





FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:
21106 LEGISLATIVE SESSION Bill Version: HB271CS-DOLWD-LMI-03-06-QC
() Publish Dato:
Revision Date/Time (Note if correction): Department ~ Labor and Workforce Development
Title: Limit Overtime for Registered Nurses RDU: Administrative Services
Component: Labor Market Information
Sponsor: Representative Wilson
Requester:  House Finance Component Number: 33C
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below
OPERATING EXPENDITURES FY 2007 FY 2008  FY 2009  FY 2010  FY 2011  FY 2012
Pe'sonal Services
Travel
Contractual
Supplies
Equ‘pment

Land 6 Structures
Grants & Claims

Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES ( )
FUND SOURCE (Thousands of Dollars)

1U'J2 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mentnl Health

Other (Spec// Typc-Do rot abbreviate)

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY200G) cost: ~ None
Mark this box &) if funding for this bill is included in the Governor's FY 2007 budget proposal:
POSITIONS
Full-time
Par-time
Temporary

ANALYSIS: (Attach n separata pa ;0 it necessary)

There is no anticipated financial impact to (his component as a result of this legislation.

Prepared by ~ Guy Doll. Assistant Commissioner Phone: 405-2700
Division Olfico of tho Commissioner L"itiminne 3/0/00 9:54 AM
Atpro.ed by Greg O'Claray. Commissioner _ Date 3/G/200C
L Department ot Labor and Worktorce Development
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:
2006 LEGISLATIVE SESSION Bill Version: HB271CS-DQLWD-WH-03-06-06
() Publish Date:
Revision Date/Time (Nolo if correction): Deportment:  Labor and Workforce Development
Title: Limit Overtime lor Registered Nurses RDU: Labor Standards and Safety
Component. Wage and Hour

SDonsor; Representative Wilson
Requester. House Finance Component Number: 345
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unloss otherwise noted below.
OPERATING EXPENDITURES FY 2007  FY 2008  FY2009  FY 2010  FY 2011  FY 2012
Personal Services G4 674 67.4 67.4 67.4 67.4
Travel 30 30 3.0 30 3.0 3.0
Contractual 8.9 8.9 8.9 8.9 8.9 8.9
Supplies 3.8 0.5 0.5 0.5 0.5 0.5
Equipment
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 83.1 798 79.8 79.8 79.8 9.8
CAPITAL EXPENDITURES
CHANGE IN REVENUES ( )
FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts

1003 GF Match

1004 GF 83 1 798 756 79.8 798 79.8
1005 GF/Program Rece pts

1037 GF/Mentnl Health

Other iSscafv Tvi.e-Don il Ibbrc.iate)

TOTAL 83.1 79.8 79.8 79.8 79.8 79.8
Estimate of any current year (FY200G) cost: ~ None
Mark this box ZX) if funding for ttiis bill is included in the Governor's FY 20D7 budget proposal:
POSITIONS
FufMimo 1 1 1 1 1 1
Part-time
Ten pnf.iry

ANALYSIS:  <attach a spporofe (n>go if necessary.

There are currently approximately 5.C00 registered nurses working in Alaska and tins is projected to be a
rapidly growing occupation. The Alaska Department of Labor and Workforce Development will be required
to investigate complaints, collect evidence, interview witnesses, subpoena records and make
determinations This will require a full-time Wage & Hour Investigator I position funded with General
Funds Costs include $67 - for salary and benefits and S15 7 in various associated position costs
including $3.5 el onu-limu position costs fur basic, office equipment

Preparedi<y ~ Grey Mlicholl. Director Phune 465-4855
Division Labor Standards and Safety Pate/Tirne 3/6/06 0:54 AM
Approved ty  Greg O'Claray. Commissioner Dal." 3/G/2006

A Department ol Labor ami Workforce Development

Page 1rf 1



FISCAL NOTE

STATE OF ALASKA Fiscal Note Number;
2(100 LEGISLATIVE SESSION Bill Version: HB27ICS(HES)-DHSS-FMS-03-13-06
() Publish Date:
Revision Date/Time (Note il correction): 3/6/06 240 p|” Dept AffeCted Health &SOC|a| SerV|Ces
: LIMITATIONS ON OVERTIME FOR -
Title REGISTERED NURSES RDU Health Care Services

Component Medicaid Services
Sponsor WILSON

Requester ~ HOUSE (FIN) Component No. 2077
Expenditures/Revenues (Thousands of Dollars)
ote" mounts do not include inflation unless otherwise noted twlow
OPERATING EXPENDITURES V2007 EY2003 T EY2000  FY 2000 FY 2011 FY 2012
Personal Services
Travel
Contractual
Supplies
Equipment

Land & Slructures
Grants i. Claims
Miscellaneous
TOTAL OPERATING 0.0 0.0 00 0.0 00 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES (0) I
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
' .7 GF Mental Health
>iner(Specify Type-do not abbreviate)
OrnenSpecily Tyuc-do no: abbreviate)
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0

Estimate of onv current vear (FY200G) cost:

Mark this box (X) if funding for this bill is included in the Governor's FY 2007 budget proposal:
POSITIONS

Full-time

Part-time

Temporary

'ANALYSIS: i L pay* |1y mx

Alaska statutes (AS 47.07.070) require Medicaid hospital and nursing facility rates to be based on
reasonable costs related to patient core This proposed statute could require hospitals to hire more
higher cost contract nurse staff because of the shortage of nurses in Alaska. Thu additional costs would
push Medicaid hospital and nursing facility rates upward. Generally speaking Medicaid pays it's share
of new hospital (Approx 20-30%) and nursing facility (Approx 00-80%) costs eventually. The DHSS
does not have data on how many nurses could currently be working illegal overtime under this proposed
statute There could well be an impact on Medicaid hospital and nursing facility payment rates, however
tne amount of such impact is indeterminate at this time.

Rn ;nrr-1 by ||r|, N i-"-.nn _ thne 'VL7447
U oV s e . QH|(€/OffiC*- ot Rale Rovmv Date/Time U3 Ui."20(10
Dale <3 ttiVCnfi

Approved t>y  K.nlt'iTi JuM m'h,Conmiis' outT
Agency vi IU-ji'tVjmrj vQil.il S*:lligmL

late | ol |



FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:

2006 LEGISLATIVE SESSION Bill Version: CSHB 271(HES)
(H) Publish Date: 3/3/06

Revision Date/Time (Note if correction): Dept. Affectech Commerce
Title Limit Overtime for RDU Corps, Bus & Prof Licensing (117)

istered Nurses Component Corps, Bus & Prof Licensing

Re
Sponsor WiFson _ _ _
Requester Health. Education & Social Services Component No. 2360

Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012

Personal Services
Travel
Contractual
Supplies
Equipment

Land & Structures
Grants & Claims

Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

ICHANGE IN REVENUES ( ) | 0.0 | 0.0 | 0.0 | 0.0
FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts
1003 GF Match

1004 GF

1C05 GF/Program Receipts
1037 GF/Mcntal Health

1156 Receipt Supported Services
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0

0.0 0.0

Estimate of any current year (FY2006) cost: 00
Mark this box XX) if funding for this bill is Included In the Governor's FY 2007 budget proposal:

POSITIONS
Full-time
Part-timo
Temporary

ANALYSIS: (Attach a soparoto pago ifnocossary)

HB 271 establishes limitations on overtime for registered nurses in health care facilities. New funds are not
required to implement the provision of this bill.

Prepared by: Jennifer Slricklor. Chiol Phono <07.466 2144
Division Corporations. Business & Professional Licensing DatuTTimu V24/Q6 9:14 AM
Approvod by:  William C. Noll. Commissioner Dale P24/2006
Agoncy Commerco. Community and Economic Dovolopmont

Pago 1of 1

Jljeoiouu



FISCAL NOTE

STATE OF A S Fiscal Note Number:
2006 LEGISLATIVE SESSION Bill Version: CSHB 27KHES)
( H) Publish Date: 313/06
Revision Dale/Time (Nolo if correction): Dept AffeCted Health & SOC'a' SerVICGS
- LIMITATIONS ON OVERTIME FOR ;
Title REGISTERED NURSES RDU Alaskan Pioneer Homes

Component Pioneers Homos
Sponsor WILSON

Requester ~ HOUSE (HES) Component No. 2671
Expenditures/Revenues (Thousands of Dollars)
ise noted below
OPERATING EXPENDITURES FY 2007  FY2008  FY2009  FY2010  FY2011 FY 2012
Personal Services
Travel
Contractual
Supplies
Equipment

Land & Structures
Grants & Claims
Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES (0)
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Malch
1004 GF
1037 GF/Menlal Henlih
OtherfSpecify Typo-do not abbreviale)
Other(Spccify Type-do not abbreviate)
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0

Estimate of any current year (FY2006 )

Mark this box (X) if funding for this bill is mcluded inthe Governor's FY 2007 budget proposal: I
POSITIONS

Full-time

Part-timo

Temporary

ANALYSIS: (Attach a soparato pago if nocessary)

CS lilt 271 (1IL'S) establishes limitations on overtime for Registered Nurses (RN's) in health care facilities and
requires reporting of any overtime, with the overtime designated as voluntary or mandatory by the RN. The intent
of Il 2" 1'is to eliminate mandatory overtime for RN'S unless the overtime is due lo a grave and unforeseen event.
Under the bill, use ofmandatoiy oveitimc in excess of the bill's limitations will result m a report to the Department

of Labor.

“iheinme" (I» I ) means the hours worked inexcess ofa ptcdeleimincd and regularly scheduled shift that is agreed
on by a nurse and a health care facility. Mandatory OT to address an unforeseen emergencies is not subject lo the

limitations or penalties under the bill

Prepared by:  Virginia Snu‘ov. Director Phono *165-5736
Division Alaska Pmnoor Homos Dnto/Timo 02/21/2006
Approved by:  Knrlopn Jackson, Commissioner Date 02/27/2006
Agoncy DoiMdmenl of Hoaiih and Social Services

Page 1 of I



FISCAL NOTE

STATE OF A AS Fiscal Note Number:
2006 LEGISLATIVE SESSION Bill Version: CSHB 27KHES)
( H)Publish Date: 313106
Revision Dale/Time (Note |f correction): Dept AffeCted: Health &SOCiaI SerViceS
; LIMITATIONS ON OVERTIME FOR i
Title REGISTERED NURSES RDU Behavioral Health

Component Alaska Psychiatric Institute
Sponsor WILSON

Requester ~ HOUSE (HES) Component No. 31
Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted helow.

OPERATING EXPENDITURES FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012
Personal Services

Travel

Contractual

Supplies

Equipment

Land & Structures
Grants & Claims
Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES 10)

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
100-1 GF
1037 GF/Menta! Health
Other(Specify Typo-do not abbreviate)
OthertSpecify Typo-do not abbreviate)
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY2006 )
Mark this box 5() if funding for this bill Is mcluded‘m’h_G_vernors FY 2007 budget proposal:

POSITIONS

Full-time
Part-time
Temporary

ANALYSIS: (Attach a -oparatopogoilnocossaryl

| $ I1ii 2T| establishes limitations >uowilime lor liee.isleied Nurses (kN'sj in health c.ue facilities. The intent ol
CS Ilii 27! i%to eliminate mandatory overtime for UN's unless the overtime is due to a grave and unforeseen event

The division lias determined that passage of this bill will have zero fiscal impact.

Prepared by: Cr|;IY Water Dirnrtor Pnono 200-3410
Division Pohnv oral Health Datc/Timo 02/22/2006
Approvod by: Karteon Jackson, Commissioner Dato 02/27/2006
Agoncy Department of Health and Social Services

S0Vl Pane | of |



Alaska State Legislature

Representative Peggy Wilson
P ~ House D|str|cg g y
Putting Alaska's Families First

SPONSOR STATEMENT
CSHB 271

“ An Act relating to limitations on overtime for registered nurses and licensed
practical nurses in health care facilities and providing for an effective date.”

This bill will prohibit an employer from assigning mandatory overtime and from
threatening or retaliating against a Registered Nurse or a Licensed Practical Nurse who
refuses overtime. It will also give the nurse the latitude to make the judgment call about
whether or not they arc safe to practice (work overtime). The bill assigns the
administration of implementation and enforcement to the Commissioner of Department

of Labor.

Mandatory overtime hours are those hours above an agreed upon, predetermined,
reqularly scheduled shift, which the employer makes compulsory (as opposed to
voluntary). The threat of reprisals includes but is not limited to discharge, discipline,
demotion or assignment to unattractive tasks or work shifts or in some cases licensure
removal, retaliatory reporting, and charges of “patient abandonment”.

Mandatory overtime creates a safety issue, which contributes to poor quality patient care,
loss of concentration and fatigue, which increases the likelihood of errors. According to a
study by the National Institute for Occupational Safety and Health (NIOSH), when staff
plans to work additional shifts on a volunteer basis, they are more likely to be prepared
and get plenty of rest immediately prior to working the extended shift. However, when an
employer mandates overtime, this occurs with little or no prior notice. The result is high
levels of fatigue and stress, thus increased errors. This bill is about safety not overtime.

For nurses, these errors or mistakes may cause life-threatening situations for both the
patient and the nurse. These situations run the gamut from back injuries for the nurse to
patient medication errors, which could lead to death. The evidence is very strong that
prolonged work hours and fatigue affect worker performance.

I»n-Uty,June*u: Stale Captol « Juneau. AK M60M121 gl\lll * Cn 1907 4Ci 3175
Junt 0*. Wring'll PO Boi 1W*Wfar*9«li, AK WIW « ¢+ (90t) 8M-J088 « tor (00/16/4 30S5
N#o P»oqutlonOIo<3<$state a* Us » titip/*mr*akiaoutiiiCAns oia*'isof\ « -B00 686 3874



In order to better track response lo the nursing shortage, CSHB 271 requires institutions
to submit an semi-annual report that outlines by month overtime hours, on-call hours and
contract nursing hours. This will give the public insight into how the growing nursing
shortage is being handled.
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AMEND)MI'NT \

OFFERED IN THE MOUSE
TO: CSHB 271(HES)

Page 1 lined. through page 2. line 7

Delete all material.

Page 2. line S
Delete "Sec. 2"
Insert "Section 1"

Renumber the following bill sections accordingly.

Page 4. line 10:
Delete "see. 2"

Insert “see. 1"

Page 4. line 12:
Delete "sec. 2"
Insert "'sec. 1"

Delete "see. 3
Insert "sec. 2"

Page 4. line 14:
Delete "sec. 4"
Insert "see. 3"

el*

BY REPRESENTATIVE WEYHRAUCH
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-2001 12:37 Alaska Hursas Assoclat.

907 272 0292

Tcstimo y of Kathleen A. Gettys, RM, BSN, BA
HB 27 »

Horn m¥inuncc Committee

April 7th. 2006

Good Morning Mr. Chairman and members of the House Finance Committee. My name
is Kathleen Gettys and | am a registered nurse on the Progressive Care Unit at Providence
Alaska Medical Center. |serve as President of the Providence Registered Nurses

Bargaining Unit.

Today overtime, whether voluntary or mandatory is the most common method facilities
use to cover staffing insufficiencies. Eleven states have passed regulations to address the
issue of mandatory overtime. However, sonic states that have passed mandatory
overtime legislation have seen a marked increase in “mandatory call” for non-traditional
call units such as medical-surgical floors. Nurses working in specialized units such as
surgical services, endoscopy, cardiac catheterization units and dialysis are oflen required
to take call in addition to working their regularly scheduled shifts.

Strictly limiting mandatory overtime for nurses is a critical step in improving the quality
of health care and reducing the number of medical errors. The Institute of Medicine
(I0M) has estimated as many as 98,000 hospitalized Americans die each year as a result
oferrors in their care. The 10M illustrated that mandatory overtime is a serious
contributing factor to medical errors. Inthe IOM’s “Save a 100,000 Lives Campaign,*" it
stated that all overtime by nurses should be eliminated. A study conducted by Health
Affairs in July 0f 2004 revealed when RN’s worked greater than twelve hours it resulted
in both errors and near errors. The likelihood of making an error was three times higher
when RN’s worked shifts lasting 12.5 hours or more.

Unlike many other industries where public safety is a concern, healthcare is exempt from
federal regulations which limit the use of overtime as a staffing tool. There currently
oxists government standards that limit the hours that pilots, flight attendants, tnick
drivers, air traffic controllers and railroad engineers can safely work before consumer
safety is endangered. However, no similar limitations exist for our nation’s nurses who
are caring for patients. If we do not want a pilot flying a plane for more than twelve
hours, why would you want a nurse to core for you when long working hours have dearly
illustrated the likelihood of a medical error occurring? Like a pilot monitoring
instruments, nurses constitute an around the clock surveillance system and are
responsible for detection and prompt intervention when a patients condition deteriorates.

As members of the Mouse Finance Committee. 1know all of you, as well ns nurses, can
appreciate our fiduciary responsibilities to ensure safe and affordable healthcare for
Alaskans. The most immediate financial impact of the stress nnd fatigue of extended
sliifts is manifested in absenteeism and turnover among the nursing staff. Mandatory
overtime may appear in the short term to be a cost savings, hut long term financial
impacts in the form or turnover resulting in training dollars lost, low productivity, longer

P.02



APR-05-2001 12:37 Alaska Nurses Assoclat. 907 272 0292 P.03

Testimony of Kathleen A. Gettys, RN. BSN, BA
HB 271
Page two

patient stays and higher rates of treatment oferrors perpetuate costly solutions. The cost
of serious care errors, such as hospital acquired infections add an approximately $22,000
to $28,000 in costs per patient when you add up additional care, tests, pharmaceuticals
and extended hospital stays.

Any practice or policy such as Imposing mandatory overtime increases the medical
liability' front. We are all aware ofjuries that have awarded in the upwards of hundreds
of thousands of dollars in medical malpractice cases. We can thus hypothesize that
improved working conditions could have a cost savings in liability losses and the reduced

need to treat medical errors.

| ask the members of the House Finance Committee, would your constituents support a
practice such as mandatory overtime that would jeopardize their opportunity to receive
safe, quality and affordable healthcare?

Alaskan nurses have proven over and over that we will remain at your bedside and do not
need to be “mandated" to deliver our ministries of healing. At the same time, do not
allow employers to exploit us as nurturers and caregivers. Allow Alaskan nurses to
exercise their professional judgment whether or not they arc safe to practice and protect
the publics right to sufe, quality care.

| urge Alaska State legislators to support HB 271 and place public safety first concerning
the use of mandatory overtime for RN’s.

