WASHINGTON STATE
WORKFORCE TRAINING AND EDUCATION COORDINATING BOARD
MEETING NO. 124
JANUARY 31, 2008
NURSING EDUCATION
The Workforce Training and Education Coordinating Board will consider a recommendation that was included in the Washington Center for Nursing’s draft plan for nursing education. The plan recommends that all students who complete the Associate Degree Nurse program after 2020 be required to continue into a Bachelors degree nurse program within five years in order to keep working as a registered nurse in Washington.

This tab includes a short paper outlining the issues, the letter from the Health Care Personnel Shortage Task Force and the entire WCN draft plan “A Master Plan for Nursing Education” dated November 15, 2007.
Board Action Required: Action on attached motion.
RECOMMENDED MOTION

WHEREAS, the Washington Center for Nursing draft plan for education includes a recommendation to require that after 2020, all newly-licensed registered nurses be required to have or obtain a bachelor of science in nursing or higher degree within five years in order to be qualified to continue working as a registered nurse in Washington; and
WHEREAS, the shortage of registered nurses continues to be very severe, according to most recent 2007 analysis of the Workforce Training and Education Coordinating Board and analyses by other state and national entities; and
WHEREAS, students who have an Associate Degree in nursing as their highest nursing-related educational attainment comprise at least one third of Washington’s registered nurse workforce; and

WHEREAS, the Workforce Training and Education Coordinating Board is the convener of Washington’s Health Care Personnel Shortage Task Force and this Task Force has considered the Washington Center for Nursing’s draft master plan for nursing education and this particular proposal, and is in favor of keeping the Associate Degree Nurse pathway open as a qualification to work as a registered nurse in Washington;

THEREFORE BE IT RESOLVED, That the Workforce Training and Education Coordinating Board oppose the proposal of the Draft Master Plan for Nursing Education in Washington State, that by July 2020 all newly-licensed registered nurses be required to have or obtain a bachelor of science in nursing or higher degree within five years.

BE IT FURTHER RESOLVED, That the Workforce Training and Education Coordinating Board recommends the Draft Master Plan for Nursing Education should include strategies for expanding Associate Degree Nurse Education in Washington.

WCN Nursing Education Recommendation
Background

The 2005 Legislature created the Washington Center for Nursing (WCN) and charged it with developing the master plan for nursing education in Washington. The WCN has forwarded a draft to the Workforce Board and has requested an endorsement of the plan. Among other recommendations, the plan contains a recommendation to require that by 2020 all newly-licensed registered nurses be required to have or obtain a bachelor of science in nursing or higher degree within five years.

The Workforce Board plays a key role as one of the collaborators on the Washington Center for Nursing contract with the Department of Health, and as the convener of the Health Care Personnel Shortage Task Force.

Nursing Shortages

Washington continues to face a severe shortage of registered nurses and this shortage is likely to persist in the future.  The Employment Security Department’s Job Vacancy Survey for April 2007 placed registered nurses at the top of the list of vacancies. This is a long run trend. In April 2007 registered nurse vacancies numbered 4,488. The Workforce Board 2007 Gap Analyses estimates that we need to produce an additional 512 nurses, above current levels, per year through 2014 to meet our need for registered nurses. 
The WCN contracted with the Center for Health Workforce Studies at the University of Washington to produce its own gap analysis, “Washington State Registered Nurse Supply and Demand Projections: 2006 – 2025.” Their analysis provides alternative supply and demand scenarios based on different factors such as extending retirement age from 60 to 65. The only scenario in which supply would meet demand is if nursing graduates increased by 400 per year from 2006 to 2025.
Increasing the Numbers

As a state we have made good progress in increasing the number of individuals who are receiving education and training to prepare them for work as registered nurses.  The Washington State Nursing Quality Assurance Commission tracks nursing graduates. The most recent report shows that there were 1,447 graduates from associate degree nurse programs in 2006, up from 799 graduates in 2002. In 2006 there were 666 Bachelors of Nursing graduates, up from 374 BSN graduates in 2002. Added together that is 2,113 prepared to be RNs in 2006, up from 1,173 in 2002. That means in four years we have almost doubled the number of registered nurses being prepared in Washington. A good portion of this growth is likely due to the allocation of high demand funds to expand the programs. The schools have been asked to report expansion related to High Demand funds at the end of the 2007-2009 biennium.

While we have been able to nearly double the number of people being prepared for registered nurse positions, it is unlikely this kind of growth can be sustained. Problems such as shortage of qualified nursing faculty and lack of clinical site availability are already hampering growth of nursing programs and are likely to hamper them even more in the future. Nursing faculty have started entering retirement and the number retiring is predicted to increase dramatically. The Nursing Care Quality Assurance Commission Annual Report for 2005-2006 reported that 83 full-time faculty are expected to retire by 2010.
Nursing Competency

One of the reasons the WCN puts forward for increasing the educational requirement is that “there is a small but growing body of research that suggests that a greater proportion of BSN-prepared staff increases the quality of care provided” (see page 16).
Other reasons cited for increasing the basic qualification are related to nurse status; movements to higher qualifications in other health professions; and the assertion that bachelors degrees are more likely to enhance intellectual capacity and build confidence (see page 17).
While the nursing plan highlights the BSN as the “preferred” qualification, it does not acknowledge the distinction between a “preferred” qualification (in other words a “gold standard” qualification), and a “basic” qualification to practice as a registered nurse.
Health Care Personnel Shortage Task Force

The Workforce Board convenes the Health Care Personnel Shortage Task Force. Linda Tieman, the Executive Director of WCN, is a member of the Task Force, and she brought the draft plan and this recommendation on nursing credentials to the Task Force. The Task Force created a subcommittee to study the issue and delivered a letter to the WCN requesting they reconsider their education proposal and ensure that all pathways to becoming a registered nurse remain open. Employer representatives on the Task Force did not support the recommendation to increase the basic qualification for registered nurses.
Workforce Board Staff Recommendation

Workforce Board staff recommend that the Workforce Board urge the WCN to reconsider their education recommendation in light of the severe nursing shortage in the state and in the absence of strong employer support for such a recommendation.
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Health Care Personnel Shortage Task Force
Washington State Workforce Training and Education Coordinating Board

128 10th Avenue SW, PO Box 43105, Olympia, WA 98504-3105

Telephone: 360/753-5662, Fax: 360/586-5862, Email: wtecb@wtb.wa.gov
December 12, 2007

Linda Tieman

Executive Director

Washington Center for Nursing

3307 3rd Ave. W., Ste. 106

Seattle, WA  98119-1922

Dear Linda,

Thank you for the opportunity to review the Washington Center for Nursing’s draft of the Master Plan for Nursing Education. The subcommittee of the Task Force met on December 7 and discussed the draft dated November 15.
First we would like to express our appreciation for your focus on topics that are central to the mission of the Health Care Personnel Shortage Task Force and provide our support for three of the general goals you have articulated. The Task Force is charged to address the shortages of health care personnel in Washington State and your general goals related to nursing supply, increasing diversity, and expanding the availability of the clinical components are vital to addressing the shortages of nurses in Washington State.

As you have received an extension for the completion of the report we thought it best to avoid specific suggestions for language changes and instead to focus on suggestions for areas that we believe could be strengthened.

We believe your report should strengthen its focus on developing and expanding pathways to nursing that includes attaining registered nurse credentials through both Associate Degree Nurse programs and Bachelors of Science in Nursing programs. Currently the draft focuses heavily on the bachelor’s qualification. According to the Workforce Board 2006 gap analysis, Washington needs over 690 additional nurses per year at least through 2014 and we need all pathways to becoming a registered nurse to remain open and to expand. The shortages are even greater when looking further out into the future as evidenced by the study you commissioned on nursing demand and supply from the Center for Health Workforce Studies.

We appreciate your goals and strategies related to expanding clinical components, though we think this could be further developed with more specific targets for various programs and geographical areas in the state. We also appreciate your goals and specific strategies related to increasing the availability of qualified faculty in the state. One area related to capacity that is missing is the identification of the need for additional funds to serve additional students in 

Linda Tieman
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Associate Degree Nurse and Bachelors of Science Degree in Nursing programs. While many programs identify that it is difficult to expand programs without expanding clinical capacity and the availability of faculty, it is also difficult to expand without the additional funds that the legislature provides for High Demand FTE.
We look forward to working with you and reviewing subsequent drafts as you continue to develop your plan. We also look forward to working with the Center on mutually agreed policy initiatives that may result from this plan. Thank you for providing leadership in nursing and nursing education.

Sincerely,

Michele Johnson
William H. Gray, Ph.D.

Task Force Chair
Task Force Vice-Chair

(Chancellor, Pierce College District)
(Washington State University
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BOARD OF PRESIDENTS

October 30, 2007

Linda Tieman

Executive Director

‘Washington Nursing Center
3307 3" Avenue W. — Suite 106
Seattle, WA 98119-1922

Dear Ms. Tieman:

I am writing this letter on behalf of Washington’s community and technical college presidents.
State Board for Community and Technical Colleges staff members provided a summary to the
presidents regarding the Master Plan for Nursing Education produced by your organization and
sponsored through a grant from the Washington State Department of Health. We understand the
plan is intended to address educational barriers and challenges that exist in nursing education.
Challenges include educational pathway expansion, faculty shortages, and diversity of
practitioners in the nursing profession. To that end, four focus areas are core to the draft master
plan: supply of nurses and nursing faculty, nursing competency, diversity of students,
practitioners, and faculty members, and distribution of educational access across the state.

‘We appreciate the opportunity fo share our concerns and suggestions with you prior to plan
adoption. While the intention of the draft is consistent with efforts by community and technical
colleges, we have concerns about draft document language that outlines philosophies and
strategies inconsistent with the proposed master plan, its intention, and the role of community and
technical college nursing education programs.

Specific concerns include:

e Support for the bachelor’s degree (BSN) as the standard for Registered Nursing practice.
s Lack of attention to educational pathways linked to career pathways, including the role of

License Practical Nurses and Associate Degree Registered Nurses.

The frequent use of the acronym BSN as a reference for all Registered Nurses.

The need for more emphasis on collaboration and integrated educational service delivery.

Lack of specific strategies that advance people of color and men in the nursing profession.

The need to include SBCTC representation on a to-be created multi-sector workgroup

related to faculty compensation.

o Lack of recognition that Associate Degree prepared Registered Nurses maintain longevity
in providing bedside care, the greatest shortage facing the nursing profession. The lack of
recognition that advanced education should be an individual choice for every nursing
professional.
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[image: image2.jpg]o Statements that CNEWS unanimously supports the plan and the BSN as the preferred
degree for registered nurseWe would support the following modifications and changes to
your plan.

e Removal of language that references the BSN as the preferred degree for registered
Iurses.

¢ Removal of requirement that a BSN will be the expected professional degree for all RNs
by 2020. :

o Use of education pathway language that emphasizes access to nursing degree attainment
through bachelor’s degree and beyond instead of language that references access to and
attainment of a BSN.

Inclusion of the role of Licensed Practical Nursing education in the plan.
Use of the more inclusive term “Registered Nurses” instead of RN-BSN or BSN.
More emphasis on the need for collaboration and integrated services throughout
educational pathways.

e Inclusion of specific strategies to attract and advance people of color into the nursing
profession with specific reference to the critical role of community and technical colleges
in educating people of color in the medical professions.

e Inclusion of SBCTC representation on a to-be created multi-sector workgroup related to
faculty compensation.

e Recognition that Associate Degree prepared Registered Nurses have longevity in
providing bedside care.

¢ Inclusion of statements in the philosophy that identify the need for advanced education to
be an individual choice for every nursing professional.

o Emphasis on strategies that remove educational pathway barriers and increase educational
advancement opportunities for all.

o Modification of language to correctly reflect that not all CNEWS members support the
draft plan as written.

Thank you. for the opportunity to provide input to your document. We look forward to
collaborative efforts to advance educational pathways in nursing across the state.

Sincerely,

ames Iif McLa#ghlin
President
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Update on the Master Plan for Nursing Education
11/19/2007

Work on the Master Plan for Nursing Education in Washington State is proceeding, with
input via focus groups, the Education Summit in May, and many individuals and
organizations. The purpose of the Master Plan is to ensure that Washington State has an
adequate supply of appropriately educated nurses to provide the quality of care that our
citizens need and deserve. The Plan identifies key strategies for increasing supply while
ensuring competence, diversity, and improved geographic distribution of educational
opportunities across the state. The Master Plan is comprehensive in addressing access,
diversity, supply, competence, and faculty issues related to nursing education in Washington
State.

The Plan will be submitted by the Washington Center for Nursing, which is legally
responsible, to the Department of Health at the end of December, 2007; planning for
implementation will follow once the plan is accepted by the Department of Health.

CNEWS members attending the October meeting voted unanimously to endorse the Master
Plan, and also offered suggestions for further revision. The strategies outlined in the Master
Plan include expanding educational capacity and access in underserved areas, enhancing &
ensuring the quality of teaching and learning, promoting stronger partnerships between
education, research, and clinical practice, streamlining student movement from one level of
education to the next, and making explicit the steps a student takes for that movement.

