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Sean P. Clarke

Introduction

The term “nurse workforce” refers to the workers available at a local, regional, or
even national level to deliver nursing care to a group of patients, clients, or citizens.
The workforce has clear consequences for the quantity and nature of nursing ser-
vices available and the conditions encountered by caregivers and patients in various
settings. In workforce research and policy, many assumptions are made about the
mix of nursing personnel who provide nursing services. The assumptions merit
clarification. A set of supply and demand factors drive whether shortages, surpluses,
or balances are observed in the nurse workforce at various healthcare system levels.
These factors operate somewhat differently across countries, regions, organizations,
and specialties. Local and higher level policy approaches address challenges in
recruiting and retaining nurses, such as nurse workforce diversity, educational com-
position, and broad age differences. Policy regulating nurse staffing levels has
potentially significant influences on the demand for nursing services. To date, expe-
rience with such policies, notably mandatory staffing ratios, has been limited.
Moving forward, economic and technological changes will influence the nature of
nursing services within care delivery systems and thus the demand for nurses. These
changes may provide opportunities to preserve and even surpass the safety and qual-
ity outcomes that nurses and their interventions facilitate for the profession’s clients
but may require changes in the nurse workforce to drive a brighter future for the
profession and its clients.
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The Nurse Workforce: Context for the Quality Health
Outcomes Model

The nurse workforce is an element of context (macro-level) influencing the inter-
play of constructs within the QHOM (Mitchell et al. 1998) (Fig. 3.1), notably by
influencing the characteristics of nurses delivering various interventions and the
environment in which these interventions are delivered. In the model, system ele-
ments (macro and meso) shape the characteristics of the individual workers (micro-
level; nurses or nursing workers) providing interventions to specific clients and the
conditions under which they deliver them to clients. In turn, clients then experience
outcomes. The nurse workforce and its relationship to other contextual factors and
QHOM constructs could easily be applied to health professionals and workers out-
side nursing whose services could be complementary (even essential) in providing
care to a specific population.

Workforce issues play two critical roles in the quality of nursing care. First, the
presence of enough providers of service who have appropriate preparation and ade-
quate experience to carry out necessary work and function as part of smoothly func-
tioning teams can be considered a precondition for providing safe care. Second,
initiatives intended to shape either the workforce or the quality of care are closely
related to each other and have reciprocal influences. For instance, policy initiatives
to regulate staffing levels can influence the demand for nurses and nursing workers.
Further, attention or inattention to quality of work-life and diversity issues in the
workforce influences recruitment and retention, staffing levels, and ultimately the
quality of care.
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Fig. 3.1 Framework for the nurse workforce context



3 The Nurse Workforce 41

Arguably, a workforce composed of appropriately qualified nurses or nursing
workers provides the foundation for delivering high-quality nursing care. Words
such as “appropriately qualified” are used purposefully, as are broad terms like
“high quality” and even “nursing care,” but leave much room for interpretation. It is
challenging, if not impossible, to find consensus on what constitutes enough person-
nel with the correct training (and further, a sufficiently stable and experienced work-
force) in a specific healthcare setting. It is also challenging to establish, empirically,
or by consensus, what the needs might be for nurses across a whole society or even
the ideal prerequisite training for nursing work. Furthermore, “sufficiently large”
and “appropriately qualified” are subjective terms that imply a common understand-
ing of the work to be done and how it should be organized. There are many tacit
assumptions about where and how care is to be delivered and the types and numbers
of workers required to perform it.

The extensive practical concerns of deploying nurses and nursing personnel to
deliver healthcare have generally relied on tradition, rather than a careful review or
even empirical research findings, to drive most local and societal level decisions
about the nurse workforce. Nonetheless, common sense would suggest that high-
quality nursing care cannot easily be delivered with thin staff coverage or with cov-
erage by staff with minimal preparation to deal with the more complex and rapidly
changing patient needs in a specific setting.

Most discussion and research on workforce-related topics emphasize profes-
sional (registered) nurses (RNs). However, nursing care is provided by a mix of
professional nurses, practical (or vocational) nurses, and unregulated workers. The
nature of the nurse workforce varies across settings, regions, and countries. Many
jurisdictions consider RNs, regardless of the type of education they have received,
to be “professional” (as opposed to “practical”’) nurses. However, many have drawn
a distinction between “technical” nurses (RNs holding associate degrees from
junior/community colleges where the original intent of the type of education was an
emphasis on technique and procedure) and “professional” nurses (those holding
bachelor’s degrees and having a broader education more thoroughly grounded in the
liberal arts and sciences) (Montag 1963). Use of the term “technical” in contrast to
“professional” and reference to the notion of different job descriptions and role
expectations for RNs holding different levels of degrees or “differentiated practice”
(Koerner 1992) have faded considerably in the past 20 years. However, for over a
century, a vocal minority within the profession has pressed the case for the bache-
lor’s degree as the entry point and has won it in some countries and jurisdictions. In
places where the entry point issue has not been resolved, advocates have continued
to argue for restricting RN licensure to those holding bachelor’s and higher degrees
(see the discussion of education and entry to practice towards the end of the chapter).