TOTAL P.03



ASHNHA 2004 ana 2005 NURSE OVERTIME SURVEY RESULTS - VERSION D' (rebruary 13, 2000)

Facility
Alaska Regional Hospital No
Alaska Native Medical Center No
Al?uka Pioneer Homes (All Six Facilities) No
Alaska Psychiatric Institute No
Bartlett Regional Hospital No
Bassett Army Community Hospital No
Central Peninsula General Hospital No
Cordova Community Medical Center Ym
Denali Center Nursing Home No
Fairbanks Memorial Hospital No
Heritage Place Nursing Home No
Kanakanak General Hospital Yes
Ketchikan General Hospital No
Maniilaq Health Center Yes
Mary Conrad Center Nursing Home No
Mat-Su Regional Medical Center No
Mt. Edgecumbe SEARHC Hospital No
North Star Behavioral Health System No
Norton Sound Regional Hospital _ Yes
Petersburg Medical Center I veu
Providence Alaska Medical Center No
Providence Extended Care Center No
Providence Kodiak Island Medical Center  ves
Providence Seward Medical & Care Center  ves
Providence Valdez Medical Center Yes
Sitka Community Hospital Yea
South Peninsula Hospital No
USAF 3rd Medical Group-Elmendort No
Wildllower Court Nursing Home No
Wrangell Medical Center Yes
Yukon KuskckwIm Delta Regional Hospital ~ No

. o p Nurse Vacancy ~ Mandatory OT  On-call Policy
n 3 i’ Rates Usage- Total Hrs |
§ B @%@ 6 2004 2005 2004 2005  Requre smonti 2004
L'orlain
Yes Worse 81012 4t06% 4to6% NONE NONE wunis  Vvaries 37000 hrs
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
YeS Worse 75 unknown unknown unknown unknown No NONE NONE
Yes Worse 83012 20% 30% unknown 46 NIS. No NONE NONE
REPORT NOT RECEIVED INTIME TO INCLUDE IN THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
Certain
Yes Worse 2 14% 11%  NONE NONE unis  7-8X 3744 hrs
Certain
No Nochg 2 10% 20% NONE NONE  unis  varies 1872 nrs
REPORT NOT RECEIVED INTIME TO INCLUDE IN THIS ANALYSIS
| Certain
No J\Io chg 18,1012 7% ico NONE NONE  units | varies 5144 hrs
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
1 Certain l 0)1
ves | Better | T 1%  s%  NONE NONE T e 10X ‘s
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
No Worse 8.10,12 15% 555% NONE NONE No  NONE NONE
Certain
NO NO Chg. 8 & 12 10% 12% unknown unknown Units 7 X 1400 his
No Worse 8.10,12 15% 15%  NONE NONE  units 8§X 4200 nrs
REPORT NOT RECEIVED IN TIME TO INCLUDE |N THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
No Worse 8410 5% 5%  unknown NONE  Yes 4 X NONE
Certain
Yes Worse 8.10.12 436% 4.76% NONE NONE  units NA NONE
No Worse 8 10.12 20.83% 20.75% NONE NONE No  NONE  NoONE
Certain
Yes No chg. 12 10% 10% NONE NONE  units NA  unknown
No Nochg. 84 12 unknown 5%  NONE NONE  Yes 33X NONE
REPORT NOT RECEIVED IN TIME TO INCLUQE IN THIS ANALYSIS
No Nochg. 12 20%  20% NONE NONE unts  varies 5847 hrs
Certain
Yes Nochg. 81012 6% 3%  NONE NONE  units 15 X 144 hrs
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
No Nochg. 84 1= (% 0% NONE NONE No NONE 1040hrs
No Nochg. 8412 0% 0%  unknown NONE  Ye* 55 hrs  NONE
Cortaln
No  Better 84 10 40% 28%  NONE NONE unis  NONE 34000 hrs
TOTAL Temporary Nursing Hours Purchased by Non-exempt Facilities 104391 hrs

Temp Nursing Hours
Needed to Fill Vacancy

2005
56000 hrs  NONE
NONE unknown
NONE unknown
5616 hrs  NONE
3744 nrs  NONE

| 12175 hrs | NONE

| 10000 trs | NONE

NONE NONE
rs NONE

4200 nrs  NONE
NONE NONE
NONE NONE
NONE NONE
4000 hrs  NONE
NONE NONE
4738 nrs  NONE
1056 hrs  NONE
80 hrs NONE
NONE NONE
26208 hrs  NONE

128817 nrs $24,17



ASHNIIA Position on Committee Substitute for 11B 271(HES) Version 'P'
Prepared by: Rod Betit, President/CEO
April 6,2006

The Alaska State Hospital and Nursing Home Association represents 23
acute care hospitals, 2 behavioral health facilities, 6 assisted living facilities (Alaska
Pioneer Homes), and 5 nursing facilities. Nine of our 23 acute care hospitals also
include nursing home beds. We believe ASHNHA's rich composition of private,
federal, state, and tribal health care facilities provides a balanced viewpoint on
important health care policy matters. ASHNHA's membership evaluates health care
legislation weekly and authorizes the position expressed in this testimony.

In the interest of Committee time, ASHNIIA is presenting testimony on behalf of its
membership. Individual members are more than willing to testify lo express their
agreement with this position if the Committee desires however.

The overwhelming response by ASHNIIA membership to CSHB 271(HES) is that
this legislation is not needed. ASHNHA's members rarely use mandatory overtime
as a tool lo address nursing shortages.

Use of mandatory overtime by ASHNHA's members is documented in the attached
recentsurvey of ASHNI IA members to which most members responded.

As you can see in the attached survey results, only 1 facility reported use of
mandatory overtime in 2004 or 2005, and that facility used only a minimal » of hours.

Where nursing shortages exist, you can see from the chart that management is using
temporary nursing services to fill these gaps rather than mandatory overtime.

ASHNHA's members recognize there is a nursing shortage problem in Alaska,
however they are meeting this challenge at the local level as facility management and
representatives of nursing work through these issues in a collaborative manner.

ASIINIIA urges you not to move this bill forward from this Committee.

This Testimony is on Behalf of the Following Alaska Health Care Facilities

Alaska Regional Hospital, Alaska Native Medical Center, Alaska Pioneer Home System, Bartlett Regional
Hos?ltal assett Army Community Hospital, Central Peninsula General Hospital, Cordova Community Medical
Center, Denali Center'Nursing Home, Fairbanks Memorial Hospital, Heritage Place Nursing Home, Kanakanak
General Hospital, Ketchikan General Hols_|p|tal, Manlllag Health Center, Mary Conrad Center, Mat-Su Regional
Hospital, Mt. EdEecumbc Hospital SEARHC, Norton Sound Regional Hospital, Petersburg Medical Center,
Providence Alaska Medical Center, Providence Extended Care Center, Providence Kodiak Island Medical Center,
Providence Seward Medical & Care Center, Providence Valdcr Medical Center, Sitka Community Hospital, South
Peninsula Hospital, USAF 3* Medical Group- Elmendorf, WranﬁeII_MedlcaI Center, Yukon Kuskokwlm Delta
Regional Hospital, Alaska Psychiatric Institute, North Star Behavioral Health System, Wildflower Court Nursing

Home.

Alaska State Hospital & Nursing Home Association, *126 Mam St., Juneau, AK 99801 (907) 586-1790



LEGAL SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA Slato Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182
Mail Slop 3101 Deliveries to: 129 6th St., Rm. 329
MKMORAN 1)UM March 15,2006
SUBJECT: Sectional Summary for CSHB 271(HES)
(Work Order No. 24-LS0S38VP)
TO: Representative Peggy Wilson
Attn: Becky Roor
FROM: DonaldM. BullOck Jr

Legislative Counsel

You have requested a sectional summary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be considered
an authoritative intciprctation of the bill and the bill itself is the best statement of its
contents. If you would like an interpretation of the bill as it may apply to a particular set

of circumstances, please advise.

Section 1 States legislative findings and intent relating to limiting overtime for
registered nurses and licensed practical nurses for the benefit of persons receiving care
from registered nurses and licensed practical nurses; states that health care facilities
should provide adequate and safe nurse staffing without the need for mandatory overtime.

Section 2. Adds a new chapter. AS 18.09, to AS 18 that includes the following sections:

Sec. 18.09.110. Provides that a nurse in a health care facility may not be
required or coerced to accept an assignment of overtime, with certain exceptions, if, in
the judgment of the nurse, the overtime would jeopardize patient or employee safety; lists
four situations in which a nurse may be required to work overtime. Provides for a
minimum of eight consecutive hours of off-duty time after working 12 or more
consecutive hours. Requires a health care facility to provide an anonymous process for
nurses and staff to make complaints related to staffing levels and patient safety. Adds
definitions for the section.

Sec. 18.09.020. Prohibits retaliation, including filing a report with the Board of
Nursing, against a nurse for exercising rights under AS 18.09.

Sec. 18.09.030. Requires the commissioner of commerce and workforce
development to administer AS 18.09 and to adopt regulations to implement and enforce
the chapter.

Sec. 18.09.040. Requires a health care facility to file a semiannual report with
the section in the Department of Labor and Workforce Development responsible for
research and analysis and provides due dates for the reports. Lists inform ition that must



Representative Peggy Wilson

March 15, 2006

Page 2

be included in each report. Provides that the reports are to be available for public

inspection.
Sec. 18.09.900. Defines "health care facility,” "nurse" (to mean a licensed
registered nurse and licensed practical nurses), "on-call," and "overtime."

Section 3. Requires the first report under AS 18.09.040, for the period July 1, 2006
through December 31, 2006, to be filed before February 1, 2007.

Section 4. Makes AS 18.09.040 in sec. 2 of the bill and sec. 3 effective July 1, 2006.

Section 5. Except as provided in sec. 4, makes the Act ta<c effect January 1, 2007. The
effective date clause will require a 2/3 majority vote in each house.

If I may be of further assistance, please advise.

DMB:Ijw
06-13 I.1jw
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AMENDMENT \

OFFERED IN THE MOUSE
TO: CSHB27KHES)

Pace 1, line 4, through page 2, line 7:
Delete all material.

Page 2, line S
Delete "Sec. 2"
Insert "Section 1"

Renumber the following bill sections accordingly.

Page 4. line 10
Delete "sec. 2"

Insert "sec. 1"

Page 4. line 12:
Delete "sec. 2"
Insert "sec. 1"
Delete "sec. 3"
Insert "sec. 2”

Page 4rfine 14
Delete "sec 4"
Insert "sec. 3"

BV REPRESENTATIVE WEYIIRAUCII



LEGA'. SERVICES

DIVISION OF LEGAL AND RESEARCH SERVICES
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 ~Juneau, Alaska 99801-1182
Mail Slop 3101 Deliveries to: 129 6th St., Rm. 329

MEMO RANDUM April 30,2005

SUBJECT: Sectional Analysis for HB 271 (Work Order No. 24-LS0S3SVF)

TO:

FROM:

Legislative Counsel

You have requested a sectional summary of the above-described bill.

As a preliminary matter, note that a sectional summary of a bill should not be considered
an authoritative interpretation of the bill and the bili itself is the best statement of its
contents. Ifyou would like an interpretation of the bill as it may apply to a particular set

of circumstances, please advise.

Section 1. States legislative findings and intent relating to limiting overtime for
registered nurses for the benefit of persons receiving care fiom registered nurses; slates
that health care facilities should provide adequate and safe nurse staffing without the

need for mandatory overtime.

Section 2. Adds a new chapter. AS 18,09 to AS 18 that includes the following sections:

Sec. 18.09.110. Provides that a nurse in a health care facility may not be required
or coerced to accept an assignment of overtime, with certain exceptions, if. in the
judgment of the nurse, the overtime would jeopardize patient or employee safety; lists
five situations in which a nurse may be required to work overtime; provides for a
minimum of eight consecutive hours of off-duty time after working 12 or more
consecutive hours; requires a health care facility to provide an anonymous process for
nurses and itaff to make complaints related to staffing levels and patient safety; adds
definitions for the section.

Sec. 18.09.020. Prohibits retaliation, including filing a report with the Board of
Nursing, against a nurse for exercising rights under AS 18.09.

Sec. 18.09.030. Provides for enforcement of the chapter by the commissioner of
labor and workforce development; sets the time period for filing a complaint alleging a
violation of the chapter; provides increasing penalties for a violation of the chapter by a
health care facility that range from a reprimand for a first violation to a penalty between
$2,500 and $5,000 fora third violation within a 12-month period; requires the health care
facility to pay a nurse three times the nurse’s hourly rate for each hour worked in

violation of the chapter.



Representative Peggy Wilson
April 30, 2005
Page 2

Sec. 18.09.9U0. Defines "health care facility," "nurse” (to mean a licensed
registered nurse), and overtime.

Section 3. Makes the Act effective January 1, 2006, and will require a 2/3 vote in both
houses.

Ifl may be of further assistance, please advise.

DMB:med
05-324.med
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PHONE: 907) 465-2200
OFFICE OF THE COMMISSIONER FAX: {9073 465-2135

September 30, 2005

The Honorable Peggy Wilson
Alaska House of Representatives
PO Box 109

Wrangell, AK 99929

Dear Representative Wilson:

You have asked me to advise your committee regarding the collective bargaining implications of
proposed legislation eo.'ceming mandatory overtime for nurses and other health care employees.
First, Registered Nurses must be distinguished from other unlicensed or lesser-licensed
employees. Registered Nurses arc classified as professionals for purposes of the federal Fair
Labor Standards Act (FLSA), to which the State, other public employers, and private sector
employers are subject. Under the FLSA, Registered Nurses and other professionals are exempt
from overtime so long as they are paid a salary. In those instances where Registered Nurses are
.Fmpensatcd for overtime, it is a creature of a labor agreement or employer policy. The State
pays overtime to some levels of the Registered Nurse classification by agreement with the
general government and supervisory bargaining units. Lower levels of health care employees,
e.g., Certified Nurses Aides and Psychiatric Nursing Assistants, are overtime eligible under the

FLSA.

The Alaska Public Employment Relations Act (AS 23.40.070 - 260, PERA) requires public
employers to bargain over “wages, hours, and terms and conditions of employment" (AS
23.40.250(1)). Clearly, overtime eligibility criteria and thresholds are matters concerning hours
of work and thus are mandatory subjects of bargaining. A mandatory subject is a matter about
which the parties must barcain if either party makes a proposal and over which either party may
persist to impasse. Nurses and other health care employees arc Class One employees within the
meaning of AS 23.40.200 ctseq. and may not strike. 1f the parties reach impasse on a subject
such as overtime, the dispute is submitted to arbitration under AS 23.40.200 (a)(1). The
arbitrator’s award is subject to legislative approval under AS 23.40.215 and 250(4). It approved

by the Legislature, the State is bound by the arbitrator’s decision.

It is not uncommon for state employee unions to propose contractual restrictions on or
prohibitions of mandatory overtime. Similarly, it is not uncommon for the State of Alaska to
fight to retain the ability to assign an employee to lawful work. It remains our department’s
position that recruitment and retention of nurses should be addressed in a more comprehensive

f

PnnuxJ on focycliKJ pnpor
N w  ty Alaska Litho, Inc.
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Ifyou have any questions regarding this correspondence, please contact me.

Sincerely,

Michael Tibbies
Deputy Commissioner

cc: The Honorable Paul Seaton
Alaska House of Representatives
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Health Care

The Health Care Category consists of professional job classes that provide healthcare to citizens of
the state. This category includes 616 employees in 60 job classes. There arc three Groups:
« Direct Care: care for patients, other than nurses, including doctors and therapists

« Health Support: managers of programs that provide healthcare
« Nurses: a nursing degree is required and the job class title includes the term Nurse

The Nurses Group is the highest retirement rate in th—category and is discussed below.

ACloser Look at Nurses

The Nurses Group includes six job class series; Nurses, Nurse (Psychiatric), Public Health Nurses,
Nurse Consultants, Nursing Director and Assistant Nursing Director, and Chief and Assistant Chief

of Public Health Nursing.

Nurie*
Total#of  Eligible to % Eligible o Eligible to % Eligible to

Job Class Employees Retfe N5 Yr Retien’ Vi Retie I 1Yr Retiein i Vr
ASST CHIEF PUB HEALTH NURSING 1
CHIEF. PUBLIC HEALTH NURSING 1 1 100.0% 1 100.0%
NURSE CONSULTANT 1 il 6 54.5% 3 21.3%
NURSE CONSULTANT |l 13 6 46.2% 1 1.7%
PUBLIC HEALTH NURSE 1 3
PUBLIC HEALTH NURSE |l 38 9 23.7% 2 5,3%
PUBLIC HEALTH NURSE Il 42 19 45.2% 10 23.8%
PUBLIC HEALTH NURSE IV 7 3 42.9% 2 28.6%
PUBLIC HEALTH NURSE V 4 3 75.0% 2 50,0%
EXEC ADMIN BOARD OF NURSING 1 1 100.0% 1 100.0%
ASST NURSING DIRECTOR 1
NURSING DIRECTOR 1 1 100.0% 1 100.0%

ABURNURSE 1

URSE Il (PSYCH 37 14 37.8% 4 10.8%
NURSE Il (PSYC 12 6 50.0% 5 41.7%
NURSE IV (PSYCH 2 286% 1 14.3%
LICENSED PRAC NURSE 49 13 26.5% 3 6.1%
NURSE 1 8
NURSE Il 58 1 29.3% 4 6.9%
NURSE |l 26 12 46.2% 5 19.2%
NURSE IV 3 1 33.3%

The Nurse series has a low retirement rate for one year, 1%, but that increases to 32% at five years.
The Nurse (Psych) scries has a retirement rate of 18% within one year and 39% within five years.
Public Health Nurses have a 17% retirement rate ut one year and 36% at five years. Normally the
entry level to a scries is used as a feeder pool to fill the higher level positions. In this case, all three
scries are competing for the 11 employees in these job classes for internal hires or from a very
shallow pool of applicants from outside of state service. Current vacancies arc not included in these

numbers.

Recruitments for the Nurse (Psych) scries were evaluated. Thirty six recruitments were posted
between January 2002 and July 2004 with the intent of filling 104 positions. A total of 10
recruitments ended in no hire, many of which attempted to use die multiple fill strategy. Recruitment
methods should be analyzed as part of an overall strategic workforce plan.



The Nurse Consultant series has a retirement rate 0f50% at five years. These job classes require
licensure as a Registered Nurse and in some eases a specific certification. Based on these
requirements, it is expected that filling these positions will be at least as difficult as filling Nurse

positions.

