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INTRODUCTION
In this report, National Nurses United (NNU)
describes how the hospital industry has driven
registered nurses (RNs) from the bedside. As
the largest union and professional association
of registered nurses with more than 175,000
members working at the bedside in nearly
every state in the nation, NNU proposes steps
that Congress and the executive branch must
take to keep RNs at the bedside, encourage
licensed RNs not currently providing direct
patient care to return to the bedside, and
improve patient care in U.S. hospitals. This
report begins with an executive summary, followed by sections detailing how pre-pandemic
hospital industry practices of unsafe staffing
and poor working conditions have driven
nurses away from the bedside. Next, the report
details the hospital industry’s failure to prepare
for the pandemic despite repeated, urgent calls
from RNs, and hospital employers’ active transgressions that resulted in the horrific conditions
nurses experienced during the pandemic.
Finally, the report discusses legislative and
regulatory actions to address both retention
and recruitment of bedside registered nurses,
calling on Congress and the executive branch
to act immediately to end the industry-created
unsafe staffing crisis by ensuring safe and
optimal working conditions for nurses and by
supporting programs to create a culturally
competent and diverse pipeline of nurses into
bedside care. Lastly, the report offers concluding remarks on the pandemic’s effects on
nurses, their coworkers, and their patients.
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EXECUTIVE SUMMARY: A SHORTAGE OF GOOD NURSING
JOBS, NOT A SHORTAGE OF NURSES
For decades, the hospital industry has operated on a model with one goal: maximize net
revenue. These profits come at the expense of
both patient care as well as worker health and
safety. A hospital is not a factory, and health
care workers are not machines. After years
of industry neglect and intentional policies of
short-staffing, registered nurses (RNs) and their
patients are facing a crisis of unsafe staffing
and unsafe working conditions, exposed by the
Covid-19 pandemic but dating back far longer.
There is no shortage of RNs. As of Nov. 6,
2021, the National Council of State Boards of
Nursing reported that there are more than 4.4
million RNs with active licenses,1 yet according
to the U.S. Bureau of Labor Statistics, there
are only 3.2 million people who are employed
as RNs, with 1.8 million employed in hospitals.2
In addition, except for a handful of states,
there are sufficient numbers of registered
nurses to meet the needs of the country’s
patients, according to a 2017 U.S. Department
of Health and Human Services (HHS) report
on the supply and demand of the nursing
workforce from 2014 to 2030.3 Moreover, HHS

projected that most states (43) would have
surpluses in 2030.4 Again, there is no shortage
of RNs. Rather, there is a shortage of good,
permanent nursing jobs where RNs are fully
valued for their work at the bedside through
safe patient staffing levels, strong union protections, and safe and healthy workplaces.
Importantly, registered nursing can be a
pathway to good union jobs for people from
Black, Indigenous, people of color (BIPOC)
communities and underserved communities,
but hiring and educational policies by the
hospital industry have restricted the pipeline
of nurses from socioeconomically diverse and
underserved communities. Although there is
no general nursing shortage, the lack of racial,
ethnic, cultural, linguistic, and socioeconomic
diversity within the current nursing workforce
reflects the need for increasing the numbers
of and support for socioeconomically diverse
registered nurses from BIPOC communities
and other underserved communities. Racial
and socioeconomic diversity within the nursing
workforce is crucial for both improving our
nation’s health and achieving health equity.5

What is understaffing
or short-staffing?
An intentional practice in which hospital management does not schedule an
appropriate number of registered nurses, with the appropriate clinical experience,
to safely care for patients in a hospital unit, driven by a desire to increase hospital
profits. Employers do not maintain a robust pool of nurses from which they can
increase staffing when patient loads increase, repeatedly cancel or “call-off”
nurses who are scheduled to work, and are slow to fill permanent RN positions.
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HOSPITALS PROFIT: To reduce labor costs
and to increase profits, the hospital industry
deliberately refuses to staff our nation’s hospitals with enough nurses to care for patients
safely and optimally, harming both nurses and
patients in the process. Even before Covid-19,
the hospital industry had driven nurses away
from direct nursing care at the bedside by
adopting policies that result in high patient
caseloads and unsafe working conditions, such
as intentional understaffing of units across the
hospital. Further, hospitals consistently fail to
protect nurses from health and safety hazards
in the hospital including infectious diseases,
workplace violence, and musculoskeletal injury.
Because hospital employers fail to protect
nurses on the job and fail to provide nurses
with the staff and resources needed for them
to give safe, therapeutic care, nurses face moral
distress, preventable dangers, and job dissatisfaction, leading many nurses to leave the
bedside — or to leave the nursing profession
altogether — to protect themselves, their nursing licenses, their families, and their patients.
All the while, the profit margins of hospitals
continue to grow at the expense of nurse safety
and patient care.

PATIENTS SUFFER: Unsafe staffing levels
and poor working conditions make it impossible for nurses to meet their ethical and
professional obligations as RNs to provide
safe, effective, and therapeutic nursing care.
Studies have shown that adequate staffing
levels through RN-to-patient ratios result
in better patient outcomes, and health and
safety programs not only protect workers,
but improve the health and safety of patients
as well.
NURSES LEAVE: Hospital employers’ utter
disregard for the lives of nurses, their patients,
and their families during the pandemic has
resulted in both a physical and psychological
toll on nurses. The failure by hospital employers
to staff appropriately and provide the resources
needed to provide safe, therapeutic patient
care has caused nurses to experience severe
moral distress and injury (often incorrectly
labeled “burnout”); mental health issues such as
stress, anxiety, depression, and post-traumatic
stress disorder; and physical exhaustion. As a
result, many nurses are leaving the bedside. If
hospitals protected nurses with safe working
conditions and safe staffing rather than pushing
nurses to do more and more with less and less,
we could keep more nurses at the bedside.
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What are
mandatory minimum
RN-to-Patient Ratios?
Believe it or not, there are no
federal mandates regulating the
number of patients a registered
nurse can care for at one time
in U.S. hospitals. As a result,
RNs are consistently required
to care for more patients than
is safe, compromising patient
care and negatively impacting
patient outcomes. Mandatory
minimum RN-to-patient ratios
would require that hospitals
adequately staff every unit. This
will improve patient care and
reduce nurse turnover.
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THERE’S A SOLUTION TO THIS CRISIS. To end
the nurse staffing crisis and to bring nurses
back to the bedside, NNU calls on Congress
and the Biden administration to adopt federal
policies that value the vital work of direct
patient care RNs and that ensure employers
meet their legal obligations to provide safe and
healthy workplaces.
First, the federal government should take measures to ensure the retention of nurses at the
bedside by valuing the lives of nurses through
quality, permanent jobs. This must include
passage of the Nurse Staffing Standards for
Hospital Patient Safety and Quality Care Act,
which would establish mandatory, minimum
RN-to-patient ratios. It must also include
optimal workplace safety protections, fair
wages, and robust union rights — including
conditioning future pandemic relief funding for
the hospital industry on implementing nurse
retention measures.
Second, the federal government should take
measures to recruit nurses from underserved
communities by vigorously funding nursing
education and job placement in a manner
that realigns our health care system to meet
the needs of patients rather than the aims of
the hospital industry’s bottom line, and that
ensures the nursing workforce reflects the
racial, ethnic, cultural, linguistic, and socioeconomic diversity of patients. The unprecedented
crisis of the Covid-19 pandemic provides the
opportunity to fight for the protections, pay,
and dignity that nurses deserve.
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NNU PROPOSALS TO END
THE INDUSTRY-CREATED
NURSE STAFFING CRISIS
SOLUTIONS: CONGRESSIONAL
ACTIONS
Nurse Retention Measures
»

Pass the Nurse Staffing Standards for
Hospital Patient Safety and Quality Care Act
(S. 1567, H.R. 3165 in the 117th Congress)

»

Pass the Workplace Violence Prevention for
Health Care and Social Service Workers Act
(H.R. 1195 in the 117th Congress)

»

Pass the Protecting the Right to Organize
(PRO) Act (S. 420, H.R. 842 in the 117th
Congress)

»

Pass the VA Employee Fairness Act
(S. 771, H.R. 1948 in the 117th Congress)

»

Increase funding for OSHA enforcement
programs and OSHA hiring of health care
sector inspectors

»

Pass legislation mandating paid sick, family,
and precautionary leave for nurses and
other workers

Pandemic Risk Mitigation Measures
»

Pass legislation requiring hospitals and
government to maintain and report on
personal protective equipment (PPE)
and medical supply stockpiles

»

Pass legislation expanding Defense
Production Act of 1950 (DPA) powers over
PPE and medical supply chains during
public health emergencies

»

Pass legislation prohibiting the reuse and
extended use of single-use PPE

Pandemic Effects Mitigation Measures
»

Pass legislation to establish presumptive
eligibility for workers’ compensation and
disability and death benefits for nurses

»

Pass legislation providing free crisis counseling and mental health services to nurses

»

Pass legislation on educational debt cancellation for nurses

“They call us
heroes and treat
us like zeroes!”
Throughout the pandemic, there
has been a jarring contradiction
between the saccharine and
excessive celebration of nurses
as heroes for risking their and
their families’ lives and the utter
disregard of nurse safety by the
hospital industry. The disposability of nurses during the pandemic could be plainly observed
as the hospital industry refused
to provide necessary optimal
personal protective equipment;
sick or quarantine leave and
pay; Covid-19 tests for employees; mandated excessive hours
and unsafe shifts; demanded
nurses work even if they had
been exposed to Covid-19 or
were recovering from it; and
disciplined nurses who spoke
out about unsafe conditions for
workers and their patients.6
For hospital employers, the
Covid-19 pandemic has become
the ready excuse to waive
their legal duties as employers
to protect nurses and other
workers who provide essential,
life-sustaining labor, and who
have a duty to provide optimal, therapeutic care to their
patients. Registered nurses are
a critical public health resource.
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»

»

Pass legislation establishing social support
programs for nurses (e.g., programs providing free childcare, alternate housing, meals,
and transportation)

Pandemic Risk Mitigation Measures
»

Pass legislation to provide nurses essential
worker pay

Require hospitals and government to maintain and report on PPE and medical supply
stockpiles through CMS regulation

»

Fully invoke and exercise Defense
Production Act of 1950 powers to coordinate the manufacture and distribution of
PPE and medical supplies

»

Rescind all CDC and other federal agency
crisis standards that allow the reuse and
extended use of single-use PPE and that
do not fully recognize aerosol transmission
of Covid-19

»

Require hospitals to adopt Covid-19 infectious disease precautions, including:

Measures to Strengthen and Support the
RN Workforce Pipeline
»

Create a long-term, dedicated funding
stream for tuition-free nursing programs
at public community colleges

»

Increase funding for the Nursing Workforce
Diversity Program

»

Increase funding for the Nurse Corps
Scholarship and Loan Repayment Programs

SOLUTIONS: EXECUTIVE AND
REGULATORY ACTIONS
Nurse Retention Measures
»

The Centers for Medicare and Medicaid
Services (CMS) should require that hospitals
meet minimum safe RN-to-patient ratios as
a condition of participation in Medicare

›

Patient isolation, screening, universal
masking, and more

›

Free vaccines and testing of workers
and patients

›

Contact tracing and communication
about Covid-19 cases

Pandemic Effects Mitigation Measures
»

Establish presumptive eligibility for
disability and death benefits for nurses
and workers’ compensation for federally
employed nurses

Issue an OSHA standard on infectious
disease

»

Issue an OSHA standard on workplace
violence prevention in health care and
social service settings

Require hospitals to provide free crisis
counseling and mental health services of
the nurse’s choosing

»

Take executive action on nurse educational
debt cancellation

»

Issue an OSHA standard on safe patient
handling

»

Provide essential worker pay for nurses who
are federal employees or contractors

»

Issue an OSHA directive to improve enforcement activities in the health care sector

»

Hire and train more OSHA inspectors with
health care sector expertise

»

»

Issue a permanent OSHA standard on
Covid-19 based on the Covid-19 Health
Care Emergency Temporary Standard

»
»

Measures to Strengthen and Support the
RN Workforce Pipeline
»

Adopt CMS rules to penalize hospitals that
cannot ensure labor peace

Improve the Nursing Workforce Diversity
Program

»

»

Support the PRO Act (S. 420, H.R. 842) and
the VA Employee Fairness Act (S. 771, H.R.
1948 in the 117th Congress)

Improve the Nurse Corps Scholarship
Program

»

Improve the Nurse Corps Loan Repayment
Program

»

Issue an executive order or take regulatory
action to provide all federal workers and
federal contractors paid sick, family, and
precautionary leave
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PART I. HOSPITAL INDUSTRY PRACTICES DRIVE NURSES
AWAY FROM THE BEDSIDE
In recent decades, the hospital industry has
deliberately deprioritized patient care and
nursing health and safety in order to maximize
profits. As a result, nurses and their patients
are facing a crisis of unsafe staffing and unsafe
working conditions that has resulted in nurses
fleeing the unbearable working conditions
in acute-care hospitals. Nurses are pursuing
nursing work in other settings, leaving the
profession for other types of work, or retiring.
As discussed below, the hospital industry’s
devaluation of RNs began long before the
Covid-19 pandemic through inadequate health
and safety protections; understaffing; deskilling; and the substitution of unpaid family care,7
unlicensed, or lower-licensed care to reduce
labor costs.