Historically, nurses have undertaken extensive ranges of activities that encom-
pass clients’ psychological and physiological needs across the life span and across
settings. An assumption is that nurses (particularly professional nurses) do the vis-
ible and invisible work that put their time and skills to best use. It is rare to consider
whether some proportion of nurses’ work may be dedicated to tasks and actions that
have minimal impacts on patient well-being or do not require a nurse’s (or an RN’s,
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or perhaps a bachelor’s educated RN’s) education. What complicates such discus-
sions is that within the scope of nursing work, many functions that might require
hands-on training but arguably little formal education, at least on the surface, would
seem able to be assigned to workers other than RNs in at least some circumstances.
At times, the scope of nursing practice has been a very emotional subject, loaded
with overtones touching on both economics and professional identity. In different
settings, and indeed in some jurisdictions and countries, practical nurses, unregu-
lated personnel, and even family caregivers can and do take on some nursing “tasks.”
Yet, it has been argued that some nursing work (i.e., having high stakes in terms of
safety or skill, or the expectation that work will be executed with judgment and
ongoing assessment of the client’s health status) constitutes the practice of regis-
tered nursing and requires the education and credentialing of an RN. To the extent
that RNs are the predominant type of nursing staff in North American acute care
hospitals, one could argue that this has been more or less settled in many regions
and settings. However, the determination that an RN is always the “correct” type of
worker to fill a given patient care role has been questioned, especially by some out-
side the profession.

Most nurse workforce discussions imply that there are firm boundaries around
the activities that nurses can perform, should be involved in, and actually perform.
The exact nature of nurses’ work, and indeed all health professionals and profes-
sional and skilled workers in general, has been a topic of intense discussion and
debate. In reality, of course, in some contexts, other types of professional and non-
professional workers carry out work done by nurses, and nurses (often with addi-
tional training) either potentially could or do act as replacements for other types of
healthcare workers. Economists refer to this as “substitution” and it has potentially
important impacts on demand for nurses. As will be discussed at the end of the
chapter, reconsidering these boundaries and opportunities for substitution may
become more prominent, moving forward in a changing healthcare system. A full
exploration of debates regarding nursing care’s nature and scope is beyond this
chapter’s scope. From this point forward in the chapter, although many of the ideas
have relevance for discussions about other types of nursing workers, the emphasis
will be on RNs (rather than on practical nurses, unlicensed care providers/patient
care technicians, or advanced practice nurses).

Interplay of Nursing Supply and Demand at Various Levels
of the Healthcare System

Discussions and analyses of the nurse workforce typically begin with concepts from
labor economics applied to one or more healthcare system levels or an organization
delivering nursing services—the notions of supply and demand. In addition to con-
sidering whether the nursing supply is adequate to meet demand, another important
distinction is the difference between reviewing the state of a nurse workforce in the
present or at a point in the past and projecting what might happen in the future.
Although estimating future supply and demand is of apparent interest to managers,
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human resources specialists, government officials, and those considering careers in
nursing and has been the focus of energy for researchers and leaders, it is a consid-
erably challenging exercise. Currently, there are about four million RNs in the
United States (AACN 2019), not necessarily all of whom are working in nursing
jobs, over 400,000 licensed nurses in Canada (CIHI 2020), and almost 650,000 in
the United Kingdom (RCN 2020). A recent World Health Organization report places
the worldwide number of nurses at 28 million, 19 million of whom are “profes-
sional” nurses (WHO 2020). The scale of these workforces and the range of geo-
graphic regions within these countries and work settings where nurses work render
estimates and projections of supply and demand all the more challenging.

Supply

The supply of workers is the number of people who are able and willing to be
employed in a field at a point in time. Ultimately, the supply of nurses is influenced
by a relatively small number of factors. One of the significant determinants is the
output of educational programs preparing students for entry to the profession. At
many points in the history of nursing, including the present time (November 2020),
the supply of available nursing education slots has been smaller than the number of
applicants (a result of either high demand with or without low numbers of educa-
tors, clinical placements, or space in colleges and universities). However, over some
periods and in some regions, the number of qualified applicants has been less than
the number of slots in nursing education programs and the demand for new gradu-
ates. The second major determinant of supply has been personal choices leading to
exit from the profession or its specialties (or decisions not to enroll in nursing edu-
cation). The third determinant has been migration in or out of a country or region.

Nursing Education Programs

Preparation for professional nursing in industrialized countries generally requires at
least 2 years of higher education after secondary school graduation (12th grade in
most societies). The baccalaureate degree typically represents a minimum of 4 aca-
demic years of schooling after secondary school graduation. Accelerated (short-
ened) nursing programs were developed for students with previous postsecondary
education. In either a traditional or an accelerated path, students and their families
and schools of nursing commit to multiple years of prelicensure education. In addi-
tion to qualified faculty in specific content areas and physical space in classrooms
(or electronic infrastructure to substitute for physical space), the finite number of
students an area’s healthcare organizations or other settings can accommodate at
any one time also places constraints on admissions to and graduations from nursing
school. Further, retention is imperfect in nursing education; students may fail to
complete prerequisites or basic courses in a program before beginning their clinical
educations. Also, failures and student decisions not to continue in their programs
occur routinely in nursing programs. A relatively small number of graduates do not
pass the licensure examinations at the end of their programs.
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It is notable that for more than a decade as of the time of this writing (November
2020), interest in education for registered nursing practice and numbers of gradua-
tions have been at their highest levels in the history of the profession in the United
States. The COVID-19 pandemic has placed nurses and other frontline health work-
ers and the importance of their work in the spotlight and has highlighted the demands
and risks nurses face. Further, the long-term economic impact of the COVID-19
crisis on healthcare delivery and the job market for nurses is unclear. All of these
factors could have a strong influence on nursing’s desirability as a career over the
coming years.

Personal Choices Influencing Entry and Exit from the Profession

and Specialties

A host of personal and economic factors affect nurses’ decisions to work in nursing
and particular specialties in hospitals and healthcare at large. Put simply, even if
they do not always express it in such terms, nurses, like all types of workers, will
make choices about how they spend their time and will attempt to find the most
rewarding use of their time. Choices include the most congenial or best remunerated
work in nursing, another field, or not working at all.