Wrap Up

Direct care nursing positions are at great risk of losing a significant portion of the current workforce,
Hiring employees from other departments or promoting from lower levels may be temporary fixes;
however, recruitment history and acknowledged shortages nationwide will require management to
find and use as many recruitment and retention methods available to them as possible. A discussion
of many of these tools is included in the Summary section of this report.



i Total # of
trouR Employees
All Professionals 618
Direct Care 97
Health Support 197
Nurses 324
ok Rlpgs
CLINICAL PHARMACIST
PHARMACIST
DENTAL HYGIENIST
PHYSICAL THERAPIST
0CC THERAPIST 1
OCC THERAPIST Il
RECREATIONAL THERAPIST I

RECREATION THERAPIST 1
RADIOLOG HLTH SPEC |l
MNTL HLTH CLINICIAN IV
MNTL HLTH CLINICIAN I
MNTL HLTH CLINICIAN I
PSYCHOLOGICAL COUNSLR Il
HEALTH PRACTITIONER 1
RECREATION ASSISTANT

Job Class

PUBLIC HEALTH SPEC Il
PUBLIC HEALTH SPEC 1
HEALTH PROGRAM MGR IV
HEALTH PROGRAM MGR llI
HEALTH PROGRAM MGR I
HLTH FACIL CERT LIC ADM
ASSISTED LIVING CARE COORD
HLTH FACIL SURVII

HLTH FACIL SURV 1

MEDICAL RECORD ADMIN

CHF, EMERG MEDICAL SERV
EXEC DIR AK MEN HTHL BD
REGNL ALCOHOL PROG COORD
COMMUNITY CARE LIC SPEC |l
COMMUNITY CARE LIC SPEC 1
MEDICAL ASSIST ADMIN IV
MEDICAL ASSIST ADMIN IIl
MEDICAL ASSIST ADMIN I
MEDICAL ASSIST ADMIN 1
PIONEERS" HOME ADMIN i
PIONEERS" HOME ADMIN 1
ASST ADM ANCH PIONEER HOME
EXEC DIR GAB/ADA

Health Care

Health Care
Eligible to % Eligible to  Eligible to % Eligible to
Retire in 5 Yr Retire in 5 Yr Retire in 1Yr Retirein 1 Yr
200 32.4% 13.1%
29 29.9% 10.3%
57 28.9% 13.2%
114 35.2% 13.9%
Direct Care
Total tof  Eligible to % Eligible to _Eligible to % Eligible to
Employees Retire n5Yr RetireIn5 Yr Retire In1Yr Retire'ln1Yr
1
? 2 40.0% 2 40.0%
2
1
1
1 2 28.6% 1 14.3%
3 1 33.3%
1 1 100.0% 1 100.0%
3 1 33.3%
24 12 5C.0% 4 16.7%
176 b 37.5% 1 6.3%
169 4 21.1% 1 5.3%
Health Support
Totalkof  Elighioto % Eligible to _ Eligible to % Eligible to
Employees  Retire in5 Yr Retire’in5 Yr Rotifo in 1Yr Retire’In 1 Yr
23 4 17.4% 2 8.7%
g 2 25.0%
18 6 33.3% 4 22.2%
27 1 40.7% 3 11.1%
1 1 100.0% 1 100.0%
zi 1 250%
10 1 10.0%
2 1 50.0%
1 1 100.0% 1 100.0%
1 1 100.0%
1 1 100.0%
1 2 10.2% 1 9,1%
34 4 11.8% 2 5.9%
9 3 33.3% 1 11.1%
8 2 25,0% 2 25.0%
14 5 35.7% 1 1.1%
111 3 21.3%
? 3 60.0% 1 20.0%
2 2 100 0% 1 50.0%



Health Care (continued)

Nurse*
Total #of  Eligible to % Eligible lo _Eligible to % Eligible to

Josb Class Employees Retlrge N5 Yr Retireln5Yr Retire In1Yr Retire'In1Yr
ASST CHIEF PUB HEALTH NURSING 1
CHIEF, PUBLIC HEALTH NURSING 1 1 100.0% 1 100.0%
NURSE CONSULTANT 1 1 6 54.5% 3 21.3%
NURSE CONSULTANT I 13 6 46.2% 1 1.7%
PUBLIC HEALTH NURSE 1 3
PUBLIC HEALTH NURSE Il 38 9 23.7% 2 5.3%
PUBLIC HEALTH NURSE I 42 19 45.2% 10 23.8%
PUBLIC HEALTH NURSE IV I 3 42.9% 2 28.6%
PUBLIC HEALTH NURSE V 4 3 75.0% 2 50.0%
EXEC ADMIN BOARD OF NURSING 1 1 100.0% 1 100.0%
ASST NURSE DIRECTOR 1
NURSING DIRECTOR 1 1 100.0% 1 100.0%

A&UR NURSE 1

URSE Il (PSYCH 37 14 37.8% 4 10.8%
NURSE Il (PSYC 12 6 50.0% 5 41.1%
NURSE IV (PSYCH 1 2 28.6% 1 14.3%
HS%\IESED PRAC NURSE 489 13 26.5% 3 6.1%
NURSE Il 58 17 29.3% 4 6.9%
NURSE Il 26 12 46.2% 5 19.2%
NURSE IV 3 1 33.3%



Alaska Employment Projections in Healthcare

Employment
“Tear Projected Percent

Occupation 2002 2012

Licensed Practical &Licensed Vocational Nurses 51

Registered Nurses (registered nurse, hospital nurse, office
nurse, nursing caro facility nurse, home healthcare nurse,
public healthcare nurse, occupational health nurse, head
nurse, nurse supervisor, clincal nurse, nurse anesthetists,

and nurse mid-wives) 5004 6,670
NunIng Aides, Orderlies & Attendants 1704 2148
Dental Hygienlst 430 619
Dental Assistant 703 909

Somce Ali*kaO « rwecaM 2012. SOA. Ocrupaii,,.*! Outlook Handbook, BIS
X R*port»-Ad Hoc;Ad Hoc Reports ZOOVHeaithcaic Piotocli Ai«14 DOP-OSO&M »H
Piep»ied by JRuwo |IAamud, HRS, OOP

609

Change

1C9

33

26

41.3

394

Comments

Employment ol LPNS is expected lo grow about as last as the average for all occupations through 2012 in response
to the long-term care needs ol an increasing elderly population and Ihe general growth ol healthcare. Replacement
needs will be a major source ol job openings, as many workers leave the occupation permanently.

Job opportunities lor RNS are expected to bo very good. Employment of registered nurses is expected lo grow
faster .nun Ihe average for all occupations through 2012, and because Ihe occupation is very largo, many new jobs
will result. In fact, more new jobs are expected be created for RNs than for any other occupation. Thousands of job
openings also will result from Ihe need to replace experienced nurses who leave the occupation, especially as the
median age ol the registered nurse population continues to rise.

Excellent job opportunities are expected for this occupation, as rapid employment growth and high replacement
needs produce a large number of job openings. Employment of personal and home care aides is projected to grow
much laster than tho average for all occupations through the year 2012. The number of elderiy people, an age group
characterized by mojnting health problems and requiring some assistance, is projected to rise substantially. In
addition to the elderly, however, patients in other age groups will increasingly rely on home care, a trend that
reflects several developments, including efforts lo contain costs by moving patients out of hospitals and nursing
care facilities as quickly as possible, the realization that treatment can be more effective in familiar rather than
clinical surroundings, and Ihe development and improvement ol medical technologies (or in-home treatment.

Employment of dental hygienists is expected to grow much laster than the averago for all occupations through
2012, in response lo increasing demand for dental care and the greater utilization of hygienists lo perform services
previously performed by dentists. Job prospects are expected to remain excellent. In fact, dental hygienists is
expected to be one of tho laslest growing occupations through the year 2012. Population growth and greater
retention of natural teeth will stimulate demand lor dental hygienists. Older dentists, who have been less likely to
employ dental hygienists, are leaving the occupation and will be replaced by recent graduates, who are more likely
to employ one or even two hygienists. In addition, as dentists” workloads increase, they are expected to hire moro
hygienists lo perform preventive dental care, such as cleaning, so that they may devote their own time lo moro
profitable procedures.

Job prospects for dental assistants should be excellent. Employment is expected to grow much faster than the
average for all occupations through tho year 2012. In tact, dental assistants is expected lo be one ol the fastest
growing occupations through the year 2012. In addition to job openings duo to employment growth, numerous job
openings will anse out ol the need to replace assistants wtro transfer lo other occupations, retire, or Icavo tho labor
force for other reasons. Many opportunities are lor enlry-level positions offenng on-the-job training.

| of 3



Alaska Employment Projections in Healthcare

Employment
Year Projected Percent
Occupation 2002 2012 Change
Medical Records and Health Information Technician 357 549 53.8
Physical Therapist Assistant 51 72 412
Pharmacy Technicians 359 571 5.1

Source Alaska Occ Forecast 201?, SOA, Ocojpnlcnnl Outlook Handbook, rilS
X Repotti-Ad Hoc/Ad Hoc Reports 200Mtealhcarn Prgecis Alaska OOP 050(1?4 its
Prepared by JHimolAamud, HRS. DOP

Comments

Job prospects should bo very good. Employment ol medical records and health information technicians is expected
lo grow much faster than Ihe average for all occupations through 2012, due to rapid growth in the number of
medical tests, treatments, and procedures that will bo increasingly scrutinized by third-party payers, regulators,
courts, and consumers. Although employment growlh in hospitals will not keep pace with growlh in other healthcare
industries, many new jobs will nevertheless be created. The fastest employment growth and a majority of the new
jobs are expected in offices of physicians, due lo increasing demand for detailed records, especially in large group
practices. Rapid growth also is expected in nursing care facilities, home healthcare services, and outpatient care
cenlers. Additional job openings will result from the need to replace technicians who retire or leave the occupation
permanently.

Employment of physical Iherapisl assistants and aides is expected lo grow much faster than the average through
the year 2012. Tho impact ol proposed Federal legislation imposing limits on reimbursement for therapy services
may adversely affect the short-term job outlook for physical therapist assistants and aides. However, over the long
run, demand lor physical therapist assistants and aides will continue to rise, in accordance with growth in Ihe
number ol individuals with disabilities or limited function. The growing elderly population is particularly vulnerable to
chronic and debilitating conditions that require therapeutic services. Those patients often need additional assistance
in their treatment, making tho roles ol assistants and aides vital. The large baby-boom generation is entering the
prime age for heart attacks and strokes, lurther increasing the demand for cardiac and physical rehabilitation. In
addition, luture medical developments should permit an increased percentage of trauma victims to survive, creating
added demand lor therapy services.

Good job opportunities are expected for full-time and part-time work, especially fo, echnicians with formal training
or previous experience. Job openings for pharmacy technicians will result from Ihe expansion of retail pharmacies
and other employment settings, and from the need lo replace workers who transfer to other occupations or leave lhe
labor force. Employment ol pharmacy technicians is expected to grow faster than the average for all occupations
through 2012 due lo Ihe increased pharmaceutical needs ol a larger and older population, ano to the greater use of
medication. The increased number ol middle-aged and eideriy people—who, on average, use more prescription
drugs than do younger people—will spur demand for technicians in all practico settings. With advances in science,
more medications are becoming available to treat moro conditions.

2on



Alaska Employment Projections in Healthcare

Employment
Year Projected Percent

Occupation 2002
Physician Assistant 185
Speech-Language Pathologists and Audiologlst 190

Source; AUjka Occ. Forecast 7012, SOA, Occupational Outlook Handbook. BIS
X Reports-Ad Hoc/Ad Hoc Reports ZOOVHeatmcar# Projects Alaska-DOP05062* its
Prepared by JRusao |Aanrud, HRS, OOP

2012

251

199

Change

35.7

4.1

Comment*

Employment ol PAs is expected to grow much faster than Ihe average lor all occupations through the year 2012,
due to anticipated expansion ol tho health services industry and an emphasis on cost containment, resulting in
increasing utilization of PAs by physicians and healthcare institutions. Physicians and institutions are expected to
employ more PASs to provide primary care and to assist with medical and surgical procedures because PAs are cost-
effective and productive members ol Ihe healthcare learn. Physician assistants can relieve physicians of routine
duties and procedures. Telemedicine—using technology to facilitate interactive consultations between physicians
and physician assistants—also will expand the use of physician assistants. Job opportunities lor PAs should be
good, particularly in rurai and inner city clinics, because those settings have difficulty attracting physicians.

Employment ol speech-language pathologists and audiologists is expected lo grow faster than the average lor all
occupations through the year 2012. Members of the baby boom generation are now entering middle age, when the
possibility ol neurological disorders and associated speech, language, swallowing, and hearing impairments
increases. Medical advances are also improving the survival rate ol premature infants and trauma and stroke
victims, who then need assessment and possible treatment. Many States now require that all newborns be
screened lor hearing loss and receive appropriate early intervention services. Many States now require that all
newborns be screened for hearing loss and receive appropriate early Intervention services.

Jo<3



STATE OF ALASKA  carc vt covnnon

DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Representative Peggy Wilson
Alaska Mouse of Representatives
Capitol Building Room 108
Juneau, Alaska 99801

Representative Wilson:

P.0. BOX 110601

JUNEAU, ALASKA 99811-0601
PHONE: (907) 465-3228

FAX (907) 465-3068

March 25,2005

On March 25, 2005 your staff requested a list of critical access hospitals in Alaska. | am
providing that information to you below for your reference.

Cordova Community Medical Center
P.O. Box 160

Cordova, Alaska 99574

Phone: 907-424-8000

Kanakanak Hospital
P.0. Box 130
| Dillingham, Alaska 9957G
1Phone: 907-842-5201

Manil.lag Health Center
P.O. Box 43
Kotzebue, Alaska 99752
Phone: 907-442-3321

Petersburg Medical Center
1P.0. Box 589

Petershurg, Alaska 99833
| Phone: 907-772-4291

Providence Kodiak Island Medial Center
| 1915 E. Rezanof Drive
1Kodiak, Alaska 99615

1Phone: 907-486-3281

Providence Seward Medical Ctr./W estev Care

P.O. Box 365
Seward, Alaska 99664
Phone: 907-224-5205

Sitka Community Hosoital
209 Moller Avenue

5ltka, Alaska 99835

Phone: 907-747-3241

Valdpr Regional Health Authority
P.0. Box 550

Valdez, Alaska 99686

Phone; 907-835-2249

Wrangell Medical Center
P.O. Box 1081

Wrangell, Alaska 99929
Phone: 907-874-7000

Norton Sound Health Corporation
P.0. Box 966

Nome, Alaska 99762 _
1Phone: 907 443-3311  Websit?

Please let us know ifyou have any questions or need additional information.

cc; Sherry Hill; Janet Clarke

Robert Huttcanc
Project Coordinator



State of Alaska Median Wage as of January 2005
Nurse | 20.51/hr (A Step)

Nurse I 26.20/hr (F Step)

Pay Systems:

Ketchikan General
One step increase for every year or 1,248 compensated hours, whichever comes later.

Maximum 2 steps per year.
20 steps total.

Central Peninsula General Hospital:
One step increase for every 1,872 hours worked.
30 steps total.

Providence Alaska Medical Center:
Unavailable

State of Alaska:
One step increase per year for the first 7 steps.
Longevity increases based on length of service after first 7 steps.

11 steps total.

Bartlett Regional Hospital:
One step every 2,080 hours worked.
12 steps total.



Overtime Paid in FY 2005 to Nurses by Facility

Number of Ifof EEs who FY 05 Total FY 05 Total Ave Hrs/

Organizational Unit Positions worked OT Amt Hrs Position

Ak Psychiatric Institute 73 55 [$ 205,057.41 9,585.25 131.30
Amya 1 1 IS 224.59 15.00 15.00
Amya - Challenge 2 2 |'$ 7,854.42 211.50 105.75
Anchorage Pioneers Home 39 33 i$ 32.536.63 2,053.25 52.65
Children's Svc - Family Services Juneau 1 1 I's 275.76 6.00 6.00
Fairbanks Health Center 20 1 $ 135.90 4.00 0.20
Fairbanks Pioneers Home 19 1 s 42,927.66 2,055.50 108.18
Juneau Pioneers Home 17 1 $ 5,053.57 383.25 22.54
Juv Just - Bethel Youth Facility 1 1 S 990.18 16.75 16.75
Juv Just - Fairbanks Youth Facility 2 1 S 379.90 9.00 4.50
Juv Just - Johnson Youth Center 2 2 S 1,022.35 36.75 18.38
Juv Just - Mat Su Youth Facility 1 1 S 2,728.80 73.75 73.75
Juv Jus! - Mclaughlin Youth Center 3 3 S 6,460.18 259.75 86.58
Ketchikan Pioneers Home 12 6 S 12,926.85 913.75 76.15
Military Youth Corps 2 1 S 147.02 4.50 2.25
Mt Edgecumbe High School 0 1 S 660.76 19.50 9.75
Palmer Pioneers Home 18 13 S 11,621.94 588.00 32.67
Sitka Pioneers Home 23 15 $ 25,690.29 1,257.00 54.65
Inmate Health Care-Anchorage 54 34 s 318,669 21 14,751.25 273.17
Inmate Health Caro-Bothel 4 2 s 35,004.85 763.50 190.88
Inmate Health Caro-Eaglo River 14 8 s 55119.93 2,532.50 180.89
Inmate Health Care-Fairbanks 10 7 S 15,408.09 786.75 78.68
Inmate Health Care-Juneau 4 3 S 9,524.18 326.75 81.69
Inmate Honlth Care-Kenai 10 5 $ 28,070.81 920.50 92.05
Inmate Health Care-Ketchikan 4 1 S 4,920.22 122.00 30.50
Inmate Health Caro-MacKenzio Pt 2 1 S 146.94 4.00 2.00
Inmate Health Care-Nome 3 3 S 18,079.59 317.00 105.67
Inmate Health Care-Palmer 11 6 $ 37.474.35 1,301.00 118.27
Inmate Health Caro-Soward 10 10 $ 31,202.01 1,439.50 . 143.95
Grand Total 238 239 $ 910,314.39 40.757.25 171.25

Overtime Codes are 251 (overtime), 252 (double), 25*1 (holiday), 260 (»wing OT), 261 (grave OT)
x: Prriflte/Nurso OT/Nurso (only) Overtime try Org Unit
ProptrJfty C. Proecs, Human Rosourco Specialist, Division ol PorsonneI®?



Job Class Title

Assistant Chlet, Public Health Nursing
Assistant Nursing Director
Chief, Public Health Nursing
Licensed Practical Nurse
Nurse Consultant |

Nurse Consultant Il

Nurse |

Nurse Il

Nurse Il (Psychiatric)

Nurse Ill

Nurse Ill (Psychiatric)

Nurse IV

Nurse IV (Psychiatric)
Nursing Director

Public Health Nurse |

Public Health Nurro I
Public Health Nurse 1lI
Publi: Health Nurse IV
Public Health Nurse V

Quality Assurance And Utilization Review

Nurse
| Departmental Totals

Nursing Employee Movement between Departments and Out of the Executive Branch in 2004

Education
EE Position
Movement  Count
1

Percent

0%

0%

Health & Social Services

EE
Movement
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47

Position
Count

1

1

1
21
11
1c
10
36
37
20
11

19

Suurces~n! Connectto ?0P S I'ceri, Wortpud Job CIJSVKat on Download, AKI’AV
Al NP wnptoyeeMovementzooa
Prrpan®”Bt Hu'ian) Human Hesourco Specialist, Division ot Personnel

EE
Percent Movement
0%
0%
0%
19%
18%
31%
50%
22%
27%
15%
0%
0%
17%
0%
0%
10%
11%
0%
0%

17"

Commerce, Comm & ED

Position
Count

Military & VA

EE Position

Percent Movement Counl

0%
0%
0%
0%
0%

EE

Percent Movement

15

Corrections

Position
Count

27

=N

— O~

05

Percent Movement

11®

75%
1%
29%
33%

0%
0%

0%
18%

Job Class Totals

EE
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12

62

Position
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1
1
1
48
12
1G
15
73
44
30

369

Percent
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W%
%

15%
17%
31%
53%
16%
27%
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MEM ORANDUM May 3,2005

TO: HESS Committee Members

FROM: Rep, Peggy Wilson
SUBJECT:  Critical Care Hospital Definition

Critical access hospitals (CAM) arc recognized by CMS for cost-bhased reimbursement
purposes. To obtain eligibility as a CAM, the facility must be a Medicare hospital,: hospital
that stopped operating on or after November 20. 1989, or a health clinic or health center that

was a hospital before it was downsized.
The geographic location of the facility plays a role in its designation as a CAM as well.

The facility must he located in a rural area of a State that has established a Medicare rural
flexibility program, or within a Metropolitan Statistical Area (MSA) of such a State.

The CAIl must be located more than a 35-inilc drive from another hospital or CA! 1(15 miles
in mountainous terrain, or areas with only secondary roads) unless it was designated In the
stale to be a 'necessary provider* before January 1, 2006.

The facility must offer round-the-clock emergency eare services, provide not morethan 25
beds (acute and/or su ing with SNF level care it the CAIl I has aswing bed agreement) and
maintain an average length of stay of no more than 06 hours.



ASHNIIA Position on Draft Committee Substitute for CSHB 271 Version T
Prepared by: Rod Betit, Prcsident/CEO
February 28, 2006

* The Alaska Slate Hospital and Nursing Home Association (ASHNIIA) wishes to express its
j appreciation for the sponsor's efforts lo reach consensus on CSHB 271 Version 'P'. The meetings
* held in the intervening weeks have been very helpful and constructive. While Ihe measure now
J contains a very useful reporting requirement that ASHNIIA members support, there remains one
t  majorprovision of this legislation which ASIINH A members cannot support.