THE HOSPITAL INDUSTRY
INTENTIONALLY ADOPTS
POLICIES OF UNDERSTAFFING
The unsafe staffing crisis is part and parcel
of the hospital industry’s attempt to squeeze
profits out of nurses and their patients. With
an eye on reducing costs and increasing
profits, the hospital industry purposely
adopted models from the manufacturing
industry — like bare-bones staffing that makes
nurses unable to safely care for patients and
“just-in-time” supplies that arrive precisely
when needed — to limit spending on human
and other resources. Hospital employers spent
much of the mid- to late-1990s reducing their
RN workforce through layoffs and attrition in
attempts to reengineer and restructure health
care services to emulate industrial models of
productivity improvement.8 Hospitals regularly understaff units with fewer numbers of
nurses than are actually required to safely and
optimally care for the numbers of admitted
patients and their severity of illness.9 Rather
than scheduling sufficient numbers of nurses
to ensure that each RN has a manageable
patient load to safely provide all needed care
and maintaining a robust pool of nurses from

which to draw when patient loads increase
unexpectedly, hospitals routinely opt for barebones staffing. Hospitals often cancel or “call
off” nurses who are scheduled to work and
are slow to fill permanent RN positions. Even
during Covid-19 surges, hospitals have canceled
contracts with travel or agency nurses and laid
off nurses,10 instead requiring the remaining
nursing staff to work mandatory overtime or
to assign more patients than can be cared for
safely and therapeutically. For example, two
HCA Healthcare hospitals in California sought
staffing waivers to allow them to assign more
patients to an RN than California law allows
after one of the hospitals had summarily cut
short traveler contracts and failed to book
per diem staff who were available to work.
Fortunately for nurses and patients alike, the
state denied HCA’s staffing waiver request and
revoked another that was in place after hearing
the experiences of NNU members working in
HCA facilities.

The dangerous
application of “just-in-time”
models to health care.
“Just-in-time” supply chain management is a business model that attempts
to have supplies arrive precisely when
needed by (1) eliminating labor and
other operating costs associated with
putting things away in storage closets
and warehouses and pulling them as
needed, (2) freeing up the space used
by the storage closet for other purposes, and (3) eliminating the need for
warehouses which reduces real estate
purchase or lease costs. Hospitals inappropriately apply this manufacturing
industry model to health care, placing
nurses and patients in danger.
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HOSPITAL EMPLOYERS PUT
NURSES IN DANGER OF INJURY
AND ILLNESS ON THE JOB
Hospitals regularly fail to take preventive
measures known to protect nurses from occupational hazards such as workplace violence,11
back and other musculoskeletal injuries,12
and infectious diseases, including Covid-19.13
Working conditions have dramatically deteriorated during the pandemic as hospitals
continue to fail to take protective measures
that the science of industrial hygiene has long
known can prevent workplace exposure to
airborne viruses, such as SARS-CoV-2, the virus
that causes Covid-19.14
Nurses face high rates of workplace violence
and back injuries. According to the U.S. Bureau
of Labor Statistics (BLS), in 2020, registered
nurses in private industry in the United States
experienced a rate of 18.2 nonfatal violencerelated injuries per 10,000 full-time employees.15 The violence-related injury rate for
registered nurses is more than four and a
half times higher than the violence-related
injuries for workers overall in the same year.16
Compared to pre-pandemic violence-related
injury rates, the rate of workplace violence injuries for RNs in private industry has increased by
30 percent.17 With respect to back injuries, RNs
in the United States experienced a rate of 53.0
nonfatal musculoskeletal disorders and a rate of
30.1 nonfatal back injuries per 10,000 full-time
employees in 2020. RN musculoskeletal disorder rates are nearly twice as high than the
rate for workers overall, and RN back injuries
are more than twice as high as the rate for
workers overall.18
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Further, when hospital employers intentionally
adopt policies of understaffing, this places
RNs at higher risk of occupational injuries and
illnesses. When hospital employers treat nurses
as expendable by failing to staff appropriately
and providing key health and safety protections, this comes at a cost: Nurses are forced to
leave the bedside workforce after experiencing
preventable injuries or illnesses on the job.
Several studies show that poor RN staffing
levels led to higher rates of nurse occupational
injury.
»

An increased patient load per nurse
was associated with significantly higher
likelihood for neck, shoulder, and back
musculoskeletal disorders.19

»

The risk for workplace violence injuries was
twice as high for lower-staffed hospitals as
compared to higher-staffed hospitals.20

»

Nurses from units with low staffing and
poor organizational climates were twice as
likely as nurses on well-staffed and better
organized units to report risk factors for
needlestick injuries and near misses.21

Finally, during the ongoing Covid-19 pandemic,
RNs are more likely to be exposed to and
infected with Covid-19 when they work under
unsafe conditions without adequate personal
protective equipment, isolation precautions,
testing, contact tracing, and the full range of
precautions, further sidelining them from caring
for patients.
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THE HOSPITAL INDUSTRY
DEVALUES RNS’ PROFESSIONAL
PRACTICE AND RESTRICTS THEIR
AUTONOMY
The hospital industry devalues RNs’ professional practice and restricts their autonomy in
myriad ways. Most notably, the industry focus
on patient satisfaction scores and the routinization that breaks holistic nursing care into
discrete tasks have been particularly troublesome for nurses. Both trends are driven by the
industry goal of maximizing net revenue and
restricts the autonomy nurses have to use
their knowledge and experience to care for
their patients.
In its preoccupation with patient satisfaction
scores, the hospital industry typically focuses
on managing patients’ perception of their clinical care rather than on improving their clinical
care, which ultimately degrades RNs’ professional practice.22 The Centers for Medicare and
Medicaid Services (CMS) began requiring hospitals to report their patient satisfaction scores
using the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS)
survey as mandated by the Deficit Reduction
Act of 2005, though hospitals began surveying patients for marketing purposes prior
to the CMS requirement. Reporting survey
data was required to receive full Medicare
reimbursement but was not affected by how
the hospital scored on the surveys. In October
2012, CMS began calculating hospital incentive
payments based in part on how the hospital
scores on HCAHPS patient satisfaction surveys,
as required by the Patient Protection and
Affordable Care Act of 2010.
To improve patient satisfaction scores, and
thus maximize CMS incentive payments, many
hospitals have adopted rigid customer service
practices such as scripting of nurse-patient
interactions. Unfortunately, scripting comes at
the expense of RN autonomy, their professional
practice, and, in some cases, appropriate clinical treatment.23 As the name suggests, scripting
requires nurses to use specific language when
talking to patients.24 For example, the AIDET
model for patient interactions, developed by

management consultant the Studer Group, is
used widely in the hospital industry. AIDET
stands for “Acknowledge, Introduce, Duration,
Explanation, Thank you.”25 Looking at some of
the ways AIDET is implemented reveals both
how rigidly controlled RN-patient interactions
can be and how they are designed to manage
patients’ perceptions of their care. As part of
the “Acknowledge” step, staff may be directed
to “[f]ollow the 10 and 5 Rule: at 10 feet, look
up and acknowledge, make eye contact, and
smile; at five feet, verbally greet and offer
assistance if necessary”.26 According to one
description of the AIDET model: “Staff members trained in AIDET are encouraged to use
the words ‘excellent’ and ‘thank you’ liberally.”
27
For example, some scripts require nurses to
ask: “Is there anything I can do to make your
stay more excellent?” to prompt patients to
rate the hospital as excellent on surveys.28 As
part of the Duration step, staff are encouraged
to “[u]nder-promise and over-deliver” and told:
“There are two types of time: real and perceived. Understand both.”29
Nurses are stilted and inauthentic while using a
script to interact with their patients. Scripting
of nurse-patient interactions also leads to
substantial dissatisfaction among nurses who
are disrespected and devalued when their
employer focuses on financial returns rather
than sufficient staffing and resources. It also
undermines the nurse-patient relationship,
which is essential to optimizing health care
outcomes, when patients are treated as
“customers,” rather than patients. These
excerpts from RN letters responding to an
article about patient satisfaction metrics
capture this sentiment:
Instead of institutions spending money
to hire consultants to teach nurses
customer service, strategies need to be
developed by the nursing leadership
to get nurses back to the bedside and
alleviate patient concerns that nurses
aren’t spending enough time with them.
Nurses can best recognize and address
these concerns when given the chance
to develop meaningful relationships with
their patients.30
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Organizations need to focus more
on providing the resources, staffing,
and education necessary to enhance
patient outcomes. By ensuring that
quality care is delivered, patient
satisfaction initiatives will be
successful.31
Additionally, most hospitals require RNs to
follow instructions from algorithms embedded
in electronic health records, often leaving
nurses with little discretion to exercise their
professional judgment even when it is in the
best interest of their patient.32 Rather than
providing patient care, they spend much of
their time entering information into these
systems and then adjusting for the systems’
failures to account for the complexity of the
hospital environment.33 The hospital industry’s routinization of RN work, coupled with
legislative and regulatory moves to weaken
RN’s scope of practice, enables employers to
break apart nursing care, which is an inherently
holistic practice, into discrete tasks that can be
parceled out to unlicensed and lower-licensed
staff, thus reducing labor costs. These hospital
industry practices were taken directly from the
manufacturing industry’s practices of assembly
lines and the deskilling of work. Whatever the
merits or demerits of these practices in the
manufacturing sector, they are unsuited to
hospitals and the art and science of healing.
The routinization of RN work fragments patient
care and endangers patients.34 These hospital
policies first decouple RNs’ knowledge and
clinical expertise from the holistic practice of
directly assessing patient needs, implementing
needed care, and regularly evaluating the
patient’s condition. Then, these practices allocate tasks to staff without sufficient education
and clinical experience. Under these “teambased care” models, RNs spend less time at the
bedside where they can get to know a particular patient’s needs and use their professional
judgment to ensure that the patient’s needs are
met. Instead, they spend more time on paperwork and monitoring the work of other staff,
leaving RNs demoralized and alienated.35
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THE HOSPITAL INDUSTRY’S
RESISTANCE TO HIRING RNS
WITH ASSOCIATE DEGREES
IN NURSING EXACERBATES
THE STAFFING CRISIS AND
UNDERMINES RN WORKFORCE
RACIAL AND ETHNIC DIVERSITY
Hospitals have increasingly adopted the arbitrary hiring practice of excluding nurses with
associate degrees in nursing (ADNs) from
consideration for open nursing positions, dramatically reducing the pool of potential nurses
available to provide patient care. Hospitals
more frequently require that RNs have a bachelor’s degree of nursing and fail to hire RNs with
ADNs regardless of how many years of experience they have providing bedside nursing care
as an RN. Additionally, requiring RNs to have
bachelor of science in nursing (BSN) degrees
doubles the amount of education time required
— from two years to four years — for a nurse to
be licensed.36
A review of the RN education and examination
requirements demonstrates that fulfilling licensure prerequisites should serve as the entry
point to bedside nursing practice. RN licensure
does not depend on whether a nurse has an
ADN or BSN. Becoming an RN is a two-fold
process: graduating from a nursing program
approved by a state board of nursing and passing the National Council Licensure Examination
(NCLEX). All RNs must fulfill both classroom
science-based education requirements and
hands-on clinical experience requirements.
Both ADN and BSN programs have similar core
curricula for in-class education, with differences
between the two largely oriented around RN
career paths such as teaching, research, health
policy, and management in BSN programs
and a greater focus on bedside patient care in
ADN programs. Turning to clinical experience,
ADN and BSN nursing programs also require a
similar number of clinical hours.37 Additionally,
state boards of nursing that specified a minimum number of clinical hours for ADN and BSN
degrees nearly always specified an identical
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number of hours for both programs.38 After
meeting educational prerequisites to becoming
an RN, the final licensure requirement for all
U.S. nurses is to pass the NCLEX exam which
“has been designed as a legally defensible,
psychometrically sound examination to measure student readiness for entry-to-practice.”39
Of note, first-time passage rates of the NCLEX
exam, a widely accepted outcome measure for
nursing education, are similar for graduates of
both ADN and BSN programs.40
Not only does requiring a BSN for employment as a bedside RN slow the RN education
pipeline, the additional financial and time
requirements for nursing students to obtain a
BSN over an ADN also undermines racial, ethnic, and other socioeconomic diversity in the
nursing workforce. Among the RN workforce,
only non-Hispanic white, Native Hawaiian, and
other Pacific Islander RNs meet or exceed their
representation in the general U.S. population.

Latinx and Black nurses are most underrepresented, with the gap between the percentage
working as RNs compared to their percentage
of the population at approximately 8.1 percent
for Latinx RNs and 4.7 percent for Black RNs.41
Additionally, a review of the RN graduates
from 2015 to 2019 shows that more American
Indian/Alaskan Native, Black, and Latinx RNs
graduated with an ADN than a BSN, averaging
respectively 1.64, 1.58, and 1.45 ADN graduates
for every BSN graduate compared to white and
Asian RNs respectively averaging 1.11 and 0.80
ADN graduates for every BSN graduate. Finally,
requiring a BSN compared to an ADN for
employment undermines nursing as an avenue
of upward economic mobility for the working
class, particularly women of color, as well as
those with child or elder care responsibilities
who may find it more difficult to meet the time
or financial commitment required for a BSN.
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PART II. HOSPITAL INDUSTRY PRACTICES DURING THE
COVID-19 PANDEMIC CAUSED NURSES DETRIMENTAL
MENTAL HEALTH EFFECTS, PROFOUND MORAL DISTRESS,
AND MORAL INJURY
Nurses’ working conditions have deteriorated
further since the pandemic began. With the
onset of the pandemic, the hospital industry
compounded the issues discussed above by its
flagrant refusal to protect nurses from exposure
and infection from Covid-19, treating RNs as
disposable. Nurses caring for Covid patients
experience both high rates of infections and
deaths and high rates of acute stress, anxiety,
depression, and post-traumatic stress as well as
moral distress and moral injury, causing them to
leave the bedside at high rates.