Economic conditions in society at large can have a significant impact on nurses’
willingness to work or to accept specific types of jobs. In leaner financial times,
especially when families might need income, more nurses tend to be willing to work
and to work longer hours. Some seek out the best paying work or consider less well-
paying or less prestigious nursing work when no other positions are available. In
contrast, in more prosperous economic times, considerations about the desirability
of different workplaces and specialties or even the attractiveness of work and work-
places outside nursing can change, as can perceptions about whether it is necessary
to work at all.

Increasing gender and age diversity have been characteristics of nursing for some
years. However, in the past, the substantial number of women of childbearing age in
the nurse workforce and the accompanying challenges in securing good childcare
led to patterns of departures and trends towards part-time employment linked to
maternity leaves and childrearing. With the aging population in the United States
and other countries and accompanying aging of the nurse workforce, age-related
decisions around retirement timing, sometimes connected with family caregiving
responsibilities for spouses, partners, and older relatives, appear to more commonly
influence decisions about when to stop work.

Gender balance in the field may serve as either an incentive or a disincentive
for entering or staying in the field. Several wage-related structural inequalities
may play a role for working women. Blau and Kahn (2017) offer a partial expla-
nation that nurses’ compensation has often been below that of people doing
work of comparable complexity in fields where there is a more even gender bal-
ance. Wage compression in nursing is well documented (entry salaries may be
attractive but increases throughout a career may tend to be small) (Greipp 2003),
which might serve as a disincentive for entering or staying in nursing over the
long run.
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Other difficult-to-quantify forces influence nurses’ personal choices about entry
and exit from nursing. The nursing profession’s public image as noble but selfless,
unintellectual, “dirty work” may influence nurses’ compensation and ultimately
pose a challenge in recruiting and retaining nurses (Girvin et al. 2016). The physical
and emotional demands of nurses’ work and a perception that employers and the
public expect nurses to overextend themselves may affect nurses’ decisions to leave
particular jobs or to abandon the profession altogether. Nursing work safety can
play a role in individuals’ decisions regarding continuing in the field or retiring.
Examples of work safety issues include the stresses and risks highlighted by emerg-
ing infectious diseases such as COVID-19 or particularly difficult times in health-
care when there are cuts in positions.

Geographical Mobility Regionally, Nationally, Internationally
In general, except for those entering the profession with the specific intent of emi-
grating to other regions or countries, nurse labor markets tend to be local in the
sense that prospective members of the profession are likely to attend nursing school
in the same communities where they hope to live and work. Barring somewhat
unusual circumstances, they tend not to leave. However, where salary differentials
between urban and rural areas are large, nurses may choose to keep their homes in
rural areas while commuting to work in regions where they can earn more (see, for
instance, Skillman et al. 2006). Over the years, in the United States, nurses’ move-
ment to areas of opportunity and away from regions seen as having fewer or lower
paying positions has been responsible for the workforce’s shape and distribution. In
the coming decades, population will shift away from current nurse-dense regions of
the United States and towards areas where nursing education programs are less
plentiful, and lower salaries (the Southeast and Southwest) are projected. These
shifts could potentially lead to significant nurse shortages (Auerbach et al. 2017).
Nurse migration from lower to higher income countries has been a long-standing
phenomenon that has played a significant role in smoothing out imperfect balances
between local needs for nursing and domestic nursing education outputs in the
United States. Impacts on migrating nurses’ home countries and their healthcare
systems are mixed. Concerns about “brain drain” from societies that invest heavily
in nurses’ education are offset somewhat by economic benefits to these nurses, their
families, and their larger societies (Kingma 2006).

Demand

Demand for nurse labor has a technical sense and meaning quite different from
generally understood or intuitive “need” for nursing services. In workforce analysis,
demand is the number of work hours an employer is willing to hire based primarily
on wage levels and the expected revenues the employer expects to generate; it is
often thought of in terms of unmet demand rather than perceptions of the adequacy
of the number of nurses in practice in the eyes of nurses, patients, other healthcare
system stakeholders, or society at large (US DHHS 2017). Open positions are, of
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course, very different from the level of confidence of clients and those working in
healthcare organizations where a sufficient number of nurses are working, and from
unaddressed needs for nursing services in the population (as defined by numbers of
people experiencing specific health problems or needs for healthcare services). The
size and qualifications of a workforce that would be in a position to deliver tested
and validated nursing interventions to the public at levels and in a manner that
would foster optimal patient outcomes have never been determined. Open unfilled
positions for nurses in healthcare organizations are thus used as a proxy for soci-
etal needs.

The creation and maintenance of nursing positions result from management
decisions that consider local and higher level health system forces. The population
characteristics of a particular region in terms of age, gender, and similar factors
influence health needs and the resources and insurance coverage of the population
for paying for care. The proportion of patients in a region served by a particular
healthcare organization (market share) and the models of care being used also drive
decisions about the numbers and types of nurses or nursing workers to be hired.
“Models of care” is a broad term that refers to the formal and informal principles
regarding which types of nurses and related workers provide care and how they
work together to provide services in particular settings (Dubois et al. 2013). For
instance, some institutions and settings predominantly or exclusively employ RNs
(and prefer bachelor’s educated RNs). Additionally, regulatory forces (such as leg-
islated mandatory minimum staffing ratios), agency and unit leaders’ visions of
care, historical patterns of staffing and models of care, and financial considerations
(budget limits) will influence demand.