B?EI/I3 First, 1 would like to draw your attention to a survey ASHNIIA conducted of its membership
N regarding the use of "mandatory overtime" as defined locally between management and nursing. As

the attached survey conducted by ASHNIIA shows, facilities are not using mandatory overtime to fill
£ Ihe nursing gaps that exist around the State (see attached Survey results). Fuilher, to ASHNHA'S
j knowledge there has been no evidence presented to the contrary by other parties. Therefore,
f ASHNHA's membership cannot support measures that reduce management's ability lo fairly and

openly negotiate employment practices with their nursing staff.

I

Specifically, ASHNHA's concern is around Sec. 18.09.010 of the bill which provides that a nurse will
t be the sole determiner of whether overtime is appropriate. In effect the bill removes management
from this decision process.  This is simply not reasonable personnel policy to adopt by state law.
Currently, overtime parameters are negotiated between management and representatives of nursing
staff in each community. Different standards exist in different communities, acceptable to both
management and nursing representatives, based on a host of factors. This language would interfere
with the local ability to arrive at these employer/employee relationships.

f

v On the other hand, ASHNIIA supports the intent of Sec. 18.04.041) of the bill. We believe this is the

J heart of this legislation. This section would require periodic reporting of nurse overtime utilization,

¢ aswell as use of temporary nursing services by each facility. We agree with the sponsor that there is
a valid public health concern to monitor in the years ahead. By collecting this level of information
from health facilities the Legislature will be able lo determine whether steps being taken to address
the nursing shortage are having any impact, and if not, what other measures should be implemented
to address the problem.

Again ASHNHA's membership appreciates the sponsor's willingness to work on the provisions of
this bill. Unfortunately, although a number of important amendments have been made, there still
remains a major provision of this bill which ASHNIIA members cannot support. Thank you for this
opportunity to testify today.

ASHNHA Represents the Following Alaska Health Care Providers

Alaska Regional Hospital, Alaska Native Medical Center, Alasra Pioneer Home System, Bartlett Regional
Hospital, Unssott Army Community Hospital, Central Peninsula General Hospital, Cordova Community Medical
Center, Denali Center Nursing Home, Fairbanks Memorial Hospital, Heritage Place Nursing Home, Kanakanak
General Hospital, Ketchikan General Hospital, Maniilag Health Center, Mary Conrad Center, Mat-Su Regional
Hospital, Mt. Edgecumbe Hospital SEARHC, Norton Sound Regional Hospital, Petersburg Medical Center,
Providence Alaska Medical Center, Providence Extended Care Center, Providence Kodiak Island Medical Center,
Providence Seward Medical & Care Center, Providence Valdez Medical Center, Sitka Community Hospital, South
Peninsula Hospital, USAF 3" Medical Group- Elmendorf, Wrangell Medical Center, Yukon KuskokwIm Delta
Regional Hospital, Alaska Psychiatric Institute, North Star Behavioral Health System, Wlldflowcr Court Nursing
Home.

Alaska State Iluspital ft Nursing Home Association, 426 Main St., Juneau, AK 99801 (902) 686 1790



ASHNHA 2004 and 2005 NURSE OVERTIME SURVEY RESULTS - VERSION D' (Fobruary 13.2006)

Facility

Alaska Regional Hospital
Alaska Native Medical Center
Alaska Pioneer Homes (All Six Facilities)

Alaska Psychiatric Institute
Bartlett Regional Hospital
Bassett Army Community Hospital

Central Peninsula General Hospital

Cordova Community Medical Center
Denali Center Nursing Home

Fairbanks Memorial Hospital
Heritage Place Nursing Home
Kanakanak General Hospital

Ketchikan General Hospital
Manlilag Health Center
Mary Conrad Center Nursing Home

Mat-Su Regional Medical Center

MI. Edgccumbe SEARHC Hospital
North Star Behavioral Health System
Norton Sound Regional Hospital
Petershurg Medical Center

Providence Alaska Medical Center
Providenco Extended Care Center

Providence Kodiak Islar.d n 'dicnl Center
Pr /ldence Seward M'dicnl A Care Center
Providence Valdez Medical Center

Sitka Community Hospital

South Poninsula Hospital

USAF 3rd Medical Group-Elmcndorf
Wildllowor Court Nursing Home
Wrangell Medical Center

Yukon Ku:kokwIm Delta Regional Hospital

No
No
No

No
No
No

No

No

No
No

No
Vi*
No

No

No
No

No

No
No
No

No

Nw sqs

Bh oo

Yes

Yes
Yes

Yes
No

N

o

Yes

No
No
No

No

Yes
No

Yes
No

No
Yes

No
No

No

TOTAL Temporary Nursing Hours Purchf'cd by Non-exempt Facilities

Bo
bt

Waorse

Worse
Worse

Worse

No Chg.

Bettor

Waorse

No Chg.

Waorse

Waorse

Worse
Waorse

No Chg.
No Chg.

No Chg.
No Chg.

No Chg.
No Chg.

ot NurseVacancy  Mandatory OT  On-call Policy
brk Rates Usage- Total Hrs
SM 2004 2005 2004 2005
81012 4to6% 4to6% NONE NONE NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
7.5 Unknown unknown Unknown unknown  No NONE unknown
g.1012  20%  30% unknown 46 hrs.  No NONE unknown
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
12 14% 11% NONE NONE unis 7-8X 3744 hrs  581.8hrs NONE
Cert.ain . fjsfg%K thlsw
12 10%  20% NONE NONE  unis varies 2 NS 3744 hrs  NONE
. REPORT NOT REC_EIVED IN't METO INgle_rlfla?l'I]E ‘N THIS A LYSIS
ﬂNoChg;Jkﬁ,lO,i?D % | 7% JNONE | NONE | ums | varies |} 5144 hrs | 12175 hrs | NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
| | Certain
21 12% 8%  None nNone umts 10 X 110000 bra | 10000 hr* | NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
8.10.12 15% 555% NONE NONE No NONE  HoHE NONE
Certain
8A12 10% 12% unknown unknown Units 7 X lwp hI’S ! 100dhm NONE
Certain
8.10.12 15%  15% NONE NONE  unis 8X 4200 hrs 4200 hrs  NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
8A ].0 5% 5% unknown NONE CEre[e%n 4 X NONE NONE NONE
8.10.12 4.36% 47611 NONE NONE  units NA NONE NONE NONE
8.10.12 20.83% 20.75% NONE NONE NO NONE NONE H NONE NONE
Cartain . .
12 10% 10% NONE NONE unts ~ NA  unknown. .. NONE
8A12 unknown 5%  NONE NONE  Yes 3IX NONE NONE NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
Certain
12 20% 20% NONE NONE ' unis  varies 5847 hr* +4738 hrs  NONE
8.1012 6% 3%  NONE NONE unis 15X 144 hrs 1056 hrs  NONE
REPORT NOT RECEIVED IN TIME TO INCLUDE IN THIS ANALYSIS
8A12 0% 0% NONE NONE No  NONE 1040 hrs 80 hrs  NONE
§AL2 0% 0%  unknown NONE CYes_ 55 hrs NONE NONE NONE
ertain
8A10 40% 28%  NONE NONE units  NONE 34000 hrs 38208 hrs NONE

Better

104391 hrs 128817 hrs S24.17



Madam Chair and members of the committee.

My name is Cathy Feastcr. | am a nurse practitioner and nursing supervisor in the
Community Health Sendees Division of the Municipality of Anchorage Department of
Health and Human Services. I’'m here to testify on bchalfof House Bill 271.

This bill recently came to our attention at the department, and although wc support the
spirit and intent of this bill, we have some concerns regarding possible unintended

consequences.

It appears the bill will have no negative consequences in regards to the majority of our
nurse driven programs and services. However, we have one program, the Sexual Assault
Response Team clinic known as SART which by its nature creates special circumstances.

SART is a team comprised of a police detective, a forensic nurse, and a STAR advocate
nothi)v(® }.0f whom are on call 24 hours a day, 7 days a week. Upon receiving a call the team

joins as a unit to interview, medically examine and support the sexual assault client. The

SART clinic has many challenges. We would hate to see legislation jeopardize this

critical service.

We would like this bill to move forward in this committee and offer to work with the
sponsor in looking closely at the implications and language to ensure there are no
unintended consequences that might negatively impact the viability and important
mission of the Sexual Assault Response Team.

Thank you Madam Chair and members of the committee.

Cathy Feaster, MSN, /*NP

RI1C Program Manager

Dept, of Ilcalth & Iluman Services
907.343.4789

907.249.7648 fax
feasterec@muni.org
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aknurse@aknurse.org

April 27,2005

Representative Peggy Wilson
State Capitol

Room 108

Juneau. AK 99801

Dear Representative Wilson,

Let me take this opportunity to thank you on behalfofthe Alaska Nurses Association and its labor
program for your sponsorship of House Bill 271, "an act relating to limitations on overtime for registered
nurses in health care facilities..."

| have been an RN for 20 years and have tried to work within the health care system to improve patient
care. Wc really need to provide a safe environment for patients as well as to address the needs of the
professional trying io deliver this quality care. Unfortimntcly, our voices as nurses often seem to go
unheard. To have you, aregistered nurse, in the Alaska House of Representatives, a person who hoth
understands these issues and is able to vocalize them on our behalf, is quite a step and we are quite

pleased.

As you know, hospitals and i ralth care facilities in this country 3rc using mandatory overtime to stalT
hospitals everyday. Here in Alaska, the problem is currently most acute at the Alaska Psychiatric Institute
but that does not mean that with the growing nursing shortage, the problem could not become much larger
affecting patient carc in ali of our major hospitals if it is not addressed now.

It is appropriate for the state to notify hospital administrations today that whatever staffing problems loom
on tho horizon, involuntary, mandatory overtime will j. it be tolerated as a long term solution. There is no
better way than imposing mandatory' overtime to drive the nurses we still have out of the profession for

good.

The Alaska Nurses Association ar.d the Providence Registered Nurses Bargaining Unit are proud to stand
up for their nursing colleagues at the Alaska Psychiatric Institute and elsewhere who are being forced to
work multiple additional shifts in a given wcck. This practice is unsafe for patients and unsafe for nurses.

Ultimately, it is unsafe for our community.

Again, we want to thank you for your Support and indicate our strong suppoit for House Bill 271.

Donna Phillips, RN, BSN
Member, Alaska Nurses Association Board of Directors
Chair, Ar.NA Labor Council
Trrai trcr and Membership Chair,
Providence Registered Nurses Bargaining Unit

TOTAL F.01
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Carol Ooas Widman

846 1Brookridge Drive
Anchorage, AJaska 99504
907-333-8797

Rep. Peggy Wilson
State Capitol

Room 108

Juneau, Alaska 99801

April 28, 2005
To Whom it May Concern:

Lam writing this letter in support of House Bill 271 “an act relating to limitations on
overtime for registered nurses in health care facilities: and providing for an effective
date”. 1am a registered nurse who works for the state of Alaska and is subject to
mandatory overtime. | have been mandated to work 16 hour shifts so many times 1have
lost count. During these times | have had to give medications to 20-30 patients. |
personally would not like to have a nurse give me medications who has worked 16 hours.
Numerous transcription errors, medication errors, and judgment errors arc caused by this
unfortunate practice used to staffhospitals. If I nurse refuses to work mandatory over
time they arc subject to disciplinary action.

Many states have passed bills outlawing this practice due to it being unsafe and verv
dangerous to patients. Nurses who work night shirt 11pm - 7 am arc forced to work till 3
pm —then they are required to return to work again that night. This practice is very
dangerous to patients and staff. 1feel this bill is very important for the welfare of patients
and citizens of the state of Alaska. Mandatory overtime is a practice that needs to be
stopped.

Sincerely,

Carol Goss Widman, RN

Wd2S:11 SOG? Bd -udb 2628 £££ 20b : 'ON >\



From: Paul Marshall To; Representative Peggy Wilson Date: 4/28/2005 Time: 11:56:18 AM Page 2 of 4

)42S Patterson Street
Anchorage, Alaska 99501
(907) 240-2980
ntimrnfauicsalaska.net

April 28, 2005

Rep. Peggy Wilson
Stale Capitol
Room 108
Juneau, AK 99801

Dear Representative Wilson,

1am writing this letter to express my enthusiastic and sincere support for IIl)
271, This bill isvery important because it would ensure the safely of
Alaskans by banning the use of mandatory overtime as a means lor hospitals
and other healthcare institutions to provide nursing stall during the nursing
shortage.

As both a full-time working 1INand the Ilcalth and Safety ofTiccr for the
I"rnvidr icc Registered Nurses union, hanning mandatory overtime isa
critical lop forensuring the health and safety of both the patients and the
nurses caring for them. Numerous studies and statistics have shown how
this practice has very adverse a(Tecls on both nurses and patient* and
therefore it should be hanned.

Why should Alaska make this a law? Because if hospitalsand other health
care institutions could he trusted not to practice the unsafe use of mandatory
overtime to stall'their nursing shortage they would have already been doing
It.

| have included an article written Py Sara Marklc -Uder from the United
Aﬁmencan Nurses that outlines the negative impactson both the patients anil
the nurses.

Tcase enact this hill in Aiaxka and make us a leader in participating in
the regulation ofthe dangerous use ofmandatory overtimefor nurses.

Sinerrclv.



“The work of bedside nursing has become increasingly demanding, from physical tasks such
as securing and transporting patients in wheel chairs, to caring for sicker and more obese
patients, and even enduring abusive behavior from patients, family members, and staff,
including physicians. Marked reductions in hospital length of stays have also made it more
difficult for nurses to get to know patient needs. These and other factors ha\c decreased the

average nurse retirement age lo the mid-50’s. Many initiatives to address the nursing shortage
are focusing on making it safer and less stressful for nurses to stay at the bedside as they age."

An excerpt from Charting Nursing's Future, a publication of the Robert Wood Johnson
Foundation, November 2005.
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agencies thatpBmpleted the National Survey on State
Public Health Employee Worker Shortage for their time
and contribution.

In addition. ASTHO extends special thanks to

Kathy Vincent LCSW and. Rose Conner. RN. MEd
for their vision, support guidance and passion for
workforce development

The following Individuals provided invaluable insights
for this report Kathy Deuel; Kristine Gebbie. DrPH, RN.
Mag‘Soto. Gina Swenla; Sharon MofFott RN. MSN; Lisa
Waddell. MO. MPH; Jane Kadohlro. DrPH; Sam Wilkins;
Leslie Scott Prue Al_brlﬁht MSN; Scott Becker; Eva
Perlman. MPH, Irakli Khodell; and Kathy Talkington

This report Is supported by funding from a cooperative
agreement with the Centers for Disease Control (CDC).
O?_lmons in this report do not neceaarily represent the
official policy of the CDC.
The AssQdationof State and Territorial Health Officials
is the national non-profit organization representing tho
stale and territorial public health agencies of the United
States, the US. territories, and the District of Columbta.
mASTHO's members, the chief health officials In these ®
jurisdictions, are dedicated to formulating and
Influencing sound Bubhc health ﬁohc%/,,and assuring
excellence mutate-based public health practice.

For additional Information contact
publicatlomffasthoorg
k

Association of State and
Territorial Health CHfldab
1275 K Street N.W.
Suite BOO
Washington. DC. 2000M 006
Phone @027) 371 9090
Fax (202)371-9797

ASTHO org
C 2004 ASTHO
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Executive Summary

The most difficult challenge state and local public health agencies face in
developing the capacity to resFond to terrorist events, emerging infectious
diseases, and other public health threats and emer?enC[es IS assuring a
qualified workforce is available to carry out these functions, If current
workforce demographic trends are left unchecked, they will have an adverse
affect on the capacity of state health agencies to carry out their mission;
including responsibilities that have continued to expand since the events

of September 11, 2001, and the ensuing anthrax attacks.

In October 2002 the Council of State Governments (CSG) and the National
Association of State Personnel Executives (NASPE) conducted a workforce survey
of all state agencies. The resulting report, "State Employee Worker Shortages:
The Impending Crisis," noted that state governments could lose more than

30 percent of their workforce to retirement, private-sector employers, and
alternative careers by 200e. and that health agencies would be the hardest hit

The findings from the CSG/NASPE workforce survey appeared to confirm the
anecdotal evidence and other infor lation that was emerging about the
pending crisis in the state Bubljc health workforce The combination of that
evidence and the CSG/NASPE findings wen* so comﬁellm that ASTHO concluded
a broader inquiry and analysis of state public health workforce trends were
warranted. Consequently, in November and December of 2003. ASTHO
surveyed its members, the senior health officials of the 57 states and territories
(and the District of Columbia), on a wide spectrum of workforce trends and
indicators ASTHO received responses from 37 states. Tins report contains the

results of the survey.

The folic ving are ley findings from the ASTHO/CSG survey.

+ A rapidly aging workforce whose average age is -5% 6 years

* Public health retirement rates as high as 45 percent over the next five years

« Cuirent vacancy rates of up ..c 20 percent m some states

* Public health employment turnover rates of 14 percent m some parts
of the country

These findings illustrate a (};]rowing public health employee shortage in a
rnjjority of the states that has been further exacerbated by severe state budget
cuts during 2002 and 2003-the deepest cuts in 60 years'l'-which have had
profound effects on the ability of public health agencies to fill vacant positions

More than 50 percent Of the states cite the lack of qualified personnel

or individuals willing to rclocatt as major barriers to prepavaness
Approximately 42 percent of tiie current epidemiologists ir tatj health
agencies lack format academic training in epidemiology 'I' Only public health
nurses an occupational group that averages mure than 30 years of service.14'
are inert* affected by workluce shortages than epidemiologists

State health agencies are supporting and. m some cases implementing a variety
ol stritvfjirs to head off the workforce crisis States repi 'ted that increased
access to advanced education, competitive p.iy ir.d benefits, and flexible work
schi Jules and telecommuting opportunities are the three most important
incentives in attracting and retaining an adequate public healtf worktuf'e

A»\atielmn ul Stalf and 1lei11lorial lleallli I»11u lal\



Introduction

The Council of Stele Governr :nts (CSG) and the National Association of
State Personnel Executives %NASPE) conducted a surveK in October 2002 that
F_redlct d state public health departments would be the staie agencies most
ikely to experience the government workforce shortage The survey data
captured in the reﬁort, "Slate Emplo¥]ee Worker Shortages: The Impending
Crisis" indicated that 85 peri.ent of the state agencies responding named
the health field as the most affected by personnel shortages.*>'

The Association of State and 'erritorial Health Officials (ASTHO), in
conjunction with CSG and NASPE. conducted the National Survey on State
Public Health Employee Worker Shortage in Decembei 2003. Th'Sreport
reflects the survey f|nd|n%s rovided by the State Health Officials and serves
as a companion to the NASPE/CSG report. The new survey findings provide a
better understanding of current public health workforce challenges and
state health agencies strategies for addressing the workforce crisis.

