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Figure 1
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SENATE BILL 1973 (Maddy)
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Chapter 735, Statutes of 1998

SUMMARY
In addition to extending the sunset date for the Health Facility Data Program to June 30, 2004, this legislation authorizes the Office of Statewide Health Planning and Development (Office) to:

· Accelerate the collection and public disclosure of hospital inpatient data.

This law reduces the lag time between a patient discharge and the availability of that discharge data by a minimum of nine months: patient discharge reports made available to the public would relate to discharges which occurred four to nine months earlier.

· As of 1/1/2000 all hospitals will be required to semi-annually submit patient discharge data on tape or diskette within 90 days of the end of a reporting period.  OSHPD will have 15 days to accept or reject the data as reported and will have an additional 15 days to make the data available to the public.

· As of 1/1/2001 hospitals will be required to transmit patient level data to OSHPD electronically.

· OSHPD will develop tools to assist facilities in editing data prior to submission.

· Collect standardized patient-level information from hospital emergency departments and from hospital-based and licensed, freestanding ambulatory surgery clinics effective January 1, 2002.

· Review existing financial and utilization databases to evaluate the potential for combining, streamlining, or eliminating reporting requirements.

· Add or delete, with the advice of the Commission, patient-level data elements through the regulatory process.  The number of new, non-standard reporting elements over a five-year period would be capped at a maximum of 15.

· Develop and submit to the legislature, prior to June 30, 2001, a plan to achieve the goal of electronic data interchange between and among health care facilities, health plans, providers and other state agencies in California.
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Standard
IECXICE A management plan addresses emergency preparedness.

Intent of EC.16
The emergency preparedness management plan describes how the organization will establish and main-
tain a program to ensure effective response to disasters* or emergencies affecting the environment of
care. The plan provides processes for
implementing specific procedures in response to a variety of disasters;
defining and, when appropriate, integrating the organization’s role with communitywide emergency
preparedness efforts;
notifying external authorities of emergencies;
notifying personnel when emergency response measures are initiated;
assigning available personnel in emergencies to cover all necessary staff positions;
managing space, supplies, and security;
evacuating the facility when the environment cannot support adequate patient care and treatment;
. establishing an alternative care site when the environment cannot support adequate patient care; and
managing patients during emergencies, including scheduling, modification, or discontinuation of ser-
vices, control of patient information, and patient transportation.
The plan identifies
j. analternative source of essential utilities;
k. abackup communication system in the event of failure during disasters and emergencies;
. facilities for radioactive or chemical isolation and decontamination;
m. alternate roles and responsibilities of personne! during emergencies; and
The plan establishes
n. an orientation and education program for personnel who parncxpate inimplementing the emergency

preparedness plan. Education addresses

1. specific roles and responsibilities during emergencies,

2. the information and skills required to perform duties during emergencies,

3. the backup communication system used during disasters and emergencies, and

4. how supplies and equipment are obtained during disasters or emergencies;
. performance standards that address one or more of the following:
Emergency preparedness knowledge and skills for staff;
The level of staff participation in emergency preparedness management,

itori d mcnnrhnn :wh\nho:
Emergency and mcxdent reporting procedures that specify when and to whom reports are
communicated;
. Inspection, preventive
Use of space; -
Replenishment of supplies; or
Management of staff.
The emergency preparedness management plan includes how it will be evaluated annually in terms

of its objectives, scope, | and effectiveness.
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Examples of Evidence of Performance for EC.1.6
m Staffinterviews m Performance standards for the issue(s)
m Management plans for the issue(s) addressed addressed in the standard
in the standard » Emergency procedures for the issue(s)
addressed in the standard

EC-12 Effective 17137




ASSEMBLY BILL 2103 (GALLEGOS)
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Chapter 995, Statues of 1998

SUMMARY
This legislation requires general acute care facilities (hospital) to notify the State Department of Health Services (DHS) prior to closing or downgrading emergency services.  It also requires community impact evaluation of any such pending change.

This law:

· Requires any hospital that provides emergency medical services to notify DHS, local county government and contracting health service plans or providers as soon as possible, but no late than 90 days prior to a planned reduction or elimination of emergency medical services.  Requires timely public notice.

· Specifies that a hospital is not subject to the requirements above if DHS does either of the following:

· Determines that the use of resources to keep the emergency center open substantially threatens the stability of the hospital as a whole.