THE FAILURE OF THE HOSPITAL
INDUSTRY TO PREPARE FOR
COVID-19 SURGES CAUSED HIGH
RATES OF INFECTION, ILLNESS,
AND DEATH IN NURSES
The Hospital Industry Failed to Prepare
for Covid-19 Patient Surges
NNU sent its first letter to hospital management at all hospitals where the union
represents nurses in January 2020, requesting
information on their pandemic response plans
and urging them to plan for predictable staffing needs, including hiring and training more
nurses to work in critical care departments.
We have continued to urge them to do so
throughout the pandemic in words and deeds
— including numerous worksite actions. NNU
publicly sounded the alarm on hospitals’ lack of
preparation in late February 2020, identifying
concerns with “optimal staffing, equipment,
and supplies” as well as a widespread lack of
planning for isolating patients with confirmed
or suspected Covid-19 infections.42 In March
2020, NNU filed more than 125 complaints with
Occupational Safety and Health Administration
(OSHA) in 16 states, charging hospitals with
failing to provide safe workplaces as required
by law. Once again, NNU focused on hospitals’
14

failure to provide lifesaving PPE, but also
addressed other health and safety issues such
as failure to isolate patients who had, or may
have had, a Covid-19 infection.43
The hospital industry’s “just-in-time” model that
tightly manages inventory has been disastrous
during the Covid-19 pandemic.44 Although
infectious disease surges are unpredictable,
they are inevitable. Hospitals should have been
better prepared, especially in the instance of
Covid-19 because the initial outbreak in China
in late 2019 should have rung alarm bells in
U.S. hospitals and with federal and state governments. Yet because employers prioritized
profits over preparedness, RNs were forced to
choose between staying on the job and caring
for their patients, who are also at risk of infection from nurses’ lack of PPE,45 or staying home
to protect themselves and their families. For
months into the pandemic,

What is moral distress
and moral injury?
Moral distress arises when one knows
the right thing to do, but institutional
constraints and broader sociopolitical
contexts make it nearly impossible to
pursue the right course of action.46
Moral injury is the deleterious longterm, emotional, psychological,
behavioral, spiritual, and/or social
effects that may result from potentially
morally injurious events, such as perpetrating or failing to prevent acts that
transgress deeply held moral beliefs
and expectations in a high-stakes
environment.
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Figure 1. Known Covid-19 Deaths of RNs
and Health Care Workers Since Pandemic
Began
458 RN
Deaths

4,547 Health Care
Worker Deaths

very few nurses, even those working directly
with confirmed Covid-19 patients, had access
to appropriate PPE on an as-needed basis.
Instead, nurses were forced to go without or
to wear PPE manufactured for a single use
for days on end. Some nurses were forced to
use garbage bags when their employer ran
out of surgical gowns.47 Those who did have
access to PPE in the pandemic’s early stages
generally had to fight for it. Although PPE was
a key issue for nurses, it was far from the only
issue. Employers also failed to screen and test
patients for Covid-19,48 to notify nurses of a
Covid-19 exposure,49 and to provide testing and
sick leave while awaiting test results. This is not
an exhaustive list of their failings.

The Hospital Industry’s Failure to
Prepare for Patient Surges Resulted
in High Covid-19 RN Infection and
Death Rates
Although this is certainly an undercount, as
of Nov. 3, 2021, at least 1,037,183 health care
workers in the United States have been infected
with SARS-CoV-2, the virus that causes Covid19, including thousands of nurses, and at least
4,547 health care workers have died from
Covid-19 and related complications, including
458 RNs.50
There have been racial disparities in the
impacts of Covid-19 on the RN workforce.

Among RNs who have died from Covid-19
and whose race and ethnicity are known, 50.1
percent are white, 22.0 percent are Filipinx, 17.6
percent are Black, 7.6 percent are Latinx, 2.1
percent are other Asian (non-Filipinx), and 0.7
percent are Native American.51 In sum, nurses
of color comprise 49.9 percent of the nurse
deaths52 but only 24.1 percent of the RN workforce.53 In addition, only 4.0 percent of the RN
workforce are Filipinx54 and only 12.4 percent
are Black, thus these nurses are dying at far
greater rates than their white colleagues.55 In
a report focusing on U.S. Filipinx health care
workers, STAT news explains the increased risk
of Filipinx health care workers compared to
other health care workers as due to a higher
likelihood of working in hospital settings treating Covid-19 patients rather than in other health
care settings.56
Similarly, sociologist Adia Wingfield contends
that Black nurses may be at higher risk based
on their desire to give back to their communities and others in need as they are more likely
to work in underfunded health care facilities
serving communities where Covid-19 is ravaging Black, Latinx, low-income, and/or uninsured
patients and lacking sufficient equipment
and staff.57 A study of frontline health care
workers in the United States and the United
Kingdom confirms the significant racial and
ethnic disparities among RNs who die from
Covid-19. This study found that Black, Asian,
Latinx, and other health care workers of color
contracted Covid-19 at nearly twice the rate
of non-Hispanic, white health care workers.58
It also found that non-white health care workers reported having to reuse PPE or having
inadequate access to PPE at 1.5 times the rate
of non-Hispanic white health care workers,
even after adjusting for exposure to patients
with Covid-19.59 Additionally, the Office of the
Inspector General for the U.S. Department of
Health and Human Services, reporting on the
hospital industry’s response to the pandemic,
confirmed that “widespread shortages of PPE
put staff and patients at risk[.]”60 Thus many,
perhaps most, RN infections and deaths could
have been prevented but for the utter failure of
their employers to provide them appropriate
personal protective equipment.
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THE HOSPITAL INDUSTRY’S
ACTIVE TRANSGRESSIONS
AGAINST RNS COMPOUNDED
ITS FAILURE TO PREPARE FOR
THE PANDEMIC, ADDING INSULT
TO INJURY
The hospital industry’s widespread disregard
for nurses’ well-being throughout the course
of the pandemic is undeniable. Moreover, the
industry’s misdeeds extend beyond mere negligence; it actively opposed measures that would
protect nurses from exposure to Covid-19 or
compensate them if they contract the virus.
The most egregious active transgression
against RNs by the hospital industry is the
failure to follow the precautionary principle
and provide nurses with optimal respiratory
protection. Rather than admitting the failure
to prepare for the pandemic or advocating for
government assistance to supply optimal levels
of respiratory protection, the hospital industry
shored up arguments for denying nurses respirators, claiming that respiratory protection
was unnecessary except for specific surgical
and aerosolizing procedures (e.g., intubation)
and, at the beginning of the pandemic, denying
outright that the virus was airborne, then shifting to downplaying the evidence for airborne
transmission or claiming that the evidence was
inconclusive as recently as March 11, 2021. 61 Yet
since the pandemic began, numerous studies
have demonstrated that the virus is airborne,62
thus making respirators critical to preventing

Given any uncertainty about
Covid-19’s mode of transmission,
employers should have adhered to
the precautionary principle, which
holds that we ought not wait until
we know for certain that something is harmful before action is
taken to protect people’s health.
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infections among health care workers.63
Regardless, given any uncertainty about Covid19’s mode of transmission, employers should
have adhered to the precautionary principle,
which holds that we ought not wait until we
know for certain that something is harmful
before action is taken to protect people’s
health.64 The hospital industry’s active opposition to providing nurses with respiratory
protection exemplifies a failure to recognize
nurses’ innate value as human beings.
Hospital employers actively opposed nurses
who pled with them and the government for
PPE on the front lines of the pandemic. When
RNs attempted to secure needed PPE by
asking for donations on social media, speaking
with the press, and holding public protests to
expose their employers’ failures, employers
responded with disparagement and abuse.
Some employers prohibited workers from
speaking out65 and fired workers for doing so.66
Other employers went so far as to prohibit RNs
from bringing in their own respirators67 and
even “yank[ed] masks off workers’ faces[.]”68 In
cases where employers capitulated to nurses’
collective demand for respirators, some continued to deny that respirators were necessary
to protect nurses from Covid-19, asserting that
they were providing respirators to make RNs
feel more comfortable, not to prevent exposure
to the virus. And even then, many employers
forced nurses to reuse respirators with multiple
patients, and often on multiple shifts, even
though this practice is known to be unsafe
and to contribute to the spread of infectious
diseases.
In the legislative arena, the American Hospital
Association (AHA), representing hospitals that
employ a majority of RNs, vigorously opposed
the inclusion of a requirement for OSHA to
issue an emergency temporary infectious disease standard requiring respiratory protection
in H.R. 6201, the Families First Coronavirus
Response Act, and in H.R. 6800, the Health
and Economic Recovery Omnibus Emergency
Solutions Act.69 Contrary to scientific consensus, the AHA denied the need for respirators
as recently as March 11, 2021 in Congressional
testimony:
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The CDC continues to hold that COVID-19
is primarily spread through close contact,
not airborne transmission, except when
doing certain aerosolizing procedures. …
For health care workers, CDC continues
to recommend as appropriate the use of
facemasks unless workers are performing
aerosolizing procedures or procedures
that require very close contact with
patients with suspected or confirmed
COVID-19 infection.70
As stated, the AHA relied on weak CDC guidance in its March 11 testimony — guidance
that state hospital associations lobbied for.
At the onset of the pandemic, the CDC called
for precautions against airborne transmission
of SARS-CoV-2. However, concurrently with
the urging of California and Washington
state hospital associations,71 the CDC began
downgrading its guidance from airborne to
droplet precautions and removed the requirement to provide respirators to health care
workers except for during aerosol-generating
procedures. Finally, in May 2021, the CDC
unambiguously acknowledged that Covid-19
is an airborne infectious disease and updated
guidance on respirator use stating: “The supply
and availability of NIOSH-approved respirators have increased significantly over the last
several months. Health care facilities should
not be using crisis capacity strategies at this
time and should promptly resume conventional
practices[.]”72
RNs advocated for more than a year and a half
for OSHA to issue the Covid-19 Health Care
Emergency Temporary Standard (Covid-19
Health Care ETS). OSHA issued the Covid-19
Health Care ETS in June 2021 despite opposition from the hospital industry.73 This exceedingly important step by the federal government
provided mechanisms for nurses to challenge
their employers’ continued refusal to recognize
the science of Covid-19 and the need for the full
range of precautions against aerosol transmission of the virus, including optimal respiratory
protections. Since the issuance of the ETS,
nurses have campaigned to ensure the hospital
industry fully complies with ETS requirements,
filing numerous OSHA complaints over failures
to provide appropriate respiratory protection

and other compliance issues. However, Arizona,
Utah, and South Carolina failed to implement
Covid-19 standards that are at least as effective
as the federal Covid-19 Health Care ETS as they
are required to do as state-run OSHA plans.
NNU filed an official “Complaint About State
Program Administration” against Arizona with
federal OSHA, which is now considering taking
over enforcement for these three noncompliant
states.
NNU continues to vigorously advocate for
nurses and their patients to protect them from
the ramifications of the hospital industry’s lack
of preparedness for Covid-19 and their active
resistance to implementing appropriate health
and safety protections. Even with the OSHA
ETS on Covid-19 for health care settings, many
nurses continue to lack appropriate respiratory
protection, according to NNU’s latest survey
covering June and July 2021.74 More than
5,000 RNs from all 50 states, D.C., and Puerto
Rico responded. Approximately 60 percent
of RNs working in hospitals reported wearing
a respirator each time they interacted with a
Covid-positive patient, down from nearly 75
percent in our March 2021 survey. In addition,
62 percent reported using surgical masks,
which are inadequate to protect health care
workers caring for Covid-19 patients, when
caring for patients suspected of having Covid19, or patients awaiting test results.
Lastly, hospital employers opposed RNs’ workers’ compensation claims, taking calculated
steps to insist that the thousands of nurses
infected because of employers’ reprehensible
behavior did not contract the virus on the job.
Through their own refusal to test nurses, other
health care workers, and patients for Covid-19,
employers manufactured a situation where
nurses would almost certainly lack the direct
evidence of workplace exposure needed to
prove a workers’ compensation claim. As nurses
became sick, hospital employers went so far as
to issue blanket statements that most nurses
were infected in the community despite the
much higher infection rates among nurses and
the fact that many nurses remained isolated
from family, friends, and the community at
large out of fear they might spread Covid-19.75
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UNSAFE WORKING CONDITIONS
DURING THE PANDEMIC
SEVERELY IMPACTED RN
MENTAL HEALTH
Hospital employers’ lack of planning and reprehensible behavior have also dramatically and
detrimentally affected RN mental health. The
intense internal conflict and dissonance nurses
have been experiencing during the Covid-19
pandemic is driven by the tension between
taking care of themselves or their families, on
the one hand, and caring for their patients,
on the other.76 For some, the tension between
sheltering in place with their families and their
calling to care for their patients has led to
traumatic stress, anxiety, and depression.77 The
lack of proper PPE, discussed above, played
a fundamental role in this tension. Nurses fear
contracting the virus themselves, particularly
if their age or a medical condition make them
more vulnerable to serious illness or death. In
addition, motivated by love and concern, some
worry about the effect that contracting Covid19 would have on their children, spouses, and
elderly family members who depend on them,
especially if they succumbed to the illness.78
For many RNs, their greatest fear is carrying
the disease home and infecting their families —
especially if any of their family members is in
a high-risk group for serious illness or death.79
Nurses and other health care workers spoke
out early in the pandemic about their fears for
their families. For example, the Washington
Post quoted a nurse from New York describing
her experience and that of her coworkers:
“There is a tremendous amount of fear and
guilt that we could bring this home and hurt
people that we love,” said Jane Gerencser,
a nurse who has been working 12-hour
shifts tending to coronavirus patients at a
Westchester Medical Center Health Network
hospital in New York state. “We have had
colleagues who lived with elderly parents,
who unfortunately have gotten sick and have
had their parents get sick and passed.”80
News reports and journal articles describe the
extreme measures that health care workers
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who, knowing that they were at high risk of
Covid-19 infection, took to protect their families
from being exposed. The Washington Post article cited above details “meticulous cleansing
rituals” health care workers practice to protect
family members from infection from virus on
their persons or clothing.81 An article from the
Journal of Medical Ethics describes the “highly
burdensome measures” one nurse took to protect her family: “stripping naked” and depositing her clothes in the washer, wiping down all
the surfaces she’s touched with disinfectant,
showering, disinfecting more surfaces — all
before greeting her family.82 Even after taking
these precautions, she maintained her distance
by staying “6 feet away from everyone [she]
love[s.]”83 Some nurses avoided their families
completely by using separate bathrooms;
sleeping in spare rooms, attics, tents, or their
cars; and eating their meals alone. Those
who could afford it opted for hotel rooms
or rented RVs.84
Regardless of whether they sleep at home,
many nurses have been separated from their
families for extended periods of time.85 Talisa
Hardin, a nurse working on a unit for persons
under investigation for Covid-19, testified about
her experience before the Select Subcommittee
on the Coronavirus Crisis of the House
Oversight Committee:
For me, the lack of protections in my unit
have forced me to send my daughter
away to live with my mother during the
course of the pandemic. I don’t want
to pass this virus on to my daughter or
my mother. … It has been more than five
weeks since I last saw my daughter in
person, and I don’t know when I’ll see her
again. It has been deeply devastating for
both of us to take these precautions. My
daughter is so frustrated by the situation
that she consistently asks me to come
home and has recently asked me to quit
my job. She follows the news, and she
knows that I am at a heightened risk
of contracting COVID-19 because my
hospital is not giving me the protections
I need. She is worried, she is scared, and
she is experiencing separation anxiety.86
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Many nurses sent their children away voluntarily to protect them.87 Others were forced to
give up custody of their children, at least temporarily, when noncustodial parents took them
to court, fearing their children might become
infected with Covid-19.88
Similarly, family members frequently experienced their own psychological distress and
trauma related to the risks a nurse faces on the
job, which in turn may exacerbate nurses’ moral
distress.89 In a New York Times article titled
“What Happens If You and Daddy Die,” discussing the effects nurse exposure to the virus
has on family members, the author notes that
“[c]hildren of doctors and nurses have kept
anguished journals, written parents goodbye
letters and created detailed plans in case they
never see their moms or dads again[.]”90 Family
members — especially children — may ask
health care workers to leave their jobs.91
In some cases, nurses cannot meet the responsibilities to their families and also care for their
patients. When nurses isolate to protect their
families or work for weeks without a day off,
others must assume the responsibilities they
set aside, for example, assisting with childcare,
homeschooling, meal preparation, and other
household chores. This creates a hardship for
both the nurses and their families at a time
when the negative psychological impacts of
the pandemic increased — particularly among
health care workers but also in the general
population.92 More importantly, at a time when
family members needed to draw comfort from
one another due to the stress and anxiety of
the pandemic, extended sheltering in place, and
physical distancing, nurses’ separation from
their families deprived them of this comfort.
Additionally, family members have the added
worry about their loved ones working on the
pandemic’s front lines. Thus, entire families
have made tremendous sacrifices, even if they
have not lost a loved one to Covid-19.
Although conditions have improved for many
nurses since the first year of the pandemic,
patient surges continue to wax and wane
across the country. The pandemic’s widespread adverse mental health effects among
nurses continue and may persist for years.