The last major review of the national public health workforce was conducted
in 2000 by the Bureau of Healtn Professions in the Department of Health
and Hurrun Services Health Resources and Services Administration e) The
Bureau", report.  Public Health Work Force Enumeration 2000, illustrated
the differences in responsibilities amonﬂ state public health agencies, the
variation in ways agencies enumerate their employees, the large variety of
professional disciplines employed, nnd the complexity of making cross
agency comparisons This report stated that the ratio of state public health
workers to population had dropped from 219 per 100 000 in 1980 to 1.3

per 100.000 in 2000 This landmark report did not examine the issues of

recruitment and retention

In the five years since tho enumeration study state public health has
entered ,inew eu with new responsibilities Public health has been subject
to significant new pressures and challenges The events of 9,11 and the
anthrax attacks brought tho role and responsibility of the public health
workforce m emergency response efforts to the ‘ore m public ur -
standing and to the attention of colleagues in emergency management
and other first response agencies This was fellowo ' b%l severe state budget
cuts during 2002 and 2003-the deepest m 60 years Public health agencies
did not escape the cuts
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Public Health Workforce Shortages

Trends Impacting the Public Health Workforce

Four trends emerged from the survey of ASTHO members which confirm
the findings in the earlier r port. "State Employee Worker Shortages: The

Impending Crisis":

1 A rapidly aging public health workforce
and shrinking ?agor pool

2 A high percentage of the P.U.b”C. health workforce
is eligible for retirement eligibility.

3 Chronic shortages in professional areas such as
public health nursing, epidemiology laboratory
science and environmental health.

¢ High turnover rates in states.

One: A Rapidly Aging Workforce

The avera%e age of state public health employees is 46 6. according to the
ASTHO/CSG survey Since the largest po‘tion of the U'S working population is
starting to move Into retirement age, this trend toward an aging workforce
creates new challenges for filling vacant positions in public health, By
comparison the Stale Employee Worker Shortages The Impending Crisis"
report revealed the average age of all state agency employees to be 44 years,
the center of the baby boom generation s age range and the age of the U S,
workforce  According to tne Social Security Administration, the average age
of the American workforce is to. or 15 percent youngei than the state public

health workforcell

AAyeneA i—ofP%bircr_ ’
AHearth Workers; by Region
“ASHURSTASTHOTCSG Survey,
.7 CSG/NASPE Survey, Social Security,

:Administration

mmMmr
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Workforce Workforce Workforce
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The population of the United States is under oingi_ significant change. The
nation is experiencing a significant bulge in the eligibility for retirement. The
older population (65 and over) numbered 35 6 million in 2002, an increase of
3.3 million or 10.2 percent since 1992 However, the number of Americans aged
45-54, increased by 38 percent during this period.!9) Figure 3 shows the foilin
growth rate of the U.S. workforce. The baby boomer generation is aging an
the succeeding generation of workers is significantly smaller.!"0)

Year

NM 223 5

GA

FL 121

HI 8.5

SD 9.5

Nat'l Avg 12420

AK 40
KS
\W . CtA(l'-l*"* o ot '

NY

NE

0 10 20 30 40 50

Two: High Per'sm:.j mf Workers cliyiblt? roi Retirement

The 'State Emp'oyee Worker Shortages The Impending Crisis" reported that
state governments could lose more th.-n 3U percent of their workforce to
retirement, private-sector employers, and alternative careers by 2C06 The rates
for state public health agencies according to the ASTHO/CSG survey are as high
as 45 percent (figure 4) On average, about 24 percent of the public health
workforce is eligible for retirement compared to 21 pmcent reported for all
state employees in Octobei 2up2 L!1
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Four states from the survey show vacancy rates for public he .Ith positions of 20
percent or higher. Seventeen out of 35 states reported vacar:y rates in the 11-20
percent range Fourteen statesreported that the percentage of state health
a%enc vacancies did not change or had declined in the last five years. The
ASTHO/ CSG report shows that around 11 percent of statejoos across all state

agencies are vacant
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Four: High Turnover R.if s

In addition, states rrnr | contend It .mi annual employee turnover rate that
averaged 14 percent for the 2t states responding to this question The high
turnover represents a potentially huge loss of msunihenai' I'0"-viedge.
leadership, and experience lot state health ayencir Although ih most states
the turnover rate for puOlir health iscomparable to the turnover rate for all
state government a%_ency employees, hlnnx Iree/os .aid shortages will make
it hard for state public health agencies to fill vacant positions "3< The earlier
CSG survey document, d that za states had enforced some type of mandatory
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Public Health Shortage Profiles by Profession

As highlighted in Figure 7, public health professionals such as nurses,
laboratory scientists, environmental workers, physicians, nutritionists,
educators, and social wor kers comprise 45 percent of tho current public

health workforce. The rest of the workforce consists of health officials and
administrators (3 5 percent), technicians (9.4 percent), administrative support
personnel (12 percent), paraprofessionals (3.5 percent), and other technical and

administrative categories.!15)

State and local health a?encies are reporting the most significant worker
shortages in the areas of nursing, environmental health, epidemiology, and
laboratory science.(15) Figure 8 of the ASTHO/CSG survey reflects that the state
health agency workforce shortage issue is most noticeable among public health
nurses. Thirty out of 37 reporting states identified FUbHC health nursing as

the field that isand will continue to be the most atfected by the personnel
shortage Furthermore, the survey documented considerable shortages for three
other public health disciplines including epidemiologists (15 states), laboratory
workers (11 states) and environmental health specialists (11 states).
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Thirty out of 37 reﬁorting states indicated that nursing is the occupational class
most affected by the workforce shortage, shortages are twice that of the next
leading class, epidemiologists (Figure 3%

The leaders or state public health nursing average more than 30 yeais service
ara revery dose lo retirement in one state nearly 40 percent of the public
health nursing workforce is eligible for retirement today(W|

Public health nurses comprise 11 ﬁercent of the total public health workforce
and 25 ﬁercent of all public health professionals,iH Ihe ASTHO/CSG survey
shows the 37 reporting states have a total of 14,733 nurses working for
public health agencies The number of public health nurses varies by state,
one state reported six nurses on stall, while another reported having 2.5J1

The roles and responsibilities of the public health nurse can also vary by
late Tii*y might include, for example, instructing individuals on preventive

care, nutrition, and childcare anrl arranging lor immunizations, blood
ﬁressure screening and/or working with community leaders to promote
ealth education.11'1
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Health providers across the nation, public and private, are reporting serious
deficiencies in the supply of nurses in all health care settings According to
national projections, by the year 2010 there will be a need for one million
additional registered nurses in all health fiolds.'-0/ The nursing shortage in the
private sector adds to the challenge for the public health sector, which must

compete for a limited pool of applicants

Pail of the public health nurse recruitment challenge is that young people are
increasingly reluctant to enter puolic health nursing, primarily because of low
salaries in the field.*2") Unfortunately, fiscal conditions in many states do not
permit the salary increases necossiry to allow state health agencies to effectively

r rnpete for limited talent

Women in the past have traditionally filled the vast amount of nursing positions
due to limited career paths However, today s women have greatly expanded
career opportunities to choose from when selecting a career leaving behind

significant recruiting gaps

Epidemiology

Epidemiology provides the fundamental public health functions of monitoring
health status, diagnosing md investigating health hazards ana events, nnd
evaluating the effectiveness of health services

According to the ASTHO/CSG survey, at least 15 of the 37 reporting states
have a shortage of epidemiologists (Figure 8) The U'S General Accounting
Otfice reports that barriers to uti mting and retaining epidemiologists in

the public health field include noncompetitive salaries and a general shortage
of professionals (22> Approximately 42 percent of the current epidemiology
workforce m state health departments lacks formal academic training

in epidemiology

Tfie shortage ol epidemiologists may be partly explained by the high level of
education required fur this profession in relation to public salaries 28 3percent
of epidemiologists hjve doctoral level training 40 percent have masters level
training. 18 4 percent have bachelor level training and 13 percent have various
other types of educational qualifications,123*
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Laboratory Scientists and Technicians

Public health laboratories are often the first line of defense in protecting the
American people against diseases and other health threats. Public health
laboratories provide diagnostic testing, disease surveillance, applied research,
and training. The IaboratorK workers In state public health constitute 3.1
percent of the total public health workforce.!24)

While several states participating in the ASTHO/CSG survey noted the shortage
of laboratory workers, other surveys have also found shortages of laboratory
personnel. A report by the Association of Public Health Laboratories that
Includes data as of December 2002, reveals a severe shortage of qualified
laboratory personnel in the states.'I5L Thirteen states reported no doctoral-level
molecular scientist on staff, and 23 states reported only one Most states agreed
that at least two doctoral-level molecular scientists were needed on staff to
ensure emergency readiness.

A shortage of information technology specialists can seriously imperil

the ability of states to meet the notional goal of timely and effective
communication of laboratory results during nn emergency.l26) Sixteen
states reported no dedicated, full-time information technology specialist to
manage laboratory information systems and 18 states reported only one
person serving in this capacity.

The primary barrier lo hiring adequate laboratory staff is the lack of trained
personnel willing to serve in the public sector. In recognition of this, Congress
took steps in 2G03 to help meet the need of more public health laboratory staff
by approanatmg 5T<56 million to improve laboratory caFacmes However, even
thou?h the supplemental funding provides for hiring of a skilled laboratory
workforce, the needed workforce simply does not exist. Of 22 stoles that have
not met the August 2003 deadline for preparedness benchmarks from the grant
money. 17 cited the difficulty in recruiting new staff as a major problem IZ%

The Association of Public Health Laboratories cautions that policy-makers
might erroneously assume that because all of the funds have not been Sﬁent,
slates don't need the money. In fact, intractable vacancg rates and the physical
unavailability of professionals willing to work iri the public sector are the core
of the problem.<28|

t v. t aihi.oMtiii K.-aith Professionals

The term environmental health professional covers a broad a. raK 0 Services
in the public health field Tot the past 150 years environmental health
services have focused on food, water and sanitation The emergence of new
ttifi - such as Cryptosporidium, hantavirus, West Nile vi ms. SARS, and

bio agro-terrorism - shows the need lor a strong environmental public health
system and workforce.

Eleven of the 37 reporting states in the ASTHO CSG survey identified a shortage
of environmental health professions There are slightly more than 20,000
environmental health professionals and technicians in the United States(2")

Tf <, comprise about S percent of the total public health workforce 50)

Current challenges far recruiting and retaining existing environmental health
workers mc'udft low pay scales at the Slate level minimal advancement
opportxmte.mand competition with the private setter State environmental
programs often servo as a training giound fur people to learn needed skills and
then move into the private sector at higher salaries

State IFlIMii Health Workit Shortage Hrport 9



Keys to Success: State Plans to Address
Public Health Workforce Issues

Measuring the extent of the current workforce deficit, projecting future staffing
needs, and developing effective strategies to meet these needs present new
challenges lo State Health Officials Given current budget constraints at the
state level, states are experimenting with new approaches in recruitment and
retention Some of these strategies have been implemented, while others are

still i sthe planning stage.
Workforce Recruitment and Retention

States are considering various strategies to ensure adequate staffing of public
health agencies, including

* Increasing pay and benefits _ N
. r'ring flexible work schedules and telecommuting opportunities
I vidng professional tralnln?
oining futuio public health leaders
. Marketing public health careers at high schools and on college campuses
* Partnering with educational institutions
« Using information technology and the Internet for recruitment

The ASTHO/CSG survey identified six trends that are developing in the
aﬁproac.hes. to workforce recruitment and retention among the states. These are
shown in Figure 9 The CSG/NASPE Survey reported that 34 stales are
establishing new recruitment and retention strategies and 75 percent of states
have developed long-term plans to address the personnel crisis

OuttetXh Campaigns

Seven of the 37 reporting states are implementing recruiting strateg-es that
Eromote pub'ic health careers at high schools and higher education institutions
or example, outreach campaigns aimed at universities and colleges, schools of
public health and health services; and historically minority colleges. State health
agencies are also redefining public service by developing publ.c healtn career
promotion campaigns that showcase state publi. health agency posit ons as
Interesting careers where giving bjek to the community, detecting new and
emerging Uvats, and keeping America healthy arejusl part of thejch

All 37 states that FarticiFated in the survey have proposed various approaches
to alleviating public health worker shortages. For example, some stales are
developing mid- ile career change programs to attract professionals leaving
other career[paws Other states are developing reports on the current
conditions affecting the workforce to aid policymakers in deterrmr  future

planning.
Inform:*tion Technology

Five states repotted using information technology and the Internet to
expand their outreach .aid optimise their outreach campaigns Some .-tales
are using the Internet to advertise public health vacancies, taking adv ullage
of commercial partnerships offered try web basedjob search engines |t
augmentln% recruitment capabilities and shortening the furmg procos:
States are also developing clearinghouses for current m-depth inform, tion

on health careers
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Professional Training

Recognizing the value of institutional knowledge, state health agencies are
devising innovative strategies to retain current employees. Fourteen of the

37 reporting states are considering incentives designed to advance the
competencies of their public worktorce, such as scholarship and loan repayment
Frogr_ams, work-study arran%ements, ﬁrofessmnal training, and distance
earning opportunities. Emphasis on the value and attainment of proper
qualifications through higher education and continuing education is essential if
the public health workforce is to keep up with the escalating demands of new
scientific technologies and methodologies.!3)

Eleven of the 37 reporting state public health ag?encies are considering
ﬁartnering with various professional educational institutions to design public

ealth programs and curricula. By educating all health professionals about
public health skills, states can develop basic public health curriculum units that
can be adoEIed into any baccalaureate or graduate health professional
program. This increases the pool of partners for public health organizations that
reach out for collaboration in future retention, training, and mentorship.

Educational
Opporltllmltles

:State Public Health, , *
Personnel Recrujtment
an>{R\/etent|on fia_ns y:x

VS-S'. o, -

Utilizing High Schools and
IT and Well CoIIYeges

Higher Pay and Beoerif ac:i ,-ie- ibilicy

States are conce nod that considerably lower salaries in governmental public
health positions make it difficult lo compete with the private sector for
employees Sixteen states are considering offering pay and benefits that are
in line with the private sector as a potential solution to public health worker
shortages (Figure 10) The ASTHO/CSG reﬁort documents that 45 states have
faced serious budget difficulties during the past two years that will make it
difficult for them to address the slate workforce shortage.<3J) Despite funding
cuts, the ASTHO/CSG survey demonstrates some states are finding vehicles

to increase pay to retain employees when the market shrinks for particular

high-need occupational categories

Four of the 37 reporting Stales are offering telecommuting and other flexible
scheduling opportunities to their public health employees States found flexible
schedules improve organizational resilience, promote skills retention for those
who might want to move out of stale but continue to work on a full-time or
part-time bar s, lower absenteeism, and reduce the desire to ‘job hop".

State Piililiv Health Worker Shortage Report



One way to retain the expertise and eerrience of the aging workforce is to
rehire retired employees. Of 36 states that responded lo this question in the
survey, all but four states reported that they actively seek to rehire retired
employees. Of the 33 states responding that are permitted to rehire, 16 provide
retirement benefits to the rehired employees. Some states are offering part-time
employment to attract public health system retirees.

Tapping the retired worker talent pool offers a si%nificant opportunity to avoid
the loss of institutional knowledge and retain highly-skilled employee. It also
allows more time for succession Planning activities. Currently, Americans age 50
and older make up 28 percent ot the population, with 50.6 million people
between ages 50 and 70. As the baby-boomers mature, it's predicted that there
will be as many Americans of retirement age as there are 20-25 year oids.,33)

Enhancing Leadership Capacity

Four of the 37 reporting states are focused on enhancing the leadership capacity
of their public health manaﬂers through leadership training institutes Public
health agencies partner with state educational institutions to help future health

leaders acquire and develop necessary leadership skills
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Conclusion

An adequate sugply of competent public health professionals is a vital
component uf the governmental public health infrastructure. A number of
factors are having an adverse affect on the ability of state Fublic health to
ensure that there are sufficient numbers of these individuals to fill current and
rapidly growing vacancies. Chief among these are that the current workforce is
rapidly aging and nearing retirement while there are few students and young
professionals who are interested in careers at public health agencies. The
combination has resulted in a critical narrowing of the public health workforce
pipeline in a majority of the states. If left unchecked, time will exacerbate the

Crisis.

The ASTHO/CSG survey shows that the greatest worker shortages are in the
areas of public health nursing, epidemiology, laboratory science, and
environmental health, all of which require advanced specialized training and
education. These professionals detect emerging diseases; educate the public
about actions to take to prevent exposure, protect the food su/gply, and help
develop public health policy to prevent the spread of disease. A long-term
aggrpsswe plan must be implemented to educate, recruit, and retain competent
public health professionals.

States are impIementing_various strategies to improve worker recruitment and
retention, such as reaching out to school-aged children to spark interest in the
public health profession, using information technology to recruit new public
nealth workers, providing incentives to imProve skills, increasing the p.iy and
benefits of the existing public health workforce, and rehiring retired public
health employees. The underlying current of tight state budgets, however,
affects all of these efforts.

Aside from offering competitive salaries, long-term solutions will reguire
innovative programs for on-the-job training and expensive advanced degree
education Many states said outreach campaigns to new partners, institutes of
hi%h_er learning, school aged children, and legislatures are critical to building the
Pu lic health workforce pool Men, states also indicated that scholarship and
oan repayment programs could help public health to recruit the best ~nd the
brightest America has to offer

There ar "avariety of reasons for the public health workforce shortage The
surve%/ provides examples of the practices states are implementing to alleviate
the shortages and how the entire public health system must plan for long-term
solutions Both the problems and the solutions are multi-dimensional and will
require a well-coordinated effort on the part of the public health agencies,
legislatures, institutes of higher learning, and the federal government to help
improve the outlook for the future workforce and guarantee the security and
health of the American people.
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TIME AFTER TIME

Mandatory overtime in the U.S. economy

by Lonnie Golden and Helene Jorgensen

Over the last two decades, American workers have been clocking more and more hours on the job, and
they now work more hours than workers in any other industrialized country. Annual work hours are 4%
higher than they were in 1980, amounting to an extra Lhour and 30 minutes at work per week, on average
(ELO 1999). The cumulative rise in time on the job is even higher, of course, for families. In 1998 the
typical middle-income, married-co'ple family worked six more weeks a year than did a similar family in
1989 (Mishel ct al. 2001). Workers are also clocking more overtime hours. Almost one-third of the
workforce regularly worxs more than the standard 40-hour week; one-fifth work more than 50 houis.
Hourly manufacturing workers, the only group tracked by government statisticians, are putting in 25%
more overtime than they were a decade ago.lIn virtually every industry within the bcllweather manufac-
turing sector, overtime had reached a record by the end of the 1990s.

The growth in overtime work, while helping to drive the healthy growth in output in the U.S., has
unhealthy social costs. It is taking its toll not only on workers, but on their families, communities, and,
ultimately in many cases, patients, customers, and employers. Families burdened by longer work hours
are more likely to find it difficult to balance the conflicting demands of work and fami! . More hours
spent at work mean less time with the family, less time to help a child with homework, less time for play,
less time for housework, and less time for sleep. These sacrifices can translate into increased risk for
accidents and injuries; greater chronic fatigue, stress, and related diseases; reduced parenting and family
time; and diminished quality of goods and services - a serious public concern particularly in the health
care sector. The social costs associated with the growth in work hours and persistent overtime are particu-

larly worrisome when the long hours are involuntary.


http://eplnet.org

The tenuous balance between work, family, and other non-work activities is thrown off most when
overtime is mandatory (also referred to as “compulsory™ or “forced”). Mandatory overtime hours are
those above the standard work week (usually 40) that the employer makes compulsory with the threat of
job loss or the threat of other reprisals such as demotion or assignment to unattractive tasks or work shifts.
Given that overtime can have detrimental effects on workers and their families, mandatory overtime is a
serious public policy concern, yet current law does not address it. The Fair Lai>or Standards Act of 1938
(FLSA), which regulates overtime, currently imposes no limits on overtime hours, nor does it prohibit
dismissal or any other sanction for declining overtime work. Rather, the FLSA merely requires that
payroll employees (who are not “exempt” from the overtime requirements of the FLSA) be paid an
overtime premium of at least one-half of regular rate of pay for each hour worked over 40 during a work
week.