Key recommendations in the Master Plan:

e Collaborative planning and coordination across sectors and regions

e Enhanced partnerships among education, practice, and research

e More effective communication with key stakeholders about nursing education

e Building an integrated network of nursing education opportunities through multiple
pathways

e Improve the quality of teaching and learning

e Improve the transition to professional practice through residencies

* Increase faculty compensation in all programs

e Enhance career satisfaction for faculty

e Increase and diversify faculty recruitment efforts

e Utilize existing clinical learning sites more effectively

e Evaluate the goals and methods of clinical education

e Expand use of alternative delivery methods for education

e Implement work from the Sullivan Alliance on increasing diversity in nursing,
leadership, and education

e Increase financial support for students and educational programs

e Enhance alliances with K-12 educators, counselors, and parents




[image: image4.jpg]CNEWS also voted unanimously to endorse a set of proposals that would help establish a
comprehensive and stronger educational system for nursing, via the following proposals:

e By 2010 all Practical Nursing (PN} Programs will have a formal progression agreement
with a public and/or private Registered Nursing (RN) Program approved in Washington
State.

e By 2012 all Associate Degree Nursing Programs will have a formal progression
agreement with a private and/or public Baccalaureate or higher nursing degree program
approved in Washington State.

o Effective July 1, 2020, and every year thereafter, all newly licensed RNs in Washington
State must have or attain a baccalaureate or higher degree in nursing within 5 years in
order to maintain RN licensure. [Note: All RNs with current active Washington State
licenses on July 1, 2020 will be grand-parented by the State to continue to practice as
RNs and are not subject to the 5 year BSN requirement.]

Key points: What this is:

e This proposal is a natural extension of previous CNEWS discussions, which endorsed the
goal of the BSN education, with recognition of multiple pathways toward that goal. This
new policy simply specifies a time-frame for achieving that goal.

e This proposal increases the nursing workforce by increasing faculty, thus allowing
schools to increase student capacity, making the pathways explicit for all students, and
increases diversity by expanding options for education across the state and encouraging
“latticing” along the educational paths.

e This proposal “grandparents” currently-practicing nurses and those who obtain a RN
license prior to 2020, and does not change their status as practicing licensed RNs.

e This proposal builds on the strong ADN programs already educating nurses in our state,
and supports them as the entry level for many RN’s. it also extends and formalizes
arrangements that already exist among many LPN, ADN, and BSN programs. The
progression agreements are expected to include private as well as public nursing
programs, as independent colleges are a crucial component of nursing education in
Washington.

s This proposal was a unanimous decision by CNEWS participants, who represent all
nursing programs {PN, ADN, BSN and graduate) across the state. The purpose of this
change is to build and expand access to existing nursing programs while assuring the
continuing competency of the nursing profession in an increasingly complex healthcare
world.

e This proposal represents a new unity among nurse educators across multiple programs.
This is a proposal that offers clear and consistent expectations linking education and
licensure for new RNs for students, employers, and policy-makers.




[image: image5.jpg]e This proposal is consistent with the Governor’s goal of increasing the number of
Bachelor's degrees, the Prosperity Partnerships’ identification of Nursing as one of the
careers where more Bachelor’s degrees are needed, and a number of national and local
nursing organizations and leaders who support the movement toward Bachelor’s-
prepared RNs.

e There are details to be clarified and questions to be answered. We will continue
working diligently on the Master Plan, and welcome guestions and comments.

Key Points: What this is not

e This is not the ‘65 or '85 BSN entry-to-practice approach
e This proposal does not eliminate PN or ADN programs — it builds on them by supporting
multiple pathways and entry points for nursing and a more seamless, cost-effective

progression between existing programs.

o This is not the final version of the Master Plan. We are continuing to seek comments
and proposed revisions.

e This is not the implementation plan; that has yet to be created.

Comments and Questions? Contact:
e The Dean or Director of your local Nursing Education Program

e Stephen M. Padgett, RN, PhD
Project Director for the Master Plan for Nursing Education
206-321-4463
spadgett@u.washington.edu

e Llinda Tieman RN MN FACHE
Executive Director, Washington Center for Nursing
206-281-2634
tiemal@spu.edu




A Master Plan for Nursing Education
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** DRAFT **

11/15/2007
Washington Center for Nursing

Please send comments to:

Stephen Padgett, RN, PhD

Project Director, Washington Center for Nursing

Email:
spadgett@u.washington.edu 
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Executive Summary

The State of Washington, like other states, is facing a severe nursing shortage, one which will only worsen in the coming decades. An aging population will increase demand for nursing services at the same time that an aging nursing workforce will be retiring. While nursing programs in Washington State have expanded dramatically in the past 10 years, there are still many qualified applicants who are turned away, primarily due to the shortages of faculty and clinical sites. Further expansion will require creativity, innovation, and coordination. 

Simply expanding capacity to produce more nurses is not enough, however. Assuring the continued competency of the nursing professional community such that it is prepared to meet the health care needs of Washingtonians in the 21st century requires a broader re-visioning of the educational system – its goals and its methods. The public health and health care systems of the future will increasingly require a nursing professional community that is highly educated and prepared to practice in a variety of roles – direct care, teaching, research, and policy development.

This Master Plan offers a comprehensive approach to the transformation of nursing education in Washington State, taking up the challenges of expanding capacity while also addressing stakeholder concerns about competency, diversity, and geographic distribution of nurses.  This plan began after SB 5599 was signed into law in 2005, and a grant was issued to WCN; one component called for development of  a Master Plan for Nursing Education in Washington State. (S-I need to look at the CNEWS minutes to verify dates here*) was developed from a series of focus groups conducted around the state during March and April 2007.  Nearly 200 nurses in a variety of roles participated in these open discussions.  The plan was further informed through an Invitational Summit held in May 2007 with a diverse range of participants.  The core themes that knit together the broad vision of this plan are: 

· Collaborative planning and regional coordination

· Enhanced  partnerships among education, research, and practice

· More effective communication with policy-makers 

· Leadership

To address the shortage of nursing faculty, we propose raising faculty salaries, clarifying expectations for faculty workload, increasing and diversifying faculty recruitment efforts, promoting mentoring, and providing additional teaching resources to new faculty.  The shortage of clinical sites can be addressed through the more efficient and effective use of existing resources, and expanded use of alternative resources.  We support the expansion of regional coordinating groups for the management  of clinical education resources, enhanced collaboration between schools and clinical agencies, the use of alternative community sites, high-fidelity simulation, and other strategies to enhance and extend the teaching of clinical skills.

To prepare a professional community that will be competent for the 21st century, we propose to enhance the ability of Washington nurses and nursing students to pursue their education through the baccalaureate degree and above, through multiple pathways and a strengthened collaborative effort among the various types of programs. There is a pressing need for renewed attention to the development of excellence in teaching, a diverse repertoire of innovative program designs and delivery systems, and strengthened partnership with clinicians. 

A commitment to creative and sustained outreach is required if we are to increase the diversity of the nursing community, and to establish a professional membership that more closely reflects the racial, ethnic, and cultural richness of the population of the State.  While isolated programs and short-term grants have had some successes in recruiting minority and under-represented nursing students, an integrated, sustained, and comprehensive approach is necessary in order to overcome the multiple barriers that have kept out too many for too long.

Finally, the geographic challenges of nursing practice and education must be addressed, so that the excellence of educational opportunities being developed through these initiatives is available in all parts of the State, including rural and remote areas.  

*see my other note about an additional addendum providing the timeline from legislation to today


Introduction
For many decades we have seen cycles of shortage and surplus in nursing. The shortages have led to increased wages for staff nurses, increased recruitment of students, expansion of educational programs, and at several key junctures, the invention of new kinds of programs (Fondiller, 2001a, 2001b; Sochalski, 2002). Surpluses produced stagnant wages and declining enrollments; when the next shortage rolls around, it starts all over again – or so the pattern has been. 

This nursing shortage is different. The forecast is not the same, and a return to “normalcy” is not predicted. The difference this time is the result of the confluence of two major demographic phenomena, along with a number of significant social and cultural changes (Auerbach, Buerhaus, & Staiger, 2007; Buerhaus, Donelan, Ulrich, Norman,  & Dittus, 2006). 

The aging of the “baby boomer” generation (those born between 1946 and 1963) will have the dual effect of reducing the supply of nurses while also dramatically increasing the demand for nursing care. The first of this cohort will turn 65 in 2011, with those born in the peak year (1957) turning 65 in 2022.  The average age of registered nurses (RNs) nationally in 2004 was 46.8 years; the average age of nursing faculty was 51.6 years, and doctorally-prepared nurses had an average age of 55.4 years (Bureau of Health Professions, 2006). According to the American Association of Colleges of Nursing (AACN, 2006), the average age of full professors was nearly 58 years.  In Washington State, 31.6 % of the current RN population is 55 years or more. In other words, precisely as the demand for nursing care is expected to increase, due to the aging of the general population, an enormous cohort of experienced professionals will be leaving the field. Who will replace them? We might want to add, in the references, that “Boomer chart” from the US Census Bureau. Let me know. It’s pretty dramatic.
Predictions of workforce demand and supply are always uncertain; however, there is no debate that the increasing nurse shortage will be relatively staggering in size and scope. National projections by HRSA in 2002 indicated a shortfall of approximately 800,000 RNs by the year 2020. A more recent and optimistic estimate predicted a shortage of only 340,000 RNs – still an enormous number  (Auerbach, Buerhaus, & Staiger, 2007).

For Washington, the Center for Health Workforce Studies at the University of Washington recently estimated that the RN shortfall in this state, without changes in health and education policy and practices, would reach nearly 25,000 RNs by 2020. To meet the predicted demand for RNs under the current system, we would need to increase RN graduation rates by 400 per year each year for the next 15 years (Skillman, Andrilla, & Hart, 2007). 
Since the challenges of this shortage are different, the responses must also be different. We cannot, this time, merely wait for the storm to pass, or expand existing programs in the usual temporary ways. As with all challenges, there are also opportunities. The opportunity here is to develop a vision of a transformed nursing educational environment – one that is more integrated, innovative, effective, and inclusive. 

This Master Plan is the collaborative product of many individuals and groups, especially the Washington Center for Nursing (WCN) and the Council for Nursing Education in Washington State (CNEWS). 

The Washington Center for Nursing (WCN) is a non-profit 501c3 corporation, whose mission is to contribute to the health and wellness of Washington State residents by ensuring that there is an adequate nursing workforce to meet the current and future healthcare needs of the citizens of the state of Washington. Its grant from the Washington State Department of Health directs the WCN to submit a Master Plan for Nursing Education  in Washington State by December, 2007.  In January of 2007 a Project Director was hired to facilitate the production of the Master Plan.

The Council on Nursing Education in Washington State (CNEWS) is comprised of the Deans and Directors of all nursing programs in Washington State. One of the roles of CNEWS is to lead nursing educational planning in our state. In April 2006,  a  subcommittee of CNEWS began its work as the ‘design team’ for the development of the Master Plan. A communication plan was developed, a paper identifying the “Influencing” organizations and individuals with an interest in the nursing education issues was completed, and a study session on work done across the US on “Competency Congruence” as held. An initial “Q&A” was developed and implemented.
In March and April of 2007, the Washington Center for Nursing and CNEWS conducted 14 focus groups across the state with nearly 200 nurse educators, nurse executives, practicing nurses, nursing students, and others on the issues to be addressed in a Master Plan for Nursing Education.  These focus groups were an effort to better understand the issues in Washington about providing quality nursing education to meet the healthcare needs of the citizens of Washington.  

On May 24th, 2007, the Washington Center for Nursing hosted the 3rd Invitational Leadership Summit on Nursing Education, bringing together 180 stakeholders from nursing schools, clinical agencies, regulatory agencies, and others. 

The key themes and findings from the focus groups and the leadership summit formed the basis for this Master Plan. Earlier drafts have been circulated among key stakeholders, and responses elicited for subsequent revisions. The final version of this plan will be submitted to the Department of Health in December 2007. 

Overview of the Issues 

There are several overlapping clusters of issues related to nursing education and supply.

The first priority must, of course, be focused on the future competency of the nursing workforce, including the knowledge and skills expected of new nurses, the appropriate level and type of education they should receive, their transition from school into practice, and the relationship between educational preparation and the practice environments in which nurses work. 

The second concern of this report is the overall supply of nurses – the quantity of working nurses, in relation to the demand for their services. The broad scope of these issues has already been suggested in the Introduction. The focus of this section of the Master Plan will be primarily on the two major barriers to expansion, the shortages of qualified faculty and of sites for clinical education. 

A third aspect of nursing educational planning has to do with diversity – the extent to which the nursing workforce and faculty reflect the racial, ethnic, and cultural composition of the population of this state. 