Common, interrelated themes in the mental
health research among U.S. health care workers
include fear of contracting Covid-19, fear of
infecting family members, tension between
caring for themselves and families versus going
to work and taking care of patients, long hours
and heavy workloads, lack of knowledge about
the virus, and lack of treatment options.93 A
JAMA Viewpoint piece published in early April
2020 reported health care worker concerns
based on semi-structured “listening sessions”
with U.S. nurses, doctors, and other clinicians.94
Their chief anxieties included access to appropriate PPE, exposure to Covid-19, infecting
family members, and clinical knowledge in
treating a novel virus along with several related
concerns about meeting family responsibilities
while working long hours treating patients.
A study based on 657 completed surveys of
health care workers treating Covid-19 patients
in a New York City hospital at the height of its
April 2020 surge, April 9 to April 24, quantifies
the level of distress they experienced. (Table
1) RNs showed high levels of acute stress (64
percent), depression (53 percent), and anxiety
(40 percent). In contrast, attending physicians
had lower rates than RNs across the board:
acute stress (40 percent), depression (38
percent), and anxiety (15 percent). In sum, RNs
experienced much higher levels of distress
than attending physicians in all three areas by
significant margins: 24 percent, 15 percent, and
25 percent, respectively.
Table 1. Top Sources of Distress Among
All New York City Hospital Survey
Respondents, April 2020
Top sources of distress

Percentage of
respondents

Infecting family members
with Covid-19

74%

Lack of control in the
clinical setting

70%

Lack of PPE and lack
of Covid-19 testing

68%

Loneliness

65%
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Finally, a study based on a small May 2021
survey of RNs and licensed practical nurses
who cared for Covid-19 patients, based largely
in the upper Midwest, found that 58.7 percent
showed a risk of PTSD based on their score
on the Trauma Screening Questionnaire.95 This
study did not link these scores to specific workor home-related experiences.
NNU has been conducting surveys of RNs
throughout the pandemic.96 A survey of nurses
during the period Oct. 16 to Nov. 9, 2020 with
responses from across the United States (and
some responses from U.S. territories) found
that 70 percent of hospital RNs feared getting
Covid-19 and 80 percent feared that they
would infect a family member. (Table 2) Large
majorities also reported experiencing higher
levels of insomnia, anxiety, stress, and depression than they did before the pandemic.97 The
most recent survey of nurses covers the period
June 1 to July 21, 2021 with responses from all
50 states, Washington, D.C., and Puerto Rico.
(Table 3) Although their experiences show
some improvement, the pandemic clearly
continues to negatively affect the mental health
of hospital RNs with 42 percent fearing they
will contract Covid-19, 50 percent fearing they
will infect a family member, and 34 feeling
traumatized by their experiences caring for
patients. In comparing their current mental
state to prior to the pandemic, 35 percent are
having more difficulty sleeping, 54 percent feel
stressed more often, and 42 percent feel sad or
depressed more often.
News reports, particularly during the earlier
surges, demonstrate that U.S. health care
workers are also experiencing stigmatization
which may contribute to adverse mental health
issues. The CDC identifies Asian Americans,
Pacific Islanders, and Black Americans among
those who may be subject to stigmatization
and discrimination in the current pandemic.98
Anti-Asian racism adds another layer of trauma,
anxiety, and depression on nurses of Asian
and Pacific Islander descent who are overrepresented in the U.S. health care workforce,99
particularly Filipinx and Filipinx-American
nurses.100 Similarly for Black health care workers, the anti-Black racism and white supremacy
espoused by President Trump, and rampant
20

Table 2. Large Percentages of RNs Fear
Contracting and Passing Covid-19
Hospital RN responses

Percentage of
respondents

Feared contracting
Covid-19

70%

Feared they would infect
a family member

80%

Table 3. Indicators of Distressed Mental
Health Condition Among Hospital RNs
Hospital RN responses

Percentage of
respondents

Feared contracting Covid-19

42%

Feared they would infect
a family member

50%

Felt traumatized by
experiences caring
for patients

34%

Had more difficulty
sleeping, compared to
prior to the pandemic

35%

Felt stressed more often,
compared to prior to the
pandemic

54%

Felt sad or depressed more
often, compared to prior to
the pandemic

42%

in communities around the country currently,
compounds the already substantial detrimental
mental health impact of providing patient care
during the pandemic. Moreover, this comes
on top of higher baseline levels of stress and
emotional exhaustion Black health care workers
may experience from defending their patients
against racist attitudes and treatment from
other health care workers.101 Taken together,
the cumulative effects are causing some Black
health care workers to experience debilitating
depression and trauma.102
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CRISIS STANDARDS OF PATIENT
CARE, RATIONING, AND
UNNECESSARY DEATH CAUSED
RNS EXTREME MORAL DISTRESS,
INJURING THEM FURTHER
Widespread rationing and crisis standards of
care have been in use across the country during
patient surges. The negative impact this has
on patient care was recently confirmed by a
study in Annals of Internal Medicine covering
the months of March to August 2020. The
study found that 23.2 percent of Covid deaths
during that time period were likely due to
patient surges that stretched resources too
thin, despite greater understanding of the
Covid-19 disease process and improvements in
treatment that should have decreased mortality
rates.103 An increase in the number of patients
assigned per nurse was a major factor in the
study’s calculations of excess mortality.
RNs have experienced extreme moral distress from witnessing the unnecessary death
caused by the lack of preparation for surges
in Covid-19 cases by the hospital industry,
the premature easing of mitigation measures
such as masking and social distancing, and
the elimination of shelter-in-place orders.
Ethics professor Andrew Jameton introduced
the concept of moral distress in 1984, stating:
“Moral distress arises when one knows the right
thing to do, but institutional constraints make
it nearly impossible to pursue the right course
of action.”104 He elaborated on this concept
by breaking it down into three components:
“(a) the psychological distress of (b) being in
a situation in which one is constrained from
acting (c) on what one knows to be right.”105
Drawing on the work of Varcoe et al., this
report broadens part (b) of the definition to
include “influences beyond those that would be
considered institutional to broader socio-political contexts[.]”106
Large percentages of hospital RN respondents
across multiple NNU surveys have reported
worsening staffing conditions during the pandemic.107 Burdened by a heavy patient load,
nurses must witness the suffering and needless
death of patients who might have been saved

by appropriate nursing care or medical intervention. Thus, working under crisis standards
of patient care leads to profound moral distress
and moral injury as well as adverse mental
health effects.108 Crisis standards include
rationing care — through insufficient numbers
of RNs or staffing with RNs outside their scope
of practice or areas of competency — and
rationing resources such as PPE, ICU beds,
ventilators, and medications.109 The Hastings
Center’s “Ethical Framework for Health Care
Institutions and Guidelines for Institutional
Ethics Services Responding to the Coronavirus
Pandemic” states:
In a public health emergency featuring
severe respiratory illness, triage decisions may have to be made about level
of care (ICU vs. medical ward); initiation
of life-sustaining treatment (including
CPR and ventilation support); withdrawal
of life-sustaining treatment; and referral
to palliative (comfort-focused) care
if life-sustaining treatment will not be
initiated or is withdrawn.110
These decisions are driven by an insufficient
number of RNs with ICU experience as well as
shortages of beds, medications, equipment,
and other medical resources which, in turn,
are driven by the lack of pandemic planning,
decades-long underfunding of public health,
and a privatized, market-based health care
system.
Under crisis standards of patient care, nurses
face two challenges around staffing: being
assigned far more patients than they can care
for safely and working outside their areas
of competency. Typically, staffing in an ICU
requires one experienced ICU nurse to care for
no more than two patients. It is well established
that patient mortality decreases with higher
RN-to-patient ratios.111 Yet, with staffing for ICUs
in short supply during pandemic surges, some
hospitals are reassigning nurses who work
in other areas of the hospital to the ICU. The
Society of Critical Care Medicine has created a
crisis ICU staffing model for hospital use that
“encourages hospitals to adopt a tiered staffing
strategy in pandemic situations such as COVID19,” using one experienced ICU nurse to oversee
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three non-ICU nurses who each care for two
patients. Thus, by proxy, the experienced ICU
nurse is caring for six patients (two patients for
each non-ICU nurse). 112
This attempt to divide the labor between an
experienced ICU RN who oversees non-ICU
nurses who then carry out nursing “tasks” is
untenable and dangerous. The knowledge
needed to provide patient care cannot be
divorced from the hands-on practice of providing the care — including directly assessing the
patient’s needs; determining, planning for, and
implementing needed care; and subsequent
evaluation. The experienced ICU nurse may
experience moral distress because she knows
that her patients are at increased risk of death
because she has more patients than she can
care for safely.113 In contrast, the non-ICU nurse,
lacking the necessary clinical knowledge and
experience, may suffer moral distress out of
fear of inadvertently harming a patient, thereby
violating the most basic ethical principle of
medicine and nursing: nonmaleficence (doing
no harm).114 In a first-person essay for the STAT
news site, RN Jaclyn O’Halloran describes the
effect this had on nurses in the Massachusetts
hospital where she works: “We are assigned
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to work in unfamiliar units, with patients who
are outside our expertise, without any training. We’re lost.”115 She adds that many nurses
“are scared they’ll make a deadly mistake.”116
Research confirms the detrimental effect
working under crisis standards of patient may
have on nurses during the Covid-19 pandemic:
“Nurses’ and other professional grief may
also be compounded by being unable to care
for families and patients as they might wish.
Burnout, moral distress and moral injury has
been identified as a significant issue in critical
care professionals[.]”117
Patient surges and crisis standards of patient
care continue to be implemented nearly two
years after the first case of Covid-19 was
identified in the United States. As Covid-19
surges, the number of patients explodes, and
nurses increasingly fall ill with the disease and
sometimes die.118 With these overwhelming
experiences come moral distress, moral injury,
and damaging effects on nurses’ mental health.
Although vaccines have eased deaths among
RNs, too many are still experiencing avoidable infections, illness, and death because of
their employers’ failure to provide necessary
safeguards.

HOSPITAL INDUSTRY
TRANSGRESSIONS AND
INCOMPREHENSIBLE PATIENT
ILLNESS AND DEATH CAUSED
RNS PROFOUND MORAL INJURY
In considering the effect the pandemic is
having on RNs, it is helpful to view their experiences along a “continuum of morally relevant
life experiences and corresponding responses”
such that morally relevant life experiences
progress from moral frustration to moral distress to moral injury corresponding to moral
challenges, moral stressors, and morally injurious events, respectively.119 Drawing on work by
subject matter experts,120 we use the following
definition of moral injury: the deleterious longterm, emotional, psychological, behavioral,
spiritual, and/or social effects that may result
from potentially morally injurious events,
such as perpetrating or failing to prevent acts
that transgress deeply held moral beliefs and
expectations in a high-stakes environment. The
discussion in this section will demonstrate that
many RNs have experienced profound moral
injury during the pandemic.
Note that a person’s role in a potentially morally injurious event will affect their emotional
response. In unpacking the concept of moral
injury, trauma experts Litz and Kerig explain
that those who experience moral injury as a
perpetrator of an immoral act or from failing
to prevent an immoral act typically respond
with internalizing emotions such as guilt and
shame, whereas those who experience moral
injury as a witness who was unable to prevent
an immoral act typically respond with externalizing emotions such as anger and resentment.121
It is crucial for those affected by potentially
morally injurious events to ascribe the blame to
the responsible party and not inappropriately
take responsibility for failing to prevent a transgression if it was not within their power to do
so. Although we have demonstrated that nurses
are not the perpetrators of moral injury, they
may internalize shame and guilt, nevertheless.

