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FOR IMMEDIATE RELEASE

Contact: 
Stephanie Drake
Executive Director
sdrake@aha.org
312-422-3723

ASHHRA Announces Advocacy Agenda and Hill Visit May 20-21, 2013

CHICAGO – May 2013 – The American Society for Healthcare Human Resources Administration (ASHHRA), a 
personal membership group of the American Hospital Association (AHA), recently announced the 2013 Advocacy 
Agenda and Hill Visit May 20-21, 2013.

Each year the Advocacy Committee visits representatives and senators in Washington, D.C., to present the ASHHRA 
position on several key issues that pertain to the health care workforce at-large. Over the course of the 40 plus 
meetings, the Advocacy Committee offers practical expertise to these representatives and senators regarding issues 
that impact the health care workforce. 

The objective of the Hill Visit is to continue to build relationships with senators and representatives, reiterating the 
important health care viewpoint. It is imperative to present our positions since their view may not include a focus on 
the issues unique to health care.  

This year the ASHHRA Advocacy Committee will be addressing the following topics during the Hill Visit:

 Workforce – The Patient Protection and Affordable Care Act (ACA) greatly increases the demand for 
caregivers, especially primary care physicians and nurses. The law extends coverage to approximately 32 
million uninsured people and requires public and private insurers to cover prevention and wellness services. 
ASHHRA seeks to address workforce issues on several fronts – workforce shortages and employee relations. 

 Employee Relations – ASHHRA will focus on increased regulatory oversight and rulemaking initiatives 
primarily from the Department of Labor and the National Labor Relations Board, nurse staffi ng patterns, 
mandatory lifting, and restrictions on unavoidable overtime.

 Ensuring Patient Safety and Quality of Care – ASHHRA believes that legislatively mandated nurse-patient 
ratios in hospitals will serve to increase the stress on an already overburdened health care system and 
potentially create a greater public safety risk.

The objective of the Advocacy Committee is to monitor national and state legislative and labor developments 
throughout the year. The committee researches, develops, and promotes advocacy programs that represent the 
interests of the membership, human resources professionals, and the health care industry. The Hill Visit provides a 
vehicle for ASHHRA to share with senators and representatives the most vital health care issues and trends and their 
impact on our organizations and employees. 

About ASHHRA
Founded in 1964, ASHHRA is a personal membership group of the American Hospital Association (AHA) and has 
more than 3500 members nationwide. It leads the way for members to become more effective, valued, and credible 
leaders in health care human resources. As the foremost authority in health care human resources, it provides timely 
and critical support through research, learning and knowledge sharing, professional development, products and 
resources, and provides opportunities for networking and collaboration.
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Workforce
Th e Patient Protection and Aff ordable Care Act (ACA) greatly increases the demand for caregivers, especially 
primary care physicians and nurses. Th e law extends coverage to approximately 32 million uninsured people 
and requires public and private insurers to cover prevention and wellness services. ASHHRA seeks to address 
workforce issues on several fronts – workforce shortages and employee relations. 

Employee Relations
ASHHRA will focus on increased regulatory oversight and rulemaking initiatives primarily from the 
Department of Labor and the National Labor Relations Board, nurse staffi  ng patterns, mandatory lift ing, and 
restrictions on unavoidable overtime.

Ensuring Patient Safety and Quality of Care
ASHHRA believes that legislatively mandated nurse-patient ratios in hospitals will serve to increase the stress 
on an already overburdened health care system and potentially create a greater public safety risk.

This year the ASHHRA Advocacy Committee
will be addressing the following topics during the Hill Visit:
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Background 
Implementing the Patient Protection and Affordable 
Care Act (ACA) will greatly increase the demand 
for caregivers, especially primary care physicians 
and nurses. The law will extend coverage to 
approximately 27 million uninsured people and 
requires public and private insurers to cover 
prevention and wellness services. To help ensure 
America has an adequate workforce to meet the 
health needs of the newly insured, the ACA identifi es 
several initiatives to increase the supply of health 
care workers. For example, the law provides fl exible 
loan repayment programs for caregivers to increase 
the workforce pipeline of primary care physicians, 
nurses, and allied health professionals.