With the rise in household work hours i ' overtime, there is a growing need for limits on invol-
untary overtime. Labor laws such as the FLSA need to be amended to protect workers against excessive
work hours and mandatory overtime and to protect the public from the dangers of an overburdened,
stressed workforce. Employees should have the legal right to refuse overtime after having worked a
certain number of hours - without fear ofjob loss or other sanctions. Furthermore, an employee should
be asked to work beyond some legislated upper limit only during exceptional circumstances such as a
temporary health or public safety emergency. Amendment of the FLSA can preserve the right of work-
ers to work long hours if they choose to do so, but ensure workers the right to refuse mandatory over-

time.

The need for limits on mandatory overtime

In the Unit i States, unlike in most European countries, employment is “at will," meaning that the
employer can dismiss an employee for any reason or for no reason - except gender, race, age, or
disability. Thus, employees who refuse to work overtime can lose theirjobs or face other reprisals such
as demotion or assignment to unattractive work or to less desirable shift times such as nights or week-
ends. Faced with the legal threat of these kinds of sanctions, many employees often work more hours
than they would like and. in some cases, work an extreme number of hours well beyond the standard 40
a week.
The only disincentive to the unbridled use of overtime by employers is the FLSA requirement that
payroll employees covered by the act be paid time-and-a-half for hours worked above 40 in a week. The
Department of Labor estimates that about 74 million workers were covered under the FLSA overtime
provision in 2000. 2There is evidence that the required overtime pay premium for these "non-exempt”
workers is effective - about 44% of “exempt" workers (i.e., most executives and supervisors, certain
administrative and professional employees, and outside salespeople) work longer than 40 hours per week,
compared to only about 20% of non-exempt workers. However, the share of the workforce exempted
from the FLSA has been growing slightly (Hamemiesh 2000) over time, despite recent court decisions
reaffirming FLSA coverage over occupations such asjournalists, paralegals, some computer technicians



(those positions that are not highly paid or highly skilled), and most on-call positions. Moreover, business
interests continue to push Congress to broaden the exemptions to include “inside sales employees™and
licensed funeral directors and embalmers. They also are lobbying to create a new classification of "knowl-
edge workers,” such as computer and network systems analysts and degreed clerical personnel, who
would be exempt from the overtime regulations (see U.S. GAO 1999; Labor Policy Association 2000).

Long hours and risks to worker and public safety and health

Long hours can detrimentally affect workers, their co-workers, their families, consumers, and the public.
Indeed, there is evidence that, despite the short-term benefits that make over*me attractive to employers
(Easton and Rossin 1997), it may in the longer term create offsetting harm to an organization by decreas-
ing quality, increasing mistakes (Babbarand Aspelin 1998; Hirschman 2000), and reducing productivity
(Shepard and Clifton 2000). A study on the effects of overtime work on autoworkers found that overtime
resulted in impaired performance in attention and executive functions. Workers also reported feeling more
fatigued and depressed after working more than eight hours a day (Proctor et al. 1996). It is not surpris-
ing, then, that accident rates increase during overdme hours (Kogi 1991). For example, researchers have
identified overtime as a factor contributing to safety incidents at nuclear power plants (Baker et al. 1994),
confirming what researchers had previously found at manufacturing plants (Schuster 1985) and among
anesthetists (Gander et al. 2000). Workers who work overtime face a greater risk of injury and illness
(Aakerstedt 1994; Duchon etal. 1994; Rosa 1995; Smith 1996). For a typical example, a German study
found that, after nine hours at work, the accident rate begins to rise; in the 12th hour the accident rate was
twice as high as the rate for the first nine hours (Hanecke et al. 1998). Long work hours also multiply
repetitive motions and exposure to harmful chemicals.

Further, frequent overtime and compressed work schedules that produce long workdays can be a
major cause of the stress and chronic fatigue reported by many workers, as well as the ensuing occupa-
tional burnout or serious health conditions (Sparks et al. 1997; Spurgeon et al. 1997; Martens ct al. 1999;
Bamett et al. 1999; Shields 1999; Fenwick and Tausig 2001). Stress can result in increased blood pressure
and cardiovuscular diseases, which in some cases can have fatal consequences. The Japanese, known for
long work hours, even have a word - karoshi - to describe death from overwork (Hayashi et al. 1996; and
Sokejima and Kagamimori 1998).

In the U.S., job stress is estimated to cost industry S150 billion per year in absenteeism, health
insurance premiums, diminished productivity, compensation claims, and direct medical costs (Donatclle
and Hawkins 1989). Longer work hours can only contribute further to this drain. A study by Northwestern
National Life (1991), which investigated employee burnout, found that seven out of 10 employees experi-
encing job stress said they frequently suffered health ailments. Frequent mand"™ ory overtime was one of
the leading five factors that caused increased stress. Employees who worked overtime on a regular basis
were twice as likely (62% vs. 34%) to report that they found theirjobs to be highly stressful.

Overtime work and the crowdmg-out o fnon-work-time activities
While hours spent at work have increased, work responsibilities at home have not decreased much.



Therefore, working families more and more find themselves squeezed for time. Overtime, and in particu-
lar forced overtime without advanced notice, is a challenge to working families. Being told at the end of
the workday to stay and finish a work assignment or work a second shift can leave working parents -
especially single parents - scrambling to make arrangements for child care at the last minute. Some
parents can rely on other family members to care for their children at these times, but of course not all
parents have this option, and therefore must depend on child care centers or babysitters to watch their
children, a costly option, or perhaps even have to leave children unattended or unsupervised. Further,
overtime work can interfere with after-work classes in which workers have enrolled and with community
volunteering and social activities that require advance planning.

Overtime rrten comes at the expense of sleep: three in four people say they suffer fatigue during the
day (Atkinson 1999). A poll by the National Sleep Foundation found rampant sleep deprivation, with one-
third of respondents reporting less than seven hours of sleep per night and 63% getting less than the eight
hours recommended for superior health, performance, and safety. In the last five years, adults who spend
more time at work than sleeping has just about caught up to those who spend the reverse. Those who work
sleep significantly less than those who do not, particularly those who work over 40 hours (and 38% in this
poll reported working 50 hours or more per week), and they report more sleepiness during awake time
and insomnia. Job-related work ranked as the activity least likely to be given up among adults who

reported a lack of time (National Sleep Foundation 2001).
When workers cut back on sleep, their work performance suffers. The National Commission on

Sleep Disorders estimates that companies lose up to $150 billion per year due to employee fatigue. A
study conducted by the American Journal of Public Health in 1992 found that nurses in Massachusetts
who work variable schedules (including mandated overtime shifts) were twice as likely to report an
accident or error and two-and-one-half times as likely to report near-miss accidents (MassNurse News
2000). It concluded that these conditions were associated with "frequent lapses of attention and increased
reaction time, leading to increased error rates on performance of tasks.” An Australian study found that
sleep deprivation has the same effects as being drunk. As the number of hours increased without sleep, the
study’s testers took a longer time completing a task, made more mistakes, and had problems with concen-
tration and memorizing information. After 17-19 hours without sleep, the testers’ performance and
alertness suffered notably, and "performance levels were low enough lo be accepted in many countries as
incompatible with safe driving” (Williamson and Feyer 2000, 653-4). Sleep deprivation poses a serious
safety risk for workers not only at work, but also when driving home after a long day at work. And for
workers who work late into the evening, commuting by car may be the only option, since carpools and
public transportation are geared to workers on daytime schedules.

Since overtime can have detrimental effects on workers and their families, no worker should be
forced to work overtime. Indeed, the public health considerations associated with long work hours suggest

that excessive overtime hours should be legally capped.



Levels of overtime and trends
An analysis of 'he number of hours usually worked by wage and salary employees shows that overtime

work is widespread in most industries.3In the industries of agriculture, mining, manufacturing, transporta-
tion, communication, and some professional services, more than 25% of all employees reported that they
worked more than 40 hours per week on a regular basis, and often considerably more. In fact, workers
who clocked extra hours (both exempt and non-exempt workers) on average worked nearly 12 hours
more than the standard work week of 40 hours in 2000 (see Table 1).

There has been a slight, gradual, yet detectable upward trend in this percentage over the last decade.
According to data from establishments by the Bureau of Labor Statistics (2000), average overtime in
manufacturing escalated over the 1990s, from 3.3 hours to a peak of 4.9. More than half of the 20 indus-
tries within manufacturing had increases of at least 1 hour over the 1991-98 period (Hetrick 2000). In
fact, many of these industries had set records for their overtime series by early 1997. The National Study
of the Changing Workforce (NSCW) survey, in its sample of almost 3,000 individuals, found that the
employed put in six hours more than they are scheduled to work (Galinsky and Bond 1998).4

Moreover, there is evidence of substantial non-compliance with the existing FLSA rules and
regulations regarding overtime hours and pay or exemptions. By misclassifying workers or evading
overtime pay rules, employers presumably have employees work longer hours than if the employer
followed overtime rules regarding computation of hours and exemptions. Violations are higher in certain
major industries (see Table 2). Non-compliance appears to be highest in the construction industry, where
non-exempts dominate the workforce. While the rate of compliance in services is high, there has been a
dramatic decline in two of the industry’s components - nursing homes and residential living facilities - in
the proportion of firms that are in compliance with the FLSA.5The level of compliance in nursing homes
dropped from 70% to 40% of surveyed firms, and is 57% in residential living facilities. The vast majority
of violations (84% and 92%, respectively) were non-compliance with the industry’s overtime pay rules.
The most common violations in the nursing care and residential living industries are the failure of em-
ployers to pay for all the hours that an employee works and the misclassification of workers as exempt.6

Estimates of mandatory overtime
The last attempt to directly measure the extent of mandatory overtime with specific survey questions in a

nationally representative sample was the 1977 Quality of Employment Survey (QES) of the University of
Michigan. These estimates can form a baseline to estimate the current degree of mandatory overtime. The
QES asked workers who worked overtime hours whether overtime was “mostly up to the worker” or
“mostly up to the employer” and, separately, if they could refuse overtime without some kind of penalty.
About 45% responded that overtime work was "mostly up to theiremployer" (vs. 44% who that said it
was up to them; the rest said "both"). About 19% reported they would suffer a penalty. About one in six
workers, 16%, said their overtime was both up to their employer and they would suffer a penalty if (hey
refused it (Ehiw.iberg nnd Schumann 1984); this portion represents the most conservative estimate of the
extent of mandatory overtime. In the entire QES sample, from the “merged” 1974-77 panels, 21% of men
were subject to such mandatory overtime work, and 35% worked overtime voluntarily. Workers in blue-



TABLE 1

Hours worked, part-time and overtime, by industry, 2000 (employed individuals at their main jobs)

Percentage Percentage Percentage Average Average no. ot
Average working working of workers hours worked  overtime hours
Number ot weekly part-time more than with variable It working if working

Industry workers hours (Iess than 35 hOUI’S) 40 hrs/week weekly hours* more than 40 more than 40
Agriculture 1,862,667 40.3 15.0% 25.2% 15.0% 54.5 145
Mining 495,340 48.0 2.0 40.0 9.7 59.0 19.0
Construction 7,238,868 41.2 5.7 18.9 9.0 51.8 11.8
Manufacturing - durable 11,733,130 422 3.0 26.0 4.4 50.4 10.4
Manufacturing - non-durable 7,508,890 41.2 5.7 225 5.5 50.5 10.5
Transportation 5,729,608 41.6 10.6 251 13.3 53.6 13.6
Communications 1,978,388 41.9 47 25.3 4.0 50.8 10.8
Utilities and sanitation 1,430,693 41.3 31 17.3 41 50.8 10.8
Wholesale trade 4,838,551 42.2 6.9 301 5.6 51.4 114
Retail trade 20,595,385 35.3 30.7 151 8.9 51.4 114
Finance, Insurance, and Real Estate 7,685,257 40.4 96 20.8 51 51.1 111
Private households 922,179 29.7 42.7 8.7 18.3 56.7 16.7
Business and repair services 7,898,715 40.3 114 22.2 6.0 51.3 11.3
Personal services ? '99,577 37.3 22.2 13.2 8.7 53.6 13.6
Entertainment and recreation services 2,269,862 34.2 31.3 131 9.4 52.4 12.4
Hospitals 5,021,226 38.7 158 12.2 5.9 54.3 14.3
Medical services 5,961,670 37.0 225 115 6.2 52.0 12.0
Educational services 10,971,126 37.3 215 18.0 5.8 51.9 11.9
Social senfices 2,979,796 35.7 25.4 9.6 4.8 52.0 12.0
Other Service professions 5,334,002 40.0 154 27.4 6.7 52.4 12.4
Forestry and fisheries 98,284 42.6 8.4 17.6 12.0 61.8 21.8
Public administration 6,024,910 403 6.0 14.4 4.0 51.1 111

All workers
Weighted averages across

all industries 121,378,123 39.1 15.4% 19.4% 6.9% 51.8 118
Standard deviation among industries 3.7 11.0 76 37 29 2.9

'\/aria"](?hours ara those whoso work week is so variable week to weok that they cannot specify Its usual length. A significant portion of these workers may, on
average, actually work Tonger than a 40-hour week.

Source: Authors' analysis of the monthly Current Population Survey ot households, 2000.



TABLE 2
FLSA coverage and overtime compensation by Industry, FY 1996

Rate of employer

Employees
under executive, Estimated ~ compliance with
administrative, Non-exempt percent exempt  FLSA overtime
Industry professional employees from overtime regulations
Al 31,729 74,044 39.5 90%
Private 25,495 61,899 39.9 88
Agriculture 252 12 99.4 90
Mining 35 3 17.2 92
Contract construction 736 4,584 15.1 73
Manufacturing 3,230 166 19.2 91
Transportation and public utilities 1,413 2,777 55.6 83
Wholesale trade 1,580 4,069 37.2 96
Retail trade 3,049 15,445 28.6 91
Finance, insurance, and real estate 2,706 3,493 49.4 86
Services 12,434 6,154 54.4 93
(notincluding private households)

Private households 0 459 50.6 96
Public sector 6,234 12,144 37.5
Federal government 1,233 1,472 46.6
State and local government 5,002 10,672 36.1 100
Nonclassified
Correlation coefficient:

0.133

percent exempt with percent compliance

Source: U.S. Department of Labor, Wage and Hour Division, 1996.

collar positions had a greater likelihood of facing mandatory overtime, as did workers who had medical or
pension plans, while unionized workers had a lower likelihood (Idson and Robbins 1991).

More recent attempts to infer the extent of mandatory overtime are far from satisfactory. Given the
long-term rise in average weekly overtime hours (at least in manufacturing), however, one might suspect
that the incidence of mandatory overtime has risen more or less commensurately (Smith 1996, A particu-
larly informative study by Cornell University’s Institute for Workplace Studies (1999) surveyed 4,278
unionized hourly workers, concentrated mainly in the Northeast and consisting of six industries, primarily
construction (craft workers), manufacturing (auto workers), and services (emergency medical technicians;
mail handlers; and workers in utilities, transportation, nursing homes, and retail). In this sample, 60%
worked some overtime in the previous month, with about a third of these workers putting in 11 or more
hours of overtime per week. About a third of the overtime workers reported being compelled by their
employer to work overtime (a proportion the authors concluded was surprisingly low). Workers employed
in the transportation and emergency health services faced more employer pressure than workers in other
industries.

Almost one in five workers, 18%, reported working more overtime hours than they preferred. This
amounted to half the proportion satisfied with their number of overtime hours and even less than half of



the proportion actually wanting more overtime. Thus, there appears to be a maldistribution; if hours could
be redistributed within all industries away from those who work overtime involuntarily and toward those

who wanted more overtime (presumably to build their incomes) this would reduce the latter group by up

to 40% of its current size.

Involuntarily scheduled overtime work may further worsen the negative well-being, safety, and
health outcomes of overtime perse. The Institute for Workplace Studies (1999) survey found that the
proportion of workers who reported high levels of work/family conflictjumped dramatically for those
who put in more than 50 hours a week. In addition, respondents who faced supervisory pressure to work
overtime reported negative effects. For example, 19% of all workers reported feeling depressed more than
“once in a while," butamong the 8% of workers who reported high levels of supervisory pressure to work
overtime, the percentage jumped up to 23%. Similarly, as supervisory pressure to work overtime in-
creased, workers reported significantly higher levels of somatic stress, higher levels ofjob-escape drink-
ing, and higher absenteeism due to illness. Supervisory pressure to work overtime was also significantly
associated with injuries at work. Among the 66% of workers who reported no supervisory pressure to
work overtime, 9% experienced multiple injuries at work during the prior year; among workers reporting
low, moderate, or some levels of supervisory pressure, the share was 14%; for workers reporting high
levels of supervisory pressure to work overtime, the share was 16%. Yet, financial demands and feelings
ofjob insecurity were cited more frequently thun employer pressure as the ultimate motivator of extra

work time.
It is important to keep in mind that employees who are not subject to mandatory overtime may still

end up working more overtime hours than they would prefer. Many workers have overtime scheduled by
their employer, and “choose" overtime because their base wage or salary is insufficient to support their
family; some may feel that their chances fora promotion or pay increase improve if they put in extra

hours.

Sources ofmandatory overtime
The need for mandatory overtime is in part an outcome of the prolonged economic expansion of the

1990s. Low unemployment rates led to labor shortages in certain industries such as health care and
telecommunications and in occupations such as nursing. Rather than raising wages to uttract new employ-
ees, employers opted to have their current workforce work more hours - even if it meant paying an
overtime premium. In addition, adjusting hours to the seasonality of demand may be more common,
tending lo intensify the use of mandatory'overtime. Half of all surveyed accounting firms, particularly the
larger ones, used mandatory staff overtime for this purpose (Pfau, Quint, and Huttlinger 1997). Funher,
employers appear to be less willing to invest in training of new employees, and instead prefer to have
their current workforce put in more hours; this has been the case in the high tech industry. Overtime
continues to be appealing, despite its appurent longer-term harms and risks, because employers can enjoy
non-wage cost savings (Cutler and Mudnan 1998), while employees gain greater access to higher wage
rates (Bell 2000; Meeker 1998) and more flexible daily work schedules (Golden 2000, 2001).



Mandatory overtime in health care: accident risks and compiomising of quality
Overtime work is widespread among nurses, medical residents, and doctors, and this pattern of work can
lead to situations thatjeopardize the health of patients. Understaffing of nurses at hospitals means that
nurses sometimes are forced to work a second shift after their first shift ends. High patient load and
fatigue from long hours can result in inadequate compliance with procedures and less monitoring of
patients. As a result, overtime can compromise patients”health or safety. Medical residents cited fatigue as
a cause for their serious mistakes in four out of 10 cases (Boodman 2001), and two studies linked infec-
tion outbreaks at hospitals to overtime work (Amow et al. 1982; and Russell et al. 1983). Indeed, the
California Nurses Association reports that more nurses are refusing to work in hospitals with unsafe
conditions, in which they include being forced to work unplanned overtime. The American Nurses
Association (ANA), in a national survey of 7,300 of its members, found, disturbingly, mat 56% of nurses
believe that the time they have available for care for each patient has decreased, and 75% feel that the
quality of patient care at their own facility has decreased in the last two years. The cited inadequate
staffing as the chief reason.