· Cites the emergency center for unsafe staffing practices.

· Requires DHS, by June 30, 1999, and the Emergency Medical Services Authority, in consultation with hospitals and other health care providers and local emergency medical services agencies, to designate signage requirements for a health facility holding a special permit for a standby emergency medical service located in an urban area.  Specifies the signage shall not include the word “emergency” and shall reflect the type of emergency services provided by the facility, and be easily understood by the average person.

· Requires DHS to use an impact evaluation of the county to determine the impact of a pending emergency services closure or downgrade upon the host community.  Directs the host county to ensure completion of the impact evaluation, and permits the local emergency medical services agency to perform the evaluation.

· Requires a public hearing on the proposed change within 60 days.  Requires the emergency Medical Services authority to develop guidelines for the development of impact evaluation policies.  Requires each county or its designated local medical service agency, by 

June 30, 1999, to provide criteria for such an evaluation.

· Directs health care service plans with enrollees served by providers within the downgrading hospital to notify affected enrollees.  Plans may require contracting medical groups to provide such notice.



MODEL AMBULANCE DIVERSION PROGRAM
(Adopted by the Emergency Medical Services Administrators Association of California, 1998)

Purpose: 

The purpose of an EMS System’s ambulance diversion program is to provide a mechanism for hospitals to request a temporary discontinuance of ambulances arriving at their emergency department.  

Background:

Local EMS Agencies develop intricate ambulance destination polices based upon a number of patient care considerations including but not limited to: system response time, continuity of care, appropriate medical responses, and geographic proximity.  Almost exclusively, EMS ambulances deliver patients to hospital emergency departments.  

(This model policy does not include a discussion of non-emergency ambulance transportation nor interfacility ambulance transportation.)

Ambulance diversion programs are designed to assist local EMS systems to manage their available hospital resources so that the patients can be received at the hospital best suited to care for them.   When hospitals experience brief periods of excess demand upon fixed resources, ambulance diversion may be a reasonable option if neighboring hospitals are adequately prepared and in close geographic proximity. 

When a local EMS system’s network of hospitals is experiencing demand that exceed capacity at multiple hospitals and all hospitals are impacted, ambulance diversion no longer serves the patient.

In some regions where the rerouting of ambulances would greatly prolong transport times, ambulance diversion is not beneficial because it impact the ability of the system to respond to additional emergencies.

Principles:

Ambulance diversion programs must be tailored to meet local needs and other available resources.   

Ambulance diversion should exist as part of an EMS Systems’ day to day management of resources.  In situations where extreme demands are placed on the network of resources e.g. flu season or other disaster scenarios, ambulance diversion from the most appropriate hospital should not be permitted.

Diversion of ambulance patients from a hospital does not change the hospital’s obligation to continue receiving all walk ins (may be up to 85% of business).

Excessive diversion requests from hospital(s) result from a number of underlying causes; local diversion programs must address these underlying causes.

EMS Systems managers should work with local public health officials in promoting prevention and interventions to reduce disease and injury, e.g. flu shot campaigns, disaster preparedness.


Public information campaigns regarding proper use of ambulance and emergency department services should be on going and reinforced during peak demand periods (e.g. flu season).

LEMSA should facilitate the design, development, implementation and evaluation of diversion programs with participation from hospitals, ambulance providers, and the Department of Health Services. 

Excessive demand on emergency resources can quickly escalate; emergency preparedness plans should address action to be taken when diversion is no longer an option.

Components of a Diversion Program:

Representatives from each of the key EMS System components in each local EMS System must collaborate to develop their local diversion program.  

The roles and responsibilities for each of the participants is listed below:

LEMSA

· Facilitate meetings to develop local diversion policy and procedures with representatives from all EMS service providers including but not limited to: first responders, ambulance providers, dispatch centers, receiving hospitals, physicians and urgent care centers.

· Facilitate joint meetings of the LEMSA, hospital council and regional DHS office staff to coordinate activities and review action plans and reports for their respective agencies. 

· Define prehospital clinical triage criteria, transport and response time parameters. 

· Develop monitoring mechanism, criteria for authorizing and denying diversion requests, data elements, reporting requirements and quality improvement plan.

· Develop alternative destination criteria and procedures.

