Research Review about Safe Nurse Staffing 
· Hospitals facing financial uncertainty have sought to reduce nurse staffing as a way to increase profitability. Over the last 20 years, hospital profits and CEO pay have grown to record levels while health care systems across the state are consolidating and invest more capital in for-profit subsidiaries and insurance operations.  As a result of restructuring and increasing attention to costs, many hospitals have chosen to decrease their overall labor pool.  According to the American Nurses Association (ANA) “massive reductions in nursing budgets combined with challenges presented by a growing nursing shortage have resulted in fewer nurses working longer hours and caring for sicker patients” (DPE Fact Sheet, 2016). Safe nurse-to-patient ratios saves lives, costly RN turnover rates, decreases adverse events, medical errors, morbidity and mortality, patient dissatisfaction, increased healthcare worker fatigue and burnout, lower readmissions and hospital scores on HCAHPS for value-based payment programs under Medicare and other payers;  thus ultimately saves money.   Lower patient-to-nurse staffing ratios have been significantly associated with higher rates of:

       
Hospital mortality, failure to rescue, cardiac arrest, hospital-acquired pneumonia, 

 respiratory failure, nosocomial infections, congestive heart failure, patient falls (with and without injury), pressure ulcers, hospital acquired infections, shock, urinary tract infections, medical complications, medical errors and accidental death. 
(Aiken, Sloane, et al., 2011; Archives of Internal Medicine, December, 2006); Cho, Chin, Kim, & Hong,( 2015); Cummings & Embleton, (2007); DPE Fact Sheet, 2016), Estabrooks, Midodzi, Cummings, Ricker, & Giovannetti, (2005); Kane, Shamiliyan, Mueller, Duval & Wilt, 2007); Needleman, Vuerhaus, Mattke, Steward, & Zelevinsky, (2002);  Needleman, Buerhaus, Stewart, Zelevinsky & Mattke, (2006); Nurses of Pennsylvania, September, 20o17);  Rafferty et al., (2007); Stalpers et al., (2015); Stanton, (2004).
Safe Nursing-to-Patient Ratios Saves Lives:
· The difference between 4:1 and 8:1 patient-to-nurse staffing ratios is approximately 5 additional deaths per 1,000 patient deaths (Aiken, Clarke, Sloan et al., 2002) 
· Patients on understaffed nursing units have a 6% higher mortality rate. This risk is higher within the first 5 days of admission (Needleman et al, 2011)

· Another study demonstrated that for every one additional patient added to a hospital staff nurse’s workload, there is an associated 7% increase in hospital mortality (Aiken, 2003).
· An increase of one RN FTE per 1000 patient days has been associated with a statistically significant 4.3% reduction in patient mortality (Harless & Mark, 2010).

· Higher nurse staffing levels prevent ICU readmission/return to OR in less severely ill post-operative cardiac surgical patients. Higher nurse staffing levels were also associated with lower inpatient mortality in post-operative cardiac surgical patients ( Diya, et al., 2012).
· A 10 percent increase in adequate staffing and resources is associated with 17 fewer deaths per 1,000 discharged patients (Science Daily, January 16, 2007)

· Minimum ratios can avert lawsuits and higher malpractice premiums that may follow increased mortality and morbidity cause by inadequate RN staffing.  One example was a family awarded $2.7 million after a patient death due to inadequate nurse staffing (ABC News, Jan. 2, 2006)

· Travel nurses to meet hospital needs cost hospitals at least 20 percent more than a nurse employee even when benefits are factored in, says Carol Bradley, chief nursing officer for California for Tenet Health System (USA Today, 2005)

· John Hopkins University researchers found that hospitals with fewer RNs in intensive care units at night incurred a 14 percent increase in costs (American Journal of Critical Care, November, 2001)

· A national study on the rate of death from cardiac arrest in hospitals found that the risk of death from cardiac arrest in the hospital is nearly 20 percent higher on the night shift where hospitals decrease the inpatient unit nurse-patient ratios at night (Peberdy, February 20, 2008)