Supply, Demand, Shortage, and Surplus at Various Levels
of the Healthcare System

In simplest terms, a labor shortage occurs when the supply of workers is insufficient
to meet demand. A surplus (which translates to underemployment or unemployment
of some proportion of a group of workers) is the reverse—it occurs when supply
exceeds demand (Greenlaw and Shapiro 2018). Both supply and demand can vary
enormously and show dramatic differences even across units or specialties in the
same healthcare organization. One unit can experience a very different situation
relative to a shortage or surplus than another unit. Pronouncements about supply
and demand (shortages, surpluses, or balances of supply and demand) should be
normally accompanied by careful qualifiers about where and in what specialties the
statements are being made.

Workforce conditions in agencies and organizations tend to be heavily influ-
enced by geographical location. Geography will influence whether multiple
employers compete for nurses and new graduates and whether a concentration of
multiple employers in a region serves as a draw to attract nurses to that area
(Skillman et al. 2006). Where there are variations in compensation and other man-
agement practices, differences may be seen in nurse supply across agencies within
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a single community. However, a limited supply of new nursing graduates coming
into a local employment market in a region and the attractiveness of an area for
nurses and their families can lead to community-wide shortages. The desirability
of working in a particular specialty and the history and reputation of the particular
unit or clinic within a facility can play important roles in whether there are an
adequate number of qualified individuals available to fill open positions. States,
provinces, and territories (and of course entire countries) are often affected by
common economic conditions that can influence the supply of new nurse graduates
and the ease of recruiting and retaining nurses. Compared to the local cost of liv-
ing, nurse compensation can have important influences on nurses’ recruitment and
retention. Navigating immigration and employment arrangements as well as laws
and regulations surrounding licensure, even though nurses can seek licensure in
new jurisdictions when they migrate, can be complicated and time consuming
(Shaffer et al. 2020). As for all professions, it is common to think of national and
state/provincial/territory boundaries as imposing important constraints on nurse
workforce supply.

Global or worldwide nurse shortages—defined as poor working conditions and
the inability of nursing education programs in all countries to keep up with
demand—Iead to shortfalls of nurses in relation to population health needs (WHO
2020). However, because there are many differences across countries in the titling
and preparation of nurses, how nurses are used in delivering services, and the mul-
tiple barriers to nurses’ extensive international mobility, a truly international market
for nurses and their labor does not exist. Instead, similarities in the general forces
affecting nurse workforces across countries make sharing experiences across world
regions informative and point to advocacy opportunities at a global level.

Supply, Demand, Shortage, and Surplus in Specific Settings

Acute Care Hospitals and Hospital Specialties

In inpatient acute care hospital settings, nursing care requires a large nurse work-
force tailored to the delivery of intense and complex interventions and close moni-
toring for potentially life-threatening complications of illnesses and treatments.
Nonetheless, only approximately 60% of American RNs are currently employed in
hospitals (US DHHS 2019)—the downward trend in hospitals as an employment
setting has been observed for several decades (US DHHS 2010, 2019). Hospitals
and specific settings within them employ large numbers of nurses around the clock.
The need for night shift and weekend coverage creates unique pressures on nurses
and managers. It can drive nurses at specific points in their lives to consider settings
or roles that do not require varying work hours and schedules or working at times
that are at odds with their friends and family’s off-hours. Hospital practice is char-
acterized by bureaucratic control, including extensive procedures, systems, rules,
and hierarchical relationships between nurses and nursing workers with other health
disciplines and professions and across different patient care specialties. Concerns
have been raised that hospitals may not be employers of choice relative to
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nonhospital settings for better educated healthcare workers who value autonomy
(AHA Strategic Planning Committee 2001).

The general principle of local conditions being fundamental in nurse workforce
analyses holds true even within a single type of hospital (for instance, pediatric
hospitals generally have much less difficulty recruiting and retaining staff than gen-
eral hospitals). There can be significant variations in supply and demand factors
across specialties and units, even within the same institution. Certain specialties
may be particularly attractive by virtue of pride in serving a specific population (for
instance, children, newborn babies, patients undergoing cardiac surgery, or veter-
ans). Many specialties come to feel like “tribes” of like-minded or similarly moti-
vated nurses and other healthcare workers. However, it can be difficult to separate
“personalities” and rhythms of work in different specialties from the benefits of
working under strong and supportive managers and feeling colleagueship with a
team of nurses and other workers and professionals. Even though nurses working in
a new setting (even in the same specialty) generally require onboarding training and
orientation, nurses often change specialties over their professional lives without fur-
ther formal education, which is not common in the other health professions and
occupations. This phenomenon might be a cause for optimism as needs for hospital
care and demands for nursing services within hospitals shift in the coming years.

Considerable speculation, assumptions, and debate surround particular nursing
specialties’ desirability from a recruiting and retention perspective. Intuitively, in
critical care units and emergency departments, where nurse-to-patient ratios are low
to permit close monitoring and rapid response to patients at the highest risk of death,
the work is most likely to exhaust and overwhelm nurses physically and emotionally
of any of the hospital specialties. However, empirical research suggests that critical
care units and emergency departments are not necessarily high-stress, high-turnover
settings for nurses to the extent that might be assumed (Hooper et al. 2010; Mallidou
et al. 2011). The most stressed, burned-out, and dissatisfied hospital nurses tend to
be those working in less technologically intensive areas and are seen as less presti-
gious or desirable, such as gerontology or general medical and surgical units. Patient
volumes on these units may be quite high, and the workload involved in caring for
each patient may be quite heavy as well. These units sometimes serve as the usual
first entry point of nurses (particularly new graduates) into a particular hospital
workforce. Furthermore, nurses on medical-surgical or general units may work with
many different medical trainees and physicians and surgeons creating stressors,
instead of a small and stable team of physicians who form high-quality working
relationships with the nursing staff. Various initiatives over the years, for instance
the Robert Wood Johnson Foundation’s Transforming Care at the Bedside (TCAB)
project, recognized the specific challenges of these nurses and specifically targeted
work conditions for nurses on medical-surgical units (Needleman et al. 2016).