Finally, there are the issues of distribution: the geographic locations of nurses and nursing educational programs. All of the preceding issues – of supply and demand, pre-licensure and continuing education, transition to practice, and diversity – have a distinctive shape and complexity in rural and underserved areas, and the solutions therefore require particular attention. Even in parts of western Washington, transportation issues and the location of nursing programs can reduce access to educational opportunities. 
Practice environments, retention, and health care system reform

The primary focus of this report is on the nursing education system, across the spectrum of practice and education levels.  In response to current and predicted nursing shortages, a primary goal of this project is to increase the quantity of nurses in practice. 

The other major influence on the supply of nurses in the workforce, of course, is the retention of those nurses after their initial entry into practice – the extent to which they continue to work as nurses. While precise numbers about nursing turnover and attrition rates are difficult to obtain, common estimates are in the range of 30-40% of new graduates leaving their first job within the first year (Casey, Fink, Krugman  & Propst, 2004; Kovner, Brewer, Fairchild, Poornima, Kim, & Djukic, 2007). These attrition rates are enormously expensive for healthcare organizations (particularly hospitals), as well as being very inefficient for the educational system. 

The nursing shortage cannot be solved merely by producing more new nurses, if those nurses choose not remain in the workplace. Clinical agencies and their nursing leaders must find ways to make those environments habitable and supportive of nursing practice at the highest levels, and to reward nurses adequately for their work, and not merely with monetary compensation. 

There is extensive documentation of the frustrations of staff nurses in all practice settings, but especially in hospitals, still the major site of nursing practice. Hospital staff nurses – and in broadly similar ways, staff nurses in other roles – are exhausted, angry, and demoralized. They commonly report feeling unable to provide safe and appropriate care to their patients, and unable to use their education and knowledge effectively due to resource constraints, poor system design, or troubled relationships with other providers and administrators (Gordon, 2005; IOM, 2004; Kovner et al. 2006).   

While these issues are not the primary focus of this report, they do form a significant part of the background against which this report and its recommendations should be read. The issues of workplace habitability and satisfaction, interdisciplinary collaboration, safety, respect, salaries and benefits, scheduling, opportunities for career advancement – all of these contribute to the professional practice environments in which nurses work and teach, and in which students learn.  

There is a large body of work on “Magnet” hospitals, for example, which have been identified as providing more supportive environments for nursing practice (McClure & Hinshaw, 2002).  Eight essential attributes were identified as distinguishing this category of hospitals from the “non-Magnet” facilities.  These included: support for education; clinically competent co-workers; positive nurse-physician relationships; clinical autonomy; control over nursing practice; nurse-manager support; adequate staffing; and an organizational culture focused on patient care (Kramer, Schmalenberg & Maguire, 2004a, 2004b, 2004c).  Some of these variables are understandable but elusive: Kramer and Schmalenberg (2005) emphasized that the perception of adequate staffing, for example, is “not just the numbers”, but is related to a cluster of variables, including skill-mix, experience and longevity of staff, group cohesion, patient characteristics, and availability of other resources. The entry of a new nurse into a particular practice environment involves not just the learning of procedural skills or bureaucratic particulars, but a learning of the unwritten cultural rules, and the ‘actual’ practice of nursing in a local setting.   

Substantive change in the professional practice environment for nurses will likely require substantial change in the healthcare system. Nurses are often both over-worked and under-utilized, and a healthcare system that made better use of their skills and knowledge would be both more sustainable and perhaps, significantly more effective. Conversely, transforming the professional practice environment and the US healthcare system – not just for the benefit of nurses, but in order to more effectively serve the needs of the public – will require a well-educated and informed body of nurses, working in practice, research, teaching, and policy roles. 

The relationships among educational systems, practice environments, and the recruitment and retention of nurses are thus deeper than ‘inputs and outputs.’  Many of the strategies proposed here for enhancing pre-licensure education, for easing the transition to practice, and for promoting graduate education, research, and opportunities for advanced practice will also – if adopted – have the effect of enhancing and strengthening the professional practice environment.  Similarly, the recommendations that have been made elsewhere for improving the professional practice environment for nurses (IOM, 2004; RWJF, 2006, 2007) would strengthen and enhance the environment for education. The focus in this report is on transforming the education system, but such a transformation is most appropriately envisioned in conjunction with a transformation of the practice environment as well.

Core Themes 

This Master Plan is intended to provide a framework for comprehensive development of the nursing education system in Washington State. It offers a set of linking themes, a bold vision of systematic transformation, and a set of concrete and inter-connected recommendations.  While every element is not equally necessary for the success of the whole, this plan should be evaluated as a comprehensive package. A number of the strategies that we are proposing are useful in addressing more than one area, or have synergistic effects with other strategies. At the same time, some proposed interventions are in tension with other efforts or priorities. A truly comprehensive approach requires the blending and balancing of multiple goals.  

The main section of this plan is organized around the core issues identified in preliminary discussions with our stakeholders: the shortages of faculty and clinical sites; the opportunities to enhance the quality and competency of graduate nurses; and the need to improve diversity and geographic distribution. Within each topic area, we make a set of proposals, and some of the recommendations recur under several topics.  

Across all topics, however, there are several core themes: 

· Collaborative planning and coordination, across sectors and regions 

· Enhanced partnerships among education, research, and practice

· More effective communication with policy-makers 

· Leadership

These core themes form an inter-connected pattern, a framework for a set of changes that need to occur together in order to truly transform the environment of nursing education and practice.  

Collaborative planning and coordination, across sectors and regions

One of the most basic problems of the current situation is the general lack of coordination, regional planning, or procedures for thoughtful and deliberate allocation of resources among the multiple agencies, systems, employers, and advocacy groups. As a result, there exists an uneven mix of programs and services; there are some areas of overlap and repetition, and other areas with significant omissions and gaps.  Planning for future growth in an orderly, responsible way that takes into account present and future population and healthcare needs is made more difficult by the fragmented nature of the educational system, the lack of current, reliable data on many issues, and the multiplicity of private and public agencies responsible for various aspects of the system. 

This Master Plan is a step in the direction of a more integrated and comprehensive approach to nursing education. We are not proposing, nor do we see a need for, a single agency to be in charge of all aspects of nursing education. However, considerably more coordination and planning could be done among the current stakeholders, with some additional infrastructure and adequate funding. 

Enhanced partnerships among education, research, and practice 

One of the most consistent and prominent themes we heard in the focus groups, in the invitational summit meeting, and in other conversations with stakeholders around the state was the desire and need for more dialogue and collaboration across sectors. Nurses in practice feel separated from those in education, and vice versa. Researchers and clinicians do not work together as closely as either group would like. 

Education that is involved with current challenges of clinical practice is kept alive and relevant – and is most useful for students. Practice that is informed by the latest research is most useful for patients – and the scientific basis for practice is kept visible and vibrant for practitioners. Research that is oriented toward the questions and challenges of clinicians and teachers is most relevant and provides the foundation for evidence-based practice (Day, 2005; Benner & Sutphen, 2007). 

This spirit of partnership does not mean, however, that any of these sectors exists merely to serve the others. The education, research, and practice sectors also have legitimate differences and distinct interests. Authentic partnership is founded on respect for those differences, and grows to appreciate the strength that arises from the diversity of those perspectives and talents.

More effective communication with key stakeholders about nursing education 

A wide range of stakeholders have an interest in the issues of nursing education and practice, with a correspondingly wide range of perspectives on those issues (Hare, 2006).  The issues under debate in nursing education are complex and inter-connected, and are sometimes not well understood or described outside of the nursing world. It is vital that more effective communication channels be established among nurse educators, researchers, clinicians, policy-makers, and involved citizens, so that policy plans and decisions can be based on accurate information and comprehensive understanding of the nursing education and practice environments.

Leadership

Each of the preceding core themes – planning, partnership, and communication – depends, in turn, on effective and inspirational leadership. The combination of these elements will require extraordinary leadership, and will be a particular challenge at a time when many of the current nursing education leadership are expected to retire soon. There is a pressing need for current leaders to actively recruit, mentor, and support the next generation of nursing leaders. Organization such as CNEWS, North West Organization of Nurse Executives (NWONE), Washington Nursing Leadership Council (WNLC), and others are vital resources for developing such leadership, vision, and collaboration.

In looking ahead to the rest of the 21st century, our challenge is to build a system of nursing education and practice that will prepare a professional workforce to meet the needs of the citizens of Washington State. Our challenge in developing this plan has been to hold on to a bold and broad vision of what that means, and how best to arrive there. Our challenge is to design a system that will enable students to become the best nurses they are capable of being – to receive the education they need in order to develop their minds, their hands, and their hearts; to make the transition from school to practice as smoothly as possible; to continue to develop in their knowledge and skills as they make the journey from novices to experts.

It is crucial that we avoid the temptation to go for short-term fixes and ‘magic bullets’ – to imagine that there are short-cuts to quality, or easy solutions for complex problems. We must resist the siren call of “the good old days” – nostalgia-tinged fantasies about an  imaginary return to what never existed, and could not exist now – and instead be willing to pursue a more arduous but rewarding path. We need to build an integrated educational and practice system, a system that includes multiple pathways toward our multiple goals – a system that builds on the success of the past, but looks toward the responsibilities of the future. A broad and comprehensive view of nursing practice leads us inexorably toward a comprehensive view of nursing education, and the importance of developing a thoughtful plan for sustainable change (Gubrud-Howe et al, 2003).

The consumers of health care in our state today, and in the decades to come, will need nurses who are educated to be critical thinkers, to exercise sound clinical judgment, and to be leaders in direct care of individuals, families, and populations as well as in administration, research, and education. A professional community that is prepared to meet the complex healthcare needs of the people of Washington State will require education at a variety of levels (entry-level and advanced), and for a variety of roles, including direct care in the hospital and in the community, management, teaching, research, and policy development. All of these are in the domain of ‘nursing practice’, and all are the responsibility of the nursing profession. The core task of any profession is to regulate its own membership – including education, credentialing, standards, and discipline – in order to serve the public good. In the thicket of problems and challenges so extensively described in this report, we will not lose our way as long as we keep the good of the public clearly in view as our beacon, our guide, and our primary responsibility.

Licensed Practical Nurses

This report concentrates primarily on the education of Registered Nurses and advanced practice nurses. This choice was made because  the nursing shortage nationally and in our state is most acutely a shortage of RNs, and it is the RN education system that was judged to be most in need of attention at this tim.e 

The information we received through the state-wide focus groups, the Education Leadership Summit, and from other key stakeholders did not indicate a need at present to expand the number or size of LPN programs.  Initially feedback was that the LPN programs are currently considered to be generally meeting the workforce needs of the healthcare system. However, stakeholder responses to earlier drafts of this report emphasized the crucial roles that LPNs play in many parts of the healthcare system, the close links between LPN and RN educational systems, and the strategic importance of Practical Nursing education as an entry route into the nursing profession. One study to re-establish an LPN program that was closed has already been funded by WCN.
While we know the current size of the LPN workforce (we know the numbers and distribution) or the need for LPNs across the stat )see the HWFI hospital study; they document LPN need. Many  LPNs indicate a desire to continue their education and become licensed as RNs; Practical Nursing programs are often a step along that path. Most of the LPN programs in Washington State are integrated with RN programs (there are also several ‘free-standing’ LPN programs), and continuation is common and relatively simple. Therefore, the number of students who become licensed as LPNs does not clearly reflect the number who intend to remain as Practical Nurses. The unintended consequence of this successful LPN-to-RN pathway is that the turnover of LPN’s in some settings is very high, impacting care and services to patients.
Likewise, the ‘demand’ for LPNs can vary widely, depending in part on the supply of RNs. Historically, Licensed Practical Nurses have been in many ways the ‘reserve army’ of nursing –added to the workforce when RNs are in short supply, and moved out when there is an adequate RN supply.

LPN wages are widely variable, depending on the sector of healthcare in which they work,. Certain sectors of the healthcare system are particularly dependent on LPNs,: long-term care, ambulatory care, rural health. Historically, the  LPN role has been an entry point into healthcare for economically disadvantaged and minority persons. Insofar as we want to increase the diversity of the overall nursing profession, current and future LPNs offer an invaluable pool of experience, skills, and interest. 

To the extent that this Master Plan inspires and provokes further deliberation about a comprehensive approach to nursing education and practice, that dialogue must include LPNs as participants, and a consideration of the proper role of LPNs in the next century of nursing practice. Tentatively, a summit on the LPN issues will be held in 2008 as we hear more from the stakeholders.
I) Assuring the Continued Competency of Nursing Professionals 

Background

The issues identified and the strategies proposed in this section emerge from discussions among multiple stakeholders with a range of interests and viewpoints. A common thread in these discussions is the need for substantial changes in the content of nursing education and in the delivery systems which provide it, in addition to the expansion of the quantity of nurses (which will be described in the following section). The process of change is underway already, though unevenly; the Master Plan provides an opportunity to proceed with that work in an integrated and comprehensive manner. 