Mandatory overtime in health professions generally is likely high, although no reliable data regard-
ing its extent are available. In the Institute for Workplace Studies (1999) report, health sector workers
averaged a little over three hours of overtime per week - not particularly high. In a survey on mandatory
overtime, the journal Nursirif>2000 reported that 36% suid they never worked mandatory overtime. One
quarter of the respondents worked mandatory overtime once or twice a month, while another quarter
worked it once or twice a week. However, about 14% worked additional mandatory hours every day
(Nursing2000). Respondents to a poll (2,125 total) administered by the American Association of Critical
Care Nurses in May-June 2000 found that 43% of their members' hospitals have a mandatory overtime
policy. The same poll found that responding members attributed mandatory overtime mainly (three-
quarters of the reasons designated) to both routine short-staffing policies and a nursing shortage. Perhaps
it is no coincidence that nurse’s aides were second only to truck drivers in the total number of cases of
disabling injuries und illness. And not surprisingly, the ANA delegates voted almost unanimously to
declare that refusing overtime docs not constitute patient abandonment, from which nurses arc legally

prohibite 1.

Mandatory overtime provisions in collective bargaining agreements
Generally, union workers ore better protected from mandatory overtime than arc nonunion workers, since
union contracts can specify upper limits on overtime, establish a scheme to make overtime more orderly
or voluntary, or establish a system of compensatory leave. In 1977, over one in five union members had
collective burgainmg agreements that restricted mandatory overtime, according to the QES. But as many
unions have lost membership, in particular those in manufacturing and communication industries, work-
ers’bargaining power to obtain such contract provisions may have diminished.7Unions rnay find it
increasingly difficult to both oppose mandatory overtime measures in workplaces and negotiate better
premiums for overtime work. In addition, unions whose members have experienced declining wage rates
arc under pressure to preserve overtime work as a way to allow members to prop up their earnings.



In recent years, several unions have successfully negotiated contract language that places limits on
mandatory overtime or requires steps to make such arrangements more voluntaty in nature.1For example,
in the health services sector, Tenet Health Care and St. Vincent's Hospital in Worcester, Mass., signed an
agreement with 600 nurses that allowed the hospital to mandate overtime but for no more than for a four-
hour period twice every three months. (The hospital has the right to assign up to two hours of mandatory
overtime, and the nurse can work an additional two hours if she felt capable of doing so safely.) Tenet
management had initially demanded that the nurses agree to work mandatory 16-hour shifts with one
hour’s advance notice.” Limits to forced overtime have been implemented in telecommunications and
other industries as well. The Communications Workers of America (CWA) strike at Verizon in 2000
resulted in reduced mandatory overtime limits, in some instances cutting them in half, from 15 to 7.5
hours a week; the company is also now required to give at least 2.5 hours notice if overtime work is
required, and it must give consideration to those employees requesting to be excused from overtime.1
Northwest Airlines permits employees to refuse overtime if they provide reasons such as child care
responsibilities that cannot be altered on short notice. The American Postal Workers Union and the
National Association of Letter Carriers agreed with the U.S. Postal Service to restrict excessive mandatory
overtime. The agreement protects those members who sign up on a list of "overtime desired” but want to
work only limited overtime, plus those members who are not on the overtime list at all.ZLIn the manufac-
turing sector, the United Steelworkers of America negotiated a cap on mandatory overtime at FMC, a
Baltimore, Md., pesticide plant. Newspaper Guild Local 35 (covering Washington-Baltimore) and the
Bureau of National Affairs negotiated a voluntary overtime arrangement in which members can be
excused from working compulsory overtime unless no other appropriate employee is available.

Policy solutions:
legislated mandatory overtime limits, bans, and other remedies

Legislative initiatives at both the federal and state levels would regulate mandatory overtime. Bills have
been introduced in the 107th U.S. Congress that would limit the amount of forced overtime that nurses
and other licensed health care providers could work. The Safe Nursing and Patient Care Act of 2001 was
introduced in the Senate (S-1686) and House (HR 3238 ). It aims to amend the Social Security Act by
limiting the number of mandatory overtime hours a nurse may be required to work among providers of
services to which payments arc made under the Medicare program Under the Registered Nurses and
Patients Protection Act (H R- 1289, also referred to os the Lantos-McGovem Bill, and a very similar bill
with different sponsors, H.R. 1902), licensed health care professionals could not be required to work more
than eight hours in a day or 80 hours within a two-week period, unless a written agreement between the
employer and the employee specifics otherwise. Nurses associations across the country have endorsed
such bills, arguing that it would reduce overtime and improve both patient safety and quality of care.
While the latter bill refers only lo registered nurses, it would cover all other licensed health care workers
in the country (except medical doctors). To date, House leaders huve taken no action on it.

fliese federal proposals as well as a number of similar state initiatives have been important first
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The Working Hours Of
Hospital Staff Nurses And

Patient Safety

Both errors and near errors are more likely to occur when hospital
staff nurses work twelve or more hours at a stretch.

by Ann E. Rogers, WefTIng Hwang, Unda D. Scott, Linda H. Aiken, and
David F. DInges

ABSTRACT: The use of extended work shifts and overtime has escalated as hospitals cope
with a shortage of registered nurses (RNs). Little Is known, however, about the prevalence
of these extended work periods and their effects on patlont safety. Logbooks completed by
393 hospital staff nurses revealed that participants usually worked longer than scheduled
and that approximately 40 percent of the 5,317 work shifts they logged exceeded twelve
hours. The risks of making an error were significantly Increased when work shifts were lon-
ger than twelve hours, when nurses worked overtime, or when they worked more than forty

hours per week.

everal trends in hospital use and staffing patterns have converged

to create potentially hazardous conditions for patient safety. High patient

acuity levels, coupled with rapid admission and discharge cycles and a short'
age of nurses, pose serious challenges for the delivery of safe and effective nursing
care for hospitalized patients.1While systematic national data on trends in the
number of hours worked per day by nurses are lacking, anecdotal reports suggest
that hospital staff nurses arc working longer hours with few breaks and often little
time for recovery between shifts.3Scheduled shifts may be eight, twelve, or even
sixteen hours long and may not follow the traditional pattern of day, evening, and
night shifts. Although twelve'hour shifts usually start at 7 p.m. and ind at 7a.m.,
some startat 3a.m. and end at 3p.m. Nurses working on specialized units such as
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Patient Safety

surgery, dialysis, and intensive care are often required to be available to work extra
hours (on call), in addition to working their regularly scheduled shifts. Twenty'
four-hour shifts are becoming more common, particularly in emergency rooms and
on units where nurses self-schedule.

No state or federal regulations restrict the number of hours a nurse may volun-
tarily work in twenty-four hours or in a seven-day period.1Even though state leg-
islatures in approximately nineteen states have considered bans on mandatory
overtime for nurses and other health care professionals, bills prohibiting manda-
tory overtime for nurses have passed only in California, Maine, New Jersey, and
Oregon. No measure, either proposed or enacted, addresses how long nurses may
work voluntarily.4The recent Institute of Medicine (I0M) report, Keeping Patients
Sdfe, explicitly recommends that voluntary overtime also be limited.5

The well-documented hazards associated with sleep-deprived resident physi-
cians have influenced changes in house staff rotation policies.6 In contrast, al-
though shift-working nurses have been the focus of numerous studies, it is not
known if the long hours they work have an adverse effect on patient safety in hos-
pitals.7The purpose of this paper is to examine the work patterns of hospital staff
nurses and to determine if there is a relationship between hours worked and the

frequency of errors.

Study Data And Methods

m Sample. A cover letter explaining the study and eligibility criteria was mailed
to a random nationwide sample of 4,320 members of the American Nurses Associa-
tion (ANA) during the winter of 2002; 1,725 nurses expressed interest by returning
their completed demographic questionnaire to the Survey Research Institute at
Temple University in Philadelphia. Two logbooks covering a two-w eek period each,
instructions for completing the logbooks, and postage-paid envelopes were mailed
to 891 eligible subjects (unit-based hospital staff nurses working full time). Three
hundred sixty-two subjects returned both logbooks, and thirty-one completed only
one of the two logbooks, for a return rate of approximately 40 percent. The Institu-
tional Review Board at the University of Pennsylvania approved this study, and sub-
jects were paid $140 for their participation.

m Subjects. The sample of 393 registered nurses (RNs) was predominandy fe-
male (92 percent), Caucasian (79 percent), middle-aged (mean age 44.8 +8.8 years,
range 22-66), and experienced (mean J7.2£10.0 years). Only 26.3 percent of the par-
ticipants reported less than ten years’ experience, while 41.9 percent reported
twenty or more years. All participants worked full time (at least thirty- six hours per
week) as hospital staff nurses. Half reported working in hospitals with more than
300 beds; only Li percent reported worldng in a hospital with less than 100 beds. The
majority of participants were employed at hospitals located in urban (56 percent) or
suburban (19 percent) areas. The remaining participants worked in hospitals lo-
cated in small towns (18 percent) or rural areas (7 percent). The characteristics of
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nurses in the study sample did not differ significantly from those of nurses in the
2000 National Sample Survey of Registered Nurses (NSSRN) in terms of sex, age,
marital status, and work environment (hospital size, urban/rural location, and type
ofhospital unit).10ur sample has slightly more nurses who identified their ethnicity
as Asian (10.7percent) than among participants in the NSSRN (3.8 percent).

m Instruments. Spiral-bound logbooks were used to collect information about
hours worked (both scheduled and actual hours), time of day worked, overtime,
days off, and sleep/wake patterns. Subjects completed seventeen to forty items per
day, all forty questions were completed only on days the nurses worked. Questions
regarding errors and near errors were included, and space was provided for nurses
to describe any errors or near errors that might have occurred during their work pe-
riods. On days off nurses were asked to complete the first seventeen questions
about their sleep/wake patterns, mood, and caffeine intake. All items in the logbook
and the loghook format Itselfwere pilot-tested before this study began.

Logbooks (both paper and electronic) have been used to collect data during
field studies of pilots' cockpit alertness for more than ten years, and from various
other groups of subjects including air traffic controllers, flight controllers during
space shuttle missions, and emergency room physicians.9 Data recorded about
sleep patterns in these logbooks compare well with data recorded using objective
measures such as wrist actigraphy or ambulatory polysomnography.

Although loghooks are not often used to collect information about medical er-
rors, there is some evidence that daily, anonymous, end-of-shift reporting oferrors
in alogbook is a valid approach to ascertaining the nature and prevalence of nurs-
ing errors. During a one-month study period of medication errors at a large mili-
tary hospital, nurses completed formal incident reports on only 6 percent of the
medication errors and 15percent of the near errors that they reported using daily,
anonymous coupons.u Another study found that resident physicians also were
more likely to report potential injuries to patients using aconfidential e-mail sys-
tem with daily prompts about reporting than they were to complete traditional
incident reports.1t

mAnalyvb. Data from demographic questionnrires and logbooks were summa-
rized using descriptive statistics and frequency f-riles. The duration of scheduled
and actual work hours per shift was calculated and aggregated per nurse and per
week. Cutpoints for classifying shift durations were chosen as 8.5 hours and 125
hours because “eight-hour" and “twelve-hour" shifts are usually scheduled to allow
fora half-hour handover period at the end of the shift. A work shift was classified as
an overtime shift if the actual work hours were longer than the scheduled hours or if
the nurse reported that the shift was “scheduled overtime."

A binary response for making an error during a worked shift was used as the
primary outcome in analyses. When a nurse caught him/hcrsclf before making ar
error during a shift, a binary near-error variable was reported and treated as the
secondary outcome. Errors and near errors were codified into categories by study
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investigators, based on the descriptions provided in logbooks (f'-r example, medi-
cation administration, procedural, transcription). The univariate associations be-
tween the risk of making an error or a near error and (1) the actual duration of the
shift, and (2) overtime were estimated separately using logistic regression models.
The effect of overtime was also examined by stratifying shifts by their expected
duration. Since multiple work shifts from the same nurse contributed to this anal-
ysis, procedures hased on Generalized Estimating Equation (GEE) were used to
determine the odds ratio (OR) while accounting for the nonindependence be-
tween repeated measurements.5Significance tests were two-sided with alpha =
.05. Multivariate analyses also were conducted to evaluate the adjusted associa-
tions between errors (or near errors), work hours, and overtime, while controlling
for other variables including age, hospital size, and type of hospital unit. For the
week-level data, logistic regression models were performed to assess if working
more than forty hours or fifty hours would increase the probability of making one

or more errors (or near errors) in aweek.

Study Results

Data collected on 5,317 work shifts revealed that hospital staff nurses worked
longer than scheduled daily, and generally worked more than forty hours per
week. Half of the shifts worked exceeded ten and a half hours. Although 31 per-
cent of the scheduled shifts were scheduled for durations greater than or equal to
12.5 hours, there were 2,057 shifts (39 percent) where nurses worked at least 12.5
consecutive hours (Exhibit 1). Fourteen percent of the respondents reported
working sixteen or more consecutive hours at least once during the four-week pe-

EXHIBIT 1
Description Of Work Patterns Of Full-Tims Hospital Staff Nursas, 2002
Variable Number of shifts Percent
Number of shifts 5317 1000
Soheduled shifts*
Upto 8.5 hours 2452 46.6
§.5-12.5 hours 1183 22.5
12.5 or mors hours 1623 309
Actual shifts*
Upto85 hours m 145
8.5-12.5 hours 2,484 488
12.5 or errors hours 2.057 387
Number of overtime shifts =~ 4.292 eid
Number of mandatory overtime shifts 360 6.8

SOUUCS; Autftv*" intrytm of turrry mult*,
+DchwiuUd thinnoun *mn mminf rtom 59 tNft*. M**n lensth (hour*); 103 (starvj*ro owicl>on, u 3t rirftr 1.0-22.3

noun.
sActual worn noun «are main* from 5 snrfts. M**n lencth fhoun); 101 (SO. t2.3jrren*; 12-23.7 noun.
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nod. The longest shift worked was twenty-three hours, forty minutes.

Nurses reported leaving work at the end of their scheduled shift less than 20
percent of the time during the study period. Although overtime was reported at
the end ofall types of shifts, the proportion of shifts involving overtime was signif-
icantly higher (p=.0001) when eight-hour shifts (85 percent) were compared to
shifts scheduled for eight to twelve hours (79 percent) and twelve hours or longer
(78 percent). Overall, our participants worked, on average, fifty-five minutes lon-
ger than scheduled each day, and all participants worked heyond their scheduled
work shift (overtime) at least once during the twenty-eigbt-day data-gathering
period. Almost two-thirds of the nurses worked overtime ten or more times dur-
ing that period, and a third reported working overtime each day they worked dur-
ing that period There were 360 shifts where nurses reported being mandated to
work overtime and another 143 shifts where they described being “coerced" to
work voluntary overtime. Even though nurses worked approximately four days
per week, averaging 40.2 (£12.9) hours per week (range 8-97.2 hours per week),
one-quarter worked more than fifty hours per week for two or more weeks of the
four-week period.

There were 199 errors and 213 near errors reported during the data-gathering
period. More than half of the errors (58 percent) and near errors (56 percent) in-
volved medication administration. Other errors included procedural errors (18
percent), charting errors (12 percent), and transcription errors (7 percent). Ap-
proximately 6 percent of the errors and 29 percent of the near errors reported
lacked sufficient information for categorization. Thirty percent of the nurses re-
ported making at least one error, and 32 percent reported at least one near error.
One nurse reported eight errors, while another nurse reported nine near errors.

Our analysis showed that work duration, overtime, and number of hours
worked per week had significant effects on errors. The likelihood ofmaking an er-
ror increased with longer work hours and was three times higher when nurses
worked shifts lasting of 12.5 hours or more (odds ratio = 3.29,p=.001) (Exhibit 2).
Working overtime increased the odds of making at least one error, regardless of
how long the shift was originally scheduled (OR = 2.06, p =.0005). Our data also

EXHIBIT 2 ) .
Association Of Errors Or Naar Errors With Nursas* Work Duration, 2002

Work Humbf Shifts wtth on* or moro *rrora SMfts wtt* on* or mor* n*ar error*
duisOsw (hour*) of *Mfl* ~ Numbur Pucaflt  Oft{pvalit*) Number  P*ro*nt Oft (pv*loa)
Uplo8.5 771 12 LA LO0 20 28 LOO
8.5-12.5 2.484 11 3.1 1.85 (061 94 38 L44]1.18
1250mot 2067 103 3.0 3.29(001) 97 47 L00 (04;
Total 5512 132 35 21 4.0

SOOWOt; Autfiori' (rwtyM ot FMuft*.
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suggest that there is atrend for increasing risks when nurses work overtime after
longer shifts (OR = 1.34,1.53, and 3.26 for scheduled eight-hour, cight-to-twelve-
hour, and twelve-hour shifts, respectively), with the risks being significantly ele-
vated for overtime following a twelve-hour shift (p = .005) (Exhibit 3). Although
the effects of working prolonged shifts were clearly associated with errors, there
was no interaction between scheduled shift duration and overtime (p - .17).
Finally, working more than forty hours per week and more than fifty hours per
week significantly increased the risk of making an error (Exhibit 4). Results were
somewhat similar for near errors (Exhibits 2-4).

Nurse and employment characteristics were also examined as potential con-
founders in the multivariate models. Our results suggest that the relationships of
errorsornearerrors and work hours and overtime were not affected by age, hospi-

tal size, or type ofhospital unit.

Discussion
This study represents one of the first nationwide efforts to quantify hospital

staff nurse work hours and work patterns, and to determine whether extended
staff nurse work hours contribute to errors and near errors. Our findings confirm
that the work schedules of hospital staff nurses are unpredictably prolonged. All
nurses reported working longer than scheduled at least once, and the majority re-
ported working longer than scheduled ten times or more in a twenty-eight-day
period, as well as working more than forty hours per week. Almost one-sixth of
the sample reported working sixteen or more consecutive hours at least once dur-
ing the period, which suggests that double shifts (or longer) are not confined to
rare emergencies. Mean daily overtime durations were slightly higher than those

EXHIBITS _ _
Association Of Errors Or Naar Errors Witfi Nursas' Schsdulad Work Duration And
Ovsrtlms, 2002

Shifts wtth 0oa or mots atrots Shift* with ons or mors naar errors

duration (hours) ofshifts ~ Numbsr  Psreant  OR(p valua) Numbsr Psrcant  Oft (p value)

0 100
1 0.90

UotoSJ

No OT 377 8 21 100 15 4

or 2.075 65 3.1 134 (42) 76 3 (.74)
8.5-12.5

NoOT 240 6 2.4 100 3 12 100

or 337 36 38 153 (.36) 42 45 2.32(.08)
12.5 07 more

NoOT 360 6 17 100 a 22 100

or 1.263 70 55 3.26 (.005) 67 53 2.34(03)
Torsi 5,258 191 38 211 4.0
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EXHIBIT 4
Association Of Errors Or Nssr Errors WItii Tho Number Of Hours Worked Per Week By
Nurses, 2002
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reported in two small observational studies (fifty-five minutes, compared with
forty-two and forty-five minutes, respectively). %

Although the occurrence of errors did not increase significantly until shift du-
rations exceeded 12.5 hours per day, risks began to increase when shift durations
exceeded 8.5 hours. Since errors are relatively rare, it is possible that rhis study
lacked sufficient power to detect the effects of work hours or overtime on errors
when nurses were scheduled to work shorter shifts (less than 12.5 hours). Cer-
tainly the trend toward increasing errors with longerwork durations is consistent
with other studies that have demonstrated that extended work periods are associ-
ated with increased accidents and neuropsychological deficits among nurses and
have contributed to at least two hospitalwide epidemics of Staphylococcus
aurous.u Investigations of these epidemics showed that nurses, who were fatigued
and stressed by high patient caseloads and understaffing, made frequent mistakes
and procedural errors. Despite the lack ofinformation about accidentrates involv-
ing nurses, probed performance tests reveal that nurses working twelve-hour sim-
ulated shifts make more frequent errors on grammatical reasoning tasks and med-
ical record reviewing.b

There are already hints that the fatigue associated with working twelve-hour
shifts is contributing to absenteeism and job dissatisfaction among RNs. Fatigue
related to length of shift or the potential of overtime at end of shift, or both, was
identified as the cause of approximately 12 percent of the absences reported by a
random sample of Canadian hospital staff nurses. Not only did RNs reportan un-
usually high number of sick days year (7.4 days, compared with 3.2 forother work-
ers), but also nurses working twelve-hour shifts reported significantly higher ab-
senteeism rates than nurses working traditional eight-hour shifts. Nurses who
worked twelve-hour shifts also expressed lower levels of job satisfaction than

nurses working eight-hour shifts.I7
Inasmuch as the probability of making an error because oflong work hours or
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“The long and unpredictable hours documented here suggest a link
between poor working conditions and threats to patient safety.”

overtime was not altered significantly by the age or experience ofthe nurses, or by
the type ofunit or hospital size, other factors may be important. More specifically,
physiological factors such as fatigue, system variables such as increased work in-
tensity, or a combination of fatigue and increased work intensity may contribute
to the errors and near errors we observed. Itis also possible that heavy workloads
themselves may increase the risk of making an error.