· University of PA researchers led by Linda Aiken, RN, PhD, and directors of the Center for Health Outcomes and Policy Research at the University of Pennsylvania School of Nursing interviewed 22,000 RNs in California and two non-regulated staffing ratio states, Pennsylvania and New Jersey.  Their findings  published by Health Services Research documented that:

a. NJ hospitals would have 14% fewer patient deaths and PA 11% fewer deaths if they matched California’s 1:5 ratios in surgical units.

b. California RNs have far more time to spend with their patients and more of their hospitals have enough RNs on staff to provide quality of patient care.

c. The differences between CA and other states like PA and NJ is two fewer patients on average in general surgery. 
· A study team, led by Linda Aiken at the University of Pennsylvania, compared survey data from a representative sample of almost 22,500 hospital staff nurses throughout California, New Jersey and Pennsylvania and used state hospital discharge databases to come up with its findings. The study reflects that, if the average nurse-to-patient ratios in the hospitals in New Jersey and Pennsylvania had been equivalent to the ratios in California, the states would have experienced 13.9% and 10.6% fewer surgical deaths during the study period, respectively (Aiken & al, 2010).  
Safe Nurse-to-Patient Ratios Saves Money by Decreasing Preventable and Adverse Events and Errors:

· Higher numbers of patients per nurse was strongly associated with administration of the wrong 

medication or dose, pressure ulcers, and patient falls with injury (Cho, Chin, Kim, & Hong, 2016).

· A meta-analysis conducted by Kane & al, (2007) concluded that higher RN staffing is associated with decreased risk of hospital-related mortality, hospital acquired pneumonia and other adverse patient outcomes. Overall, the majority of literature on nurse staffing and patient outcomes suggests that greater levels of nurses lead to overall better patient outcomes. (Donaldson & Shapiro, 2010)
· Patients with higher RN staffing levels were 68% less likely to acquire a preventable infection, according to a review of outcome data of 15,000 patients in 51 U.S. hospitals (McHugh et al, 2013)
· Cost effectiveness analysis from the institutional perspective comparing patient-to-nurse ratios from 8:1 to 4:1 were drawn from medical literature and the Bureau of Labor Statistics. Patient mortality and length of stay data for different ratios were based on 2 large hospital level studies.  Incremental cost-effectiveness was calculated and the results were that as a patient safety intervention, patient-to-nurse ratios are cost effective and in the range of other commonly accepted safety interventions (Rothberg, Abraham, Lindenauer & Rose (2005)

· Linda Aiken, who led a large study and directs the Center for Health Outcomes and Policy Research at the University of Pennsylvania, said improved nurse staffing likely could save many thousands a year nationally.  Aiken said the new study followed decades of research showing that patient outcomes were better when nurses cared for fewer patients (Philadelphia Inquirer, April 20, 2010
Safe Nurse-to-Patient Ratios Saves Money by Decreasing Time Spent in Critical Care and Patient Length of Stay (LOS):

· Hospitals that reduced nurse burnout by 30% had a total average of 6,239 fewer UTIs and SSIs, for an annual cost saving of up to $68 million. (Cimiotti, Aiken, Sloane & Wu, 2012)
· According to a 2007 study on safe staffing, an increase of one RN per patients was associated with a 24% reduction of patient time spent in ICU and 31% reductions in time spent in surgical units (Department for Professional Employees, 2016)

