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Chair Sudders, Executive Director Seltz, and distinguished members of the Health Policy Commission’s Quality Improvement and Patient Protection Committee:   
My name is Joan Vitello, and I am the president of the Organization of Nurse Leaders (ONL), representing more than 700 nurse leaders from virtually all acute-care hospitals in the commonwealth and various practice and academic settings across Massachusetts and Rhode Island.  Collectively, our membership employs more than 40,000 nurses and health care workers.  ONL is a not-for-profit professional association committed to the advancement of professional nursing, promoting the delivery of quality patient care, and influencing the development of health policy.  I have been a registered nurse for over 38 years and I dedicated more than 20 of those years as a critical care nurse/specialist caring for intensive care patients and their families.  I also served as president of the American Association of Critical-Care Nurses (AACN).
On behalf of ONL, I appreciate the opportunity to present testimony regarding the implementation of nurse staffing ratios in the intensive care unit (ICU) as required under Chapter 155 of the Acts of 2014 (HB 4228, An Act Relative to Patient Limits in All Hospital Intensive Care Units).  I will address three specific issues that the Health Policy Commission (HPC) is responsible for promulgating regulations for implementation of the new law:  1. The formulation of acuity tools; 2. The methods of public reporting of staffing compliance; and 3. The identification of  three to five patient safety quality indicators that hospitals will measure and report. 
Patient Acuity Tools
The provision of care to all patients, but especially to patients in ICUs, is complex and fluid, requiring constant assessment and reassessment in real time to respond to rapidly changing patient care needs. The dynamic nature of the ICU requires nurses in partnership with nurse leaders to use clinical judgment and critical thinking to rapidly and simultaneously consider the comprehensive factors that guide staffing decisions.  Each day in Massachusetts ICUs, the judgment of nurse managers is supplemented, but never supplanted, by acuity tools and patient classifications systems. These systems assist, but can never replace, a nurse manager’s ability to collaborate with the nursing team to assess the constantly changing landscape in the ICU, which includes changes in a patient’s status and the appropriate assignment of ICU nurses.  Under the new ICU nurse staffing law, hospitals in the commonwealth are required to use an acuity tool to determine patient acuity (that is, the intensity of nursing care required) to guide patient assignments in intensive care units. 
Based on a review of the applicable usage of the term “acuity system” by national provider associations, as well as by local providers, a common definition used by peer groups for the term “acuity system” is one that: “determines patient assignments by matching the level of patient need with appropriate nursing staff while taking into consideration the patient’s physical, mental, and social considerations, as well as nurse expertise and experience; which then matches a nurse to a patient or patients for the duration of the shift during the provision of nursing care.”  
An acuity tool must assess the severity, intensity, and complexity of patient care and translate this into quantifiable data or direct care hours.  Not all acuity tools currently on the market are the same and there is no “one-size-fits-all” acuity tool. What is most critical in choosing and implementing an acuity tool is ensuring that the tools’ methodology takes into consideration the multifactorial aspects of care, so that it can accurately align care requirements and staffing needs. 
There are currently many electronic patient classification systems, including:
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1. API Healthcare
2. Catalyst
3. Cerner Clarvia
4. Complexity Assessment & Monitoring to Ensure Optimal Outcomes (CAMEO)
5. CPSI
6. Heathland
7. Info/GRASP
8. InterQual
9. Kronos OptiLink
10. McKesson
11. MediTech
12. Quadramed
13. Siemens Healthcare


In addition to these systems, others are not electronic yet accomplish the same goals of aligning the assignment of competent nurses to patients. These include the NANN Acuity Tool based on National Association of Neonatal Guidelines and home grown hospital tools.
 
Another example of a non-electronic patient classification system used in Massachusetts is the “Synergy Model” developed and endorsed by the American Association of Critical-Care Nurses (AACN). This patient-centered model recognizes that optimal patient outcomes are achieved when there is synergy between the patient’s needs and the skills of the nurse providing care.  The critical feature of the model is that the patient’s needs drive nursing interventions and these interventions have a direct impact on the quality of patient care. 
At Boston Children’s Hospital, a team of nurse scientists, led by Dr. Patricia Hickey, RN is in the final stages of validating an acuity tool based on the Synergy Model. The work by Dr. Hickey and her team demonstrates a large step forward in translating this conceptual model into an acuity tool – an advance that will provide an additional piece of information for nurses at all levels to use in their critical thinking process of synergistically matching nurses to patients to promote optimal health outcomes.  
Acuity Tool Functional Requirements  
The functional requirements for any tool used in an inpatient setting must address many inputs for the patient (including age, physical and mental status, socioeconomic considerations, and co-morbidities, among many others), as well as inputs for the nursing staff (including education and experience), as well as the technology available in the ICU.