Hospital nurse workforces, especially in major metropolitan areas, are character-
ized by a sizable segment of workers interested in career mobility. The goal of these
nurses is often to work for a specific amount of time on a particular type of unit on
a path towards more advanced training or other specialties (or work roles other than
frontline hospital staff), or to experience city life or work in a large hospital
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immediately after graduation. There is a tradition of this career path in American
nursing and other English-speaking or European countries. For instance, several
years of critical care experience are typically required for admission to nurse anes-
thesia graduate programs, leading to work in American nurses’ best paid specialty.
Therefore, a certain degree of turnover appears to be built into positions in particu-
lar specialties, which has various implications in terms of supply, demand, and com-
position of the nurse workforce in these areas. Like the United States, a certain level
of turnover related to career mobility influences workforce supply and demand in
other countries.

Subacute and Rehabilitation Settings

Care in subacute and rehabilitation settings is characterized by decreased patient
intensity and risk of deterioration relative to hospitals. However, there is a need for
nurse-delivered treatments and nursing services that are too risky or burdensome for
patients to receive in their own homes. Patient needs can be extremely variable in
these settings and include the need for specialized physical and psychological
healthcare needs (for instance, rehabilitation following spinal cord or brain inju-
ries). There is also the possibility of rapid intervention in the event of life-threatening
complications (Dombrowski et al. 2012; Neatherlin and Prater 2003). Generally,
these settings are characterized by heavier RN patient loads than acute care hospi-
tals and greater involvement of nursing personnel other than RNs in care delivery.
The increased regionalization of the highest intensity acute care settings and finan-
cial considerations have led to expansion of rehabilitation and subacute facilities
and nurses’ roles within them.

Long-Term Care

A majority of individuals (elderly or not) living with serious chronic physical and
mental health conditions reside in their own homes and receive services in institu-
tions and clinics or less commonly receive home visits from providers. However, a
certain proportion is admitted to residential settings. The broad term for such facili-
ties is “long-term care,” including many subtypes of institutions within this category
of agencies. Certain features are common to these facilities: they are staffed pre-
dominantly by unlicensed/unregulated workers, with licensed practical and regis-
tered nurses overseeing the care provided by unlicensed workers or aides (Reinhard
and Young 2009). The licensed nurses also deliver treatments unlicensed workers
are not permitted to perform. Financial pressures on these facilities are often high,
and salaries tend to be lower than in acute care and other settings. Baccalaureate-
educated RNs tend to be less common in long-term care (US DHHS 2010; Jones
et al. 2019). The technological intensity of care can vary widely, as can the patient
populations’ age ranges and the types of underlying health conditions that have led
to their admission. Stressors for the nurses and nursing workers in these settings
include heavy demands in physical care giving. Many residents have limited mobil-
ity and a limited likelihood of regaining independence (and in fact high likelihood
of deterioration). Stressors in practice include low satisfaction of residents and their
families with residents’ conditions and/or the care being received.



50 S.P.Clarke

Community-Based Care

Many healthcare services are provided on an episodic rather than a continuous basis
to individuals who live in their own homes (or otherwise phrased, who are “com-
munity dwelling”). Depending on definitions and classifications being used, outpa-
tient clinics where nurses may or may not work in cooperation with other types of
health professions (and that may or may not physically or organizationally be part
of a hospital) may be considered as community settings along with settings such as
home health and public health services. Community settings are often characterized
by independence—in many cases, nurses have minimal contact with other nurses as
peers or managers, and nurses see patients alone for the most part. There can also be
high demands for productivity and sometimes less favorable pay and quite variable
working conditions and safety risks (De Groot et al. 2018; Friedberg et al. 2017,
Markkanen et al. 2017).

In anticipation of some of the shifts in the US healthcare system described in the
last sections of this chapter, experts have advocated for many years that students
should spend more clinical education time in community environments (Wojnar and
Whelan 2017). To this end, the Health Resources and Services Administration has
funded demonstration projects to universities for developing educational models
that provide baccalaureate students with more clinical experience in community
settings (Vanhook et al. 2018). With these evolving community roles, it is hoped
that better population health outcomes and more meaningful and satisfying work for
nurses will emerge.

Other Settings

For many generations, nurses have practiced outside settings that are traditionally
thought of as healthcare settings. These include clinical research, various roles in
health insurance, sales and marketing of healthcare-related products, and commu-
nity settings that do not operate specifically or primarily as healthcare delivery sites.
In the past, all of these settings have been seen as competitors for hospitals in
recruiting nurses. As the healthcare system continues to evolve, the nontraditional
settings may increasingly become more common employers of nurses. Further, in
the future, some of these practice areas may become venues for delivering patient
interventions.

Managing Supply and Demand of the Nurse Workforce
Recruitment Efforts

Bringing nurses into jobs in a region or a specific setting generally involves offer-
ing sufficiently attractive working conditions and compensation (salary and ben-
efits packages) to qualified applicants. Considerable debate regarding nurses’
motivations has surrounded the importance of salaries over a positive work
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environment. Historically, nursing has followed a pattern where there are times of
supply-demand equilibrium with relatively flat or stable salaries. These stable
periods are followed by periods of shortage where salaries increase sharply to
expand supply by bringing people into the field or encouraging them to come back
to work. Various agencies’ compensation strategies to recruit new staff have to be
balanced against potential impacts on the morale of experienced staff who may
watch newcomers earn comparable or even higher salaries on hire despite being
recent arrivals to the field or an organization. Non-salary-related factors may also
play a role in recruiting. For example, when advertising positions or speaking to
prospects it is prudent to call attention to specific potentially desirable aspects of
a particular city or community or offer benefits that compensate for less desirable
aspects of a setting or position (e.g., housing subsidies for expensive real estate
markets or salary differentials for offshifts). Among the non-salary benefits that
may be attractive to recruits are subsidies for pursuing educational opportunities
in line with their career ambitions (Gooch 2016; Marshall et al. 2017). Nurse resi-
dency programs to facilitate the education-to-work transition for new graduates
can be a draw, and advancement pathways or career tracks (“career ladders™) can
be appealing to both new graduate nurses and experienced ones.