· Improved RN staffing ratios are associated with a reduction in hospital-related mortality, failure to rescue (FTR), and lengths of stay (LOS) (Agency for Healthcare and Quality, May, 2007).
· Increasing nurse staffing by just one hour per patient per day resulted in a 10% reduction in the incidence of hospital acquired pneumonia.  The average cost of treating hospital acquired pneumonia in 2003 was $28,000 per patient.  (Cho, March/April 2003)
Safe Nurse-to-Staffing Ratios Saves Money by Hospital Readmissions:
· The Affordable Care Act’s Hospital Readmissions Reduction Program (HRRP) penalizes hospitals based on excess readmission rates among Medicare beneficiaries.   The aim of the program is to reduce readmissions while aligning hospitals’ financial incentives with payers’ and patients’ quality goals.  Many evidence-based interventions that reduce readmissions are hindered by inadequate nursing staffing to carry out these processes of care.  Evidence suggest that hospitals that staff for manageable nurse workings such as higher levels of RN staffing have lower readmission rates and costs (McHugh, 2013; McHugh, Berez & Dylan, 2015, Kalish, Landstrom, & Williams, 2011).
· According to the New York State Nurses Association, safe staffing will help hospitals save money from re-admission penalties by Medicare.  About 86% of NY hospitals evaluated were financially penalized by Medicare for high re-admission rates.  In California, where Safe Staffing ratios are set by law, only 33% of hospitals had re-admissions penalty (New York State Nurses Association, 2015)
 Safe Nurse-to-Patient Ratios Saves Money by Costly Nursing Burnout, Turnover, Unfavorable Patient Outcomes, Patient Satisfaction and Vacancies

· Cost to replace a single nurse burned out by overwork from understaffing was in excess of $80,000/nurse in 2012 (Twibell & St. Pierre, 2012; Jones, 2008) 
· Adding one patient to a nurse’s workload increases the odds for readmission for heart attack by 9%, for heart failure by 7%, and for pneumonia by 6% (McHugh, 2013).
· A meta-analysis conducted by Kane and researchers (2007) concluded that higher RN staffing is associated with decreased risk of hospital-related mortality, hospital acquired pneumonia and other adverse patient outcomes. Overall, the majority of literature on nurse staffing and patient outcomes suggests that greater levels of nurses lead to overall better patient outcomes. Other relevant nurse staffing studies found a significant effect of higher nurse to patient ratios (Kane, 2007)
· A Federal Government study predicts that hospital nursing vacancies will reach 800,000 or 29 percent by 2020 while demand for nursing care is expected to grow by 40 percent.  The nursing shortage reflects career expectations, work attitudes and worker dissatisfaction (Stanton, 2004).

· Patients have higher acuity, yet the levels of hospital nurses staffing have declined. (Stanton, 2004).

· In August, 2012, approximately one-third of nurses reported an emotional exhaustion score of 27 or more, considered by medical standards to be “high burnout” (Cimiotti,, August, 2012)

· Based on the estimated replacement costs cited, if a hospital hired 100 nurses in a 12-month period and 30% of them quit, replacing those nurses would cost the facility $2,400,000! (Neese, 2016)

· Many RN’s complain that current workloads are causing burnout (described as symptoms of chronic fatigue, irritability, insomnia, headaches back pain, weight gain, anxiety, cardio-vascular disease, pain in bed, neck and shoulders, hypertension and depression (DPT – Fact Sheet, 2016)

· Rising patient volumes, higher patient acuity, and reduced resources lead to nurse burnout and fatigue, resulting in first year nurse turnover rates of approximately 30% and second year rates up to 57% (Twibell & St. Pierre, 2012).

· Safe staffing will only intensify as baby boomers age and the demand for health care services grows, making safe-staffing an ever-pressing concern. (DPE – Fact Sheet, 2016)
·  Given the importance of nurses in the overall delivery of healthcare, hospitals in markets with higher levels of competition must successfully recruit and retain nurses to achieve a competitive advantage over other hospitals in that market . This will have a significant positive effect on overall hospital financial performance. The results of this study indicate that better nursing work environment in hospitals could be an important factor for overall firm financial performance. (Everhart  & al, 2013). 

· RN understaffing in hospital intensive care units increase the risk of pneumonia and other preventable infections that can add thousands of dollars to the cost of care of hospital patients.