All of these factors must be assessed before making a decision on assigning one nurse to one or two patients (or in some cases, two or more nurses to one patient). 
In testimony submitted by the Massachusetts Nurses Association, the union suggested that there are 43 diagnoses that would require an automatic 1:1 assignment. This declaration is not supported by fact or current scholarship. A simple diagnosis – without recognition of a multitude of other factors relating to patient, nurses, and technology – can never drive staffing assignments.
ONL does not recommend any one particular patient classification system.  However, if an electronic system is chosen or developed by a hospital, we do recommend the following components and key regulatory considerations in developing the Acuity Tool requirements:
Content Validity and Reliability: Is the acuity tool constructed so that what it is attempting to track and measure is necessary information needed to arrive at a valid conclusion about a patient’s health status? Does the tool present reliable data over time?  
Staffing: Does the tool have the ability to define skill mix by staff member?  Does the tool support multiple levels of staff (ex. RN-1, RN-2, PCA, and NA). Can the tool support a variety of care areas and define the skills and experience of the caregivers? 
Acuity Classification: Does the tool classify manually from data entered by the nurse or is it done electronically based on clinical documentation in the Electronic Health Record (EHR)? 
Acuity Methodology:  Does the tool have the ability to adapt to multiple acuity methodologies and to customize for facility specifics if applicable? Does it use evidence based methodology to support all hospital departments if needed?  Most importantly does it interface with the hospitals already existing information technology platform? 
Reporting: Does the tool allow for real time classification or retrospective reporting? Are there management reports that can be scheduled and on demand? These tools should have the ability for productivity analysis, financial monitoring, classification accuracy, staffing analysis, and patient population trending.
Forecasting: The acuity tool must be able to produce customizable reports, real time dashboard predictive analytics and the ability to benchmark against national database. It must also include transparency for frontline staff.
Technical Requirements: If the hospital selects or develops an electronic tool, the following are needed to assure functionality of an acuity tool; 
1. Ability to integrate with Electronic Health Record
1. Ability to interface to other vendor Admission, Discharge and Transfer modules.
1. Ability to interface to other vendor staffing solution
1. Ability to interface with other vendor billing system
1. Ability to evolve as new technology becomes available
1. Ease of implementation
1. 24 hours system availability and technical support
1. No scheduled daily downtime
1. Provides test environment without impacting care environment
1. Provides training environment
1. Various levels of security for application access
1. Support organizational security and HIPPA requirements
1. Intuitive user interface, requiring minimal training
The Massachusetts Hospital Association recently conducted a survey of ICUs. Results showed that the majority of hospitals are currently not using an ICU acuity tool (44 out of 54).  These hospitals estimated that it could take 1-2 years to select/develop and implement a new acuity tool. Implementation of such a tool would also depend on the hospital allocating capital funds for its purchase and installation, as well as the ability of the vendor to meet the demand for the systems. Estimated implementation costs of acuity tools can vary widely depending on the size of the hospital, but in all cases the costs of such a tool are significant. The cost, timeline, and training required are important to keep in mind when drafting regulations governing the new ICU staffing law.   
Other considerations: The cost of purchasing and designing a system varies widely.  Hospitals plan capital budgets on an annual basis and all items are weighed based on the needs of clinical departments, age of existing equipment, new and improved technologies and planned clinical programs. The acuity system selected must also effectively interface with the hospitals information technology operating system. Time to fully implement could range from 1 to 2 years. 
The HPC and DPH should allow hospitals that have already adopted an acuity tool to be grandfathered in under its certification provisions. Specifically, hospitals that had an acuity tool in place as of September 28, 2014 should be allowed to report the type of tool currently in place for their ICUs, how it is being utilized within the hospital, and how staff input is considered using the tool to set staffing.
The HPC and DPH should also provide an appropriate phase-in period for hospitals to come into compliance, which would include the process of choosing, purchasing, and implementing an acuity tool. As outlined in the criteria above, it is not operationally feasible for a hospital to immediately choose and adopt a tool given current priorities and current federal and state reporting requirements. Therefore it is essential that any regulations provide the appropriate time for development and implementation of an acuity tool.  
Teamwork is a Key Component of ICU Care
Part of the complex care process in ICUs, which we hope the HPC’s regulations recognize, involves staff nurses and nurse managers working together cooperatively to deploy resources strategically. Over the course of just a few minutes, a patient’s condition may change, a physician may be tending to an ICU patient, a nurse may meet with a patient’s family members, or the population of the ICU may change. All of these events demand the participation of staff nurses and nurse managers – working separate and apart from an acuity system – to make rapid judgments to coordinate the care within an ICU.