While many participants agree on the need for changes, the impetus for those changes comes from somewhat different directions.  Educators, for example, may focus on new research on effective teaching practices, the insights of experienced teachers, and evolving ideas about program design. Clinicians may be more attentive to the challenges of a increasingly complex and fast-paced practice environment.  However the questions are framed, the goals remain the same: how best to provide nurses with the knowledge and skills necessary to help assure a healthy population for the state of Washington.

It is important to locate the current debate about nursing education in historical context.  In the past, a majority of nurses received their education in hospital-based training schools. These schools enabled students to make a seamless transition from school to practice, for there was almost no gap between them. Students spent much of their time working on the wards as unpaid staff, and classes were conducted around work schedules. It is important to point out that the diploma programs functioned primarily to supply workers for those hospitals, not to provide higher education or a broad preparation for professional practice. In addition, health care was much simpler then; lengths of stay were long, drugs and technology more limited, and regulations to promote patient safety had not yet become a focus of healthcare. Nursing practice is immeasurably more complex these days, medications and technologies more demanding in terms of knowledge required and time needed to manage both, the patients much sicker, and the settings more diverse.  

In the past few decades, nursing knowledge and research have grown enormously. Baccalaureate, master’s, and doctoral programs have been established and are flourishing. Research projects at all levels – from small exploratory studies to large, multi-center clinical trials – are conceived, managed, and evaluated by nurses. There is an enormous infrastructure of support for research by nurses – journals, conferences, grant funding at institutional and federal levels. Nurses are endowed professors, sit on the boards of major foundations and scientific review panels, and direct major health policy initiatives.  

It is important to remember, however, how recent this move into higher education has been, and how large the gaps remain between various sectors of the nursing education community.  There are those in the health care world who remain unconvinced of the value of higher education for nurses, though their numbers are diminishing. 

Meanwhile, the future of the health and healthcare systems in which nurses practice are increasingly uncertain.  Costs continue to rise, and so does the proportion of Americans without adequate access to that health care. There is increasing attention to the problems of safety and error, to management of chronic rather than acute illness, to the rapidly-growing elderly population, and to the possibilities of genetically-engineered tools.  We have compelling evidence of the importance of prevention, but as yet no reliable national system for providing preventive care. The public health system – the back bone of our population-level health system, as well as the provider of health care for many low income communities – remains in serious disarray, despite a decade of multi-sector partnerships and infrastructure reform efforts (Berkowitz & Nicola, 2003). Public Health nurses are among the lowest paid members of the profession [REFERENCE?]. 

It is possible that there will be major system reform efforts launched in the next few years, as a result of a growing political consensus on the need for comprehensive overhaul – although such moments have come and gone before without significant change.  Nurses can and should be major participants in these overall system transformations. While the shape of the future health and healthcare systems in the United States cannot be predicted, it is certain that nursing practice will continue to evolve in response to the needs of the population. 

Healthcare employers, policy-makers, and nurses themselves are increasingly looking to the BSN as the preferred degree for registered nurses.  Participants in the focus groups conducted by the WCN across the state consistently identified BSN-completion programs as the largest local need for educational expansion, with pre-licensure BSN and ADN programs close behind. Employers identify the BSN as the preferred degree, and the regional organization of nurse executives (NWONE) has identified the BSN as the preferred degree for professional nursing (AONE, 2005). 
At its October, 2007 meeting, the Council for Nursing Education in Washington State (CNEWS) unanimously passed a resolution reiterating its previous support for the BSN as the preferred degree for professional practice, for the goal of increasing the proportion of BSN-prepared nurses across the state, and for  multiple pathways into nursing. It also extended this goal by proposing a change in RN educational requirements, specifically that by July 2020, all newly-licensed RNs would be required to have or obtain a BSN or higher degree within 5 years. (Previously-licensed RNs would not be affected.) This proposal for change reflects the judgment of this group of nursing educational leaders of the importance of increasing the proportion of BSN-prepared nurses in Washington State.

There are a number of reasons for the increasing preference for baccalaureate-prepared RNs. First, there is a small but growing body of research that suggests that a greater proportion of BSN-prepared staff increases the quality of care provided – reduces errors, increases patient rescues, and promotes patient safety (e.g., Aiken, Clarke, Cheung, Sloane, & Silber, 2003; Estabrooks, 2005; see also National Quality Forum, 2006, for a summary of research up to that point).  This is one reason that the attainment of Magnet status by hospitals requires a larger proportion of BSNs (Kramer & Schmalenberg, 2003). 

Others argue that a baccalaureate education is important in order to reduce the educational gap between nurses and other health professionals with whom they collaborate on a daily basis. It has been argued that nurses under the current system are often under-credentialed – that is, the knowledge that nurses have and use is poorly represented by the academic degrees that they have earned. A baccalaureate or higher degree, these authors claim, more accurately represents to the public, and to other professionals, the knowledge that a nursing student has acquired.  While originally proposed as a two year program (Fondiller, 2001b) – and still often described that way – an associate degree in nursing actually takes at least three years due to pre-requisite courses, and often three and a half to four years, due to delays from class availability and other practical issues. 
Other arguments focus on the benefits to the nurse herself. If a community college program takes almost as much as time, then the short-term advantages over a four-year BSN program are considerably reduced.  We may be hindering (rather than helping) the advancement of some students  by advising them to pursue a ‘stepwise’ approach to nursing education (Buchbinder, 2007). Delays in getting a BSN mean delays in obtaining graduate education – thus contributing to faculty shortages and aging researchers (Bevill, Cleary, Lacey, & Nooney, 2007). 

A bachelor’s degree, because of the liberal education that it presumes, and the location of that education in institutions of higher learning, may be more likely to provide nurses not only with important intellectual skills and resources, but also with an important and necessary confidence in themselves – as knowledge workers, as professionals, as educated citizens. Particularly for a field that is overwhelmingly female, historically subjugated, and currently reaching out to a more diverse and inclusive membership, it is vitally important for the education of nurses to promote intellectual rigor, courage, and pride along with the technical skills, scientific knowledge, and compassion on which we have been traditionally focused (D'Antonio, 2004).  

Resistance to the BSN has come in several forms, the most principled of which is probably the argument that baccalaureate programs (upper-division colleges and universities) are less accessible to certain categories of students: the poor and working class, working adults, first generation students, members of minority groups.  To require a BSN for registered nurses at entry into practice would therefore – according to this view – have the effect of reducing the ability of people in those groups to become nurses, and would reduce even further the diversity of the nursing field. Nursing has historically been a major avenue for economic and social advancement, especially for women, and that legacy, while not uncomplicated, is an important one. It is not in the interests of the nursing profession, nor to the benefit of the public at large, to make nursing education less accessible to anyone who wants it and is academically capable. There is data somewhere that nurses of color advance educationally at a higher rate than white females-can we find those data?LT
The challenge, therefore, is to make baccalaureate education more accessible, and to mitigate the economic, social/cultural, geographic, and practical barriers that hinder those would pursue it.  Nursing education for the 21st century in Washington requires multiple pathways toward higher levels of knowledge and practice. A healthy and comprehensive system incorporates many parallel and articulated elements, while providing particular focus on underserved areas and populations.

GOALS:


· Educational practices of the highest quality, adequately supported by surrounding institutions (what does surrounding instutions mean? LT)
· Increased collaboration between education, research, and practice 

· Baccalaureate and graduate nursing education available to all who desire it and are academically qualified 

TARGETS:

· Expand statewide RN educational capacity by 750 spaces by 2010, focusing on underserved areas 

· Residency programs available to all new RN grads by 2012, including urban and rural options

· BSN programs available in all parts of the state, through generic (pre-licensure), RN-BSN, and ‘blended’ programs, by 2015 

· Expanded access to graduate education, especially for minority students and future nurse educators

STRATEGIES

· Build an integrated network of nursing education opportunities through multiple pathways

We recommend the following guidelines be used in planning for expanded access and capacity:  

· Target expansions of the nursing educational system to currently under-served and high-demand areas, using a mix of delivery models and program designs, the creative sharing of resources across locations and programs, and maintaining academic rigor

· Provide multiple pathways to education advancement 

· Include the entire spectrum of education levels in planning and access

In order to expand nursing education into underserved areas and for underserved populations, there is an urgent need for creative and innovative systems for delivering BSN programs across the state, through partnerships between existing institutions and programs, and new bridges to link those programs. 

For example, there is a long-standing and very successful set of programs in Washington State, in both public and private institutions, for Registered Nurses with associate degrees to obtain a BSN – what are commonly called “RN to BSN” or “BSN completion” programs. These programs build on the courses already taken at the community college level, as well as the experience and knowledge of RNs from the practice world, to provide a targeted educational experience. Such programs can also offered in partnership with employers, with at least some classes provided on-site, via distance learning, or through flexible work schedules. 

Dual enrollment in ADN and BSN programs is another program design, currently being used in Washington State. Such programs could be expanded with a minimum of expense (Bargagliotti, West-Sands, Burchum, & Selbe, 2002). The advantage of such an approach is that it uses existing programs; the disadvantage is that the connection between the programs is merely sequential, and not always integrated for maximum efficiency.  

The fused model is an innovative program design, currently being developed through a partnership between WSU and Walla Walla Community College, that would allow the attainment of a BSN degree within four years.  These programs would provide BSN education in rural and underserved areas, recognize and utilize the faculty resources of the community colleges, efficiently use clinical/simulation experiences and advance the educational level of participating nursing faculty through access to continuing graduate education (Master’s and Doctoral). 

There is currently one LPN to BSN program in Washington (Pacific Lutheran University), though such programs are not uncommon in other states (Cornett, 1995; Ramsey, Merriman, & Blowers, 2004; Redmond, 1997). We recommend that more such programs be developed across the state, as they have the potential to accomplish several policy goals.  LPNs are a valuable pool of experienced healthcare workers, already knowledgeable about the healthcare system and nursing practice.  Because they already have practical experience and direct-care skills, their education is more focused on conceptual knowledge and role performance, and is therefore more easily provided through multiple and alternative methods (e.g. distance learning).  Demographically, LPNs are more likely to include members of minority and under-represented communities, and to be from lower income and first-generation-college populations. Programs which facilitate LPNs obtaining both RN licensure and baccalaureate education in a single step are therefore a more efficient use of time and other resources both for students and for the educational system, increase the social and cultural diversity of the RN professional community, and provide opportunities for the extension of education to rural and underserved communities. 

· Improve the quality of teaching and learning in schools

The enhancement of the teaching and learning of nursing is a large project that will take many years. There is no single best way to teach nursing or any other subject; there are, however, a repertoire of principles, strategies, and practices that are supported by a broad consensus of educators. These practices and principles can provide the framework for further exploration and sharing of excellence in Washington state. 

There needs to be a structure or a network through which those “best practices” can be tested, consolidated, and shared across Washington nurse educators. The Washington Center for Nursing and CNEWS should collaborate to develop the most efficient and effective institutional framework for such  work. 

Existing faculty should be encouraged to continue their education and scholarships, and loans and financial rewards must be available to make this step reasonable and practical for working professionals.  Partnerships between universities offering higher degrees in nursing and community colleges should be formed to identify promising students and to provide financial support, through teaching assistantships, research assistantships and fellowships (with release time).  

Distance education methods should be developed and evaluated; studies regarding the effectiveness of different modalities should be encouraged and funded.  Not only can this knowledge be helpful with the continuing education of the faculty workforce, it will enhance the capability of the educational system to meet the needs of rural communities.

There has been a trend in nursing graduate programs over the past decade away from programs that focus specifically on preparing nurse educators, and toward programs that prepare advanced clinical specialists. It may be appropriate to revisit those policies and programs, in order to increase both the quantity and quality of nurse educators. Graduate schools should examine their own programs to evaluate the extent to which they offer students guidance in developing as future teachers, and provide support for and attention to teaching as a skilled practice.

Programs providing courses in education for Masters-prepared clinicians, leading to a certificate in nursing education, should be encouraged and funded.  In addition, the capacity of doctoral programs in Nursing, both PhD and DNP, should be evaluated in terms of their ability to contribute to the pool of nurse educators in the state.  

NOTE:  Strategies for increasing the supply of nursing faculty will be discussed in more depth in a separate section below, under “Faculty Shortage.” 

Excellence in teaching should be taken into account in promotion and tenure decisions, even at research institutions.  Mentoring and support for new and existing faculty could enhance their quality of life as well as quality of teaching. Formal mentoring programs for new faculty that cross institutional boundaries could be established; larger institutions could provide workshops and consultation for smaller programs, tuition could be paid for all participants and new faculty could spend paid orientation time at a different school for learning purposes.

Another element of this process will involve a cultural shift that raises the value and priority of nursing education and teaching, and reconfigures the relationships between education, research, and practice. Teaching must regain its status as an honorable, important, skillful domain of practice, intrinsic – not adjacent – to practice. This return of esteem for teaching is linked, in turn, with a larger cultural shift that see formal education, practice, and research as partners in the development of the field of nursing, as well as in the production and maintenance of individual nursing professionals. 