(Critical Care, July 19, 2007)

· Raising the proportion of RN’s by increasing RN staffing to match the top 25% best staffed hospitals would produce net short term cost saving of $242 million. (Health Affairs, January/February 2006).
· Not one California hospital closed because of ratio implementation. In California, hospital income rose dramatically after ratios were implemented, from $12.5 billion from 1994 to 2003, to more than $20.6 billion from 2004 to 2010 (Institute for Health & Socio-Economic Policy, New York State Nurses Association, 2015)
· Increased nurse staffing is a more cost effective tactic to improve patient care when compared to other interventions (Nursing Administration Quarterly, 2011)
· Nurse understaffing in hospital ICU’s increases the risk of infections like pneumonia, which not only lead to injury and death, but also cost the hospital a significant amount of money. Hospital-acquired pressure ulcers alone have been estimated to cost $8.5 billion per year (Agency for Healthcare Quality ad Research Pub. No. 04-0029, 2004) 
· Adding 133,000 RNs to the U.S. hospital workforce would produce medical savings estimated at $6.1 billion in reduced patient care costs (Medicare Care, January 2009)
· Even with the improved staffing required by the ratio law California hospitals netted over $4.4 billion in profit in 2010, according to data from the Office of Statewide Health Planning and Development.
· Nurse turnover contributes to higher organizational costs in the form of productivity losses and organizational inefficiencies that that result from staff instability and in the form of human capital losses that result when high-performing nurses leave and have to be replaced with alternate nurses with thousands of dollars spent in training with productivity losses.  Nurse turnover diverts leaders’ attention away from and consumes resources that could be directed to core business initiatives (and improved safe staffing ratios).  Several recent studies of nurse turnover costs suggest that nurse turnover contributes to greater organizational costs and that nurse turnover may compromise quality of care (Jones, 2008)
Survey of 1,000 Pennsylvania Bedside Nurses:

Over the last 20 years, hospital profits and CEO pay have grown to record levels while health care systems across the state are consolidating and invest more capital in for-profit subsidiaries and insurance operations.  Nurses and other health care professionals across the state are increasingly forced to do more with less.  This broken system views nursing and frontline care as a line item on a spreadsheet, disregarding nurses’ critical role in providing quality care.  Our broken system sees nurses as a cost, not a value.  This report compiles results of a survey of 1,000 Pennsylvania nurses who work in hospitals, schools, rehabilitation centers, long-term care and other facilities across the state who report that they have less input into how their work is done, are spending less time at the bedside and face chronic staffing shortages.
a. 94% of nurses say their facility does not have enough nursing staff

b. 95% report that they have been unable to provide best care as a result

c.
About 69% of nurse’s report that time spent bedside per shift has decreased over the past 5 years

d.
The ability to retain qualified nurses have fueled a crisis in patient care

e.
 87% report that staffing levels affecting patient care are getting worse

f. About 84% of nurses report that a high rate of turnover among nurses is a problem in their facility and about 79% report that since they began working at their present job, the rate of turnover has increased.

Nurses of Pennsylvania, (September, 2017).   
 http://www.nursesofpa.org/wp-content/uploads/2017/09/Nurses-of-Pa-Patient-Care-Crisis-Peport.pdf

https:www.ncbi.nlm.nih.gov/pub med/12387650
The Registered Nurse Staffing Act:

· Session 2, Article 1 of The Registered Nurse Staffing Act introduced to the United States Congress in 2013 and Senate 2014 states that research allows that patient safety in hospitals is directly proportionate to the number of registered nurses working in the hospital.  
· Session 2, Article 2 states that a 2011 study on nurse staffing and inpatient hospital mortality shows the sub-optimal nurse staffing is linked with a greater likelihood of patient death in the hospital.  
· Session 2, Article 5 states that a 2009 study demonstrated that improved patient satisfaction due to increased and appropriate nurse staffing is reflected on hospital scores on HCAHPS, which is a key measure for value-based payment programs under the Medicare program and used by other payers.  
· Session 2, Article 6 stated that registered nurses play a vital role in preventing patient care errors. A 2009 study found that sufficient staffing of critical care nurses can prevent adverse patient events, which can cost anywhere from $2,200,000 to $13,200.000.  By contrast the nurse staffing costs in the study time period were only $1,360,000.
· Session 2, Article 7 stated that higher nurse staffing also generates cost savings to payers, as demonstrated in a 2011 cost-benefit analysis that weighed registered nursing personnel costs against emergency department utilization after patient discharge from the hospital.