AHA/ASHHRA View 
A strong and engaged workforce is the lifeblood of 
America’s hospitals. The 5 million women and men 
who care for patients every day demonstrate the 
hard work, compassion, and dedication that make 
hospitals an invaluable resource in every community. 
As hospitals’ national advocate, the AHA/ASHHRA 
addresses workforce issues on several fronts – 
workforce shortages, employee relations, and 
employee wellness.

Workforce Shortages. Adequate numbers of 
competent and well-trained nurses, physicians, and 
allied health professionals are essential to address 
the health care needs of the aging and increasingly 
diverse U.S. population. The AHA/ASHHRA takes a 
multi-pronged approach to address workforce issues 
for America’s hospitals:

●  Identify how to create the workforce necessary 
to meet the primary care needs of patients in a 
community’s delivery system. The AHA/ASHHRA 
is examining how the scope of practice for health 
care providers can be addressed to provide greater 
access to care to meet the ACA-related increased 
demand for primary care services. In January, the 
AHA released a white paper titled, “Workforce 
Roles in a Redesigned Primary Care Model,” that 
makes recommendations for redefi ning the health 
care workforce to be better able to provide primary 
care services.

●  Defi ne principles to address the roles of 
the direct care providers of the future. The 

AHA/ASHHRA assembled a roundtable to 
explore the roles of the bedside care team and 
multi-disciplinary teams in providing high-
quality health care. A whitepaper with their 
recommendations will be published this spring.

Health Professions Education and Workforce 
Challenges. As our nation moves toward 
transforming our health care system, we need 
to make a substantial investment in building a 
strong workforce to ensure access to health care 
services for all. The AHA/ASHHRA supports the 
maximum funding level possible for the following 
Health Resources and Services Administration 
(HRSA) discretionary programs that seek to address 
workforce challenges:

Nursing Workforce Development. While the 
recession temporarily eased workforce vacancies 
in some areas, as the economy improves, shortages 
will return. The demand for registered nurses and 
other health care personnel will continue to rise as 
the “baby boomers” begin to retire and as expanded 
coverage increases the demand for care. HHS 
estimates that by 2020, our nation will need 2.8 
million nurses – at least 1 million more than the 
projected supply. In addition, the Bureau of Labor 
Statistics projects severe shortages in many allied 
health professions. We must have adequate funding 
to maintain a vibrant workforce and bolster the 
educational pipeline.

Health Professions Programs. An adequate, 
diverse and well-distributed supply of health 
care professionals, including allied health care 
workers, is indispensable to our nation’s health care 
infrastructure. The ACA created a National Health 
Care Workforce Commission (“Commission”) 
to develop a comprehensive and coordinated 
national strategy to address workforce shortages 
and encourage training in key areas.  However, the 
Commission has not been funded despite signifi cant 
shortages projected in primary care and allied 
health professions. Without decisive intervention, 
workforce shortages threaten hospitals’ ability to care 
for patients and communities.

National Health Service Corps (NHSC). The NHSC 
awards scholarships to health professions students and 

Workforce
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assists graduates of health professions programs with 
loan repayment in return for an obligation to provide 
health care services in underserved rural and
urban areas.

Training for Diverse Health Professionals. The 
AHA/ASHHRA urges Congress to fund the Centers 
for Excellence and the Health Careers Opportunity 
programs, which focus on recruiting and retaining 
minorities in the health professions to build a more 
diverse health care workforce that refl ects our 
patients and communities.

In addition, the AHA/ASHHRA continues to 
advocate for the highest level of appropriations for 
nursing and allied health education programs (refer 
to “Annual Appropriations”). We also recommend 
Congress continue its support of the education of 
future physicians through the Medicare graduate 
medical education program.