Teaching must come to be seen as another form of advanced practice, a place for the ‘best and the brightest.’  Schools and clinicians should work together to strengthen and promote the visibility and desirability of teaching, and to convey a more positive image of nurse educators and faculty. The recent ad campaign by Johnson & Johnson that focuses on nurse educators is a helpful example in this direction.  

At the Invitational Leadership Summit in May 2007, results from the Carnegie Foundation’s study of “Preparation for the Professions” were presented to participants.   This project investigated the fields of nursing, medicine, engineering, the ministry, and the law; the noted nursing researcher Patricia Benner and the medical historian Molly Sutphen led the nursing component of this project. Their study has yielded the following recommendations:

· Use of practice and patient-focused teaching as a source of integration, such as unfolding clinical cases, and patient, student, and faculty narratives

· Integration of the medical discourse and the social, human experience of illness, e.g. connecting physiological and human activity and responses 
Their study of excellence in teaching also found a number of characteristics of excellent teachers and signature pedagogies; these are delineated in Appendix 2. 

As noted earlier, the Nursing Care Quality Assurance Commission (NCQAC)  has identified the wide variance in clinical hours devoted to various specialties across different programs as a problematic feature of current nursing education. Decisions about such program elements have not historically been based on outcomes evaluation.  In an era of acute shortages of clinical space, however, we need to know how best to use our scare resources. Across the country, nurse educators are beginning to experiment with alternative arrangements for clinical teaching; such experiments should be evaluated, and successful elements incorporated into Washington nursing programs. CNEWS and the Washington Center for Nursing are well positioned to collaborate with other stakeholders to promote excellence in this area, across the variety of nursing programs. 

One of the challenges for new faculty is to prepare adequate classroom materials – lectures, reading materials, case studies, and guest speakers – on all the relevant topics. The quality of teaching and the quality of faculty work life would both be improved by greater opportunities for shared resources. One example of such resources could be the production of high quality teaching videos of the presentation of complex nursing topics, not to replace the individual faculty presentations, but to supplement them. Other kinds of shared resources could include sample syllabi, on-line discussion boards, speaker bureaus, and regional conferences for faculty in teaching specialties. These activities could be coordinated through the Washington Center for Nursing, CNEWS, or through other collaborative partnerships, in order to contribute to the spread of excellence and depth in nursing education. 

· Affirm the expectations of teaching as part of professional practice

A recommendation repeatedly voiced by participants in our statewide focus groups, and by stakeholders during the Invitational Leadership Summit in May 2007, was for a closer collaboration between educators and clinicians. As noted before, this is one of the Core Themes which appear in multiple parts of this report. Here, it speaks to the importance of educational systems working closely with nurses in clinical practice – in hospitals, clinics, communities, schools, long term care centers, public health agencies, and all the many other sites of nursing practice. 

Both the teaching and practice of nursing would be enhanced by a greater recognition on the part of all sectors that education is not the exclusive domain of schools and teachers, but is rather an essential component of professionalism, and therefore is the responsibility of all members of the profession. In many sites, teaching and learning are already part of the organizational culture; students are welcomed and appreciated, continuing education by the staff is expected and valued, and organizations acknowledge and enact their responsibilities to support these activities. In other locations, these elements are less established, or have been unevenly implemented. 

Specific means for clinicians and healthcare organizations to demonstrate their commitment to nursing education would include: 

· Clinicians participating as preceptors, mentors, formal and informal educators, and supporting colleagues who return to school

· Employers rewarding clinicians for precepting, mentoring, and returning to school

· Clinical agencies and the clinicians who practice in them incorporating research and the evaluation of evidence in clinical decision-making and policy development

· Clinical agencies and administrators encouraging a positive work environment, indicated by the achievement of Magnet status and other criteria 

Meanwhile, educational institutions have opportunities to demonstrate their commitment to a collaborative approach to nursing education, by means of partnering with clinical agencies in developing: 

· Educational programs that are accessible to working adults and respond to the needs of clinicians

· Sites for clinical education, traditional and experimental 

· Opportunities for researchers, educators, and clinicians to work together more closely in developing research projects

· Improve the transition of new nurses to professional practice 

A major source for improving the quality and competency of new and continuing nurses would result from enhanced partnership between schools and clinical agencies. This collaboration should take a number of forms: closer collaboration between faculty and clinical staff; senior practicum before graduation; residency programs for new graduates.

There are many opportunities for collaboration between faculty and clinical staff during clinical rotations, and in bridging clinical and classroom instruction, as discussed above. 

A senior practicum or “capstone” experience is already used by many schools. These usually occur in the form of student immersion in a clinical location, under the supervision of an individual preceptor with whom they work, under conditions that more nearly approximate the role of a professional nurse. 

One of the most important recent developments in helping new nurses make the transition into professional practice has been the growth of residency programs for new graduates.  Many clinical agencies have developed some version of these, though these vary widely in duration, intensity, and structure (Hare, 2007). In contrast with traditional ‘orientation’ programs, which focus on procedures, tasks, and agency policies, new graduate residency programs include a comprehensive and structured progression of increasing independence combined with on-going support. These programs are typically 9-12 months in length, in order to provide support during the most vulnerable periods of role transition and the highest incidence of new nurses leaving jobs and the field. They also include peer support, promotion of critical thinking, use of research findings, and a competency-development framework such as Benner’s “novice to expert” model. 

(AACN, 2005; Diefenbeck, Plowfield & Herrman, 2006;  Halfer, 2007; Pine & Tart, 2007)

Another theme that emerged in the focus groups and Leadership Summit was the desire to enhance the preceptor-student relationship. Staff who precept students – i.e., those who teach, supervise, and mentor an individual for an extended period of time, often at or near the end of their educational program – are in a particularly important position, and deserve particular attention.  These nurses should, if they do not already, receive additional pay for this work, in recognition of the additional responsibilities it conveys, the importance it has in the education of students, and the value we place on this increasingly scare resource. Some schools have experimented with additional ways to recognize and reward staff nurses who choose to mentor students (e.g., CE credits/ vouchers, online access, adjunct appointments) and these efforts should be expanded significantly. 

Given the importance of this student-preceptor relationship, a strengthened and standardized education for preceptors should be developed and made available to clinical agencies either on site or via distance education modalities (Hare, 2007). Staff who have been preceptors should be engaged to help with the development of this curriculum, and to explore opportunities for better integration of research, clinical practice, and policy development. 

Preceptor workshops should be developed and offered to clinical agencies by the educational institutions.  When possible these workshops should be held on site and attendance should be encouraged and paid.  Ongoing provision of information on best practices in nursing education must be encouraged and funded.  Additional incentives to clinicians to serve as preceptors should be developed and shared throughout the school year, including, tuition waivers for academic courses or continuing education, library privileges, and certificates of appreciation.

ASSURING CONTINUED COMPETENCY OF NURSING PROFESSIONALS:
RECOMMENDATIONS
1. Build an integrated network of nursing education opportunities through multiple pathways

· Increased BSN capacity and accessibility

· Maintain and strengthen articulation agreements between ADN and BSN programs, to facilitate seamless transition from one to the other

· Expand pre-licensure BSN and RN-BSN programs in areas currently underserved

· Identify opportunities to decrease “steps” in progression toward BSN and graduate degrees

· Increase support for the recruitment and retention of minority students, incumbent healthcare workers, and students from  low income communities 

· Develop and support creative and innovative systems for delivering BSN education across the state, through partnerships between existing institutions, including:

· Dual admission to ADN and BSN programs 

· LPN–BSN programs

· Innovative pilot programs, e.g. “fused” models for BSN

2. Improving quality of teaching:
· WCN and CNEWS to collaborate to provide coordination of resources related to improved teaching
· Development and sharing of expertise related to distance learning and alternative educational delivery systems
· Promotion of teaching as a form of ‘advanced practice’
3. Expectations of teaching as part of professional practice
· Closer collaboration between educators, researchers, and clinicians
· Recognition of role of clinical staff and agencies in educational activities
4. Improving the transition to professional practice
· support for residency programs for all new RN graduates across the state

· Senior practicum or ‘capstone’ experiences

· Enhancing the preceptor-student relationship
II)  SUPPLY: THE NEED FOR MORE NURSES

Washington State is facing a severe shortage of nurses in all areas of the state. This shortage is predicted to worsen in coming decades, for reasons discussed in the Introduction. One of the most frustrating elements of the current nursing shortage is that there seem to be enough people who want to be nurses – but who are not accepted into nursing school.  What is true nationally is also the case in Washington state: there are many more qualified applicants than spaces available in pre-licensure nursing programs, and all such programs have fierce competition and long waiting lists
As noted in the introduction, predictions of workforce supply and demand are always uncertain, as they are composed of several calculations about items that are subject to great change and instability. The Center for Health Workforce Studies at the University of Washington, in a study conducted for the Washington (I think once you identify WCN early in the document, you needn’t say it each time. WCN should suffice. LT)Center for Nursing, recently estimated that the RN shortfall in this state, without changes in health and education policy and practices, would reach nearly 25,000 RNs by 2020. To meet the predicted demand for RNs under the current system, we would need to increase RN graduation rates by 400 per year each year for the next 15 years (Skillman, Andrilla, & Hart, 2007). This is unlikely as an educational scenario (see Appendix 1 for a description of the enrollment numbers under this plan). It is therefore incumbent on nursing leaders and health policy-makers to develop a more sustainable work environment in order to reduce turnover and attrition, reduce the turnover of new RN graduates, and create models of nursing practice that will be effective for patients and satisfying for nurses.
Other sources have produced different estimates of anticipated demand and/or potential for expansions in new RN supply. The Workforce Training and Education Coordinating Board (2006) estimated that Washington State would need approximately 690 more nurses each year to fill the gaps between expected supply and demand. 

Another approach would be to examine the gap between qualified applicants to nursing schools and the space available in those programs. The analysis of data provided to the Washington Center for Nursing regarding qualified applicants to Washington State schools, and estimating the degree of possible redundancies in applicants, indicates a pool of approximately 750 students each year [SOURCE?]. This number is also consistent with estimates by current nursing-education leaders about the ability of programs to expand in the near future. In this report, we have used this latter number as a rough guide to planned expansions for state-wide RN educational capacity.  

It is important also to emphasize that nursing programs in Washington State have already expanded significantly in the past several years. The schools have increased their capacity by 80%.  Between the fall of 2001 and the spring of 2005, there was a 48% increase in the total number of new Registered Nurse graduates. These included an increase from 799 to 1179 in ADN programs, and an increase from 374 to 560 in BSN and ME programs. 

The major barriers to the further expansion of pre-licensure nursing programs at this time are (1) shortages of faculty, and (2) shortages of clinical sites.  These barriers are common in other states as well.  In some Washington State programs there are also shortages of space in pre-requisite classes, resulting from a lack of financial resources and inadequate physical facilities, thereby creating a bottleneck of students trying to enter nursing programs. 

This section concentrates on the shortages of faculty and clinical sites. 

A) SHORTAGES OF FACULTY
Background

The shortage of nursing faculty at all levels of education is a national problem. It is analogous to the shortages of staff nurses in that it is the result of a cluster of inter-related factors.   These include demographics; salary and compensation; workload issues; professional status; access to graduate education; and relationship of teaching to clinical practice and research. 

The same demographic factors that produce the overall nursing shortage affect the supply of nursing faculty, only more so.  As nurses have traditionally practiced for several to many years before returning to graduate school, they begin their academic careers relatively later than in other fields.   Nationally, the average age of nursing faculty was 51.6 years, and doctorally-prepared nurses had an average age of 55.4 years (NSSRN, 2004). According to the AACN (2006), the average age of full professors was nearly 58 years. 

The NLN reports that 75% of the current faculty population is expected to retire by 2019 (NLN, 2005). In Washington, the Nursing Care Quality Assurance Commission (NCQAC) Annual Report for 2005-2006 notes that 83 full-time faculty are expected to retire by 2010.  This number represents approximately one quarter of full-time LPN and associate degree faculty, and 14% of the full-time BSN/ master’s entry RN faculty.  The University of Washington School of Nursing reported in 2005 that around 40% of its faculty would reach retirement age by 2010 (Report of the Program Review Committee, 2005). This massive turnover means not only that there will be a huge demand for new teachers, but that the mentoring available to younger faculty will be in serious jeopardy.  

The NLN also notes an increase in the percentage of part-time nursing faculty, from 29% to 39%. Approximately one half of the full-time faculty in BSN and above programs are doctorally prepared, and less than 7% of those teach at the associate degree level. This is considerably lower proportions than in other comparable fields (Kaufman, 2007a).

Effective nursing educational leadership is also significantly jeopardized, with approximately 40% of the members of CNEWS (nursing deans and program directors) expected to retire in the next two years.  At a time when significant transformations of education and practice are expected and needed, this extensive loss of leadership offers a serious challenge for the orderly process of major systems change.