Hospital (facilitated by California Healthcare Association Area Coordinators)

· Define Internal Criteria for Ambulance Diversions:

· Emergency department capacity (service demands/resources)

· Inpatient bed capacity

· Physical Plant

· Loss of vital services

· Other special circumstances

· Develop internal program for avoiding the need to request ambulance diversion, and rapidly coming off diversion as part of their emergency preparedness plan; submit to the LEMSA for review and approval.

· Participate in projects that develop standardized triage and acuity systems and benchmarks for measuring capacity.

Ambulance Providers/Communication Centers

· Develop procedures and communications plan.

· Develop dispatch procedures


Physicians

· Assist in the development of sound clinical parameters for triaging patients in the field, emergency departments and within critical care units in hospitals.

· Collaborate with hospital executives and staff to develop policy and procedures to assist in decompressing units at times of saturation and other disaster scenarios.

Urgent Care Centers

· Assist in development and dissemination of public education materials for appropriate utilization of emergency medical services and prevention campaigns.

· Develop action plans to extend hours of operation to assist in offloading non-emergent cases when emergency services are overwhelmed.

Department of Health Services and Hospital Council 

· Review policy and regulatory requirements for hospitals.

· Collect ED utilization data and develop capacity benchmarks.

· Support efforts to resolve the nursing shortage.

· Develop public education program about ED utilization, especially during peak periods.



 TITLE 22 CALIFORNIA CODE OF REGULATIONS §70741


§70741. Disaster and Mass Casualty Program.


(a) A written disaster and mass casualty program shall be developed and maintained in consultation with representatives of the medical staff, nursing staff, administration and fire and safety experts. The program shall be in conformity with the California Emergency Plan of October 10, 1972 developed by the State Office of Emergency Services and the California Emergency Medical Mutual Aid Plan of March 1974 developed by the Office of Emergency Services, Department of Health. The program shall be approved by the medical staff and administration. A copy of the program shall be available on the premises for review by the Department. 


(b) The program shall cover disasters occurring in the community and widespread disasters. It shall provide for at least the following: 


(1) Availability of adequate basic utilities and supplies, including gas, water, food and essential medical and supportive materials. 


(2) An efficient system of notifying and assigning personnel. 


(3) Unified medical command. 


(4) Conversion of all usable space into clearly defined areas for efficient triage, for patient observation and for immediate care. 


(5) Prompt transfer of casualties, when necessary and after preliminary medical or surgical services have been rendered, to the facility most appropriate for administering definite care. 


(6) A special disaster medical record, such as an appropriately designed tag, that accompanies the casualty as he is moved. 


(7) Procedures for the prompt discharge or transfer of patients already in the hospital at the time of the disaster who can be moved without jeopardy. 


(8) Maintaining security in order to keep relatives and curious persons out of the triage area. 


(9) Establishment of a public information center and assignment of public relations liaison duties to a qualified individual. Advance arrangements with communications media will be made to provide organized dissemination of information. 


(c) The program shall be brought up-to-date, at least annually, and all personnel shall be instructed in its requirements. There shall be evidence in the personnel files, e.g., orientation checklist or elsewhere, indicating that all new employees have been oriented to the program and procedures within a reasonable time after commencement of their employment. 


(d) The disaster plan shall be rehearsed at least twice a year. There shall be a written report and evaluation of all drills. The actual evacuation of patients to safe areas during the drill is optional.





July 20, 1998

To:
Dorel Harms


California Healthcare Association


Jeff Rubin


Emergency Medical Services Authority

From:
Judith A. Scott, RN


San Joaquin Emergency Medical Services

Subj:
Task Force Issues

Due to serious hospital overcrowding and Emergency Department diversions during the months of December 1997 and January 1998, the state assembled a task force to study the causes and the issues contributing to the problem.  Several issues were identified for further and deeper scrutiny.  One such item is the Emergency Preparedness (Disaster) Plan, a required document in all facilities.

I have reviewed nine (9) Emergency Preparedness Plans. While this is a small number in comparison to the number of hospitals in the State of California, it does give a sample of plans in use at this time.  The purpose of my review is to ascertain whether hospital plans address partial activation for reasons other than an identified “disaster” and to look for documentation for activation due to loss of staffing due to illness.

I was also interested in the number of hospitals that have adopted the Incident Command System under the Hospital Emergency Incident Command System (HEICS) guidelines.  HEICS are recommended guidelines for putting incident command into the hospital setting.  These guidelines were developed under a grant from the Emergency Medical Services Authority.  I was interested in HEICS because these guidelines are a mechanism for partial activation.  The Incident Command System teaches you to use only the positions that are needed to work the current situation.