Attached is the testimony of Beverly Siano, RN, Critical Care Nursing Director at Baystate Medical Center, providing her first-hand perspective on the importance of the partnership and collaboration between the ICU nurse and nurse manager in determining patient acuity, care needs, and assignments.  
This testimony underscores the importance of teamwork and the collaboration of nurse managers and staff nurses to engage in the decision-making process to appropriately staff an ICU.  It is important for HPC to clarify the role of the nurse manager when determining the development and implementation of an acuity tool in the ICU.  The law states; “the patient assignment for registered nurses shall be 1:1 or 1:2 depending on the stability of the patient as assessed by the acuity tool and by the staff nurses in the unit, including the nurse manager or nurse manager designee when needed to resolve a disagreement.”  This language reinforces the importance of collaboration and the nurse manager’s role in the decision-making process to determine appropriate staffing assignments or ratios.   
This choreographed flow of personnel and patients within an ICU is most often necessary when a staff nurse engages in non-direct patient care. “Non-direct patient care” includes but may not be limited to those times when staff nurses meet with a patient’s family members, “huddle” with other caregivers on the floor, assist as part of a rapid response team, or take personal breaks to eat, use the restroom, or take maternity breaks, etc.  Hospitals all have various strategies/plans to ensure the safety of ICU patients by working as a team, and with other clinicians, to make sure that during the time staff nurses are not at the bedside, patients still receive safe care. 
Reporting 
PatientCareLink is a joint collaborative initiative of the Massachusetts Hospital Association (MHA) and ONL. Hospitals submit projected staffing plans and augment with retrospective data to reflect actual staffing on a public website (www.patientcarelink.org) and have engaged in this transparent activity since 2006. ONL suggests semi-annual reporting. Because accurate, easy-to-adapt reporting templates already exist we believe the state should consider this existing option before embarking down a path that would lead to duplicative reporting. Unlike the recommendation by the MNA suggesting monthly reporting, this would be onerous and may require additional staffing resources to comply.  ANA-MA also recommended in their written testimony that the PatientCareLink platform be used for reporting.
Quality Indicators
Quality Indicators have been used extensively in the quality improvement of all Massachusetts hospitals. Many governmental agencies (both federal and state) commercial insurers, and accrediting groups all require reporting of quality measures that are often used to determine reimbursements to providers.  For instance, the Magnet Hospital designation requires outcome measures from The National Database of Nursing Quality Indicators (NDNQI) be used for initial and ongoing designation. The Hospital Compare website, as well as PatientCareLink.com, among other websites allows the public to view valid, credible quality information about the hospital in which they are seeking care. 
The three (3) indicators that are selected to fulfill the requirements of the ICU Staffing law must be relevant to all Intensive Care Units, regardless of specialty, hospital type (quaternary, tertiary, community, or critical access), or geographical location.
Testimony provided by Dr. Judith Shindul-Rothschild and endorsed by the MNA proposes measures that apply to only certain ICUs or patients. For example, MNA recommends a measure related to Postoperative Wound Dehiscence which applies only to patients in surgical ICUs. Another MNA-endorsed measure – Death Among Surgical Inpatients with Serious Treatable Complications – is also limited to surgical patients.  A third MNA-endorsed measure – Poor Glycemic Control – is being removed from the Hospital-Acquired Condition (HAC) measure set.
ONL believes that quality indicators should be evidence-based and be vetted and endorsed by national patient safety alliances. Measure sets do not merely inform the public but allow providers to gauge their performance against their peers. By using nationally accredited measures, Massachusetts hospitals can compare themselves not only to their peers in the Commonwealth but to those in other states across the U.S.
ONL therefore suggests the following three quality indicators:
· Central line-associated Blood Stream Infection (CLABSI), reported to the Centers for Disease Control and Prevention National Healthcare Safety Network (NHSN): NQF Measure # 0139
· Pressure Ulcer Prevalence (hospital acquired), reported to the Department of Public Health: NQF Measure # 0201
· Catheter-associated Urinary Tract Infection (CAUTI), reported to the Centers for Disease Control and Prevention National Healthcare Safety Network (NHSN): NQF Measure # 0138
Adult ICUs vs Neonatal ICUs (NICUs)
ONL believes that Ch. 155 does not apply to Neonatal or Newborn Intensive Care Units (NICU). Provided below is an explanation of the differences between adult ICUs and NICUs so that the HPC can appreciate why this law does not apply. 
There are only 10 NICUs in Massachusetts, with six located in the Boston area and four units spread out across the rest of the state.  Because of the low number of NICUs, transfers of patients between hospitals are much rarer than transfer of adult ICU patients, which affects the staffing of NICUs. Given the limited number of NICU beds, each NICU employs multiple strategies to ensure that each infant and their family receive the appropriate nursing care. 