The minimum qualification for teaching in a RN program is a master’s degree in Nursing or a related field (this changed last year LT); however, many nursing programs in Washington are currently receiving a ‘waiver’ of this requirement from the NCQAC due to difficulties finding qualified faculty.  This is an indicator of the difficulty in recruiting faculty, and perhaps also of the undersupply of masters-prepared nurses interested in teaching. Tenure-track positions in colleges and universities normally require a doctoral degree. Washington State University, for example, currently meets its teaching needs by hiring masters-prepared instructors due to the difficulty in recruiting doctorally-prepared professors.

It is not known how many master’s-prepared nurses would like to teach full or part-time, and are unable or unwilling to do so because of financial or scheduling constraints, access to local educational programs, concerns about workload, or other factors. There is strong testimony from knowledgeable stakeholders to suggest that there are substantial numbers of such persons, although a significant gap in supply almost certainly remains. 

The major barrier to recruiting and retaining qualified faculty into existing programs is the relatively low compensation offered, in comparison to the salaries and benefits available to nurses in clinical positions.  According to reports from participants in our focus groups, as well as data from the NLN survey on faculty compensation, nurses who leave clinical practice to take faculty positions sustain as much as a 30-40% % loss in earnings (Kaufman, 2007b).  While academic salaries may never be as high as those in clinical practice, the more severe disparities can be reduced with more adequate funding. These disparities are far greater than in other fields such as law, engineering, or medicine.
All faculty levels are affected, though not in the same ways. Salaries for nursing faculty in community colleges are substantially and consistently lower than salaries at upper-division schools, and are limited by collective bargaining agreements that mandate standard wage scales across the system. Salaries at public institutions are limited by the steadily declining state contribution to nursing education. Independent schools – which are a significant portion of the nursing programs in Washington, especially at the BSN level – face their own  limitations and funding constraints. 

Pre-licensure nursing programs are expensive to operate because of the required teaching ratios, as is the case with all clinical practice professions.  Funding formulae from state sources ought to account for this teaching intensity (Horns & Turner, 2006).  Instead, state funding for basic nursing education, as a proportion of costs, has steadily declined over the past 10 years, especially at the state universities (HECB, 2004). The failure of the state to recognize in its funding methodology the differential costs for a clinically-based education program, such as nursing, versus a program teaching English, History, or Psychology, compounds the problem. Fewer dollars for a more costly program creates an unattractive financial picture for an educational administrator.
In addition to low salaries, a number of other factors contribute to the shortage of adequately-prepared nursing faculty.  In contrast to years past, nurses with graduate degrees now have a multitude of other roles to choose from other than teaching and healthcare management, the traditional options for nurses with advanced education. 

The relatively low salaries for nursing faculty, especially for clinical instructors, is also a reflection of a wider problem in professional education, not unique to nursing, which is the status of teaching in relation to other academic roles. In the hierarchy of the higher education – and especially among programs that prepare professional clinicians – research and publication are the most highly rewarded activities; classroom teaching is considered to be less important and prestigious and clinical teaching is perceived to be at the very bottom of the hierarchy.   Clinical instructors receive few of the normal academic rewards, and are sometimes filled by part-time persons with variable levels of involvement.  Some clinical instructors have long experience and are deeply committed, despite the challenging conditions; others are merely filling in, en route to other career opportunities. 

In addition to low salaries, clinical instructors often have little formal job security or control over their schedules or the sites to which they are assigned.  There may be little or no continuity from one year to the next in clinical locations, and little or no ability to prepare in advance, to connect with an agency and staff, and to become familiar with either agency policies or patient populations.  Such conditions are not merely inconvenient for the instructor, but also form a serious barrier to excellence in clinical teaching. 

Graduate nursing education has many of the same accessibility issues as entry-level education – e.g., location, scheduling, affordability, perceived relevance and value.  Many potential faculty are place-bound, and must pursue educational opportunities that are geographically accessible. This access might be provided via physical proximity, distance education, or a combination of the two.  Similarly, many graduate students have full-time jobs where their contributions are vital, and are supporting or helping to support families. Affordability and scheduling are often challenges. As with pre-licensure education, our efforts to increase accessibility cannot  lead us to lower standards of education, nor to require that graduate nursing students become ‘superheroes’ in order to do everything (work, school, families). We must instead find ways to promote efficiency and effectiveness in educational modalities, while also extending sufficient financial and practical support to allow for genuine learning environments. 

To attract the best and the brightest and to ensure job satisfaction and professional advancement for nursing faculty, it is imperative that we provide graduate educational opportunities beyond the master’s degree, through Nursing PhD and Doctor of Nursing Practice programs that are accessible throughout the state.  It is also important to fund doctoral students throughout their academic careers and to encourage young professionals to pursue advanced education.

GOAL:
An adequate supply of qualified, appropriately credentialed, 

and fairly compensated nurse educators

TARGETS:


125 new faculty FTEs state-wide, concentrated in areas of greatest need by when? LT


75 FTE to expand pre-licensure programs



25 FTE to expand BSN completion and ‘fused’ programs



25 FTE to expand graduate programs 

25% increase in stable funding for faculty salaries 

STRATEGIES:

Increase faculty compensation

A multi-sector workgroup should be formed to address issues of faculty compensation, workload, and working conditions for part-time and clinical instructors. This workgroup should be composed of nursing faculty, school administrators, nurse clinicians, representatives from relevant state agencies (such the Higher Education Coordinating Board and the State Board of Community and Technical Colleges), collective-bargaining representatives, and other salient stakeholders. 

This group should:

· Identify appropriate levels of compensation for faculty at all levels of nursing education;

· Verify salary data from other states

· Identify sustainable sources of income to support those  salary increases, including 

· State level funding sources via legislative action, HECB, SBCTC, and ‘high-demand’ sources

· Federal level funding sources, including graduate medical education (GME) funding, federal loan support and repayment, and federal funding for targeted areas of high need (e.g., rural access)

· Identify other forms of faculty support  such as additional opportunities for research, seed money to develop research proposals, sabbaticals, support staff, and tuition forgiveness for faculty and their dependents – that can help improve retention of faculty  

· Evaluate the desirability and effects of changing from 9-month to 12-month appointments for UW/WSU faculty, with accompanying increases in state funding to support such a change; 

· Develop a targeted information campaign for key decision-makers, in order to distribute and explain the proposed interventions. 

Enhance Career Satisfaction for Faculty
A multi-sector workgroup should be formed to study career satisfaction issues at all levels and make recommendations that will enable schools to: 

· Develop a work environment that will sustain long-term relationships (e.g., multi-year appointments, opportunities for continued education, engagement in the scholarship of teaching)

· Identify teaching, service and scholarship, clinical practice, and other faculty-specific responsibilities and expectations in each sector of the educational system

· Collaborate with regional and national accrediting groups (NLNAC, CCNE) to develop useful language and expectations

· Develop and distribute a comprehensive assessment of  actual faculty workload

· Share assessment tools and evaluation formulae across schools

· Identify tasks and responsibilities currently being done by nursing faculty that could be done instead by administrative staff

· Develop faculty work expectations that are realistic, manageable, and predictable

· Assess need for additional faculty and/or administrative staff based on revised workload and expectation estimates 

· Identify and share best practices in teaching, fund pilot studies and report outcomes

The resulting recommendations can be adopted and adapted by various types of schools depending on program mission, faculty preferences, and student population. The adoption of these recommendations will allow schools to plan and budget for faculty and administrative staff that is adequate for student population and composition, as well as promote transparency and consistency in salary, compensation, workload, and promotion decisions

Increase and diversify faculty recruitment efforts

It is vital that we identify opportunities to strengthen and promote inducements for current nurses into the teaching role. Enhanced loan/ scholarship packages should be available for returning graduate students targeted toward educators, including loan forgiveness/ payback features for those who enter teaching for specified periods of time.  It is important to remember that support for graduate education focused on teaching will benefit both public and private institutions. 

Clinical agencies should provide support for staff nurses returning to graduate school, and universities should provide support for graduate students who are interested in teaching through teaching assistantships with tuition waivers. 

Improved collaboration between schools and clinical agencies can provide creative employment opportunities, including joint appointments, loaned educators, part-time options, job sharing, and ‘clinical scholar’ programs. Inter-institutional partnerships, such as those proposed by the “fused programs” envisioned by Washington State University and several community colleges, offer another pathway to faculty development. Faculty appointed as teaching assistants or adjunct faculty in the community college program would receive a salary and a tuition waiver while they simultaneously pursue a doctoral degree through WSU. 

Financial support in the form of loans repaid for teaching and/or service in rural areas have proven successful in the past. This kind of program will need to be combined with other sources of support.  Current employers of potential graduate students should be strongly encouraged to provide tuition assistance, scheduling accommodations, and release time, if they do not already do so. 

Other strategies

Nurses currently in ‘staff development’ and similar clinical roles are often an under-utilized resource, and might come to see themselves (and be seen by others) as crucial links between clinicians, educators, and researchers. While many practice-based educators do already maintain strong links to nursing education and research programs, these connections could be formalized and recognized, and provided with additional support and resources. 

Nursing programs should explore the opportunities for non-nursing educators to participate in teaching, not to replace but to supplement the pool of nursing faculty. Basic sciences, social sciences, research methods, philosophy, history of health care, and health policy are examples of topics that might not require a nursing background. The involvement of scholars from other disciplines would not only provide help in times of shortage, but also enrich the scholarly community and extend inter-disciplinarity. 

Nursing programs might also explore more creative roles for experienced registered nurses with BSNs, to augment the educational efforts of nurse educators with master’s and doctoral degrees. Such roles may include: guest lecturer, classroom assistant, skills lab supervisor, tutor, study group leader, mentor for students with special challenges such as English as a Second Language, or coordinator of clinical rotations in various clinical sites. The development of such roles would not only extend the teaching capacity of current programs, but would also help to recruit interested nurses into education roles, and give them introductory experiences in the practice of teaching.
B) SHORTAGES OF CLINICAL SITES

Background

The shortage of clinical sites is a result of the simultaneous growth of nursing programs and the shrinkage of inpatient facilities that formed the backbone of traditional clinical education. The shift to shorter stays and/or outpatient treatment for many procedures and events – especially in certain areas such as psychiatry/mental health, labor and delivery, and pediatrics – has meant that there are fewer patients in hospitals; the ones that are there are much more acutely ill than previously, and may not be suitable for students. Meanwhile, the shift toward home and community settings for treatment, the increasing emphasis on managing chronic conditions, and the renewed interest in prevention efforts all mean that clinical education must be redesigned in order to prepare students adequately for their future practice. 

Several types of strategies need to be pursued simultaneously.  These include (a) more efficient use of existing resources; (b) more effective use of resources; and (c) expanded use of alternative resources.

Along with these changes, a more collaborative approach to clinical agencies is important. Schools and clinical agencies must work together to find ways to both reduce the burden of nursing education on clinical sites – on both agencies and staff – and to incorporate nursing education more fully into the ordinary, daily practice of the profession. As was noted in the previous section of the shortage of faculty, the teaching of students (like the conduct of research and the pursuit of excellence and safety) must come to be seen, not as something extra added to the tasks of certain individuals or programs, but as intrinsic to the practice of the profession, and therefore a shared, collective responsibility. 

GOALS:


· an adequate supply of opportunities for students to acquire and practice clinical skills, and to participate in encounters with actual patients, families, and communities;

· the efficient, appropriate, and respectful use of those resources; 

· closer partnership between schools and clinical and community agencies, in order to prepare students for professional practice 

TARGETS:


· Regional coordination of clinical sites and student placement in all areas of the state by December 2008

· Identification of expanded list of potential clinical locations and partners in each area by December 2008

· Regional coordination of simulation labs and resources in all areas of the state by December 2009

STRATEGIES

More efficient use of existing resources

· Regional coordination of sites and spaces through consortia of schools and agencies

In the South Puget Sound area, a voluntary regional coordinating group has worked for several years, and has established an effective, reliable system for the allocation of clinical sites and times. Among other outcomes, this project has resulted in an increase of available student spaces of approximately 25%, due to increased efficiency and planning. Similar regional coordination bodies are in various stages of development in the northern and eastern parts of Washington, with funding from the State Board of Community and Technical Colleges. One of the lessons learned from the South Puget Sound group has been the necessity of having a paid staff person to provide administrative support for this coordination work. 

In addition to the voluntary coordination of student clinical schedules, such regional coordinating groups can establish standardized “passport” systems for mandatory student documentation (immunizations, HIPPA training, etc.), and standardized contracts between schools and agencies. These can significantly reduce the amount of duplicative work on the part of students, instructors, and agency staff. 

More effective use of resources

· Regional coordinating groups to evaluate best use of identified patient sites

The next level of intervention, once the regional coordinating groups are established and functional, and have developed sufficient trust among the participants, is to begin to evaluate and negotiate regional resources in relation to the most appropriate use for educational purposes. Relevant factors might include the availability of alternative learning opportunities and the education level of the students.  