I.  DEMOGRAPHICS


1.  Location:
Northern California


2

Central California


5

Southern California


2

Urban




7

Rural




2

OES Regions:

OES Region I



2

OES Region II



1

OES Region III


2

OES Region IV


3

OES Region V


1

OES Region VI


0

2.  Hospital Size (Bed Capacity):
1 - 99




2

99-  349



4

350 +




3

3.  Ownership:

Private




5

Public 




4


District - 2


County - 1


University - 1



II.  ISSUES:


1 Use of the Incident Command System (ICS)/Hospital Emergency Incident Command System (HEICS) according to the written plan:

ICS


HEICS

Yes - 9


Yes - 9

Discussion:

Since the Hospital Emergency Incident Command System (HEICS) is an available tool already in existence, I first documented the number of hospitals claiming to use HEICS and/or the Incident Command System.  All nine (9) hospitals stated they were using the HEICS guidelines.  It is obvious that some hospitals, while claiming to use HEICS, do not understand the makeup and the workings of this management process.  Two hospitals did not have the five functions that comprise Incident Command System management.

A very important goal of the HEICS authors was standardization. Some of the hospitals had a partial adaptation of the codes and titles but it was difficult to find the tie to HEICS in four cases.

2.  Use of standard HEICS Job Titles:

Yes - 4

Discussion:

When the HEICS guidelines were developed, users were asked not to change the job titles and mission statements.  

3.  Use of standard HEICS Overhead Paging Codes:
Yes - 2

Discussion:

Hospitals were encouraged to adopt a set of standard overhead paging codes. 

4.  Use of Partial Activation written into the plan:

Yes - 4  “Note:  All positions are not always filled”

Yes - 2   Referred to number of patients to level of activation

Yes -1 “Any disaster that brings a significant number of patients to the emergency Department or seriously disrupts the quality services …. provides to its patient, staff and community.”

“The ECC may be activated at an appropriate staff level without activating a portion of the disaster plan as a precautionary action based on known or suspected events.”

No  - 2


Discussion:

Management under the Incident Command System says to use only the positions needed for the particular incident.  Four plans stated this but an explanation and/or examples would emphasize this point.  No one addressed a medical crisis.  The wording leaves the impression that Emergency Preparedness Plans are implemented for the influx of trauma patients.

5.  Loss of Staffing addressed in the Emergency Preparedness Plan:
Yes - 2

Discussion:

Only two (2) hospitals had references to loss of staffing included in their hospital policy.  Both of these addressed strike conditions.

“includes the threat of a walk-out of a substantial number of employees”

“Work Stoppage Contingency Plan”

This item should be an inclusion to all Emergency Plans under the listing of “Loss of Vital Services.

III.  RECOMENDATIONS:
1.  Use of Incident Command System (HEICS) in all hospitals

The tool necessary for partial activation is available.   At the same time it also leaves many questions:

· This recommendation includes guidelines on what is an appropriate adaptation.  HEICS gives the hospital community standardization amongst each other. Yes, it means change, but it is a good change. 

· Use the guidelines as they are written.   Adopt the standard organizational chart, the job titles, mission statements, vest color coding, overhead paging codes and forms

· Remember these are guidelines.  HEICS gives a format to follow.  HEICS needs inclusion in the narrative portion of your plan. 

· How many hospitals really understand the concept of Incident Command

· How many hospitals think of partial activation in situations such as the overcrowding that recently occurred

2.  Training

As in most cases, two items always surface in critiques/reviews - training and communication.  Training is the missing component in many cases.  If hospitals used a more global approach to their emergency plan, they could utilize it as a resource for cases other than that single big event. The hospital population needs better exposure to ICS.  Putting an Incident Commander in charge does not mean Incident Command System.

· How many hospitals have trained their staff in ICS concepts

· How many hospitals have exercised to train employees in partial activation drill

· How many hospitals have exercised with situations other than the “sudden big event” immediately impacting the hospital

3.  Inadequate Staffing Policy

While the two hospitals addressing loss of staffing referenced strike or walk-out conditions only, these same concepts could be used for excessive illness situations. I would use the term “Inadequate Staffing” rather than “Loss of Staffing.” The “Work Stoppage Contingency Plan” had excellent information and ideas.  It provided a good basis for all situations.