Visas for Health Care Professionals. The AHA/
ASHHRA supports streamlining and improving 
the immigration process to allow qualifi ed, 
internationally educated nurses, physicians, and 
allied health professionals to work in this country. 
We continue to work with Congress and the 
administration to improve immigration opportunities 
for qualifi ed health care professionals, including 
maintaining the availability of employment-based 
and non-immigrant visas for shortage professions.

Registered Nurses (RNs). Despite the slight 
improvement due to the effects of the recession, 
shortages of RNs are predicted to continue, 
especially in light of ACA implementation. 
Internationally educated RNs have played a vital 
role in U.S. health care. In 2006, approximately 15 
percent (roughly 15,000 per year) of newly licensed 
RNs were immigrants, most coming to the U.S. on 
an employment based (EB) visa, which is available 
to a number of professionals and is also known as 
a “green card.” However, visa backlogs began in 
2007, and the waiting period for a nurse currently 
applying for a visa is six years or more under current 
law. The limit on visa allocations (140,000 EB visas 
per fi scal year) is statutory, set by the Immigration 
and Nationality Act, and only Congress can change 
it. In order to immigrate to the U.S., internationally 
educated RNs must meet stringent standards. Every 
nurse, whether they are educated in the U.S. or 
abroad, must take the same licensing exam and 
meet all state requirements in order to be licensed 

to practice as an RN. In addition, foreign-born RNs 
must obtain a VisaScreen certifi cate that ensures 
that the educational program attended by the foreign 
nurse meets U.S. standards, that the nurses’ foreign 
license is valid, and that the nurse has demonstrated 
a command of oral and written English.

The recent comprehensive immigration reform draft 
proposals are silent on nurse immigration, although 
there are statements of intention to liberalize skilled 
immigration rules, which would positively impact 
nurse immigration. 

Physicians. About one quarter of physicians admitted 
to residency programs each year have been trained 
abroad. While many of these are U.S. citizens who 
attended off-shore medical schools, more than half 
(as many as 4,000 per year) are foreign nationals. 
Most of these foreign physicians come on J-1 
exchange visas with a requirement to return home 
for two years after completing their post-graduate 
training. A high percentage elect to stay and must 
pursue an arduous waiver process. Immigration of 
foreign physicians is not addressed in either draft 
reform proposal. 

Residency Slots. Given the current and projected 
shortage of physicians, especially in primary care and 
general surgery, the AHA continues to recommend 
that the 1996 cap on residency slots be lifted. Limits 
on the number of Medicare-funded residency training 
slots constrain the ability of hospitals to train new 
physicians. That’s why the AHA/ASHHRA  supports 
the Resident Physician Shortage Reduction Act of 
2013 (S. 577/H.R. 1180), introduced by Sens. Bill 
Nelson (D-FL), Charles Schumer (D-NY), and 
Harry Reid (D-NV), and Rep. Joe Crowley (D-NY), 
respectively. The bill would increase the number of 
Medicare-supported physician training positions to at 
least 15,000 new resident positions, which is about a 
15 percent increase in residency slots.

To help hospitals sustain, grow, and enhance the 
health care workforce, the AHA together with its 
affi liates, the American Organization of Nurse 
Executives (AONE) and the American Society 
for Healthcare Human Resources Administration 
(ASHHRA), launched the AHA Workforce Center, 
www.healthcareworkforce.org, an online hub. The 
center brings together resources and tools to support 
workforce recruitment, engagement, retention, 
succession planning, diversity, culture, and models 
for the future.
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Background 
America’s hospitals recognize and appreciate 
the compassion, hard work, and dedication their 
employees demonstrate in caring for patients and 
communities, which is why hospitals view employee 
relations as a top priority. The AHA/ASHHRA are 
committed to preserving the right of individual 
hospitals and health care systems to determine the 
appropriate hospital-employee relationship for their 
organizations and communities. We continue to 
oppose certain organized labor-supported initiatives 
that would interfere with hospitals’ ability to work 
directly with their employees to enhance the work 
and patient care environments. In 2013, labor 
and employment activities will continue to be 
concentrated in various regulatory agencies and the 
courts. Here is a snapshot of issues that may be in 
play in 2013:

AHA/ASHHRA View
The well-being of our patients in a working 
environment that fosters this goal is a primary goal of 
hospitals. The AHA and ASHHRA remain concerned 
that certain organized labor supported initiatives 
would interfere with the ability of hospitals to work 
directly with their employees to enhance the work 
and patient care environments. Here is a snapshot of 
issues that may be in play in 2013.

National Labor Relations Board (NLRB). A recent 
decision from the federal appeals court in the District 
of Columbia (DC), Noel Canning v. NLRB, ruled 
that three members of the NLRB were unlawfully 
appointed in January 2012, and the NLRB therefore 
lacked a quorum to conduct offi cial business. The 
ruling potentially calls into question previous and 
future actions of the current board. The court’s 
reasoning in the case is very broad and arguably 
suggests that the absence of a quorum potentially 
could invalidate a number of offi cial actions taken 
by previous boards, including the promulgation of 
the expedited union elections regulation – a rule that 
is already the subject of a continuing legal challenge 
brought by the U.S. Chamber of Commerce and 
the Coalition for a Democratic Workplace (CDW). 
The AHA, ASHHRA, and AONE are members of 
the CDW and joined the HR Policy Association and 
Society for Human Resource Management in fi ling a 

friend-of-the-court brief supporting the Chamber and 
CDW challenge of the rule.

Department of Labor (DOL). The DOL is expected 
to move forward with several regulatory initiatives 
affecting hospital and health care employee relations. 
The DOL’s Offi ce of Labor and Management 
Standards may fi nalize a proposal revising the 
interpretation of the “advice” exemption to persuader 
reporting under the 1959 Labor-Management 
Reporting and Disclosure Act. The fi nal rule could 
narrow the defi nition of “advice” and, thus, expand 
circumstances under which reporting is required 
of employer-consultant persuader agreements. The 
AHA and ASHHRA oppose this proposed revision 
and requested that DOL decline to adopt the rule 
as drafted. We are concerned that the revised 
interpretation of the advice exemption will interfere 
with hospitals’ ability to receive appropriate labor 
relations advice from outside counsel (and even the 
AHA) that is necessary to ensure proper compliance 
with all applicable laws.

In addition, the department’s Offi ce of Federal 
Contract Compliance Programs (OFCCP) 
continues its efforts to expand the agency’s 
regulatory and enforcement reach over hospitals, 
asserting that hospitals are federal contractors or 
subcontractors solely because of the hospital’s 
participation in certain federally sponsored health 
care reimbursement programs like TRICARE, the 
U.S. Department of Defense health care program 
that provides coverage to military personnel. The 
DOL’s Administrative Review Board (ARB) in 
October 2012 issued its long-awaited decision in 
OFCCP v. Florida Hospital of Orlando, rejecting 
OFCCP’s position that Florida Hospital was a 
federal subcontractor based on its participation in 
TRICARE. The AHA and ASHHRA submitted a 
friend-of-the-court brief in support of the hospital. 
However, the OFCCP fi led a motion asking the 
ARB to reconsider its decision. While it is unclear 
when the ARB will rule on the OFCCP’s motion 
for reconsideration, it is clear from the agency’s 
arguments that it plans to continue to claim that 
hospitals participating in TRICARE are government 
contractors subject to OFCCP’s oversight and 
enforcement. The AHA will continue to monitor 