· Re-evaluation of the goals and methods of clinical education

An even higher level of intervention would involve a re-thinking of the clinical component of nursing education – its purposes, techniques, and relation to classroom, learning laboratory, and other venues for learning. This dialogue is essential, given the likely continued shortage of clinical sites, the changing nature of healthcare, and the resulting challenges to traditional clinical education models. It is essential that we evaluate the outcomes of clinical experiences and determine the appropriate number of required hours for each specialty.  Presently the number of clinical hours required in each specialty area vary widely across schools (NCQAC, 2007) without clear explanation for this variation. Further details on this component can be found in the section on “Improving the quality and competency of nurses”, above. It is not only the number of hours spend in clinical sites that needs re-evaluating, however, but rather the structure and locations of those experiences, and their relationship with classroom and laboratory experiences. 

· Improving collaboration between schools and clinical practice agencies

Open and continuing dialogue should be a feature of the relationships between schools and clinical agencies, at all levels of the organizations – deans and nurse executives, as well as instructors and staff. Some schools and agencies already have such dialogues established; others do not. 

Schools and agencies should work together to find ways to reduce the burden of student presence in clinical agencies on staff. One important early step is to recognize that students are not ‘nurse-extenders’ but actually consume staff time, even with a faculty presence; staffing patterns should be adjusted accordingly. 
On the state and federal level, resources should be directed toward agencies that  support clinical nursing education, as occurs now for agencies that support physicians training, and receive funding for graduate medical education (Thies &  Harper, 2004).

Expanded use of alternatives

Many schools have already begun to explore and develop the use of alternative types of sites, e.g., outpatient clinics, community agencies, long-term care, daycare, schools, etc., and to connect those with identified skills, knowledge, and competencies. This process requires creativity, persistence, and cooperation from community agencies and locations. It is important to integrate the “soft footprint” (i.e., lower burden on agency and staff) approaches described above, as alternative sites may be less used to students than hospitals have become. 

The use of high fidelity simulation  is a fast-growing and exciting part of current nursing education, and has the potential to both raise the level of skills training and reduce the burden on clinical agencies.  Several points are important to keep in mind in connection with simulation labs, however. One is that laboratory simulation is a complement to, not a replacement for, interactions with actual clients. Another is that the purchasing the technology is only the first step, and not necessarily the most challenging, in the development of an effective simulation lab. Writing appropriate scenarios, developing faculty expertise in using the tools and integrating them with classroom and clinical projects, redesigning curricula, teaching students how to take the best advantage of these resources – all of these are crucial as well. 

It is therefore vital that we continue to develop tools for coordination and the sharing of resources in simulation, just as we are doing in clinical education and placement. A task force in this area has already been established, and has produced a discounted purchasing plan from one of the vendors. This group is also developing a network of resources for developing faculty expertise for implementation, tools for evaluation, and standards of excellence.  The education of the faculty to provide effective simulation experiences is vital; this education must be funded, and time must be provided for faculty to participate in this new endeavor.

C) OTHER LIMITING FACTORS

While the shortages of faculty and clinical sites have been identified as the major barriers to nursing program expansion, there are other sources of constraint. Two of these that deserve special mention are:

· Shortages of classroom, lab space, and faculty for pre-requisite classes

· Availability of technology for distance learning

· Data on the effectiveness of alternative methods of teaching

In the first case, what schools need primarily is adequate funding to provide these. In the second case, what is needed is both the technology and more research to determine the efficacy and utility of various kinds of programs - what works and what doesn’t – as well as resources to develop faculty expertise in implementing such programs. 

ENHANCING SUPPLY: RECOMMENDATIONS
1. Increase faculty compensation

· Formation of a multi-sector workgroup to evaluate and coordinate issues of faculty compensation

· Identify appropriate levels of compensation for faculty at all levels of nursing education

· Identify sustainable sources of income to support those  salary increases,

2. Enhance career satisfaction for faculty
· Formation of a multi-sector workgroup to study career satisfaction issues at all levels and make recommendations

· Develop a work environment that will sustain long-term relationships

· Identify faculty responsibilities and expectations in each sector of the educational system

· Share assessment tools and evaluation formulae across schools

· Identify and share best practices in teaching

· Include evaluation and recommendations for improving working conditions and career satisfaction for part-time and clinical instructors.

3. Increase and diversify faculty recruitment efforts

· Enhanced loan/ scholarship packages

· Support from clinical agencies for staff nurses returning to graduate school

· Support from universities for graduate students who are interested in teaching through teaching assistantships and tuition waivers

· Improved collaboration between schools and clinical agencies to provide creative employment opportunities for clinical faculty 

· Foster inter-institutional partnerships between universities and community colleges to promote faculty development

· Outreach to and involvement with nurses in staff development and other clinical-practice educator roles

· Exploration of opportunities for non-nursing educators to participate in teaching

4. More efficient use of existing clinical-site resources

· Regional coordination of sites and spaces through consortia of schools and agencies

5. More effective use of resources

· Regional coordinating groups to evaluate best use of identified patient sites

· Re-evaluation of the goals and methods of clinical education

· Improving collaboration between schools and clinical practice agencies

6. Expanded use of alternatives

· Continued expansion of high-fidelity simulation labs

· Coordinated development and sharing of simulation-related curricula, scenarios, and teaching strategies

· Evaluation of technological tools, teaching methods, and student outcomes
III) ENSURING A MORE DIVERSE PROFESSION 
Background 

We have compelling evidence that a healthcare workforce that reflects the diversity of the population is able to provide better quality health care than one that does not (Institute of Medicine, 2003; Missing Persons, 2004). For this reason, the Institute of Medicine has recommended that the proportion of underrepresented U.S. racial and ethnic minorities among health professionals be substantially increased. 

On a national level, the National Sample Survey of Registered Nurses reports that among the RN population: 

· 4.2 % 
were Black or African American (non-Hispanic); 

· 3.1 % 
were Asian, Native Hawaiian, or Other Pacific Islander (non-Hispanic); 

· 1.7% 
were Hispanic or Latino, with any race specified; 

· 0.3%
were American Indian or Alaska Native (non-Hispanic). 

· 1.4% reported that they were two or more races and non-Hispanic 

This yields a total of nearly 11% self-identified minority nurses. (NSSRN, 2006, pp 26-27) 

 This contrasts with the general US population, which in 2004 included a combined minority population of 32%, comprised as follows: 

· 12.2 %  Black or African American (non-Hispanic), 

· 4.1 %  
Asian, Native Hawaiian, or Other Pacific Islander (non- Hispanic), 

· 13.7 %  Hispanic or Latino with any race specified, 

· 0.7 % 
American Indian or Alaska Native (non-Hispanic), 

· 1.3 % 
 two or more races (non-Hispanic).

We have less data than we need on the diversity of the nursing workforce in Washington, as such information is not collected with other licensing information. One of our recommendations, therefore, is that there should be regular collection, analysis, and distribution of data on the nursing workforce at the State level in relation to racial and ethnic minorities.  There is little reason to suspect that the nurse population in Washington is significantly more representative of the state population than is the case on a national level. 

As of 2006, the population of Washington State was 8.9% Hispanic, 6.8% Asian and Pacific Islander, 3.4% African American, and 1.4% Native American (Access Washington, 2006). 

The effort to develop a more diverse nursing workforce needs to focus not just on recruitment of students but also on retention of students and working nurses. Minority and under-represented students historically have had higher rates of attrition at all points in the educational system, and in the transition to practice.We can’t find data on this last item; or do you have it?  The reasons for this are a combination of economic, educational, and socio-cultural factors.  The legacy of racism within nursing, not to mention the wider American society, remains a powerful barrier.  Minority students are in general more likely to come from lower socio-economic strata and from worse is there another way to say this? It’s pretty harsh LT schools, and to have more concurrent challenges to their time and attention.  The paucity of teachers, role models, and mentors from similar backgrounds exacerbates the social marginalization and educational difficulties. The fragility of economic arrangements may lead to more frequent interruptions of academic progress, and aggravate feelings of futility and despair (Andrews, 2003; Buchbinder, 2007; Evans, 2007; Katz, 2007; Noone, Carmichael, Carmichael, & Chiba, 2007).

Certain kinds of programs are significantly more effective than others for increasing the diversity of students and nurses. As may be expected from the preceding description of the challenges faced by minority students, effective recruitment and retention programs provide a comprehensive set of services, including economic, academic, and social support. Such programs are resource-intensive in the short term, but when viewed over the long term, are important and worthwhile social investments. 

The role of minority faculty at all levels cannot be overemphasized. As role models and mentors for minority students, as teachers for minority and majority students, as participants in the process of creating inclusive, culturally-aware curriculum, and as researchers advancing the science of nursing, minority faculty are pivotal to the progress of this initiative. 

Recently the American Association of Colleges of Nursing, in conjunction with the Johnson & Johnson Campaign for Nursing’s Future, announced the establishment of a Minority Nurse Faculty Scholars Program (AACN, 2007). This is a scholarship program for under-represented minority (URM) nursing students who plan to work as nursing faculty upon graduation. Scholarship programs such as this are essential, but graduate nursing programs in Washington State must be ready to recruit and support the scholars in such programs. 

As is true in many of the sections in this report, there are significant overlaps in the strategies proposed here and elsewhere. The focus of this section is on increasing the racial and ethnic diversity of nursing programs; elsewhere, we have articulated the goal of increasing the accessibility of nursing programs to all potential students in Washington. We are especially committed to increasing the accessibility of nursing education for many groups, including first-generation college students, incumbent and displaced workers, and others for whom a nursing career might be a challenging path. 

Nonetheless, it is important that the commitment to racial and ethnic diversity not be lost amidst a wider commitment to increasing accessibility. The challenges of recruiting and retaining larger number of African-American, Native American, and Latino/a nursing students and faculty are sufficiently daunting – even with the help of well-designed and supported programs – and the legacy of racism so pervasive, that it is vital that this goal remain clearly articulated and prominent. 

As noted by the authors of the Sullivan Report: 

Today’s physicians, nurses, and dentists have too little resemblance to the diverse populations they serve, leaving many Americans feeling excluded by a system that seems distant and uncaring. In future years, our health professionals will have even less resemblance to the general population if minority enrollments in schools of medicine, dentistry, and nursing continue to decline and if health professions education remains mired in the past and—despite some improvements— inherently unequal and increasingly isolated from the demographic realities of mainstream America. Failure to reverse these trends could place the health of at least one-third of the nation's citizens at risk.







(Missing Persons, 2004, p1)

Nursing should lead the way toward a more just and representative professional community. 

GOAL:


A nursing professional community that reflects the diversity of the population of Washington State, and is competent in working within multi-cultural communities

TARGETS:


· Establishment of comprehensive recruitment and retention programs for students of color within all nursing schools by 2010

· Increased graduation of students of color and under-represented nurses by 25%, by 2015

· Substantial and sustained recruitment and increased retention of minority nursing faculty at all levels of education system
· 25% increase in faculty of color in tenure track positions across types of programs by 2012
STRATEGIES

There have been a large number of programs in the Northwest and around the country, in nursing and in other college fields, designed to increase the number of students of color and under-represented populations. Many of those were established as ‘pilot’ programs with temporary funding. The most successful elements should be identified and reproduced as a state-wide model, with adaptation to various types of programs and locations, but with a broad common core. This model – or a robust alternative – should be adopted by all Washington state nursing programs. 

A preliminary review of the common elements of success suggests the following: 

· Identification of high-potential/ high-risk individuals

· Provision of ‘wrap-around’ services 

· Financial aid: grants, scholarships, and “pay-back” loans 

· Mentoring, role models, social support, childcare, etc.

· Academic support, tutoring, peer study sessions

· Dedicated staff person for outreach and recruitment, service coordination 

· Improved recruitment & retention of minority nursing faculty

Earlier in 2007, there was a National Leadership Symposium on Increasing Diversity in the Health Professions, sponsored by the Sullivan Alliance, an outgrowth of the Sullivan Commission on Diversity in the Healthcare Workforce, and originally sponsored by the WW Kellogg Foundation. The participants in this summit described the following elements as characterizing successful diversity programs (Summary Proceedings, 2007): 

· Student-focused pipeline activities 

· e.g., “Taking a holistic review of students’ needs and designing programs to meet those needs”

· Community-Campus bridging activities 

· e.g. “Developing programs that expose those in leadership positions to diversity issues and train upcoming leaders”

· Community-focused activities

· e.g., “Advocating collectively for diversity at the state and national level”

The Sullivan Alliance also identified leadership and accountability as significant elements of successful efforts to increase diversity, consistent with one of our Core Themes across topic areas. 