· Hospital Administration is ultimately responsible for all decision related to operations (Open an Emergency Operation Center)

· Decide which areas may temporarily be shut down to free other staff

· Maintain a Labor Pool - Use the Labor Pool Unit Leader Position

· Work closely with the In-Patient Areas Supervisor for bed control

· Reduce patient census

· Cancel scheduled admissions

· Cancel elective procedures

· Cancel out-patient appointments on a selective basis

· Transfer of patients unless this is a county wide problem

· Look at scheduled vacations

· Have a realistic list of all staffing positions for call back and temporary work detail

· Consider staffing the Dependent Care Unit Leader position for personnel with child/adult care issues 

4.  In cases of county wide impact, do public education via the newspaper, television and radio

Copy:  Elaine Hatch


INDIVIDUAL HOSPITAL RESPONSE STRATEGIES FOR SATURATION

Hospital saturation* response strategies was created by the Dept of Health Services, Licensing and Certification Program (DHS, L&C) and the Emergency Medical Services Authority (EMSA) to assist both Local Emergency Medical Services Agencies (LEMSA) and general acute care hospitals develop diversion policies and procedures. This document should be used in conjunction with the EMS Model Ambulance Diversion Program guidelines when developing diversion procedures. 

It is not intended to be all inclusive as hospitals or LEMSAs may have developed their own guidelines that are just as effective, however, the concepts or strategies contained in the document should be used as a basis for all hospital saturation plan development.

Stage I, Strategies

Pre-event
Plans for ED/Critical Care saturation, hospital saturation and disaster condition resolution developed in coordination with local EMS agency and other area hospitals.

· Identify available resources; medical material, equipment and staff.

· Distribute planning information

· Conduct hospital wide training

· Conduct scenario based practice exercises

Stage  II**, Strategies

Event
ED/Critical Care – saturation/diversion

· Increase staffing, open any unstaffed critical care beds

· Eliminate elective surgeries and diagnostic procedures

· Transfer critical care patients to step-down or other beds as appropriate

· Request ambulance diversion from LEMSA 

· Set up clinics for non emergency cases

· Media release discouraging non-emergency visits

· Relaxation of staff: patient ratio (Requires verbal approval by DHS L&C)

· Activate emergency preparedness plan using hospital ICS (HEICS)

· Evaluate inventory of equipment and supplies

Stage III, Strategies

Event
Hospital – saturation/diversion

· Increase staffing, open any unstaffed Medical/Surgical beds

· Eliminate elective surgeries and diagnostic procedures

· Early transfer of patients to Extended Care Facilities or to home as appropriate

· Temporary increase bed capacity of Hospital (Requires verbal DHS L&C approval)

· Request ambulance diversion from LEMSA

· Activate emergency preparedness plan using hospital ICS (HEICS)

· Evaluate inventory of equipment and supplies

Stage IV, Strategies

Event
Disaster Condition

· Activate emergency preparedness plan

· Local proclamation of disaster

· State proclamation of disaster

· Federal declaration of disaster

*Saturation is a collective term meaning when all stations or beds are filled to capacity and/or traditional staffing to patient ratios are at maximum under the hospitals written staffing plan.

**Stage II, III or IV saturation may occur separately, in any order or combination, or all at once.

Strategies should be considered in descending order prior to requesting diversion. 



California Strategic Planning Committee for Nursing


Phase IIA Fact Sheet

(March 2, 1998)

DEMAND

•Nationally, California ranks the lowest out of the 50 states in the proportion of RNs per 100,000 population, from a high of 1,710 per 100,000 in the District of Columbia to a low of 566 per 100,000 in California. And, it will only continue to decrease as the state population increases by 21% from the 1997 to the year 2010.

•Between 1995 and 1998 there will be major shifts in the locations of employment sectors and anticipated growth for the need for nurses in clinics, home care, and medical centers.

•Increases in employment are anticipated for LVNs, RN staff nurses, and advanced practice roles.

•Hospitals have an increased need for intensive care and critical care nurses prepared at the baccalaureate level to manage complex patient care and to supervise unlicensed assistive personnel.

•Public Health and home care agencies need nurses prepared at the baccalaureate level to manage health care needs and provide health promotion services for people in their homes, clinics, schools, and work places.

•The health care system across all settings needs additional advanced practice nurses including nurse practitioners, nurse anesthetists, nurse midwives, and nurse case managers.