Employee Relations
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OFCCP’s actions and intervene when appropriate.
Legislation. On the legislative front, the AHA and 
ASHHRA will continue to oppose efforts that limit 
hospitals’ fl exibility to determine appropriate staffi ng 
patterns for health care workers. Many factors 
infl uence a hospital’s staffi ng plan to ensure patients 
receive appropriate care, including the experience 
and education of its nursing staff, the availability of 
other caregivers, patients’ needs and the severity of 
their illnesses, and the availability of technology. 
Another major consideration is the availability 
or supply of nurses themselves. The demand for 
registered nurses and other health care personnel will 
continue to rise as the number of patients seeking 
care increases due to the aging of “baby boomers” 
and the number of people with health coverage 
grows with ACA implementation beginning in 2014.

The AHA and ASHHRA also will continue to 
vigorously oppose any legislative effort to amend 
the National Labor Relations Act (NLRA) and 
reverse existing NLRB guidance on when charge 
nurses are considered supervisors. Legislation 
introduced in the past would have removed two 

functions from the NLRA defi nition of supervisor 
– “assigning” and “responsibly directing” other 
employees. Removing these functions from the 
NLRA defi nition of “supervisor” would enable 
supervisors to be eligible for inclusion in the 
collective bargaining unit and subject to all union 
work rules and discipline. 

Current NLRB guidance on when charge nurses 
are supervisors strikes a reasonable balance in 
establishing the criteria for when charge nurses 
function as supervisors. Not every charge nurse is a 
supervisor – it is their responsibilities that make the 
determination. On a day-to-day basis, charge nurses 
are often the most visible individuals “in charge” 
of a hospital unit, stepping in when there is a crisis 
or confl ict and providing a management voice to 
patients, families, and other employees. We must 
preserve the ability of charge nurses to carry out 
their roles as the voice of management without being 
subject to confl icting loyalties and threats of 
union discipline.
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Background 
Legislation has been introduced, the “Registered 
Nurse Safe Staffi ng Act (H.R. 1821)”, that would 
mandate staffi ng ratios for registered nurses.  While 
the proponents of this approach contend that ratios 
further quality of care, the evidence is inconclusive 
and there are many countervailing arguments.

Many factors infl uence a hospital’s staffi ng plan to 
ensure patients receive appropriate care, including 
the experience and education of its registered nurses 
(RNs), the availability of other caregivers, patients’ 
needs and the severity of their illnesses and the 
availability of technology.  A major consideration, 
however, is the availability of registered nurses and 
other health care workers. The U.S. is experiencing a 
long term health care workforce shortage.  Mandated 
staffi ng ratios ignore this reality and undermine a 
hospital’s ability to provide quality care according to 
specifi c patient needs.
  
AHA/ASHHRA View
The AHA and ASHHRA believe that legislatively 
mandated nurse-patient ratios in hospitals only 
will serve to increase the stress on an already 
overburdened health care system and potentially 
create a greater public safety risk. Imposing staffi ng 
ratios will likely result in the denial of access to care.

Hospitals and nurses and other allied health care 
workers have the same objective – provide the 
best patient care available. Imposing staff ratios 
further exacerbates the real issue, which is the 
long-term shortage of nurses and other health care 
workers. According to AACN’s report on 2011-
2012 Enrollment and Graduations in Baccalaureate 
and Graduate Programs in Nursing, U.S. nursing 
schools turned away 75,587 qualifi ed applicants from 
baccalaureate and graduate nursing programs in 2011 
due to insuffi cient number of faculty, clinical sites, 
classroom space, clinical preceptors, and budget 
constraints. Almost two-thirds of the nursing schools 
responding to the survey pointed to faculty shortages 
as a reason for not accepting all qualifi ed applicants 
into their programs.