The use of mandatory overtime to cover staffing vacancies is a controversial and
potentially dangerous practice.8 More than one-quarter of nurse participants
(28.7 percent) reported working mandatory overtime at least once during the
data-gathering period, a percentage that is quite similar to that reported in two
surveys of more than 47,000 nurses and in a “Quick Poll" posted on the America;'
Association of Critical Care Nurses Web site.1

Mandatory overtimeis generally defined as nurses’being told that they could be
fired, be subjected to disciplinary proceedings, or lose their nursing license if they
refused to stay beyond their regularly scheduled shift or come in to work on their
day off. 0Although not actually threatened with job loss or disciplinary proceed-
ings, many nurses also report feeling that there will be repercussions if they refuse
to work extra hours or that overtime “is voluntary but feels like it is required."2
Perhaps that is why approximately 60 percent of the participants in the American
Nurses Association Staffing Survey (N = 4,258) reported being “forced to work
voluntary overtime."2

Our data are derived from the self-reports ofa relatively small number of hospi-
tal staff nurses and may not be representative of the work schedules and clinical
practices of other U.S. hospital nurses. However, the demographic characteristics
ofournurse sample and our findings about hours woiked are consistent with data
reported by hospital staff nurses in the NSSRN, a probability-based sample.2L Th
addition, the percentage of staff nurses who identified twelve-hour shifts as their
usual shift pattern (60.6 perr ;nt) is quite similar to Marlene Kramer and Claudia
Schmalenberg’s report that almost two-thirds of the 279 staff nurses they inter-
viewed worked twelve-hour shifts. 2

Although our response rate was lower than that usually reported for surveys of
nurses, tins study required more effort than the usual survey; subjects were asked
to respond to hetween seventeen and forty items every day for twenty-eight
days.23Given the subject burden, itis possible that responders were more invested
than nonresponders were in documenting a relationship between the hours they
worked and effects on patient safety. However, the amounts of overtime reported
varied, with some nurses indicating minimal overtime and others reporting ex-
tremely long shift durations or working more than fifty hours per week, or both.
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Perhaps more important the major unit of analysis for this study was the actual
work shift (N = 5,317) rather than the nurse (N = 393).

The definition of errorwas not specified in the survey instrument. Nevertheless,
all incidents described by participants were obvious deviations from currentstan-
dards of practice. Reported medication errors clearly fell into the categories famil-
iar to all nurses: wrong patient, wrong medication, wrong dose, wrong route
(such as intravenous, oral), wrong time, and errors of omission.” Nurses were
asked whether they made an error, not to assess whether it led to harm.

By not collecting data that could identify where participants worked, we re-
duced the fears usually associated with reporting errors. Studies have shown that
nurses typically underreport errors because they fear repercussions, including
disciplinary action by employers and regulatory agencies. AS a result, only those
errors considered potentially life-threatening, or approximately 5 percent of sig-
nificanterrors, are usually reported.Z’Errors that are considered “minor”or are in-
tercepted before reaching the patient are almost never reported.2*In fact, near er-
rors are now considered nonreportable events by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO).24

The errors nurses reported in this study occurred in the ¢ 'xt of well-docu-
mented deficiencies in nurses’ practice conditions in U.S. h.spicals, deficiencies
chat nurses have been reporting lor well over a decade.00The long and unpredict-
able hours documented here suggest a link between poor working conditions and
threats to patient safety. As advocated by the IOM report on medical errors, safer
patient care is more likely to result from changes in the environment in which
health care is provided than from blaming health care professionals, who may be
providing the best care possible under poor circumstances.1

Hospital staff nurses’ long hours may have adverse effects on patient care; we
found that both errors and near errors arc more likely to occur when hospital staff
nurses work twelve or more hours. Because more than three-fourths of the shifts
scheduled for twelve hours exceeded that time frame, routine use of twelve-hour
shifts should be curtailed, and overtime—especially that associated with twelve-
hour shifts—should be eliminated. Additional research with larger samples, in-
clusion of other variables such as workload and patient acuity, and more precise

measurements of error is suggested.

Financial supportfor tnls study was provided by thcAgcreyfor Healthcare Reseat:h and Quality (ROIHSI1963-
01) anda Robert WoodJohnson Foundation Investigator A\sard in Health Policy Research (LindaAiken).

Christina Gaughan and Douglas M. Sloaneprowled valuable statistical consultation.
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nurse competence ANA Calls for Action on Legislation
P to Limit Mandatory Overtime
Go there!
Cites New Study that Shows Link between Patient Safety and Nurses'
Work Hours
Search NW
W ashington, DC - The American Nurses Association (ANA) praised a
Ap new study released vesterday that shows a strong link between medical
Qs errors and the loi &work hours of nurses and called on Congress to take

action on the Safe Nursing and Patient Care Act (H.R. 745, S. 373),
which would strictly limit the use of mandatory overtime for nurses.
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The study, published in the July/August issue of Health Affairs, found

Siln Lip

HelK that the risk of making an error greatly increased when nurses had to

Abbot ANA work shifts that were longer than 12 hours, when they worked
significant overtime or when they worked more than 40 hours per week.

Curtai | wS It reinforced findings of the 2003 Institute of Medicine Report,
"Keeping Patients Safe: Transforming tiie Work Environment of
Nurses," which said thai nurses' long working hours pose a serious
threat to patient safety.

CMA Stall Only
"This study is more evidence that patient safety is closely linked to

VIV N liLiim R nurses' working conditions," said ANA President Barbara Blakeney,

. MS, APRN.BC, ANP. "The growing trend of mandatory overtime for

NUYSIng nurses is one of the greatest threats to patients' and nurses' safety. We

call on Congress to protect the public by taking action to limit

mandatory overtime for nurses. Doing so will help protect patients from
preventable errors and retain nurses in the workforce."

To date, 10 states have taken action to limit mandatory overtime for
nurses, and similar measures have been proposed in 20 other states.

The study, "The Working Hours of Hospital StafTNurses and Patient
Safety," by Ann Rogers, PhD, RN, and colleagues at the University of

http:/lwww.nursingworld.org/pressrel/2004/pr0708.htm 2/9/12005


mailto:realnews@ana.org
http://www.nursingworld.org/mrealnews
http://www.nursingworld.org/pressrel/2004/pr0708.htm

I'age 1 orJ

nn/* lor ncuuu ou legislation to jLimn ivianaaiory uvu« ii*

Pennsylvania School of Nursing, was funded by the Agency for Health
Care Research and Quality. Researchers examined loghooks kept by
393 registered nurses around the country who worked full-time in
hospitals. Data collected on 5,317 work shifts revealed that in nearly 40
percent of the cases, nurses worked at least 12.5 consecutive hours.
More than 25 percent of the participants in the study reported working
mandatory overtime at least once during a one-month period.

According to a 2001 ANA health and safety survey, 67 percentof
respondents reported working some form of mandatory or unplanned
overtime every month. The ANA has long warned that mandatory
overtime is dangerous for patients and nurses, and that the practice has
been dri\ ing nurses away from the profession, thus exacerbating an
emerging nursing shortage that is expected to worsen dramatically over

the next 10 years.

"Poor working conditions are a major contributor to the nursing
shortage," said Blakeney. "As this study shows, nurses are consistently
working long and unpredictable hours, often caring for a large number
of critically ill patients. To improve the quality of ca.e and patient
safety, we must value nurses' contributions more and make a greater

investment in nursing," she said.

To counter staffing insufficiencies that are already occurring, many
health care facilities across the nation have increasingly imposed

mandatory overtime as a common practice.

Typically, an employer may insist that a nurse work an extra shift (or
more) or face dismissal for insubordination, as well as being reported to
the state board of nursing for patient abandonment, a charge that could
lead to a loss of license for the nurse. At the same time, ethical nursing
practice prohibits nurses from engaging in behavior that they know
could harm patients, thus leading to a dilemma for many nurses.

The Safe Nursing and Patient Care Act would prohibit health care
facilities from forcing exhausted nurses to work extra shifts, an unsafe

practice that puts both patients and nurses at risk.
The Safe Nursing and Patient Care Act would:

& Prohibit health care facilities that receive Medicare funding from
requiring a registered nurse (RN) or licensed practical nurse
(LP)-J) to work beyond an agrecd-to, predetermined, regularly
scheduled shift.

In no instance could a nurse be required to work more than 12
hours in a 24-hour period or for more than 80 hours in a two-
week period - a provision that would prevent an institution from
altering shift schedules in a way that would undermine the law.

nttp://lwww.nursingworld.org/prcssrel/2004/pr0708.htm 2/9/12005
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* Include nondiscrimination protections for nurses who refuse
overtime and for nurses who provide information and/or
cooperate with investigations about the use of overtime.

* Include an exception in the case ofa declared national, state or
local emergency. Such an emergency would be in response to an
unpredictable disaster, not in response to a staffing deficiency

resulting from management practices.

 Provide for a study by the Department of Health and Human
Services on the maximum number of hours that may be worked

by a nurse without compromising patient safety.
#H#

The American Nurses Association is ihe onlyfull-service professional organization
representing the nation 2.7 million registered nurses (RNs) through its 54 constituent
member associations. The ANA advances the nursing profession byfostering high
standards ofnursing practice, promoting the economic and general welfare o fnurses
in the workplace, projecting a positive and realistic view ofnursing, and by lobbying
the Congress and regulatory agencies on health care issues affecting nurses and the

public.
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Nurses say working long hours is dangerous
OVERTIME: Workers seek to limit number of double shifts.

By TIMOTHY INKLEBARGER
The Associated Press

(Published: June 27, 2005)

JUNEAU — Nurses In Alaska are joining a movement in states
across the nation to limit forced overtime at hospitals, a practice
they contend is dangerous both for them and their patients.

Nurses at state-run health care facilities, such as the Alaska
Psychiatric Institute in Anchorage and the state's six Pioneer Nurses at the Alaska Psychiatric
Homes for seniors, and at health clinics in rural areas often Institute in Anchorage and other

work 12- or 16-hour shifts to help fill holes in round-the-clock state-run health care facilities in
Alaska are joining a movement to

schedules.
limit mandatory overtime at
Dianne O'Connell of the Alaska Nurses Association said nurses hospitals. Nurs_es oftgn work _12' to
sometimes are called in two or three times a week to work 16-hour shifts to fill holes in
. schedules. (Photo by AL GRILLO/
double shifts. The Associated Press)

They feel obligated to fill the empty shifts over fear of
retribution or the possibility of losing their nursing license for-
abandoning their patients, O'Connell said.

APl nursing director Jane Barnes said nurses who leave their posts irresponsibly without alerting
other staff could be reported to the Alaska Board of Nursing.

"But we haven't had nurses do that irresponsibly,” she said.

Barnes said it is unlikely that nurses would be reported or have their licenses revoked for declining
a mandatory overtime shift because of fatigue. She said API takes the circumstances of each
situation into account and has tried to work with nurses to accommodate their needs.

Nurses who refuse mandatory overtime shifts without good reason, though, would be subject to
disciplinary action, Barnes said. She said any potential disciplinary action would be made known up

front before a nurse decides whether to work the shift.

O'Connell said the mandatory overtime issue lijs been a problem at the Psychiatric Institute for
years because the facility does not have enough nurses on staff.

"If somebody calls in sick, they don't have a pool of people to call upon,” she said.

There are 8,670 licensed nurses in Alaska. According to a 2000 nationwide survey, A iska had
782.9 registered nurses per 100,000 residents, close to the national average. But it I- gged in

licensed practical nurses.

The Alaska State Employees Association, which represents about 90 nurses statewide, and the

litip://A\vivv\ ailii.coni/new.s/alask;i/v-prinici7sU»r)/6(*52*I77p-6539233c.hirnl
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Alaska Nurses Association are pushing Alaska lawmakers to pass a bill that would prevent hospitals
from requiring nurses to accept overtime hours if they believe it would jeopardize their safety or
the safety of their patients. The bill, by Rep. Peggy Wilson, R-Wrangell, would not apply in

emergencies.

Nurses would not be allowed to work more than 12 hours without an eight-hour break. Health care
facilities that violate the law would have to pay nurses three times their regular pay for the
mandatory overtime hours worked. A second offense within 12 months would result in a fine of
$500, and a third violation within a year ./ould mean a fine of $2,500 to $5,000.

J.W. Pound, a nurse who has worked at APl for 14 years, said nurses at the hospital are attacked
by patients on a regular basis. Many of the patients admitted to the institute are straight out of jail,

Pound said.

"You have to be on your guard all the time," he said. "You have people who are pretty paranoid. A

iot of them are angry and delusional.”
Pound, 55, said he works the night shift when attacks are more common.

He said nurses at APl often sign up for scheduled overtime shifts to get their names removed from
a list of mandatory overtime shifts that can be required if other nurses are sick or unable to work.

He said some of the overtime shifts can make for 16-hour days at the hospital.

ASEA business agent Doug Carson said the assaults can become more of a safety issue for nurses
after they've worked double shifts.

"If you're tired, you make yourself more vulnerable," he said.

API director and chief executive officer Ron Adler said the hospital does not compromise its
workers' or patients' safety.

"There is a noted incongruence between the data and staff perceptions,"” Adler said.

Adler said the quality improvement program at APl monitors staff safety, which he said is showing
a trend of fe.ver employee and patient injuries.

He said mandatory overtime is a "lightning-rod issue" and the hospital is implementing a nursing
management software program that will help identify peak times of the year when mandatory
overtime shifts increase.

"It really gives us data and information to staff the hospital in a more precise way than we're
doing," he said. "I think we can staff up with seasonal, part-time and on-call employees."”

He said the hospital wants to accommodate employees and give them the time off to spend with
their families.

Carson said ASEA filed @ grievance against the hospital earlier this year, arguing that APl cannot
call nurses in on their days off. He said the grievance is pending.

Adler declined to comment on the grievance, directing questions to state labor negotiator Art
Chance. Chance did not return phone calls requesting an interview.
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The Legislature does not meet again until January, but Wilson, who also serves as chairman of the
House Health, Education and Social Services Committee, said she plans to hold hearings sometime

later this year.

Wilson, who has worked as a nurse for 32 years, said she has never had to work mandatory
overtime shifts but wants to give those who have a chance to discuss the issue in a public forum.

She said the issue also is a problem for nurses at state corrections facilities.

"1 think what hospitals are going to have to do is start paying nurses more," she said, noting that
state health care facilities pay nurses significantly less than private facilities, which makes it
difficult to retain employees.

Carol Cooke, a spokeswoman for the American Nurses Association, said the move to establish laws
limiting mandatory overtime is playing out in many states as well as in Congress.

She said nine states have passed laws limiting the practice and another 23 have introduced
legislation.

A bill by U.S. Rep. Pete Stark, D-California, and U.S. Rep. Steven LaTourette, R-Ohio, would limit
mandatory overtime to emergency situations and give the U.S. Department of Health and Human
Services the authority to issue $10,000 fines to facilities that are in violation. A companion bill in

the U.S. Senate has been introduced by Sen. Ted Kennedy, D-Mass.

Adler acknowledged the trend and said API is hoping to move away from mandatory overtime with
its new scheduling system and seasonal and part-time employees.
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March 15. 2006

Representative Mike Hawker
House Finance Committee
State Capitol Building
Juneau, Alaska

Subject: HB271, prohibiting mandatory overtime
Dear Representative Hawker:

The Alaska Nurses Association (AaNA) appreciates an opportunity to address you, as
Chairman lor Dept. Health & Social Services (DI11&SS) Budget Subcommittee, regarding
the issue of mandatory overtime for nurses and related funding issues in the FY 07

budget.

AaNA supports HB271, sponsored by Rep. Peggy Wilson, as a prohibition for health care
facilities to rely upon the use of mandatory overtime by nurses. Tltc practice of
mandatory overtime becomes a hazard to the safety of patients and nurses when it
becomes a chronic method for managing nursing-shortages. HB271 is currently pending
in the House Finance Committee, and we hope you will agTee that the hill establishes
good public policy by the State of Alaska for all health care facilities.

During House HESS Committee hearings last summer on HB271, both the Division of
Personnel and DH&SS provided a great deal of information showing difficulties
iccruiting and keeping nursing slafT. Salary levels paid to public nurses employed by the
State arc not competitive with the private sector.

The discussion ofnursing shortages within DI1&SS arose out ofproblems faced at API.
Psychiatric nurses at API testified that matiduiory overtime was being used at the facility
in order to cover nursing shifls. This was further causing some nurses to leave the
facility, which further exacerbated the problem.

In December, Governor Murkowski requested authorization in the PY07 DH&SS budget
to increase wages for DH&SS nurses. During their budget presentations to the members
ofyour Subcommittee. DH&SS testified Out salaries would increase by one range

which represents approximately a 7% wage increase per nurse.

Please allow me to express appreciation and thanks to you for tltc work of the DIISS
Subcommittee. Included in the Subcommittee’s report was a recommendation to fund
Governor Minkowski's request for S2.11 million to provide fora wage increase for
Nursing positions in the department.
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While the funding to increase DH&SS nurse salaries may have largely resulted fiom the
discussion and testimony on HB271, AaNA felt strongly that the bill should move
forward as a long-tenn protection against mandatory overtime.

Mandatory overtime is a nationwide issue. The American Nurses Association 1ms
encgurgged all states to look at die problem and, if necessarv, pass legislation (like
HB271).

While the legislation focuses on die nurse, please understand that diis bUl is based first
and foremost towards a concern for patient safety. Hospitals and care facilities
nationwide arc learning more mid more about the high costs and tragic consequences
from human errors during treatment when the nurse is fatigued.

Nationwide - and especially in Alaska - the numbers show a shortage of healthcare
workers, and nurses in particular. There are a number ofways this situation can be
addressed, but 11B271 is a hill that says that we shouldn't be putting patients safety at risk
inorder to achieve a short-term fix for a large multi-faceted problem.

As the President of the AaNA, 1want to thank ail legislators for making the effort as
elected public officials to learn about an important issue within our profession Please
take a look at tliis bill and diis issue. We arc willing to work with all legislators and with

the Administration at resolving these issues.

Sincerely.

Debbie Thompson. BSN, RN, CNOR
President
Alaska Nurses Association

CC: House Finance Committee
Rep. Peggy Wilson
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