•Employers of LVNs project a need to increase by eight percent, LVN, FTEs this year.

SUPPLY

On the national level:

•According to the American Association of Colleges of Nursing's report of 1997-98: enrollments of first time basic nursing students in baccalaureate programs decreased by 6.6% regardless of region or type of institution. What's more, RN baccalaureate completion programs showed a minimal increase last year compared to 1996 (-.2%). This means that California cannot rely on other states to continue to produce nurses for us. Yet:

•At this time, approximately half of California's nurses were educated in other states or countries.


On the state level:

•In California, there are 76 licensed vocational nurse programs, 71 associate degree programs, 22 baccalaureate and higher degree programs, and seven entry level master's programs. The University of California system has only two schools of nursing, both of which focus on master's and doctoral levels.

•Eighty percent of the nurses educated in California are initially prepared at the associate degree level. California needs nurses prepared at all levels, but as stated earlier, it needs to increase the number prepared at the baccalaureate level to meet today's and tomorrow's health care needs.

•The current nursing work force does not reflect the ethnic/racial population representation in California. Graduations have not been reflective of the diversity; however, new enrollments are closer to the ethnic/racial representation.

•The work force is aging. Half the RNs in California are over 45 years of age and 30% are over 50.

•The LVN programs intend to increase their enrollments by 13% by 1999.

•Among ADN programs responding, the intention is to maintain enrollments at current levels for the next two years.

•Among baccalaureate and higher degree programs, plans are to increase RN completion programs from 399 graduates in 1997 to 745 in 1999. Projected increases fall extremely short of the projected numbers needed at the BSN level.

•Generic (entry level) baccalaureate programs intend a slight increase from 1,052 graduates in 1997 to 1,198 graduates in 1999.

•The majority of nursing school graduates are from associate degree programs and yet, employers indicate a need for more baccalaureate prepared nurses; however, baccalaureate programs predict a decrease in enrollments; although there is an intention to increase post licensure programs.

•Generic (entry level) master's programs expect to increase graduates from 45 in 1997 to 135 in 1999.

Summary:

•Short term supply of nurses was adequate over the last year or two.

•There are already shortages in some regions for critical care nurses and nurses in a variety of settings who possess the skills obtained through baccalaureate education.

•These shortages will increase unless the pipeline for nursing education is widened in California.


•We must act now to remedy the situation and provide an adequate supply of well-qualified California nurses.

Recommendations:

Develop a strategic master plan for nursing education in California to:

•provide adequate resources for CSU and UC systems to increase enrollments and facilitate timely graduations.

•improve access to all baccalaureate and higher degree programs (public and private) for diploma and associate degree graduates by removing barriers for entry into the programs, increasing articulation agreements, and providing increased traineeships and scholarships.

•integrate the CSPCN forecasting model into a state agency so that the workforce supply and demand data will always be available for planning.
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Background Paper for Senate Business and Professions Committee

Informational Hearing on Nursing: Shortages and Practice Issues

March 2, 1998

California is beset by a shortage of nurses, and the shortage has serious implications for patient care. The Senate Committee on Business and Professions, chaired by Senator Richard Polanco, has convened a hearing for March 2, 1998, to explore the demographics of the nurse workforce, dimensions of the nursing shortage, the scope of contemporary nursing practice, nurse education programs, as well as planning and funding to sustain the nurse workforce of the future.


Dimensions of the Nurse Shortage

Statewide media has brought the nursing shortage to the public's attention, citing reports from health departments, statewide health care associations, various hospitals, health plans and all nurse associations. The nursing shortage has caused significant concern among health care professionals -- the recent flu season underscored the problems when emergency rooms closed their doors and hospitals in almost every region of the state ran out of licensed beds for seriously ill patients. It is important to note that the current crisis is not related to a shortage of beds, but to a shortage of nurses. Understaffed hospitals threaten both the quality of health care for patients and the working conditions for nurses. If this shortage of nurses is not addressed, California will continue to face an ongoing crisis in health care delivery.

Experts Cite Several Causes for the Nurse Shortage

Experts point to several causes for California's current nursing shortage. In a recent Nurseweek article, Katie Bray, nurse recruitment manager for Kaiser Permanente in Northern California, discussed several factors, including hospitals' downsizing policies, not offering new nursing graduates jobs, and an increased demand for health care as the improving economy provides more workers with health insurance. Bray said "The recruitment infrastructure was demolished during the downsizing." The California Nurses Association and other nurse organizations have been quoted extensively regarding the shortage and related issues such as the economics of managed care, increased utilization of nurses in public health settings due to the changes in the health care delivery system, the aging of the nursing population, and the retrenchment of public support for the education of professional, licensed nurses.