Finally, the Sullivan Alliance underscored the importance of framing diversity as a standard of excellence in professional preparation. Especially in the current climate of nursing shortages and crisis, it is tempting to focus exclusively on narrow and simplistic qualifying standards in the recruitment of students such as GPA. A side effect of such policies will be to reduce even further the numbers of minority students. Similarly, policies that emphasize reducing attrition in degree-completion – rewarding programs that have low attrition, or penalizing those with higher dropout rates or longer times for program completion – have the unintended effect of discouraging the recruitment of minority students, who are disproportionally high-risk. Wise stewardship of our educational and human resources requires a longer view of return on investment. 

It is especially vital that baccalaureate programs develop effective outreach programs and enhance their accessibility to minority students, as described earlier in the section on assuring continued competency.  The development of minority nurses with graduate-level preparation requires an increase in the numbers of minority nurses with BSNs. Insofar as community college programs have traditionally been seen as more accessible (and in some cases, as more responsive) to minority students, low-income and working adults, the challenge for nursing education is to build more bridges between community college programs and upper-division schools. 

A crucial step in the development of an effective statewide plan to increase nursing diversity will be the formation of meaningful partnerships with minority nursing organizations such as the following national organizations, and where possible, the local affiliates: 

· Asian American/Pacific Islander Nurses Association. (AAPINA)

· National Alaska Native American Indian Nurses Association, Inc. (NANAINA)

· National Association of Hispanic Nurses (NAHN)

· National Black Nurses Association (NBNA)

· Philippine Nurses Association of America (PNAA)

Financial support for students and for programs 

As described above, a comprehensive package of services is crucial to the success of diversity programs, and it is crucial that these programs be provided with adequate and sustainable funding.   It is often possible in this area to obtain grant funding for short-term support, or to examine certain features of program designs; however, what these programs most often lack is continuing operational funding. Support of this kind would most appropriately come from the state and federal governments, both of which have endorsed the goal of a more diverse healthcare workforce. 

Support for students should come in the form of scholarships and loans with pay-back features. Students may benefit from counseling and assistance in searching for obtaining financial aid. Financial aid must be sufficient to reduce to manageable amounts the hours of work outside of school that students feel is necessary; overwork while in school sets students up for failure, exhaustion, reduced learning, or all of the above.

Leadership development for minority nursing faculty 

The leadership roles of minority nursing faculty have already been identified as crucial to this effort, but they cannot be expected to perform these additional tasks – on top of what all faculty are expected to do – without additional support. This support includes financial aid for graduate school, research, and professional development; mentoring, coaching, and career advice from more senior faculty; and the development of networks that reach across departments and institutions. As individual institutions may not have a large enough number of minority faculty, schools must collaborate to develop and sustain minority faculty who are otherwise too isolated and over-burdened. Counseling, advising, and mentoring of minority students, if a significant part of their time and effort, should be included in evaluations and promotion decisions. However, it should not be assumed that responsibility for all minority students in a program rests only with minority faculty. The creation of a diverse and inclusive community can only result from a community effort. 

Long-term strategies: Alliances with K-12 educators, counselors, and parents

Long term strategies include working with other state partners to enhance the academic quality of K-12 schools, especially those serving minority populations, and especially in support of more rigorous math and science curricula. Nurse educators should work with middle and high school students and parents to explore and prepare for a broad range of health, science and professional careers. 

Some minority students do not take college-preparatory courses (especially in math and sciences) in high school, perhaps not believing that a professional or science career is very likely. Exposure to minority role models from nursing and other health sciences may help to change this impression, and provide bridging experiences for these students and their families. Schools could work with minority professional groups to develop contacts in the community, and to develop mentoring and peer-support resources. 

ENSURING A MORE DIVERSE PROFESSION:

RECOMMENDATIONS

1. Commitment to increasing diversity as a goal of nursing education systems of Washington state

· Regular collection, analysis, and distribution of data on minority nurses in clinical practice, administration, education, and research

· State-wide and regional coordination of resources, programmatic strategies, and contacts to promote recruitment and retention of minority nurses and nursing students

· Enhancement and support of minority nursing networks for peer support, education, and needs assessment 

· Establishment of a Minority Nursing Action Group under the auspices of the WCN to oversee implementation of policy initiatives

2. ‘Best practices’ recruitment and retention programs for minority students 

· Identify successful elements of local and national models of minority R&R programs
· Combine into state-wide model program, including 
· Strategies to identify high-potential/ high-risk individuals

· Provision of ‘wrap-around’ services, including  

· Financial aid: grants, scholarships, and “pay-back” loans 

· Mentoring, role models, social support, childcare, etc.

· Academic support, tutoring, peer study sessions

· Dedicated staff person for outreach and recruitment, service coordination 

· Improved recruitment & retention of minority nursing faculty

3. Financial support for students and for diversity programs 

· Identify strategies for leveraging sustainable funding for continuing operations

· Combine and expand programs offering grants and loan payback to students

· Long-term funding sources for recruitment and retention programs

4. Leadership development for minority nursing faculty 
· Development of mentoring programs at each school and state-wide networks

· Develop strategic alliances with minority nursing organizations

· Identify sources for financial support of minority faculty research, travel, and networking
5. Alliances with K-12 educators, counselors, and parents
· Development of mentoring programs for minority youth at middle and high schools 
· Strategic partnership with organizations supporting awareness of health, math, and science careers targeted toward minority youth
· Support for educational reform to strengthen math and science curriculum in public K-12 systems
IV) ENHANCING EDUCATIONAL ACCESS THROUGHOUT WASHINGTON STATE

Background

The nursing education system, like many other parts of the education system in Washington State, is concentrated in western part of the state near Puget Sound, and especially along the I-5 corridor. Access to nursing education is more challenging in other parts of the state.  In the focus groups conducted by the Washington Center for Nursing in the spring of 2007, a consistent theme across the state was the desire for nursing education that is more geographically accessible, especially for baccalaureate and graduate programs.  Participants in the Invitational Educational Leadership Summit in May 2007 likewise identified rural education and access in underserved areas as major issues needing to be addressed within the Master Plan. Even in parts of western Washington, transportation patterns in relation to the locations of schools may make educational opportunities less available. Prolonged commuting times for working adults can be a significant challenge to obtaining continuing education and career advancement.

Potential nurses seeking entry into the profession, and current nurses seeking additional education, deserve the opportunity to pursue this education without undue burdens such as long travel times and distant facilities. Rural and underserved areas also face significant shortages of nurses at every level – staff nurses, educators and managers, and doctorally-prepared researchers and leaders. Recruitment and retention efforts for rural areas are most likely to succeed when they (a) are targeted toward people already in those areas, and (b) provide opportunities for urban nurses to experience the challenges and rewards of rural nursing practice.  

The Higher Education Coordinating Board’s 2004 Strategic Master Plan for Higher Education called for “the development of a resource allocation framework to respond to local, regional, and state needs with clearly stated priorities.” (HECB, 2005, p17)  Strategies to alleviate the disparities in educational access will require creative innovations in delivery systems, program design, resource utilization, and community partnerships. 

GOALS

· Increase the number of nurses at all levels based in rural and underserved areas

· Enhance educational opportunities in rural and underserved areas 

· Support opportunities to practice excellence in rural nursing 

TARGETS

· Increase educational access sites in rural areas 

· Reduce migration of rural nurses seeking employment in urban settings 

· Increase the percentage of master’s and doctorally educated nursing educators based in rural and underserved areas

· Increase the number of students participating in rural residencies

STRATEGIES:

Analysis of educational access points in rural and underserved areas

The focus groups, Invitational Summit, and multiple stakeholder conversations have provided sizable testimony of disparities in access to education in rural areas, and a desire for additional opportunities. A significant next step would be to conduct a more formal analysis of regional access points, including types of programs and number of students, an identification of geographic areas where needs are not being adequately met, and an exploration of the feasibility of creating new access points in those communities. 

Existing organizations and networks of knowledgeable individuals should be brought together to pool knowledge and resources, e.g. rural nursing associations, rural hospital associations, and Area Health Education Centers. 

Support strategies that increase access to high-quality nursing programs 

High-quality nursing programs may be defined as those which:

· Integrate distance and face-to-face educational approaches

· Create an intellectual environment for learning (e.g. library access, academic support services) 

· Reduce isolated learning and support student-student camaraderie

Innovative pedagogical approaches are those that capitalize on local nursing expertise through clinical experiences and/or mentorship opportunities, and incorporate an understanding of salient local issues (e.g., rural demographic trends) into nursing curricula. 

Distance-learning components of nursing educational programs must be re-designed with the technology and format in mind – and not consist simply of traditional class handouts posted on the Web.  The expertise that has been developed among some educators should be shared with others who are initiating or expanding programs, for maximal effectiveness in learning. 

Technology that aids in high-quality long-distance communication and reduces professional isolation should be supported and expanded through collaborative partnerships. Such technologies can be invaluable when used wisely to supplement, but not replace, face-to-face encounters and local expertise. 


Increase the number of nursing educators based in rural communities

As with underserved communities, effective recruitment and retention strategies should be developed that target entry-level and graduate students who are located now in rural areas, or who are more likely to relocate and remain in rural areas.  Financial aid options should include expanded loan payback options linked with rural service opportunities (via federal and state programs). Master’s and doctoral level educational opportunities that do exist across Washington State should be made more visible. 
Many of the strategies identified in the “faculty shortage” section are also relevant here. A particular need for rural educators is for travel money to attend conferences and continuing educational opportunities, network with colleagues, and conduct research in remote locations. 

Increasing the awareness of the rewards of rural nursing practice through the creation of a rural residency program

Rural nursing residency programs provide an opportunity to build partnerships and establish dialog among rural and underserved area nursing leaders and educators. Partnerships could also be established with urban educators and employers, perhaps to form “sister cities”, or formal links between urban schools and rural agencies. 

Additional key steps toward establishing a rural residency network would include:

· Inventory rural and underserved areas to identify potential residency sites

· Assess interest and resources among potential partners and specific focal areas (e.g., tribal nations, rural hospitals, etc.)

Communication with policy-makers about effective strategies for improving rural health care 

It is vital that the educational needs assessment and planning work done by the collaborative partnerships developed through the framework of this plan should be efficiently and effectively communicated to legislators, HECB, SBCTC, and other key decision-makers. 

The Washington Center for Nursing, in collaboration with the Council for Nursing Education in Washington State (CNEWS) and existing nursing organizations, should establish a rural nursing caucus, task force, or coordinating body to facilitate the implementation of these recommendations, or collaborate with existing rural healthcare networks in the state. 

ENHANCING EDUCATIONAL ACCESS THROUGHOUT WASHINGTON STATE: 

RECOMMENDATIONS
1. Analyze educational access points in rural and underserved areas

2. Increase the number of nursing educators based in rural communities
3. Support strategies that increase access to high-quality nursing programs 

4. Communicate with policy-makers about effective strategies for improving rural health care
Appendix 1

Production of New RN Graduates in Washington State as per CHWS Model: Annual Increase of 400 Graduates,  2010 – 2025

	Year
	Base (current)
	Increase
	Total new grads
	Cumulative

	2010
	2100
	400
	2500
	

	2011
	2100
	800
	2900
	5400

	2012
	2100
	1200
	3300
	8700

	2103
	2100
	1600
	3700
	12400

	2014
	2100
	2000
	4100
	16500

	2015
	2100
	2400
	4500
	21000

	2016
	2100
	2800
	4900
	25900

	2017
	2100
	3200
	5300
	31200

	2018
	2100
	3600
	5700
	36900

	2019
	2100
	4000
	6100
	43000

	2020
	2100
	4400
	6500
	49500

	2021
	2100
	4800
	6900
	56400

	2022
	2100
	5200
	7300
	63700

	2023
	2100
	5600
	7700
	71400

	2024
	2100
	6000
	8100
	79500

	2025
	2100
	6400
	8500
	88000

	Cumulative
	33,600
	54,400
	88,000
	


Appendix 2
From: The Carnegie Foundation for the Advancement of Teaching,

Preparation for the Professions Program,

Study of Nursing Education 

CHARACTERISTICS OF EXCELLENT TEACHERS AND SIGNATURE PEDAGOGIES
· Excellent teachers:

· have a clear vision of what kind of nurse they would like to graduate

· place their students in a collaborative nursing role

· ask students to answer questions about what is at stake for the patient, what the patient is experiencing, and what the next step is for the patient

· highlight what is salient about a case or a situation and what is an appropriate response

· seamlessly integrate the three apprenticeships [intellectual training; skill-based practice; and ethical standards and social roles] to teach how to be a nurse in terms of ethical comportment, knowledge of the humanities, sciences, and social sciences, and practice skills 

· engage in dialogue with students to explore the student's thinking

Signature Pedagogies

· Coaching, where instructors draw out what the student knows in a bounded clinical situation

· Simulation, where students use cases, dummies to represent patients, or equipment common to particular clinical situation that allows them to practice certain skills over and over

· Role-modeling
· Post-conferences
· Pre-clinical preparation
· Post-clinical conferences
· Articulating experiential learning
From: The Carnegie Foundation for the Advancement of Teaching
Available at: http://www.carnegiefoundation.org/programs/sub.asp?key=1829&subkey=2309&topkey=1829
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