It is paramount that RNs learn to process these
emotions and ascribe blame to the appropriate
institutions and sociopolitical contexts — and
then to fight together to change them.122 It is
the role of government to change this paradigm altogether so that neither patients nor
nurses are put in this position again and that
nurses are given the resources they need to
fully heal from their effects.
Based on our definition of moral injury, hospital
employers are guilty of “perpetrating or failing
to prevent acts that transgress deeply held
moral beliefs and expectations in a high-stakes
environment.” For example, hospital employers,
often through trade associations such as the
AHA, were active perpetrators in opposing an
OSHA emergency temporary standard and
failing to provide appropriate PPE, to test and
isolate patients, or to notify workers of Covid
exposures. They violated “deeply held moral
beliefs and expectations” such as: human
beings have innate value and should be protected from harm, people’s health and lives
should have priority over making a profit, and
it is wrong to lie by commission or omission.
Both nurses and patients have “expectations”
that the hospital industry will meet moral, legal,
and regulatory requirements to maintain a safe
and healthy workplace that protects workers
and patients. Finally, hospitals are clearly “highstakes environments,” particularly during the
Covid-19 pandemic. As news reports document,
too many workers and patients contracted
Covid-19 in the hospital, some have died, while
others have infected loved ones.123
Therefore, we can expect nurses to sustain
moral injury at alarming rates. The risk factors
identified by Williamson et al., as well as
examples of how nurses may experience moral
injury as a result are laid out in Table 4 below.124
Williamson et al. are not alone in their concern
about the impact of the Covid-19 pandemic
on frontline health care workers. Numerous
experts expect significant numbers of these
workers to experience moral distress and,
potentially, long-term moral injury.125
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Table 4. Moral Injury Risk Factors Experienced by Nurses
Moral injury risk factors126

Increased risk of moral injury if there is loss
of life to a vulnerable person (e.g., child,
woman, elderly)

How RN experiences may embody these risk factors
»

A child, vulnerable family member, or friend dies, particularly
if infected by the nurse or if the person dies without the
nurse being present.

»

A patient or coworker dies because a nurse wearing
contaminated PPE infects them with Covid-19.

»

A vulnerable patient (e.g., a child or elderly person) under a
nurse’s care dies. This may be exacerbated if the patient dies
alone or if the nurse is:

»

Increased risk of moral injury if leaders are
perceived to not take responsibility for the
event(s) and are unsupportive of staff

Increased risk of moral injury if staff feel
unaware or unprepared for emotional/
psychological consequences of decisions

Increased risk of moral injury if the
potentially morally injurious event (PMIE)
occurs concurrently with exposure to other
traumatic events (e.g., death of loved one)

Increased risk of moral injury if there is a
lack of social support following the PMIE.
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›

Working in an area outside of the nurse’s competency
due to Covid-19-related crisis staffing; or

›

Working under crisis standards of patient care in which
insufficient staffing, medical equipment, or supplies are a
proximate cause of the death.

A nurse works without appropriate health and safety
protections (e.g., insufficient PPE or poor patient isolation
protocols) because:
›

Employer denies the need for airborne protections; or

›

Employer prioritizes profits over worker safety.

»

A nurse working under crisis standards of patient care in
which insufficient staffing, medical equipment, or supplies
are a proximate cause of a patient’s death.

»

A nurse caring for patients who are separated from their
families because of visitor restrictions.

»

A nurse, family member, friend, or coworker develops a
severe case of Covid-19.

»

A family member, coworker, or friend dies from Covid-19.

»

Racism, racial and police violence, or death in the society in
which the nurse lives.

»

A nurse experiences stigma and discrimination.

»

A nurse is isolating from family and friends to avoid
transmitting Covid-19.

»

An excessive workload keeps a nurse from accessing social
support.
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PART III. SOLUTIONS: NURSE RETENTION MEASURES
To ensure the ongoing retention of RNs in
bedside care jobs, the federal government
must adopt enforceable hospital standards on
minimum safe RN-to-patient staffing ratios,
strong union protections, and safe and healthy
working conditions for nurses. There are several
concrete legislative and regulatory measures
that Congress and the executive branch must
support to ensure that hospitals provide good
nursing jobs with safe staffing and safe working
conditions.

REQUIRE MINIMUM, NUMERICAL,
SAFE RN-TO-PATIENT STAFFING
RATIOS
CONGRESSIONAL ACTION »
Congress must pass the Nurse Staffing
Standards for Hospital Patient Safety and
Quality Care Act (S. 1567, H.R. 3165 in the
117th Congress), which would establish federally mandated safe RN-to-patient ratios
limiting the number of patients a registered
nurse can care for at one time in U.S.
hospitals.127
EXECUTIVE AND REGULATORY ACTION »
The executive branch, through the Centers
for Medicare and Medicaid Services (CMS),
should require that hospitals meet minimum safe RN-to-patient ratios as a
condition of participation in Medicare.
To support safe staffing at our hospitals,
Congress and the executive branch must
champion legislative and regulatory measures
that would establish minimum, numerical
RN-to-patient ratios in hospitals. Hospitals
have no excuse for a staffing crisis they have
created. The solution that hospitals can start
implementing today is to immediately staff up
every unit, on every shift, and create a safe,
sustainable work environment where nurses are
confident about their ability to provide the best
nursing care possible for their patients.
California’s success with implementation of
its mandated minimum RN-to-patient staffing

ratios law belies industry arguments that there
are not enough RNs to comply with mandated
RN-to-patient ratios. A study of RN patient
loads after the implementation of the state’s
ratios law found that California hospitals were
nearly always in compliance with the ratios
just two years after the law’s effective date
and that California RNs had substantially
safer patient loads than RNs in comparison
states.128 Additionally, studies have shown that
minimum RN-to-patient staffing ratios mean
better patient outcomes, safer and healthier
RNs, lower rates of burnout (also called moral
distress), and higher RN job satisfaction.
»

A study linking staffing levels and mortality rates in medical-surgical units found
that New Jersey hospitals would have
had 13.9 percent fewer patient deaths and
Pennsylvania 10.6 percent fewer deaths if
they matched California’s staffing ratios in
medical-surgical units.129

»

After implementation of California’s RN
staffing ratios law, there were significant
increases in RN staffing levels in the state,
particularly in hospitals with lower staffing pre-implementation, and RN full-time
employment grew significantly faster than
15 comparison states (nearly 8 percent).130

»

A 2015 study found that the California RN
staffing ratios law was associated with a 31.6
percent reduction in occupational injuries
and illnesses among RNs working in hospitals in California.131

»

A survey of California nurses after the
implementation of California’s ratios law
also found that California nurses reported
significant improvements in working conditions and job satisfaction.132

»

In a 2018 survey of more than 50,000 RNs,
California RNs reported lower rates of
“burnout” [researcher’s terminology], a key
factor in nurse retention. Among survey
respondents who had left a job due to burnout, the most frequently cited the reasons
for their burnout were “a stressful work
environment […] and inadequate staffing.”133
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Together, these and other studies demonstrate
that the provision of safe and therapeutic
patient care depends on RNs having safe
patient workloads. In short, California’s safe
nurse staffing mandate positively impacts both
patient care and the working environment
for nurses, improving occupational safety for
nurses, and increasing job satisfaction and
nurse retention.
Importantly, mandated numerical RN-to-patient
ratios should be the preferred government
enforcement measure to achieving safe nurse
staffing levels at hospitals. A recent study, published in October 2021, compared the impact of
California’s state law on mandatory numerical
RN-to-patient staffing ratios to other state
approaches on nurse staffing laws.134 The study
found that California’s RN-to-patient ratios
mandate resulted in a statistically significant
increase in hospital RN staffing while two other
approaches — state law requiring reporting of
nurse staffing levels and state law requiring
hospital staffing committees — had little or no
impact on RN staffing levels. In short, mandatory minimum RN-to-patient ratios is the only
approach that has been shown to have a positive effect on RN staffing levels.
Finally, as part of CMS’ regulatory authority
to establish health and safety standards for
hospitals that participate in federal health
programs, CMS should add minimum, numerical
RN-to-patient ratios as part of its nurse staffing adequacy requirements in its Conditions
of Participation (CoPs) agreements with
Medicare- and Medicaid-certified providers.
Medicare-participating hospitals include nearly
all hospitals in the United States and must
meet CoPs regarding patient health and safety
standards as required under § 1891(e) of the
Social Security Act, 42 U.S.C. § 1395x. Current
hospital CoPs require that nursing service have
“adequate numbers of licensed registered
nurses, licensed practical (vocational) nurses,
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and other personnel to provide nursing care to
all patients as needed” and that “[t]here must
be supervisory and staff personnel for each
department or nursing unit to ensure, when
needed, the immediate availability of a registered nurse for bedside care of any patient.”135
Additionally, CMS hospital certification procedures for evaluating whether hospitals meet
CoPs on nurse staffing adequacy currently
include a determination of adequate numbers
of nurses based on the number of patients.136
Nonetheless, the “adequacy” requirement in
hospital CoPs includes so little specificity as to
be almost meaningless. Moreover, CMS relies
on the hospital-funded, non-governmental
organization The Joint Commission to conduct
Medicare and Medicaid accreditation surveys.
Consequently, The Joint Commission, which has
a clear conflict of interest, is an inappropriate
hospital watchdog for CMS.137
Updating CoPs to include detailed standards
for Medicare- and Medicaid-certified hospitals
is not new to CMS. Indeed, CMS exercised such
regulatory authority in November 2021 when
it issued regulations to add Covid-19 health
care staff vaccination requirements for the vast
majority of Medicare- and Medicaid-certified
providers.138 (Although as of the publication of
this report federal district courts have blocked
enforcement of the CMS rule on Covid-19 vaccination of health care staff pending appeal, CMS
has long-included nurse staffing requirements
in hospital CoPs.) CMS has the authority to
mandate numerical RN-to-patient staffing
ratios for hospitals through Medicare- and
Medicaid-certified hospital provider CoPs on
nurse staffing adequacy, and CMS has recent
precedent in establishing such detailed standards in CoPs. Thus, NNU urges CMS to amend
hospital CoP regulations to include mandated,
minimum numerical RN-to-patient staffing
ratios for hospitals.
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ISSUE ENFORCEABLE
OCCUPATIONAL HEALTH
AND SAFETY STANDARDS
TO ENSURE THAT NURSES
ARE SAFE ON THE JOB
CONGRESSIONAL ACTION »
Congress must pass legislation requiring
that OSHA issue workplace health and
safety standards to protect nurses from
preventable injury and illness on the job and
increasing funding for OSHA enforcement
programs, including:
»

Passing the Workplace Violence
Prevention for Health Care and Social
Service Workers Act (H.R. 1195 in the
117th Congress)

»

Increasing funding for OSHA enforcement programs and OSHA hiring of
health care-sector inspectors

EXECUTIVE AND REGULATORY ACTION »
The executive branch, through OSHA, must
issue enforceable workplace health and
safety standards to protect nurses from
injury and illness on the job, including:
Issuing a permanent OSHA standard
on Covid-19. A permanent standard on
Covid-19, based on the Covid-19 Health
Care Emergency Temporary Standard, that
follows the precautionary principle and
includes requirements on optimal PPE and
other precautionary protocols necessary to
prevent aerosol transmission of Covid-19.
»

Issuing an OSHA standard on infectious
disease. An infectious disease standard
that includes protections against aerosol-transmissible diseases.

»

Issuing an OSHA standard on workplace
violence prevention in health care and
social service settings. A workplace
violence prevention standard.139

»

Issuing an OSHA standard on safe
patient handling. A standard on safe
patient handling to prevent back and
other musculoskeletal injuries.

»

Issuing an OSHA directive to improve
enforcement activities in the health
care sector.

»

Hiring and training more OSHA inspectors with health care sector expertise.

Nurses and other health care workers experience preventable workplace injury and
illnesses, which can result in nurses taking
time off to recover or leaving the profession
altogether because of temporary disability or
illness, permanent disability, or even death. The
Occupational Safety and Health Administration
must issue permanent enforceable standards
on Covid-19, infectious disease, workplace
violence prevention, musculoskeletal injury, and
other workplace hazards. These occupational
health and safety standards would provide
nurses and other health care workers with
enforceable tools to ensure hospitals are protecting them from workplace hazards.
In the absence of enforceable workplace health
and safety standards from OSHA, employers
have failed to adequately protect nurses and
other health care workers from Covid-19,
other infectious disease, workplace violence,
back injuries, and other occupational hazards
in health care settings. Employers have legal
obligations under the Occupational Safety and
Health Act (OSH Act) to provide workers safe
and healthful workplaces and Congress tasked
OSHA with ensuring “so far as possible every
working man and woman in the Nation safe and
healthful working conditions and to preserve
our human resources…” including by passing
mandatory standards.140
Importantly, where serious occupational
hazards persist despite voluntary measures,
OSHA is required under the OSH Act to
establish mandatory workplace health and
safety standards. Congress envisioned in the
passage of the OSH Act that all workplace
safety standards promulgated by OSHA be
highly protective. It recognized that OSHA’s
leadership would be necessary in creating
uniform standards across the nation, requiring,
where conflicts existed among occupational
standards, that “the Secretary [of Labor]
promulgate the standard which assures the
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greatest protection of the safety or health of
the affected employees.”141
The Covid-19 pandemic is far from over and
OSHA should act to make the Covid-19 Health
Care Emergency Temporary Standard (Covid-19
Health Care ETS) permanent.142 NNU has urged
OSHA to move expediently to promulgate a
final standard on Covid-19 in health care and
to update and to reissue the Covid-19 Health
Care ETS until such time as a final standard
can be issued.143 Variants of concern continue
to emerge and spread around the world. Only
24 percent of the world population and just 1.3
percent of people in low-income countries are
fully vaccinated for Covid-19, and governments
around the world failed to establish comprehensive public health programs to track, trace,
and isolate Covid-19 cases.144
As explained in NNU’s letter to the U.S.
Secretary of Labor and Assistant Secretary
of Labor for OSHA, the Covid-19 Health Care
ETS has supported nurses and other health
care workers in holding their employers
accountable to protect them and their patients
from Covid-19.145 Through collectively organizing and communicating directly with their
employers regarding the requirements of the
Covid-19 Health Care ETS, union nurses have
won improvements to Covid-related health
and safety hazards in their facilities, including
gaining access to the employer’s written Covid19 policies and procedures and Covid-19 logs,
getting nurses on Covid-19 units fit-tested for
N95 filtering facepiece respirators for the first
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time, and returning all PPE to patient care units
instead of locking up and rationing this equipment. In order to provide protections to nurses
and other health care workers in an ongoing
manner, OSHA should issue a permanent Covid19 standard for health care settings, based on
the Covid-19 Health Care ETS.
Additionally, OSHA enforcement efforts must
be dramatically scaled up and enhanced to
ensure that standards, once issued, can be
effectively enforced in both this administration as well as future administrations. While
recognizing that the Biden administration
has dramatically scaled up OSHA’s enforcement program since taking office in January
2021, Congress must increase funding to
hire more OSHA inspectors and to improve
OSHA enforcement efforts, and the executive
branch should issue a directive to improve
enforcement activities in the health care sector
where OSHA enforcement historically has been
lacking, including through inspector training
and programs to hire inspectors with particular
experience in health care settings. During the
Trump administration, OSHA opened inspections for a slim fraction of complaints filed
during the pandemic. As of Jan. 20, 2021, federal OSHA had received 12,831 complaints from
workers since the beginning of the pandemic
and reported opening a mere 357 inspections
in response to complaints (2.8 percent).
Under the Biden administration, inspections in
response to complaints have risen dramatically,
nearly five-fold to 13 percent.146