Retention Efforts

When nurses stay in place, it is generally assumed that various conditions in their
current positions make departure less attractive than staying. A collective bargain-
ing agreement or human resources policies, salary advantages, job security, and
preferential scheduling may be associated with longevity in a particular institution,
especially for longer term employees. Furthermore, “social capital” that nurses
accrue over time—familiarity and friendship with fellow staff members, as well as
fluency with policies, procedures, and routines—can encourage nurses to remain in
their positions. Compensation on a par with that offered by other institutions within
comparable commuting distance for nurses may also play a role in retention.
Opportunities to transfer to other roles or work in other practice areas within a larger
organization can also influence willingness to stay. A large body of literature and
commonly held wisdom speak to the impact of organizational unit-level working
conditions on retention (Lake et al. 2019; Petit Dit Dariel and Regnaux 2015; Wei
et al. 2018), especially factors linked to manager competence and relationships with
staff. Examples include manager provision of meaningful feedback, fairness, and
equity in the treatment of staff, presence and attention to working conditions and
interpersonal relations among staff, as well as a sense that the manager seeks to
bring out the best in their setting’s staff (Roche et al. 2015). Some go so far as to
speak of nurse managers as the “chief retention officers” in their facilities (Anthony
et al. 2005). Chapters 4 and 13 provide a more in-depth discussion of unit and orga-
nizational level working conditions.
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Diversity Considerations

Addressing diversity challenges in the workforce involves seeking out and hiring
workers who represent the communities that a healthcare organization serves (inclu-
sion) and setting up environments where people of various backgrounds feel a sense
of belonging to the healthcare organization’s community. Although chapter space
limitations preclude a full discussion of diversity considerations, many resources
are available, including works specific to healthcare (Dreachslin et al. 2013). Several
points bear mention here. In nursing, there is an underrepresentation of men and
racial and ethnic minority groups. Relatively small but striking increases in male
nurses and nurses from nonwhite and Hispanic backgrounds have been documented
in recent decades by several researchers and organizations (US DHHS 2019;
Zangaro et al. 2018). Similar trends have been seen in many but not necessarily in
all countries. However, beyond gender, race, and ethnicity, efforts to recruit and
retain staff showing a diversity of gender identity, sexual orientation, religious and
spiritual beliefs, disability and ability, socioeconomic status, and national and
regional origin have received attention recently.

After promoting entry to nursing education programs across individuals with
varying backgrounds, enhancing the experience of members of underrepresented
groups in training, and when entering the practice field after graduation, as well as
offering high-quality, welcoming onboarding to nursing positions and ensuring
positive ongoing experiences within positions are all considered critical. Strategies
can include efforts to make sure about the opportunities to discuss both positive and
negative experiences with peers of similar backgrounds and engaging individuals
from underrepresented groups in planning outreach, recruitment, and retention
efforts.

Arguments for efforts to increase diversity in the nurse workforce generally
relate to the importance of having the workforce reflect the populations served by
nursing, in a manner that spans specialties and roles (and including education, man-
agement, and staff development). Above and beyond wanting to spread opportuni-
ties for stable and well-paying nursing work across various groups, patients,
families, and trainees need to see themselves and the groups they identify with
represented among those providing care to have confidence that they will be treated
with fairness and respect. Furthermore, workforce diversity enhances the likelihood
that the full range of points of view, needs, and experiences of various groups are
incorporated into care decisions regarding specific patients and families, as well as
policies at institutional and higher levels in the healthcare system.

Inevitably, nurses will routinely work with individuals, families, and communi-
ties with different characteristics and experiences from their own, even if efforts to
recruit and retain nursing staff from a diversity of backgrounds are successful. In
addition to the inclusion of relevant prelicensure and specialty education programs,
continuing professional development can also address cultural awareness and
humility (Foronda et al. 2016). Sometimes, contrasted with “cultural competence,”
avoiding stereotypes and having awareness and humility are often understood as
sensitivity to issues that might arise for people of different backgrounds within the
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healthcare system. Realizing that missteps are an important part of working with
differences and can be handled respectfully and non-defensively is essential.
Language training adapted to local needs and formal and informal methods for
building cultural fluency or familiarity with customs and realities in groups that
nurses come into frequent contact with can also be helpful. Building self-awareness
of the influence of a nurses’ background and history with encountering differences
and offering communication strategies for building trust and helping relationships
with people from different backgrounds are also crucial. Together, efforts to address
diversity issues will likely prove increasingly important with increasing awareness
of historical and current injustices and demographic trends worldwide.