Newspaper stories from around the state in the past two months quoted nurses who were alarmed to find themselves stretched ever thinner in hospitals. During a shortage, these licensed nurses are stressed by the increased demand to work longer hours and to care for sicker patients. The nurse organizations perceive the shortage as the predictable result of years of downsizing by hospital management and the replacement of licensed nurses with unlicensed assistive personnel or UAPs.

Implications of the Nurse Shortage

Given the projection of increases in the need for RNs and the current shortage, what factors are important to consider? First, many hospitals are now paying the price for aggressive costcutting practices during the advent of managed care over the last decade. California leads in the recent accession of managed care, the growth of HMOs, and the "restructuring" of hospital care delivery -- and the growing pains in the California health care market seem to be commensurate. These growing pains are compounded by the strenuous activity over recent years of mergers of health systems and hospitals in both the private and public sector.


According to the California Nurses Association (CNA), these changes are undermining the quality and safety of patients care and of the nursing profession. Many hospitals rushed to downsize as a response to unmanaged competition. In addition, there are widespread allegations that many hospitals have been replacing licensed nurses, especially RNs, with unlicensed assistive personnel (UAPs)to provide direct patient care as a cost-saving device. The CSPCN report noted a loss of 4000 full-time RN positions from the staff of hospitals during the years 1995-98. CNA argues that these changes have led to a diminution of both the skills and the professional stature of the nursing profession.

Aging of the Nurse Workforce

Another cause for concern, and attention from policy makers, is the aging of the nurse workforce. Last year, the CSPCN report put the average age of California nurses at 46.5 years with 30 percent of full-time RNs over the age of 50. Many of these older nurses are retiring or looking for work elsewhere, especially as the shortage takes its toll on working conditions in the profession. The aging of the nursing population, and the impending retirement of large numbers of the current nurse workforce, exacerbates the shortage problem and underscores the need for increased state support for education and training for new nurses.

The entry-level population of nurses is also increasingly older, according to Jane Norbeck, Dean of the UC San Francisco School of Nursing. And according to Patricia Prescott, workforce consultant to the Robert Wood Johnson Foundation's Colleagues in Caring Project, nurses are beginning shorter careers: "You're looking at a 20 year career not a 40 year career. This will reduce the number of nurses in the work force just when baby boomers hit their decades of peak health care need," she says.

Nursing Shortage Linked to Broader Changes in Health Care

A third cause for concern and attention from policy makers is the monumental change in medical care delivery systems in the United States over the last fifteen years, particularly the increased emphasis on cost reduction and shorter hospital stays, resulting in a widespread perception that patients are being released "quicker and sicker." The move toward cost reduction has caused an increase in medical care being delivered in the community, resulting in the growth of home health care facilities, ambulatory centers and community health organizations delivering care outside the traditional hospital setting.

The CSPCN study points out one of the problems with nurse education data, citing a 1991 report on California's capacity to prepare RNs by the California Postsecondary Education Commission (CPEC). CPEC concluded that the state lacks a definitive study of nursing supply and demand. Frequent discussions between the CNA and the OSHPD over the need for better nurse workforce data is the impetus behind SB 1125 (Alpert). The CSPCN study also cites enrollment from the National League for Nursing (NLN), which indicates that California's annual admissions to generic baccalaureate degree nursing programs have fluctuated markedly over the last ten years from a high of 2,111 in 1983-84 to a low of 1,371 in 1989-90. Discussions with OSPHD regarding the RN Education Fund bill, AB 895 (Escutia), revealed that one of the problems with the BSN scholarship program was that all of the programs have been reported to be "impacted" by the BRN. The term "impacted" means that there are too many qualified students and insufficient spaces in the four year programs to educate them. Representatives of California State University are expected to present updated data at the March 2, B&P Committee hearing, though the data was not available for incorporation with the members' background materials.