STRENGTHEN UNION
PROTECTIONS AND THE RIGHT
TO ORGANIZE FOR NURSES
AND OTHER WORKERS
CONGRESSIONAL ACTION »
Congress must pass legislation to
strengthen the collective bargaining rights
of nurses and their rights to collectively
organize a union and to engage in protected concerted activity to improve their
working conditions, including:
»

Passing the Protecting the Right to
Organize (PRO) Act (S. 420, H.R. 842
in the 117th Congress).

»

Passing the VA Employee Fairness Act
(S. 771, H.R. 1948 in the 117th Congress).

EXECUTIVE AND REGULATORY ACTION »
The executive branch, through executive
order and through regulatory action, must
take steps to strengthen and protect the
rights of nurses to collectively organize
a union and to engage in protected concerted activity to improve their working
conditions, including by:
»

Adopting CMS rules to penalize hospitals that cannot ensure labor peace.
The Centers for Medicare and Medicaid
Services (CMS) should adopt regulations
to subject hospital employers that cannot demonstrate that they can ensure
labor peace with a 1 percent Medicare
payment reduction penalty each year.

»

Supporting the PRO Act and VA
Employee Fairness Act. The executive
branch should provide its full support
for the PRO Act and the VA Employee
Fairness Act.

Union advocacy and representation allow RNs
to focus on caring for patients. The benefits of
unionization for nurses have never been clearer
than during the Covid-19 pandemic. Since the
pandemic began, unionized nurses have been
able win access to PPE and other worker and
patient protections through their union, while
nurses in non-union hospitals have found it

more challenging to secure the protections
they need. Yet current labor law does far too
little to protect and allow workers to exercise
our right to join a union. To promote retention
of nurses at the bedside and on the front lines
of the Covid-19 pandemic, Congress must pass
the Protecting the Right to Organize (PRO)
Act, which would enhance workers’ rights to
organize a union and act together to advocate
for safe working conditions, to improve their
wages and benefits, and to protect their workplace rights through collective bargaining and
concerted activity.147 The PRO Act would ensure
that nurses can fully exercise their right to act
collectively through their union and have a
voice on the job to ensure safe working conditions that prevent death, illness, and injury for
themselves, their coworkers, and their patients.
The PRO Act is an important step to protecting
workers’ rights to organize a union and to stop
employers’ attacks so that every worker can
organize without fear of retaliation.
Moreover, certain clinical professionals, including registered nurses, who work at the U.S.
Department of Veterans Affairs (VA) caring
for veterans have limited collective bargaining
under Section 7422 of Title 38 of the U.S. Code.
This statute restricts the ability of RNs at the
VA to speak out about poor working conditions
and patient care issues and to resolve disputes
with management. As a result, the quality of
patient care can deteriorate and problems in
VA facilities can go unaddressed. These statutory limitations to VA nurses’ rights to organize
must be amended to give VA nurses and other
clinicians full collective-bargaining rights,
ultimately improving both working conditions
for nurses and improving patient care in VA
hospitals. The 2021 fiscal year report by the
VA Office of the Inspector General found that
73 percent of facilities surveyed had a severe
shortage of nurses and that a severe shortage
of nurses has been identified every year since
2014.148 Thus, it is crucial to rectify this matter
swiftly and ensure VA nurses have full collective
bargaining rights.
Finally, the executive branch, through CMS,
must take regulatory action to support unionization of nurses and other hospital workers,
which not only would strengthen nurses’ ability
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to advocate for better working conditions but
also, as shown through research literature,
improve patient outcomes.149 Hospital employers are the beneficiaries of federal government
health care dollars through Medicare and
Medicaid and should be required to show they
respect workers’ organizing rights.150 Despite
the hospital industry’s reliance on federal health
care dollars for its continued existence,151 the
hospital industry engages in the same kind
of union-busting efforts as employers in any
other industry, subjecting workers to relentless
pressure, fear, and intimidation and spending
millions upon millions of dollars in the process
— federal health care dollars that should be
going to safe patient staffing and care. Thus, to
ensure bedside nurses’ rights to join together
in advocating for safe and healthy working
conditions, CMS could impose a 1 percent
Medicare payment reduction penalty per year
if a hospital engages in conduct deleterious to
labor peace, capping penalties at 3 percent, as
with other CMS programs that reduce hospital
payments for failing to meet certain Medicare
standards.
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PROVIDE PAID SICK, FAMILY,
AND PRECAUTIONARY LEAVE
FOR WORKERS
CONGRESSIONAL ACTION »
Congress must pass legislation mandating
paid sick, family, and precautionary leave
for nurses and other workers.
EXECUTIVE AND REGULATORY ACTION »
The Biden administration, through executive
order and through regulatory action, should
ensure that all federal workers and federal
contractors are entitled to paid sick and
family leave beyond the Covid-19 public
health emergency.
Paid sick, family, and precautionary leave are
essential for nurses’ and all workers’ ability to
stay healthy, take care of their families, and
avoid spreading infectious diseases in the
workplace. The absence of these critical
supports for workers has undermined public
health efforts during the Covid-19 pandemic and damages workers’ health even
outside of pandemic conditions.
The importance of paid sick and family leave
has become indisputable during the Covid-19
pandemic and so has the need for paid precautionary leave to quarantine and isolate at
home. Paid time covering isolation after every
work-related exposure is essential to combating this pandemic. However, federal Covid-19
legislation that Congress passed in 2020
explicitly excluded nurses and other health care
workers from mandatory workplace benefits for
emergency paid sick and family leave. Congress
and the executive branch should ensure that
any further legislation on paid sick, family,
or precautionary leave includes health care
workers. For nurses who are exposed to Covid19 because of inadequate workplace health
and safety protections, their ability to isolate
without fear of losing their incomes or their
jobs is critical to the safety of their families,
patients, communities, and coworkers. No
worker should have to use their accrued sick or
other paid leave to cover a workplace exposure
that occurred because their employer failed
to protect them. No nurse should ever have to

choose between their livelihood and the risk
of further spreading Covid-19 or other infectious diseases.
Beyond the Covid-19 pandemic, paid sick and
family leave are essential to allow workers
to recover from illnesses or injuries, prevent the
spread of diseases, and care for new children
and ill family members while remaining in the
workforce. While most union nurses have paid
leave guaranteed in their collective bargaining
agreements, many workers — including nonunion nurses — lack sufficient paid sick and
family leave to cover illnesses and injuries that
they and their family members may suffer. The
Bureau of Labor Statistics (BLS) March 2021
employee benefits survey reported that only 35
percent of RNs in the civilian workforce overall
have paid family leave.152 Additionally, although
RNs have high rates of reported access to some
form of paid sick leave (93 percent), only 25
percent of RNs have access to paid sick leave
with no consolidation of their leave plan with
other forms of time off such as vacation or
personal leave.153
Congress and the executive branch should take
steps to guarantee paid leave to all workers.
NNU urges Congress to pass legislation requiring paid sick days and paid Family Medical
Leave Act (FMLA) leave for all workers and to
make any additional appropriations necessary
to fund paid FMLA leave for federal workers,
extending eligibility for paid FMLA leave
permanently beyond the Covid-19 pandemic
emergency. The executive branch should build
on President Obama’s executive order requiring up to seven days of paid leave for federal
contractors.154 The administration must issue
similar executive orders requiring paid sick
and FMLA leave for federal workers and contractors on a permanent basis, and the Office
of Personnel Management and the Office of
Federal Contract Compliance Programs must
issue rules requiring paid sick and FMLA leave,
respectively, for federal employees and for
federal contractors.
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ADOPT PANDEMIC RISK AND
EFFECTS MITIGATION MEASURES
TO RESPOND TO THE ONGOING
COVID-19 PANDEMIC AND
TO PREPARE FOR FUTURE
PANDEMICS
CONGRESSIONAL ACTION »
In addition to the other measures listed in
this report, NNU urges Congress to pass
legislation on workplace protections that
we describe in “Deadly Shame: Redressing
the Devaluation of Registered Nurse Labor
Through Pandemic Equity.”155

EXECUTIVE AND REGULATORY ACTION »
In addition to the other measures listed in
this report, NNU urges the executive branch
to implement other regulatory policies on
workplace protections for nurses that we
describe in “Deadly Shame: Redressing
the Devaluation of Registered Nurse Labor
Through Pandemic Equity.”156
Pandemic Risk Mitigation Measures:
»

Require hospitals and government
to maintain and report on PPE and
medical supply stockpiles through
CMS regulation

»

Fully invoke and exercise Defense
Production Act of 1950 powers to coordinate the manufacture and distribution
of PPE and medical supplies

»

Rescind all CDC and other federal
agency crisis standards that allow the
reuse and extended use of single-use
PPE and that do not fully recognize
aerosol transmission of Covid-19

»

Require hospitals to adopt Covid-19
infectious disease precautions, including:

Pandemic Risk Mitigation Measures:
»

Pass legislation requiring hospitals and
government to maintain and report on
PPE and medical supply stockpiles

»

Pass legislation expanding Defense
Production Act of 1950 powers over PPE
and medical supply chains during public
health emergencies

»

Pass legislation prohibiting the reuse
and extended use of single-use PPE

Pandemic Effects Mitigation Measures:
»

Pass legislation to establish presumptive
eligibility for workers’ compensation and
disability and death benefits for nurses

»

Pass legislation providing free crisis
counselling and mental health services
to nurses

»

Pass legislation on educational debt
cancellation for nurses

»

Pass legislation establishing social support programs for nurses during public
health emergencies (e.g., programs
providing free childcare, alternate
housing, meals, and transportation)

»
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Pass legislation to provide nurses
essential worker pay

›

Patient isolation, screening, universal
masking, and other measures

›

Free vaccines and testing of workers
and patients

›

Contact tracing and communication
about Covid-19 cases

Pandemic Effects Mitigation Measures:
»

Establish presumptive eligibility for
disability and death benefits for nurses
and workers’ compensation for federally
employed nurses

»

Require hospitals to provide free crisis
counseling and mental health services
of the nurse’s choosing

»

Take executive action on nurse
educational debt cancellation

»

Provide essential worker pay for
nurses who are federal employees
or contractors
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Congress and the executive branch must
take the measures listed above to ensure that
hospitals are able to retain nurses by providing nurses good, permanent jobs with safe
working conditions and strong enforceable
workplace protections. As NNU describes in
our white paper “Deadly Shame: Redressing the
Devaluation of Nurse Labor Through Pandemic
Equity,” there are protective measures that the
federal government could adopt and enforce
immediately to start mitigating this unequal risk
of contracting and transmitting Covid-19 borne
by our nurses and their families during the
Covid-19 pandemic. These pandemic mitigation
policies can be conceptualized into two broad
categories — risk mitigation and effects mitigation. Risk mitigation measures are policies that
reduce the risk of exposure to Covid-19 and
other infectious disease borne by our nurses,
other health care workers, and their families.
Risk mitigation measures protect workers
from exposure in the first place. In contrast,
effects mitigation measures are policies that
government can implement to redress the
impact of nurses’ exposure to or contraction
of Covid-19 or other infectious disease. These
measures support nurses and their families
who are exposed to or contract Covid-19. This
framework reflects the fact that valuing and
protecting the lives of nurses and other health
care workers during this pandemic requires a
range of interventions.
Importantly, risk mitigation measures and
effects mitigation measures should never
be treated as substitutes for one another.
Remedying the impact of Covid-19 exposure
through additional pay or other compensation
and benefits does not excuse an employer or
the government from their legal and moral obligations to provide safe workplaces for nurses
and other essential workers. Measures that
may remedy the physical, mental, financial, or
other effects of forced occupational exposure
to Covid-19 must not be treated as trade-offs
for measures that would prevent workplace
exposure at the outset and would protect the
lives and health of nurses, patients, and their
families and communities. These effects mitigation measures do not excuse government from
its legal and moral obligation to establish and

enforce worker protection laws. This is particularly true when infectious disease science has
long demonstrated that the risk of occupational
exposure to aerosolized diseases, like Covid-19,
can be reduced significantly.