Unlike an Adult Intensive Care Unit, NICU’s cannot divert patients to an alternative hospital if the NICU census is high, if there was a sick call, or unplanned absence for a shift.  When there is an unscheduled event in the NICU, the limited availability of these types of beds becomes serious. Examples include a mother who presents with the “flu” but is actually in premature labor with twins – or babies who have complications from delivery due to their mothers’ uncontrolled blood sugars – or a baby born to a mother who had recently used heroin and experienced a placental abruption where blood supply to the baby has stopped.  Due to the low number of available NICUs, hospitals with NICUs cannot accurately project the staffing needs as admissions can fluctuate from no new admissions to six admissions in a shift.  
Although potential admissions to NICUs from Labor and Delivery are assessed regularly day and night, there are many times when a term infant has difficulty during labor, delivery, or transition to extra-uterine life and requires a NICU level of care. This means that if there is an emergency at birth for a newborn, the NICU team responds regardless of the census in the NICU at that moment. This poses challenges regarding the staff nurse to patient assignments during the admission of an infant, as the process may require help from multiple nurses who are already assigned two patients. 
The HPC must acknowledge the different circumstances that apply to a NICU. While all ICUs have inherent potential for surges in patient volume and rapid changes in patient status, certain circumstances and staffing of NICUs make it vastly different from other ICUs. Specifically, NICU nurses are highly specialized and trained above and beyond traditional ICU nurses. Bringing in a nurse not trained to work in a NICU would be more risky than situations where staffing and resources may be flexed and realigned to meet the immediate needs of critically ill newborns. Because there are only a few NICUs across the state, there is a limited volume of trained NICU staff; also because there’s a low number of NICUs, hospitals cannot maintain skilled float pool like in other ICUs because the float nurses would not gain appreciable patient experience to keep their skills sharp. The alternative is constant monitoring patients and working with all staff involved to assure that each patient’s needs are met as they present. Close collaboration, partnership and teamwork are the keys to assuring that patient needs are met in the dynamic NICU environment. 
Certain circumstances exist in NICUs, separate and distinct from adult-care ICUs, which leads to ONL’s strong recommendation that NICUs be exempted from the ICU staffing law.  For example, one hospital admits all Late Pre Term Infants (LPTs) to the NICU for a 24-hour observation period.  (These infants, born between 35 and 36 weeks gestation, have higher risks for adverse outcomes, including hypothermia, hypoglycemia, respiratory compromise, hyperbilirubinemia (jaundice), etc.)  When admitted to the NICU, these LPTs’ acuity is such that they can be safely treated by a 1:3 assignment.  Because the hospital does not currently have any Level 1 or Level 2 beds, the NICU is the only place to safely care for these infants.
The hospital also has infants (full term) readmitted for very high hyperbilirubinemia levels requiring phototherapy and IV hydration.  Babies needing IVs do not go to the normal newborn nursery, so they are admitted to the NICU.  These infants can also be safely cared for in a 1:3 assignment.  The hospital’s lack of Level 1 and 2 beds plays into this scenario as well.
The hospital also has infants who have challenges with feeding and growing and who are treated in one care room in the NICU.  These babies, most often, are cared for with a 1:3 assignment. 
All of these scenarios speak to the necessity of not including NICUs under this law. 

In conclusion: Recommendations
1. Every hospital should select or develop an acuity tool that meets technical and clinical requirements for implementation according to determined uniform criteria. To assist the hospital in making its decision, a selection advisory committee should be established that includes staff nurses, nurse managers, physicians, informatisists, and quality assurance staff. Hospitals would seek input from the advisory committee before making its decision on selecting an acuity system.
2. The timeline for implementation should consider the availability of the selected system (vendor schedule) as well as the costs to purchase the system, including cost of training staff. Costs may also include additional personnel to monitor the system, compile data, and prepare reports. The recommended implementation timeline is between 1 and 2 years.
3. Quality indicators to be reported should apply to all hospital ICU’s, reflect indicators that are commonly reported, and allow benchmarking against national and local data sources.  ONL recommends the three specific quality indicators cited above. 
4. Reporting should be via PatientCareLink using the existing program with data reported every six months.
5. A mechanism for research should be established to determine the baseline requirements, to analyze the data to determine quality indicators and improved processes that result in quality care.
6. NICUs are exempted from the ICU staffing law.
As nurse leaders we are committed to providing the very best care for our patients and a work environment that provides nurses with workloads that are manageable and safe. Further, we support the principles of a healthy work environment that provides good communication between all levels of the nursing team, as published by the national tri-council of nursing (ANA, AONE, AACN and NLN).  Thank you for the opportunity to provide testimony to the Committee.  ONL looks forward to providing additional information as needed to the members of the Health Policy Commission.  
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