Age and Generational Differences

Age or generation is not always included in diversity factors in discussions of the
nurse workforce. However, currently, in many countries, the nurse workforce spans
a wide range of ages (from early 20s to 70s or older). It includes at least four differ-
ent generations (i.e. distinct groups of individuals who were born within similar
timeframes and who therefore experienced major life milestones alongside a com-
mon set of historical events) (Christensen et al. 2018). The experiences of passing
from kindergarten through high school and higher education and nursing education
have been quite different across generations, as well as many aspects of personal,
family, and work-life. Conflicts can and do arise in the workplace as members of
these generations interact, especially when experiences with coworkers contrast
with expectations. The technology used in practice settings has increased markedly.
Nursing work’s relationship to health information technology, including medical
devices with digital interfaces, has created challenges for nurses from older genera-
tions (see Chap. 6). Younger nurses enter healthcare with different socialization and
much different preparation for their work and expectations of the workplace than
their older colleagues. They may find formality and deference in interactions that
peers, superiors, and patients from older age groups are accustomed to clashes with
their habits and inclinations. Attention to possible struggles and challenges nurses
of different age groups can encounter, the potential for conflict in work relation-
ships, and the need for continued professional development will continue to be
essential elements for ensuring that nurses can meet the clients’ needs and adapt to
accelerating changes ahead (Wolff et al. 2010).

Nurse Education and the Entry to Practice Debate

Nursing history in the United States is marked by (a) shifts in the institutions where
education to enter practice occurred (away from hospital diploma schools to junior
colleges and more recently from junior colleges to institutions offering 4-year and
higher degrees) and (b) progressive expansion of career opportunities for nurses that
require baccalaureate or higher degrees. It is beyond this chapter’s scope to explain
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the forces, the debates, and the implications of these movements in detail. However,
the continued move towards 4-year (baccalaureate) education as the preferred cre-
dential for entry to practice and considerable pressure on nurses educated at other
levels to earn a bachelor’s degree in nursing after initial licensure have been driven
by the quest to increase the nursing’s social standing and position in the healthcare
system (Goode et al. 2001; IOM 2011; Zittel et al. 2016). In the United States this
move has taken the form of changing licensure requirements through state-level leg-
islation, for instance, in New York (Menzik 2017). More commonly, formal or infor-
mal policies for preferentially hiring RNs with bachelor’s degrees at particular
institutions have been seen for quite some time. In other countries, moves to reform
preparation for nursing have addressed educational programs themselves (Clarke
and Patrician 2001). Whether the elevation of educational credentials required for
entry to nursing practice has been a positive force in promoting equality of opportu-
nity and achieving a diverse workforce is a complicated question. The geographical
distribution of bricks-and-mortar bachelor’s and higher level nursing education is not
uniform across the United States. Thus, inequities in higher education opportunities
can influence the shape of the nurse workforce, even in an increasingly digital era of
program delivery. Financial, physical, and digital access remain of concern. Also,
questions remain regarding elevating education requirements for generalist and
advanced nursing practice. Will higher requirements meet the public’s needs in a new
era of healthcare? Or is the move towards higher degree preparation a form of cre-
dential inflation that primarily benefits higher education institutions rather than stu-
dents and their families or society (Clarke 2016)? Suppose the practice field underuses
the knowledge and skills of nurses educated at the bachelor’s degree or higher levels.
What implications does this underutilization have for future jobs (numbers and posi-
tion types) and management strategies in the practice setting? The questions merit
consideration in designing educational programs moving forward.

Dealing with Impacts of Workforce-Related Regulatory Efforts
Such as Minimum Staffing Ratios

At a time of widespread nurse shortages, health system turbulence, and a refocusing
of attention on patient safety, policy advocacy in California led to the passage of
minimum staffing ratio legislation (AB 394) in 1999 that took effect in 2004 (Health
Facilities 1999). This legislation mandated the development of a set of staffing
guidelines for various hospital specialties through a negotiation process between
labor and management representatives, and ultimately led to implementing mini-
mum nurse-to-patient ratios in hospitals to be maintained at all times (Chapman
et al. 2009). There are two fundamental stances on staffing ratios. One stance is that
government regulation is essential to prevent managers and executives in hospitals
and other healthcare institutions from putting dangerously low staffing levels in
place that jeopardize patient and nurse safety. This argument draws on the mostly
correlational and cross-sectional research literature linking nurse staffing with
patient outcomes (Griffiths et al. 2016). The opposing stance is that staffing ratios
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are a blunt tool that constrains managers, executives, and staff unnecessarily while
creating needless expense. Staffing ratios can create unintended consequences like
the closure of units and even entire institutions and worsen working conditions for
nurses (Buerhaus 2010). The anti-ratio stance commonly references the subtleties
of the operations of different hospitals and units. There is no direct evidence of the
effectiveness of minimum ratios on patient safety in jurisdictions that have imple-
mented them (Serratt 2013).

In terms of the impact on the workforce, a few general statements can be made
about staffing regulations. The drafters of such regulations assume that a sufficient
number of nurses are available and willing to work for the wages on offer and that
healthcare organizations can afford these wages but need some inducement to do so
through the imposition of mandatory ratios (Gordon et al. 2008). Depending on the
gap between staffing levels in place and the levels required to meet ratios or condi-
tions, there is certainly the possibility that ratio legislation or requirements can
increase demand for nursing staff in a particular institution, region, or country (and
thus create shortages) (Buerhaus 2009; Douglas 2010). Also, adopting and enforc-
ing minimum staffing ratios might render specific regions more attractive and help
address recruitment and retention problems. If this turned out to be accurate, argu-
ably, ratio legislation could worsen shortages in non-ratio-regulated regions. It is
important to note that staffing ratios represent an understanding of healthcare facili-
ties’ operation, including models of care, at a particular point in time by those draft-
ing them. Ratios may force nurses and managers to adhere to staffing patterns that
are not practical or relevant for patient care in alternative settings or when technol-
ogy is used to guide or enhance the provision of services.