Pandemic Risk Mitigation Measures
Adopting Optimal PPE and Other Medical
Supply Chain Measures. Throughout the pandemic, many nurses across the country have
not had the necessary PPE to provide care to
their patients safely. This failure to ensure that
PPE stock and supply is immediately accessible at each facility leaves nurses exposed to
Covid-19, which has had deadly consequences
for nurses, their patients, and their families.
Hospital employers’ rationing of PPE and other
medical supplies left nurses unprotected from
Covid-19 and other infectious disease, pushing
nurses away from the bedside due to unnecessary exposure and preventable illness
and death.
»

Require Employer and Government
Maintenance of PPE and Medical Supply
Stockpiles: To ensure that nurses are never
again left unprotected while caring for
patients, hospitals and government must
always be prepared for potential public
health emergencies by maintaining stockpiles of PPE and medical supplies. Congress
and the executive branch must end “just-intime” supply practices for PPE and medical
supplies by requiring hospitals and government at all levels to maintain PPE and medical supplies stockpiles.

»

Fully Exercise Defense Protection Act of
1950 Powers: The DPA must be fully invoked
on day one of public health emergencies
to dramatically ramp up production and
distribution of medical equipment and PPE
in needed quantities to consistently provide optimal protections against Covid-19
or other infectious disease exposures of
nurses and other health care workers. The
executive branch must use DPA authorities
to create a comprehensive medical supply
chain management system that is coordinated, efficient, and transparent. The DPA
can be used to engage in identification of
manufacturing facilities that can increase
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their capabilities or can transition manufacturing functions to produce critical medical
supplies and PPE.
»

Rescind all CDC and other federal agency
crisis standards that allow the reuse and
extended use of single-use PPE and that
do not fully recognize aerosol transmission
of Covid-19: Federal guidance and hospital
policies during the pandemic have not fully
recognized aerosol transmission of Covid19 or, through crisis standards, allowed
for the use of non-protective equipment,
the reuse of single-use PPE, and for the
extended use of single-use PPE. CDC guidance has allowed hospitals to adopt crisis
standards that reuse or extend the use of
single-use PPE. Every time that single-use
PPE is reused, nurses and patients are put at
increased risk of exposure. Congress must
pass legislation and federal agencies must
issue regulations prohibiting hospitals from
the reuse or extended use of single-use
PPE. These measures could be enforced
through OSHA standards, CMS regulation of
Medicare- and Medicaid-certified providers,
or FDA PPE and medical product use and
certification standards.

Covid-19 and Other Infectious Disease Control
Precautions (Patient Isolation, Testing,
Screening, Universal Masking, Contact Tracing,
Ventilation, and Additional Measures). NNU
advocates for a comprehensive infection control public health program that practices multiple measures of infection control. As outlined
in NNU’s scientific brief on Covid-19 infection
control measures, research literature has shown
that multiple measures in a layered approach
are necessary to stop and slow the spread of
Covid-19.157 Patient isolation, testing, screening,
masking, contact tracing, ventilation and air
filtration, vaccines, and other measures would
reduce nurses’ exposure to Covid-19. Preventing
nurses’ exposure to Covid-19 in the first place
would ensure that nurses are not pulled away
from the bedside because of entirely preventable workplace exposure to and infection, illness, or death from Covid-19. To protect nurses
from exposure to Covid-19, hospitals should be
required to screen all patients — irrespective
of vaccination status — using a combination of
34

testing, symptom screening, and epidemiologic
history. NNU urges that Congress and the executive branch require hospitals have designated
Covid-19 units and isolate Covid-19 patients
in airborne infection isolation rooms (AIIRs),
which reduce the possibility that infectious viral
particles will be transported to other areas of
the hospital. These kinds of measures to prevent patient or visitor transmission of Covid-19
to nurses can be adopted in future pandemics.
Legislative and regulatory measures must be
taken to authorize and mandate that OSHA
or CMS require that hospitals implement such
measures during this and future pandemics.

Pandemic Effects Mitigation Measures
Establish Presumptive Eligibility for Workers’
Compensation Claims and Disability and
Death Benefits for Nurses. Congress and the
executive branch should establish programs
that would presumptively compensate nurses
who are injured on the job or who contract
illnesses (including Covid-19) with workers’
compensation, disability, and death benefits.
These kinds of benefits would mitigate the high
risk of injury or illness that nurses face on the
job. Presumptive eligibility for such benefits
programs would mean that nurses would
not bear the legal and evidentiary burden of
proving that they were injured on the job or
became ill as result of workplace exposures to
infectious disease such as Covid-19 or other
hazardous materials. NNU urges that Congress
and the executive branch establish and enforce
programs that provide nurses with presumptive
eligibility for workers’ compensation claims
as well as for short-term disability, long-term
disability, and death benefits for issues such as
infectious and respiratory disease (including
Covid-19), cancer, post-traumatic stress disorder, and musculoskeletal injuries.
For nurses, relief from the burden of proving
that an injury or illness was work-related is
exceedingly important in the context of the
current pandemic. As a matter of public policy,
it would recognize that by virtue of being
deemed essential during the pandemic, nurses
have an undue risk of exposure to Covid-19.
Workers’ compensation for nurses should
include not only payment for medical care but
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also for time off during any necessary quarantine and medical treatments, payment for temporary housing if needed to prevent exposure
to household members, and necessary PPE.
Importantly, disability and death benefit
presumptions as well as state-based workers’
compensation presumptions already exist
for certain male-dominated professions such
as EMTs, paramedics, firefighters, and police
officers. Although states manage workers’
compensation laws for private sector and
state public employees, Congress also has
established programs that provide public safety
officers with presumptive death and disability
benefits for certain injuries and illnesses. In
2020, Congress passed legislation which
extended existing federal programs providing
public safety officers presumptive death and
disability benefits to Covid-19-related claims.
Meanwhile, workers in health care settings, such
as nurses, are not entitled to workers’ compensation presumptions and do not have federal
programs that provide disability or death benefits. This is despite the fact that nurses treat
the same patients in hospitals that public safety
officers are treating in the field. Congress and
the executive branch must establish and provide similar workers’ compensation, disability,
and death benefits programs presumptively
for nurses. Additionally, the executive branch
must provide nurses employed by the Veterans
Health Administration, other federal agencies,
or federal contractors with presumptive workers’ compensation for Covid-19 as well as other
infectious diseases and injuries.
Provide Free Crisis Counseling and Mental
Health Services for Nurses. Considering the
psychological trauma, moral distress, and moral
injury that nurses are facing on the front lines
of the pandemic, Congress and the executive
branch should ensure that employers provide
nurses with crisis counseling and mental
health services. Congress and the executive
branch must also supplement and, in some
cases, directly provide crisis counseling and
mental health services to nurses. Given that
much of the psychological trauma and moral
distress is attributable, at least in part, to the
actions and inactions of health care industry employers to protect nurses and their

patients, it is exceedingly important that any
crisis counseling or mental health services are
provided by entities other than the nurses’
employer. Employee assistance programs and
employer-sponsored wellness programs are not
sufficient and, indeed, may contribute to stress
and psychological trauma if the very entity that
causes stress and trauma is the only option
for nurses to receive free counseling or mental
health services.
Cancel Educational Debt for Nurses. Nurses
who work at the bedside providing direct
patient care to members of their community
put themselves at risk of exposure to infectious disease, including deadly viruses such as
SARS-CoV-2. For the risk that nurses bear to
illness, injury, and death from their work at the
bedside and for their services to their patients
and communities, Congress and the executive
branch should take legislative and regulatory
steps to cancel any educational debt of nurses.
In the Higher Education Act (HEA), Congress
has granted the U.S. Secretary of Education
authority to modify student loan debt owed
under federal student loan programs. Congress
conferred upon the education secretary general
authority to “enforce, pay, compromise, waive,
or release any right, title, claim, lien, or demand,
however acquired, including any equity or any
right of redemption.”158 A reasonable interpretation of the statute provides the executive
branch’s education secretary with the authority
necessary to cancel federal educational loan
debt for nurses. No nurse who has risked their
own and their families’ health and safety due
to hospital employer and government failures
to protect them from preventable injury and
illness, including during the Covid-19 pandemic,
should continue to be burdened with educational debt.
Establish Government Programs On Free
Childcare, Alternate Housing, Meals, and
Transportation. To help nurses prevent the
spread of infectious disease during public
health emergencies to their families and communities, Congress and the executive branch
must also establish federal programs to provide nurses and other essential workers with
free childcare, alternate housing, meals, and
transportation. It has been widely documented
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that nurses and other health care workers with
vulnerable family members or children paid for
their own hotel rooms or other accommodations to protect their family members.159
Provide Essential Worker Pay for Nurses.
While nurses always deserve fair and equitable
wages, an essential worker pay differential is
specifically meant to compensate workers who
have been excluded from governmental orders
and public health guidance to stay at home
because their work has been deemed “essential” or “critical” and, thus, are being forced
to risk exposure to Covid-19 that is higher
than government has prescribed as safe. More
simply put, because the labor of nurses and
other essential workers is vital to our collective
well-being, coupled with the fact that working
during a pandemic adds complexity and danger
for them and their families compared to those
sheltering at home, these workers deserve to
be paid more.
Sometimes the term “hazard pay” is mistakenly used to describe this kind of mitigation
measure, but using this term to describe an
essential worker pay differential or premium
is a misnomer. Hazard pay, by regulatory
definition of the U.S. Department of Labor, is
meant to compensate a worker from exposure
to a hazard that cannot be mitigated.160 But
the science of industrial hygiene has known for
decades how to protect workers from infectious disease and other occupational injury in
health care settings, and, as such, we know how
to reduce occupational exposure to Covid-19,
other infectious disease, and workplace hazards for nurses. Extra pay to nurses as essential
workers should not be treated as trade-off for
safe workplaces, especially when we know the
risk of exposure can be reduced.
Congress or the executive branch must provide
essential worker pay to nurses who are federal
workers or federal contractors. The executive
branch must issue executive orders requiring
essential worker pay for federal employees
and federal contractors, and Congress must
extend current statute providing pay premiums
for some federal workers who are exposed to
virulent biologicals to all nurses who work for
the federal government or federal contractors.
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Certain federal workers are entitled to a pay
premium of up to 25 percent for work duty
“involving unusual physical hardship or hazard.”161 This kind of pay differential is available
if a federal worker is exposed to or must
“work with or in close proximity” to “virulent
biologicals[.]”162 However, the statute providing
federal workers with pay premium for hazardous work does not apply to Veterans Health
Administration nurses.
Congress must also adopt legislation on
essential worker pay for private-sector nurses.
For example, a U.S. House of Representatives
Covid-19 legislative package in 2020, the
HEROES Act (H.R. 6800), would have provided a “pandemic premium pay” to “essential
workers.” The legislation would have created a
federal fund, called the Covid-19 Heroes Fund,
that would provide “essential workers” a $13
per hour premium on top of regular wages.
Require Free Covid-19 Testing, Treatments,
and Vaccines for All. With the existence of new
Covid-19 treatments or vaccines that are safe
and effective, it is critical that our public health
infrastructure is improved to allow for the
efficient, safe, and equitable rollout of these
treatments or vaccines. Any vaccine that is
scientifically shown to be safe and effective
should be available at no cost to all people
who would like to receive the vaccine. The
administration must also ensure that the necessary administrative and health care supports
are in place to ensure timely follow-up care,
if needed, for any patient who has received
a vaccine.
The United States must also play a leadership
role in ensuring that any treatment or vaccine
is made available equitably in the rest of the
world. Covid-19 and other infectious diseases
do not recognize borders, and our nation has
the opportunity to play an important role
on the world stage to ensure that low and
middle-income countries have access to these
treatments and vaccines for free or at a low
cost. Ending the pandemic is not only the right
thing to do as the wealthiest country in the
world, but it is also an essential step in eliminating the patient surges that harm patients
and RNs.
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PART IV. SOLUTIONS: MEASURES TO STRENGTHEN AND
SUPPORT THE RN WORKFORCE PIPELINE
NNU urges Congress and the executive branch
to provide robust funding for the programs
discussed below, most of which are funded as
Nursing Workforce Development programs
under Title VIII of the Public Health Service
Act.163 Moreover, Congress and the executive
branch should continue to monitor RN education and employment closely and adjust funding as necessary to ensure that patients receive
the care they need from a diverse group of
culturally and linguistically competent RNs.
NNU strongly urges Congress and the Biden
administration to adopt the mutually reinforcing policies detailed below to rapidly increase
the number and diversity of RNs providing
direct patient care at the bedside.
NNU has long advocated for more funding
for public nursing schools and incentives to
recruit nursing faculty. To ensure a diverse
and sustainable nursing workforce, Congress
should increase funding for nursing workforce
programs that reduce the financial barriers to
becoming a nurse imposed by the exorbitant
expense of private programs and the lack of
admission slots in public nursing programs.
NNU believes that federal nursing workforce
funding should be increased dramatically and
dedicated to ensuring that the direct-care
registered nurse workforce, providing the bulk
of inpatient hospital care, remains robust and
sustainable. Although current federal funding
for nursing workforce development is edging
upwards, it remains insufficient — apart from
the major one-time boost in funding from
the American Rescue Plan Act which added
$200 million for the Nurse Corps Scholarship
and Loan Repayment Program. Given the
importance of the RN workforce to the health
of our nation, increased spending on nursing
workforce development above the amounts
typically funded should become the norm, not
the exception.