· Session 2, Article 8 stated that a 2012 study of Pennsylvania hospital shows that by reducing nurse burnout, which is attributed in part to poor nurse staffing, those hospital could prevent an estimated 4,160 infections with an associated savings of $41,000,000.  That study also found that for each additional patient assigned to a registered nurse for care, there is an incidence of roughly one additional catheter-acquired urinary tract infection per 1,000 patients or 1,351 infections per year, costing those hospitals as much as $1,100,000 annually
· Session 2, Article 9 describes that when hospitals employ insufficient numbers of nurses to take on multitudes of patient cases, there is a greater probability of developing health hazards and life-threatening situations.
· Session 2, Article 10 states that as a payer for inpatient and outpatient hospital services furnished to Medicare beneficiaries, the Federal Government has a compelling interest in ensuring the safety of these patients by requiring any hospital participating in the Medicare program to establish minimum safe staffing levels for registered nurses.
The Registered Nurse Safe Staffing Act of 2014 S.2353
In 2004 (and completed in 2008), the state of California became the first stated to pass legislation mandating minimum nurse-to-patient ratios.  A large research study’s findings compared to Pennsylvania and New Jersey have important implications beyond California.  Findings according to a 2010 study by researchers at the University of Pennsylvania (Aiken et al, 2010; DPE Fact Sheet, 2016)
· There was a substantial increase in the number of RNs staffing in California hospitals after law was passed and regulations implemented.
· Nurses receive 30 min breaks during workday (8-12hrs shifts) CA-58%; NJ-42%; PA-44%

· Nurses had enough staff to get their work done: CA-56%; NJ-40%; PA-44%

· California nurse staffing ratios resulted in lower likelihood of in-patient deaths within 30 days of hospital admission than NJ or PA (failing to properly respond to symptoms)

· California had 13.9% fewer surgical deaths than NJ and 10% fewer surgical deaths than PA.

· According to a 2007 study on safe staffing, an increase of one RN per patients was associated with a 24% reduction in time spent in ICU and 31% reductions in time spent in surgical units

· Conclusions: Hospital nurse staffing ratios mandated in California are associated with lower mortality and nurse outcome predictive of better nurse retention in California than in other states where they do not occur.
Over the last 20 years, hospital profits and CEO pay have grown to record levels while health care systems across the state are consolidating and invest more capital in for-profit subsidiaries and insurance operations.  Nurses and other health care professionals across the state are increasingly forced to do more with less.  This broken system views nursing and frontline care as a line item on a spreadsheet, disregarding nurses’ critical role in providing quality care.  Our broken system sees nurses as a cost, not a value.  This report compiles results of a survey of 1,000 Pennsylvania nurses who work in hospitals, schools, rehabilitation centers, long-term care and other facilities across the state who report that they have less input into how their work is done, are spending less time at the bedside and face chronic staffing shortages.  Below is a survey of 1,000 nurses across Pennsylvania which finds many of them concerned that “dangerous” staffing levels and high turnover are putting patient care at risk in the state. 
The report, "Breaking Point: Pennsylvania’s Patient Care Crisis," was undertaken by Nurses of Pennsylvania, a new nonprofit advocacy group calling for higher nurse-to-patient ratios, more training and other improvements in the field.
· Mortality increased by 7 percent for each additional patient added to a nurse's workload beyond a baseline of four patients.
· "As nurses, we take pride in buckling down and figuring out solutions at great speed, but there is only so far any one of us can stretch," said Jake Reese, a nurse in Scranton who serves on the nonprofit's board.
· "Giant corporations and multi-billion-dollar hospital systems are making decisions about care and care delivery farther and farther away from the bedside," Reese said. "This has to stop."
· According to the report, Pennsylvania is not experiencing a shortage of available nurses. Rather, it poses staffing decisions made by individual facilities regarding both nurses and support staff and making it more difficult to retain qualified nurses.
· It compiles the results of a survey of 1,000 nurses who work in hospitals, schools, rehabilitation facilities, long-term care and other settings across the state. The majority of respondents — approximately 64 percent — have been nurses for more than 15 years, while about 12 percent have been nurses for three to eight years.
· 51 percent of nurses report that their input on how things are done at work has decreased in the last five years.
·  About 69 percent of nurses say their time spent bedside per shift has decreased over the past five years.