The Future of the Nurse Workforce

Despite many nursing practice traditions that have endured across time and coun-
tries, enormous and seemingly ever more rapid social, economic, and technological
changes continue to shape how nurses deliver interventions to patients. With these
changes have come shifts in both the nature of nursing work and the demand for
nurses as employees of healthcare organizations that are expected to continue into
the next years.

The various stakeholders in healthcare systems are faced with a nearly constant
set of dilemmas involving balancing costs against care quality and access to ser-
vices. Meeting public expectations regarding the availability of high-quality and
affordable services has been a growing challenge. Organizing healthcare workers
and resources in ways that address the complex nature of health is another chal-
lenge. For 50 years, there have been repeated calls for an increased emphasis on
enhancing health enhancement and disease prevention, as opposed to curative treat-
ments for preventable illnesses and long-term support for chronic diseases. There
have also been calls for a return to community-based (over institution-based) deliv-
ery of services. Indeed, over recent decades greater numbers of nurses have come to
work outside hospitals and inpatient institutions in special roles. In industrialized
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countries, many of these nurses also have graduate training (such as nurse practitio-
ners). They have taken on the provision of more and more services to promote well-
ness, prevent disease, and manage chronic illness complications.

Moving forward, as care affordability continues to be of great concern, govern-
ments and insurance carriers will look to care providers to take a more purposeful
and focused role in reducing illness burden and improving the efficiency of resource
use. Therefore, they will likely either expect or insist on greater use of technology
and changes in delivery methods. Nurses and the interventions they provide may
well have an expanded role in the healthcare system. The numbers of nursing posi-
tions may either grow or diminish, but the roles they perform will undoubtedly
change. Perhaps nurses will increasingly collaborate with lesser trained workers
and technicians (often in an arrangement involving delegation of responsibility for
tasks to non-nurses), as well as rely more heavily on technology and devote more
time to activities that require the full breadth and depth of their training. Collaboration
between professionals and nonprofessionals, at one time discussed chiefly in con-
nection with expanding access to care in emerging economies, may become increas-
ingly common across health professions and result in further task shifting of work
from other health professions to nursing and shifting work from nursing to techni-
cians and unlicensed workers of various types (WHO 2007; WHPA 2008).

Technology has already played an unquestionable part in the evolution of nurs-
ing roles over time. For instance, at one time, blood pressure measurement using a
cuff and stethoscope was restricted to physicians (Sandelowski 2000). Likewise, the
drawing of blood and insertion of IV catheters were off-limits to nurses—it is now
a standard part of US hospital nursing practice (although not necessarily interna-
tionally). In general, as new technologies emerge, professions tend to loosen their
hold on some older ones. Various types of point-of-care technologies have increas-
ingly made a wide array of assessments and therapeutic interventions possible and
affordable on a large scale and with great consistency (see Chap. 6 for an example
of intravenous pump integration into the electronic health record to improve care
and decrease errors). In recent years nurses have also been playing prominent roles
in helping individuals and families incorporate technologies in their daily lives as
they manage their health at home.

Over the years, various commentators have mused that nursing and other health
professions were likely immune from significant changes in demand related to tech-
nology or automation because of the need for direct observation, judgment, or face-
to-face human contact. Of course, robotic technology to assist with repetitive tasks
and improve precise manipulations in surgical settings has broken down some of
these assumptions. While not widespread in healthcare yet, the use of robots or
avatars to provide companionship or emotional support is no longer alien—it has
been operationalized in limited contexts (for example, see Chi et al. 2017). For
decades experts discussed the promise of information technology to improve the
quality and consistency of expert judgments; now, artificial intelligence (AI)
approaches are increasingly automating what had previously been seen as work
reserved for live humans acting in real time. Technology is changing the nature of
work performed by live humans across many fields, including healthcare (Jesuthasan
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and Boudreau 2018; Susskind and Susskind 2015). Reconsideration of the work of
nurses in light of these developments has only just begun.

An example of emerging technology, telehealth, was once assumed to be a fall-
back strategy for situations where limited numbers of trained professionals or
unworkable distances for face-to-face contacts rendered it impossible to provide
services any other way. Many assumptions about the safety or privacy of interac-
tions occurring at a distance have either been addressed or have faded. Telehealth
was already growing in 2018 (US DHHS 2019) before the COVID-19 crisis, with
one in three nurses indicating that telehealth technologies were in use in their work-
places. Telehealth has advanced rapidly as a healthcare delivery strategy in the cur-
rent COVID-19 pandemic (as of the writing of this chapter in 2020) (Brody 2020),
with cost considerations and patient preferences as well as practical constraints
driving its adoption.

In the next years, nurses may increasingly serve as initiators of service, trouble-
shooters of problems, and even designers of systems in which patients receive most
care in their own homes. The majority of services may be primarily delivered with
technology assistance or by nonprofessionals and technicians. Given that nursing
education emphasizes the delivery of direct care in institutional settings, rather than
the management and coordination of care in community settings, without signifi-
cant changes in nursing education and a willingness of clinicians and managers to
engage with the evolution of services and changing patient and health system expec-
tations, the deployment of individual nurses or nurses as a collective could decrease
significantly in the next years without action. Perhaps the most significant losses
patients and families would feel with a decreased presence of nurses in the health-
care system would be reduced expertise in and sensitivity to patients’ and families’
experience that nursing as a profession has historically brought to the delivery of
health services. A preferred future would see an evolution of nurses’ roles in line
with the patient and health system outcomes. The involvement of nurses in care
aims to foster healthcare system changes in the coming years to improve access,
affordability, and quality of care. Policy decisions at multiple levels regarding the
nurse workforce supported by data indicating which types of nursing involvement
are essential to patients will be necessary to ensure enough nurses with the proper
preparation to carry out their roles in a renewed system.
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