CONGRESSIONAL ACTION »
CREATE A LONG-TERM,
DEDICATED FUNDING STREAM
FOR TUITION-FREE NURSING
PROGRAMS AT PUBLIC
COMMUNITY COLLEGES
NNU urges Congress to pass legislation creating long-term dedicated funding streams
for tuition-free nursing programs at public
community colleges and to give funding priority to public community colleges located in
health professional shortage areas (HPSAs) and
medically underserved areas and populations
(MUAs/MUPs). Tuition-free nursing programs,
particularly if coupled with stipends to cover
living expenses, diminish the financial and time
constraints that are the most common barriers
to higher education. With sufficient in-person
(not simulated) pre-licensure clinical training,
nurses with associate degrees in nursing
(ADNs) can be ready for entry-level nursing
positions in two years. New RNs then need to
be paired with preceptors to make the transition to professional practice.
Locating community colleges in HPSAs and
MUAs/MUPs will facilitate local nursing students becoming RNs in these areas and populations. Linking community colleges with local
pre-licensure clinical training and post-licensure
job placement in public hospitals and critical
shortage facilities increases the likelihood that
RNs working in these areas will be culturally
competent and share values that reflect the
communities in which they work. Finally, as
many HPSAs and MUAs/MUPs have higher percentages of underrepresented BIPOC community members,164 locating nursing programs in
these areas would tend to serve a more racially
and ethnically diverse student population. In
turn, increasing tuition-free access to nursing
programs could lead to greater RN diversity
and improve racial, ethnic, and other disparities
in health care access, leading to greater health
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equity. Additionally, many HPSAs and MUAs/
MUPs are in rural areas with lower RN compensation rates.165 Providing free community
college relieves RNs from the burden of student
loan debt, thereby reducing financial pressure
to avoid hospitals in underserved areas and
to seek employment in urban or more affluent
areas where RN salaries are higher.

INCREASE FUNDING FOR
THE NURSING WORKFORCE
DIVERSITY PROGRAM
First, NNU urges Congress to increase funding
for the Nursing Workforce Diversity Program
(NWDP) as a crucial step to improving health
care access and achieving health equity for
BIPOC, rural communities, and medically
underserved communities. As discussed above,
numerous racial and ethnic groups are underrepresented in the RN workforce, particularly
Latinx and Black RNs but also Asian, American
Indian, and Alaskan Native RNs. NNU urges
Congress, at minimum, to adopt the funding
levels reported by the House Committee on
Appropriations for fiscal year 2022 which
reflects a $6.5 million increase over fiscal year
2021 and an $8 million increase over fiscal year
2020.166
Second, NNU believes it is important to include
the voice of labor in the nursing workforce
diversity discussion and, as the country’s largest union and professional association of directcare registered nurses, we are well suited to
provide that voice. NNU requests that Congress
amend 42 U.S.C. § 296m to include National
Nurses United in the list of organizations in
Section (b).
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INCREASE FUNDING FOR THE
NURSE CORPS SCHOLARSHIP
AND LOAN REPAYMENT
PROGRAMS
As noted above, the American Rescue Plan Act
dramatically increased funding by adding $200
million in fiscal year 2021 for the Nurse Corps
Scholarship and Loan Repayment Programs
compared to funding ranging $87-$89 million
since 2018 and in the low $80 million range
prior to that.167 Yet these programs remain
underfunded.
»

Nurse Corps Scholarship Program (NCSP)
The NCSP has three funding tiers. Tier 1, the
highest preference tier, includes students
who maintain full-time enrollment in an
accredited nursing program leading to an
RN license and/or a nurse practitioner program. Tier 2 includes students who maintain
full-time enrollment in an accredited graduate nursing program to become a certified
registered nurse anesthetist or clinical nurse
specialist. Tier 3 includes students accepted
or enrolled part-time in an accredited
diploma, undergraduate, or graduate nursing program. The NCSP is highly competitive with far more applicants for scholarship
awards than available funding.168 The lack
of funding of NCSP historically has limited
awards to Tier 1. NNU advocates for increasing NCSP funding to a level that ensures
that all eligible applicants applying to the
scholarship or loan repayment programs
are fully funded until all those residing in
the United States have equitable access to
high-quality care across the full range of
health care services, and then adjusting the
funding to a level sufficient to meet ongoing
need for health care professionals.

»

Nurse Corps Loan Repayment Program
(NCLRP)
The NCLRP provides RNs and advanced
practice RNs up to 85 percent repayment
of qualifying educational loans in exchange
for full-time employment teaching at an
eligible nursing school or working at a
critical shortage facility. As with the NCSP,
lack of funding for the NCLRP has severely
limited the number of awards. The NCLRP is
“highly competitive” with more applicants
than available funding, with application
rates of eight to nine times the number of
awards given.169 For example, in 2020 HRSA
received 6,223 applications but only provided 456 initial awards and 291 continuation awards. The high number of nurses who
apply for NCLRP support but are turned
down due to lack of funding demonstrates
that RNs, NPs, and APRNs are ready to fulfill
unmet needs in critical shortage facilities
and schools of nursing but may need
federal support because of their student
debt obligations.
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EXECUTIVE AND REGULATORY
ACTION »

In addition, as will be required when
the FAFSA Simplification Act is fully
implemented, HRSA should affirmatively
inform applicants that they may pursue
adjustments to the expected family contribution based on their individual and family
circumstances.

IMPROVE THE NURSING
WORKFORCE DIVERSITY
PROGRAM
The NWDP provides grants “to increase nursing
education opportunities for individuals who are
from disadvantaged backgrounds (including
racial and ethnic minorities underrepresented
among registered nurses).”170 To ensure a
representative, culturally and linguistically
competent nursing workforce, NNU urges the
Health Resources and Services Administration
(HRSA), which implements the NWDP, to
allocate sufficient funding for research to
gather data to better identify racial and ethnic
minorities that are underrepresented among
registered nurses. This research should include
collecting and disaggregating workforce and
patient data for Asian, Asian American, and
Pacific Islanders and for gender oppressed
and gender non-conforming people. Finally,
in accordance with Section (b) of 42 U.S.C. §
296m, NNU seeks to work with the Health and
Human Services Secretary to ensure a diverse
RN workforce by increasing nursing education
opportunities. NNU believes it is important for
labor to participate in the nursing workforce
diversity discussion and that we are well suited
to provide that voice.

IMPROVE THE NURSE CORPS
SCHOLARSHIP PROGRAM (NCSP)
»

NNU strongly urges HRSA to simplify and
ease the ways in which applicants to the
NCSP can adjust the expected family contribution based on their actual financial
circumstances, including based on their
independent status, if they are not dependents on another’s income tax filings, have
supported themselves in the prior year, or
based on other relevant circumstances.

»

NNU urges HRSA to increase NCSP funding,
particularly for ADN students, as well as
devoting some Tier 1 funding to part-time
students to enable those with child or elder
care responsibilities to attend school.
In fiscal year 2019, approximately 68 percent of NCSP awards went to bachelor’s
degree students, 27 percent to master’s
degree students, while only 5 percent went
to associate degree students, and no awards
were made to diploma students.172

»

In addition, NNU strongly urges HRSA to
substantially increase funding for NCSP
“career pathway” awards which received
only $2 million of the $89 million in funding
in the fiscal year 2021 budget.
Career pathway funding provides scholarships to unlicensed assistive personnel
(e.g., certified nursing assistants and home
health aides) as well as licensed practical/
vocational nurses so that they can become
registered nurses. These individuals have
both experience and a demonstrated commitment to providing health care which
deserves recognition and preferential
funding. Moreover, their experience, demonstrated commitment to caring for others,
and pursuit of additional education strongly
indicates their intention to remain in the
health care workforce.173 Finally, licensed
practical/vocational nurses are likely to have
completed some of the coursework necessary to becoming a licensed RN, potentially
reducing the time from degree completion
to entering the workforce.

The NCSP awards scholarships, based on
need, for students to attend an accredited school of nursing in exchange for a
minimum two years of employment in a
critical shortage facility after graduation.171
40
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IMPROVE THE NURSE CORPS
LOAN REPAYMENT PROGRAM
(NCLRP)
»

According to the American Association
of Colleges of Nurses (AACN), a nursing
faculty shortage is limiting teaching capacity. The AACN attributes the shortage to
budgetary limits, faculty retirements, and
competition from clinical jobs with better
compensation. Increasing funding for faculty
service positions could increase teaching
capacity, which is crucial to ensuring that
we continue to educate future generations
of nurses.174

In defining funding preference tiers in the
NCLRP, NNU advocates that HRSA use
HPSA critical shortage facility scores and
absolute debt levels rather than a debtto-salary ratio, as using the debt-to-salary
ratio creates an incentive for paying
lower wages.
NCLRP’s highest priority should be the
placement of nurses in critical shortage
areas. Moreover, NNU urges the executive
branch to treat NCLRP loan repayment as
nontaxable. Finally, NNU urges HRSA to
include in NCLRP loan forgiveness all loans
that a nurse obtained for training in vocational or practical nursing for coursework
required to become an RN as well as loans
that have been consolidated/refinanced
with ineligible non-qualifying debt or loans
of another individual if the eligible qualifying debt can be disaggregated from the
ineligible non-qualifying debt.

»

than 10 percent of the NCLRP fiscal year
2021 budget.

To address the shortage of nursing faculty,
NNU urges HRSA to increase NCLRP funding for faculty teaching positions. Funding
for faculty teaching positions has been
minimal historically and accounted for less

»

NNU also urges HRSA to prioritize placing
NCLRP applicants in faculty positions in
schools that have at least 50 percent of students from a disadvantaged background,
followed by prioritizing the placement
of applicants by absolute applicant debt
levels rather than debt-to-salary ratio.
For faculty positions, the NCLRP prioritizes
applicants with a higher debt-to-salary ratio
and placement at a nursing school where
50 percent of students are from a disadvantaged background, as shown in the funding
tiers table (Table 5). Insufficient funding
has limited awards for teaching to the first
three tiers shown. Increasing funding for
the NCLRP would also allow awards to fulfill
need in all four preference tiers.

Table 5. Funding Tiers for Teaching at a School of Nursing
Funding
Preference Tiers

Debt-to-Salary
Ratio

Schools of Nursing (SON)

SON with at least 50 percent of students from
a disadvantaged background

Tier 1
≥100%

Tier 2

All other SON

Tier 3

SON with at least 50 percent of students from
a disadvantaged background
<100%

Tier 4

All other SON
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Table 6. Funding Tiers for RNs, NPs, and APRNs
Funding Preference Tier For RNs,
NPs and APRNs

»

Debt-to-Salary Ratio

CSF Primary Care or Mental
Health HPSA Score

Tier 1

≥100%

25-14

Tier 2

<100%

25-14

Tier 3

≥100%

13-0

Tier 4

<100%

13-0

In addition to increasing funding, NNU
urges HRSA to prioritize NCLRP awards
by HPSA scores, followed by prioritization
based on an applicant’s absolute debt
levels rather than a debt-to-salary ratio in
awarding loan repayment funds.
Similarly, the NCLRP prioritizes those with
a higher debt-to-salary ratio and working at
a primary or mental health critical shortage
facility with a high HPSA score, as shown
in the funding tiers table (Table 6). Lack of
funding for the NCLRP has limited awards
to Tier 1, leaving RNs, NPs, and APRNs with
a lower debt-to-salary ratio without student
debt support. This is especially troubling
with respect to Tier 2, as it funds critical
shortage facilities with high HPSA scores.
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CONCLUSION
The hospital industry has long engaged in
profit-driven policies that result in unsafe staffing levels and poor working conditions. The
industry’s ongoing failure to protect the health
and safety of nurses and patients during the
Covid-19 pandemic is a continuation of these
policies. The Covid-19 pandemic has become a
convenient excuse to ignore their legal duties
as employers to protect the nurses that are the
backbone of our health care system.
Nurses have been treated as disposable during
the pandemic through the hospital industry’s
refusal to provide necessary optimal personal
protective equipment, imposition of long work
hours, refusal of sick or quarantine leave and
pay, failure to provide employees Covid-19
tests, demanding that nurses work even if they
have been exposed to or are recovering from
Covid-19, and disciplining nurses who speak out
about unsafe conditions for workers and their
patients.175 Consequently, RNs have experienced
high rates of Covid-19 infection, resulting in
severe illness, lingering physical health effects,
and death. The failure by hospital management
to staff appropriately and provide the resources
needed to provide safe, therapeutic patient
care has caused nurses severe moral distress
and moral injury (often incorrectly labeled
“burnout”); mental health issues such as stress,
anxiety, depression, and post-traumatic stress
disorder; and physical exhaustion resulting in
many nurses leaving the bedside to protect
themselves, their nursing licenses, their families,
and their patients.
Additionally, understaffing forces nurses to
make morally distressing choices about how to
allocate their available time for nursing care,
and unsafe working conditions force nurses to
make a morally distressing choice to provide
patient care or protect their own health and
safety. Moreover, crisis standards of patient
care implemented during the pandemic have
caused profound moral distress and injury for
nurses as well as myriad adverse mental health
effects176 and are harmful to patients’ health
and well-being. The hospital industry’s flagrant

disregard for the lives of nurses, their patients,
and their families during the pandemic has
taken both a physical and psychological toll on
nurses, driving them to nursing jobs outside of
the hospital setting or to leave the profession
entirely.
Even with the widespread availability of Covid19 vaccines, hospital industry policies continue
to create abhorrent working and patient care
conditions that drive nurses from the bedside.
The pandemic is far from over and multiple
infectious disease precautions, in addition
to vaccines, are necessary. Although fewer
RNs are contracting Covid-19, breakthrough
infections continue to occur. Workplace exposure to Covid-19 continues to place nurses
and their family members at risk, particularly
for nurses who have young children or other
family members who cannot yet be vaccinated,
immunocompromised family members, or are
immunocompromised themselves. Finally,
there are regions in the country where hospitals
are still operating under crisis standards of
patient care.
National Nurses United urges Congress and the
executive branch to support bold legislative
and regulatory action to retain the current RN
workforce and to encourage new nurses to
enter the profession. Retaining the current RN
workforce requires regulatory and legislative
measures to ensure good, permanent, jobs with
safe patient staffing, optimal workplace health
and safety protections, fair wages, and robust
union rights, including conditioning future
pandemic relief funding for the hospital industry on implementing nurse retention measures.
Encouraging future generations to enter the RN
workforce requires vigorously funding nursing education and job placement programs.
These actions should also focus on realigning
our health care system to meet the needs of
patients rather than the aims of the corporate
hospital industry, and ensuring that the nursing
workforce reflects the racial, ethnic, cultural,
and socioeconomic diversity of our patients.
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