·  94 percent of nurses report that their facility does not have enough nursing staff, and 87 percent report that staffing levels affecting patient care are getting worse.

· About 84 percent of nurses report that a high rate of turnover among nurses is a problem in their facility, and about 79 percent report that since they began working at their present job, the rate of turnover among nurses has increased...
·  Approximately 95 percent of nurses report they have experienced a situation where they felt incapable of providing the best care because of inadequate staffing.

· The report also cites a June 2015 study by the Pennsylvania Joint State Government Commission on professional bedside nursing which found that "nurse staffing in Pennsylvania hospitals is highly variable," and that the time nurses are able to spend with their patients has not kept up with national trends and best practices.
And the group is not alone in its views: 
· A 2015 report from the Pennsylvania’s Joint State Government Commission highlights the urgent need for ore nurses and legislated nurse-to-patient ratios.
· The Joint State Government Commission released its findings regarding the state of bedside nursing in Pennsylvania and the results are clear – not only is our state lagging behind the rest of the nation in numbers of registered nurses per patient, but we are sorely in need of public policy to regulate staffing.
· “Nurses have been working for years to implement safe, concrete nurse-to-patient ratios in our hospitals and other healthcare facilities,” said Nurse Alliance of SEIU Pennsylvania Director Deb Bonn, RN. “This report confirms our worst fears – that not only are out patients underserved by our current staffing levels, their lives may be in danger as a result”. 
· The commission’s study, “Professional Bedside Nursing in Pennsylvania: A Staff Study”, outlines the correlation between nursing staffing levels and patient outcomes, hospital-acquired infections, readmissions, falls, decreased patient satisfaction, nurses’ job dissatisfaction, burnout and workplace injuries.  The report goes on to cite California as a model of best practices when it comes to creating public policy.
· California is the only state that mandates minimum nurse-to-patient ratios by law and their residents are seeing the results”, said Bonn.  “Nurses in California log 10 hours of direct patient care per day as opposed to 7 hours here in Pennsylvania.  That is below the national average and it is our patients who suffer”.
· House Bill HB 1500 and , co-sponsored by State Representative Eugene DiGirolamo (R-18) and State Representative Adam Ravenstahl (D-20) and Senate Bill SB214 both a  bi-partisan effort that would set safe nurse-to-patient ratios for Pennsylvania facilities and allow them to be adjusted for acuity.  The Nurse Alliance, The Nurses of Pennsylvania and other PA. Organizations and unions have endorsed the legislation.
· Unlike similar staffing committees-based legislation HB1500 staffing ratios and SB214 would have enforceable measures, transparency in reporting staffing levels, and protections for nurses who would report poor staffing levels in their facilities. (Nurses of Pennsylvania, 2016, Myers, 2016)
·  The Pennsylvania State Nurses Association, a Harrisburg-based advocacy group, lists safe staffing as its top legislative priority. It's also listed as a primary concern by the Pennsylvania Association of Staff Nurses and Allied Professionals.

· Advocates would like to see Pennsylvania adopt an approach like California, which became the first state to legislate nurse-to-patient ratios in 2004.

· Fourteen states currently have laws or regulations governing nurse staffing, according to the American Nurses Association, including three of Pennsylvania's neighbors: New York, New Jersey and Ohio.
· Hundreds of local, state and national nursing groups supported by many non-nursing groups advocate for safe-staffing ratios.
Nurses of Pennsylvania and the Report from Pennsylvania’s Joint State Government Commission are among those calling for renewed efforts on that front. "We’re smack in the middle of a perfect storm. Nurse and support staff numbers are dwindling, public health emergencies like the opioid crisis are filling emergency departments, and meanwhile, nurses are burning out or leaving the field altogether," said Antoinette Kraus, board member of Nurses of Pennsylvania and executive director of the Pennsylvania Health Access Network. 
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