solving workforce shortages,” HealthLeaders Roundtable, February 2002: RT6
70Ibid, RT7
71Rojas-Burke, Joe,“Answering the call for nurses,” The Oregonian, January 7, 2002
72First Consulting Group study for the American Hospital Association, January 2002
73Ibid
74Berens, Michael,“Nursing mistakes kill, injure thousands,: Chicago Tribune, September 10, 2000
75Associated Press,“Senate addresses nursing shortage,” New York Times, July 23, 2002
76Bernstein, Sharon,“Davis reveals plan to limit hospital nurse to 5 patients,” Los Angeles Times, January 23, 2002: B1
77Ibid
78Ibid
79Costello, Mary Ann,“California seen as nurse-patient ratio testing ground,” AHA News, January 28, 2002
80Abelson, Reed,“With nurses in short supply, patient load becomes a big issue,” New York Times, May 6, 2002



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

42

81Ibid
82Perera,Andrea and Morain, Dan,“Davis pledges $60 million to train nurses,” Los Angeles Times, January 24, 2002
83Costello, Mary Ann,“California seen as nurse-patient ratio testing ground,” AHA News, January 28, 2002
84The Institute for Nursing Healthcare Leadership,“Work force challenges in the 21st century: Implications for health-
care and nursing,”April 2001:13.
85Morrissey, John,“Revising role of pharmacists, nurses,” Modern Healthcare, May 28, 2001
86Ibid
87Tieman, Jeff,“Drug delivery fraught with risks,” Modern Healthcare, May 28, 2001: 27
88McClure, M.L., Poulin, M.A., Sovie, M.D.,Wandelt, M.A., Magnet Hospitals:Attraction and Retention of 
Professional Nurses. Kansas City, Mo.:American Nurses’ Publishing, 1983.
89Aiken, Linda,“Superior Outcomes for Magnet Hospitals:The Evidence Base,” January 2002.
90Ibid.
91Ibid
92American Nurses Credentialing Center, Magnet Nursing Services Recognition Program for Excellence in 
Nursing Services: Health Care Organization Instructions and Application Process Manual 2000-2001: 39-43.
93Aiken, Linda,“Superior outcomes for magnet hospitals:The evidence base,” in M.L. Mcclure and A.S. Hinshaw (Eds.),
Magnet hospitals revisited:Attraction and retention of professional nurses (pp.61-81). Washington DC,American
Nurses Publishing, January 2002.
94Ibid
95Ibid
96Ibid
97Ibid
98Ibid
99Ibid
100Ibid
101Joseph,Anil and Melick, Jordan,“Health care special report: Health care staffing shortage,” Fitch IBCA,
Duff & Phelps, New York, June 27, 2001: 2.
102Ibid.
103Staiger, Douglas,Auerbach, David, Beurhaus, Peter,“Expanding career opportunities for women and 
the declining interest of nursing as a career,” Nursing Economics, September –October, 2000: 230-236
104Ibid 
105Ibid
106Ibid
107Ibid
108Berline, L.E., Bednash, G.D., Stennet,“2000-2001 enrollment and graduations in baccalaureate and graduate pro-
grams in nursing,”American Association of Colleges of Nursing: 2001
109American Association of Colleges of Nursing, Nursing shortage fact sheet, viewed June 17, 2002 at
www.aacn.nche.edu
110Department of Health and Human Services, Bureau of Health Professions,“The registered nurse population:
National sample survey of registered nurses,” March 2000: 4
111Institute of Medicine,“Unequal treatment: confronting racial and ethnic disparities in health care,” National
Academies Press, March 2002
112Ibid
113Ibid
114Lovern, Ed,“Rx for nurses,” Modern Healthcare, January 7, 2002:10.
115Simmons, Kelly,“Wanted: Nurse teachers,“The Atlanta Journal-Constitution,” February 5, 2002.
116Ibid.
117American Association of Colleges of Nursing, Report on faculty shortages



Health Care at the Crossroads: Strategies for Addressing the Evolving Nursing Crisis

43

118Ibid
119Centers for Medicare & Medicaid Services, Health care industry market update:Acute care hospitals,
April 29, 2002
120AHA News Now, March 1, 2002
121Berens, Michael J.,“Training often takes a back seat,” Chicago Tribune, September 11, 2000
122Ibid.
123Ibid
124National Council of State Boards of Nursing,“2001 employers survey,” NCSBN Research Briefs,Volume 3, 2002
125American Academy of Colleges of Nursing, Nursing shortage fact sheet
126American Academy of Colleges of Nursing, Strategies to reverse the new nursing shortage
127Auerbach, David I., Buerhaus, Peter I., Staiger, Douglas O.,“Associate degree graduates and the rapidly aging RN
workforce,” Nursing Economics, July-August 2000
128AHA News Now, February 26, 2002
129The Institute for Nursing Healthcare Leadership,“Work force challenges in the 21st century: Implications for health-
care and nursing,”April 2001: 15
130Ibid
131CMS,April 29, 2002
132Steinbrook, 1765



For more information on 

the Joint Commission on Accreditation 

of Healthcare Organizations 

visit us at www.jcaho.org, 

or call 630-792-5800.



Joint Commission
on Accreditation of Healthcare Organizations