Further, a one-size-fi ts-all approach to staffi ng – 
whether on the federal or state level – fails to take 
into account the unique nature of a local community 
and its patients. Mandated nurse-patient ratios are 
based on one staffi ng variable – a simple head count 
of the nurses and patient populations. That approach 
fails to take into account more signifi cant variables, 
including the patient’s need, complexity of the 
patient’s condition, the education and experience 
of the nurses, the availability of adequate support 
services, and the environment in which the care is 
delivered. Also, new technologies to facilitate patient 
care are constantly being introduced.

Staffi ng needs are and should continue to be driven 
by patient needs, which may vary hour-to-hour, day-
to-day. Hospitals need fl exibility to make sure they 
can put qualifi ed caregivers in the right place when 
they are needed.  

To ensure quality care, hospitals and health systems 
have many safeguards in place. Quality assurance 
mechanisms, independent accreditation procedures 
and other safeguards provide an opportunity for 
nurses and other health care workers to voice 
concerns over quality of patient care. Most hospitals 
are evaluated every three years by The Joint 
Commission – an independent review group – and 
are required to meet state and federal health care 
standards. Hospitals are dedicated to ensuring the 
best care possible, and hospital leaders would rather 
close than offer services that fail to meet the highest 
quality standard. Still, patient safety and quality 
care require fl exibility, and nurse staffi ng needs to 
be able to quickly respond to the changing condition 
of a patient in an instantaneous manner. Federally 
mandated staffi ng ratios do not take these variables 
into account.

There is no reliable evidence that staffi ng ratios 
improve quality of care. There have been several 
studies conducted evaluating California’s mandated 
nurse staffi ng ratios, implemented in 2004. There is 
no question that, to date, the literature on the impact 
of nurse staffi ng ratios has been mixed. The most 
recent study was published in 2012, California’s 
Minimum Nurse Staffi ng Legislation: Results from 

Ensuring Patient Safety and Quality of Care
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a Natural Experiment. One of the authors, Joanne 
Spetz from the Center for the Health Professions 
at the University of California - San Francisco, 
concluded that “there are some things we can point 
to and say the nursing ratio law has defi nitely had 
an impact, but so far, quality of care is not one of 
them.” With regard to the impact of ratios, the report 
concluded that “[t]here is evidence that ratios are 
linked to higher nurse satisfaction and a sense of a 
better work environment. They have had signifi cant 
impact on fi nancial margins of hospitals in California 
and in some cases reduced levels of charity care by 
hospitals who had to spend more to hire nurses.” 
These reports demonstrate that limiting a hospital’s 
ability to make these adjustments is not a viable 
solution as it would only serve to increase the cost of 
health care.   

In addition, the studies to date do not take into 
account that patient safety/quality of care initiatives 
may have been occurring in the hospitals at the 
same time. Thus, it is impossible to determine a 
cause and effect relationship between nurse staffi ng 
ratios and improved metrics such as fewer deaths or 
infection rates. Signifi cantly, these studies also do 
not evaluate whether California’s specifi c numeric 
ratios are the “right” ratio for every patient in 
every hospital every day. The numeric ratios that 
exist in California today were the result of political 
compromise, not scientifi c investigation. We are 
unaware of any nurse to patient ratio that would be 
appropriate every day for all settings.

Mandatory staffi ng ratios assume that all hospitals 
provide care in much the same way. This is not 
true now and is certainly not true for the future.  
Changes in health care delivery, including emerging 
technology, will continue to develop. Hospitals and 
health care providers need fl exibility to adapt to this 
rapidly changing environment.

According to another noted researcher on nurse 
staffi ng issues, Peter Buerhaus of Vanderbilt 
University, infl exible nurse staffi ng ratios are at 
odds with the nimbleness and fl exibility that will 
be required of nurses as they adapt to the many 
changes which will occur as a result of health care 
reform. According to Buerhaus, nurses will need to 
take on many new care delivery and management 
roles as today’s health care delivery system evolves.  
Infl exible staffi ng arrangements, such as prescribed 
nurse ratios, may only serve to make this transition 
more diffi cult.
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