Recently, there have been significant changes in the public support for nurse education programs. First, there has been a trend of diminished resources being directed to current educational programs, which has strained the programs' ability to provide all of the components of quality nurse education. Most programs can not expand, and many have been cut back. Some were in a position to be eliminated by the campus administration, such as the recent proposal at CSU, Fullerton, which was reversed and the program is not accepting students. At one point, CSU-Fresno, was reported to have 800 students on the waiting list for 60 slots in the first year BSN program. CSU provides all of the state-supported BSN or ADN to BSN programs and smaller masters degree nurse programs. Private institutions provide these programs as well but at extremely high tuition levels. This year, CSU reports that out of total enrollment at their segment of 250,000 full-time students, the CSU serves 6000 full-time nursing students in all programs. CPEC data from 1992-96 shows that the CSU graduated an average of 1,347 students per year.

The California Community Colleges (CCC) provided an average of 3,026 ADN degrees over the same time period, according to the CPEC statistics. In addition, the Community Colleges are increasingly providing the specialty training for RNs that in the past, hospitals were providing, such as intensive care, emergency, neonatal and other specialty training. Nurse organizations note that the CCC programs tend to be more accessible to underrepresented students and are an important factor in diversifying the nurse work force. All nurse groups believe that one of the important links for ADN degree RNs is improved access to publicly supported ADN to BSN programs to promote underrepresented students and are an important factor in diversifying the nurse work force. All nurse groups believe that one of the important links for ADN degree RNs is improved access to publicly supported ADN to BSN programs to promote underrepresented students to climb the ladder of the nurse profession in order to be eligible to work as public health nurses. In addition, all nurse groups believe that it is important to expand recruitment of underrepresented students for the entry level BSN programs.





VII.

LIST OF ACRONYMS

ALS


Advanced Life Support 

CCR


California Code of Regulations

CDC


Centers for Disease Control

CHA


California Healthcare Association

CPR


Cardio-Pulmonary Resuscitation  

CSPCN

California Strategic Planning Committee for Nursing

DCDC


Division of Communicable Disease Control

DHS


Department of Health Services

ED


Emergency Department (s)

EMS


Emergency Medical Services

EMSA


Emergency Medical Services Authority

FEMA


Federal Emergency Management Agency

GACH


General Acute Care Hospitals

HEICS


Hospital Emergency Incident Command System

ICS


Incident Command System

ICU


Intensive Care Unit

ILI


Influenza-Like Illness

JCAHO

Joint Commission on Accreditation of Healthcare Organizations

L&C


Licensing and Certification

LEMSA

Local Emergency Medical Services Agency

MICRS

Medically Indigent Care Reporting Systems

OSHPD

Office of Statewide Health Planning and Development

SEMS


Standardized Emergency Management System


VIII.
TASK FORCE MEMBERSHIP 

California Emergency Medical Services Authority, Convenor

Richard Watson, Interim Director

Dan Smiley, Chief Deputy Director

Jeffrey Rubin, Chief, Disaster Medical Services Division

California Department of Health Services, Co-Chair

Brenda Klutz, Deputy Director, Licensing and Certification Program

Ray Nikkel, Chief, Field Training Unit, Licensing and Certification Program

Jon Rosenberg, M.D., Public Health Medical Officer, Division of Communicable Disease Control

Jack McGurk, Chief, Environmental Management Branch

California Healthcare Association, Co-Chair

Dorel Harms, Vice President, Professional Services

California Office of Statewide Health Planning and Development

Mike Kassis, Deputy Director, Health Care Information Division

Priscilla G. Leiva, Deputy Director, Primary Care and Community Resources Development

Deborah Ryan, Research Specialist

Charlene Zimmer, Analyst

California Governor’s Office of Emergency Services

Phyllis Cauley, Chief, Plans Unit

Rick Tobin, Emergency Services Coordinator

Riverside County Emergency Medical Services Agency/Emergency Medical Services Administrators Association of California 

Michael Osur, Emergency Medical Services Administrator 

Sacramento County Health Department/California Conference of Local Health Officers

Bette Hinton, M.D., Sacramento County Local Health Officer

San Francisco County Emergency Medical Services Agency/Emergency Medical Services Administrators Association of California

Abbie Yant, Emergency Medical Services Administrator

Mary Magocsy, Agency Staff

Region I Disaster Medical/Health Coordinator

Mitch Saruwatari, Project Staff

Region IV Disaster Medical/Health Coordinator
Judy Scott, Staff

American River Fire Department/California Fire Chiefs Association

Kevin White

Emergency Physicians’ Medical Group/Commission On Emergency Medical Services

Tim Sturgill, M.D.
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