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Organizational Position 
 

The Georgia Nurses Association believes that registered nurses (RN) are the foundation 
to safe and effective patient care.  We believe safe staffing legislation using the Registered 
Nurses Safe Staffing Act's committee approach will result in decreased patient deaths, decreased 
adverse patient outcomes, reductions in medical errors and cost savings for facilities and payers 
in Georgia, as it has for other states.  Once legislation is in place, we further support mandated 
data reporting to validate policy outcomes.   
 
 

Background/Significance 
 Understanding and defining key terms is pertinent to comprehension of the issue. The 

following information pertains only to registered nurses (RNs) with the term RN and nurse being 
used interchangeably: 

• Nurse staffing ratios or nurse ratios are the number of patients assigned to a nurse per 
shift.  

• A minimum nurse ratio is the maximum number of patients a nurse can have. Generally, 
the higher the patient acuity, or the severity of the patient’s disease, the lower the 
minimum nurse ratio. Lower ratios are due to the need for more monitoring and 
interventions with more acute or critical patients.    

 
 Safe nurse staffing legislation are statutes or regulations that ensure adequate nurse 
staffing levels, balancing RN educational preparation, professional certification, and level of 
clinical experience with the number and capacity of available health care personnel, geography 
of a unit, and available technology; and the intensity, complexity, and stability of patients.  Safe 
staffing guidelines reduce the incidence of adverse patient outcomes, such as in hospital acquired 
infections, central line associated bloodstream infections (CLABSI), patient falls, and pressure 
ulcers 1 and has been shown to reduce hospital readmissions1.  
  A 2017 study reviewing 845 patients found that nurse staffing ratios were tied to survival 
rates;  Patients were more likely to survive when nurses followed a hospital-mandated patient-
nurse ratio2. In a large, retrospective study, evaluating data from a large tertiary academic 
medical center with nearly 200K admissions and 175K nursing shifts across 43 units, there was 
an association between increased mortality and increased length of shift (more than 8hours) or if 
the RN staffing was below the target level.  This same study also showed that that increased 
patient turnover was associated with increased mortality risk, even when overall staffing met the 
                                                 
1 Zhao, Y., Russell, D. J., Guthridge, S., Ramjan, M., Jones, M. P., Humphreys, J. S., & Wakerman, J. (2019). Costs 
and effects of higher turnover of nurses and Aboriginal health practitioners and higher use of short-term nurses in 
remote Australian primary care services: An observational cohort study. BMJ Open, 9(2), e023906. 
https://doi.org/10.1136/bmjopen-2018-023906 
2 Lee A, Cheung YSL, Joynt GM, Leung CCH, Wong WT, Gomersall CD. Are high nurse workload/staffing ratios 
associated with decreased survival in critically ill patients? A cohort study. Ann Intensive Care. 2017;7(1):46. 
doi:10.1186/s13613-017-0269-2 



target levels.  Overall, total nursing workload (not just patient-RN ratios) is linked to patient 
outcomes. 
 Nursing skill mix and training may also be linked to patient outcomes. One classic study 
showed lower inpatient mortality rates for a variety of surgical patients in hospitals with more 
highly educated nurses. This finding has resulted in calls for all nurses to have at least a 
baccalaureate education. Irrespective of educational level, the quality of nurses' on-the-job 
training may also play a role in patient outcomes3.  These outcomes have been duplicated in 
Britain as well.  In a study conducted in 46 general acute National Health Service (NHS) 
Hospitals, involving 2917 registered nurses working in 401 general medical/surgical wards 
showed that 86% of nurses had 'missed nursing care” episodes at least once in their previous 
shift.  Missed nursing care is a type of error when care elements are omitted and not completed.  
Also significant in this NHS study was the finding that the RNs patient load (based on number of 
patients assigned) was associated with the incidence of missed care episodes4. 
 Nurses play a critical role in patient care: from monitoring patients for sings of clinical 
deterioration, assuring patient safety through detecting errors and missed care opportunities and 
managing the system to assure patients receive high-quality care.  The body of evidence is clear 
that nurses cannot fully play their role in patient care if their patient ratios and shift lengths are 
excessive. 

 
Nurse Burnout and Turnover 
 
Nurse burnout is a subjective feeling of emotional exhaustion a nurse feels due to taking care 

of patients. Burnout is negatively associated with job performance, meaning the more burnout a 
nurse feels, the worse their job performance will be 2. The more overburdened a nurse is, 
generally, the more burnout they will feel5. In critical care, nurses suffer burnout due the amount 
of compassion fatigue and empathy a nurse may experience. Compassion fatigue is a broader 
term meaning the inability to empathize and feel compassion for an individual over time due to 
the frequency of hearing or experiencing traumatic cases. Compassion fatigue may include 
burnout as well as secondary traumatic stress, or hearing about the suffering’s of another person 
and feeling emotional stress6. As empathy is a core value of nursing, it is easy for nurses to 
suffer burnout when encountering many ill clients. Empathy is also at the core of nursing, but 
overextension can ultimately lead to pathogenic feelings of guilt, which can then lead to 
impaired wellbeing, burnout, and compassion fatigue 3. For nurses, being overburdened can 
cause mental and emotional health problems. 

Nurse burnout is positively associated with nurse turn-over 4. This means, the more burnout a 
nurse experiences, the more likely he/she is to leave their current position. Nurse burnout is 
negatively associated with patient outcomes as is low nurse retention rates 4.  Nurse burnout and 

                                                 
3 Aiken LH1, Clarke SP, Cheung RB, Sloane DM, Silber JH.  Educational levels of hospital nurses and surgical 
patient mortality.  JAMA. 2003 Sep 24;290(12):1617-23. 
4 Ball JE1, Murrells T, Rafferty AM, Morrow E, Griffiths P. 
Care left ‘undone’ during nursing shifts: associations with workload and perceived quality of care.  BMJ Qual Saf. 
2014 Feb;23(2):116-25. doi: 10.1136/bmjqs-2012-001767. Epub 2013 Jul 29. 
5 The High Cost of Nurse Turnover. (2016, November 30). University of New Mexico. 
https://rnbsnonline.unm.edu/articles/high-cost-of-nurse-turnover.aspx 
6 Bhutani, J., Bhutani, S., Balhara, Y. P. S., & Kalra, S. (2012). Compassion Fatigue and Burnout Amongst 
Clinicians: A Medical Exploratory Study. Indian Journal of Psychological Medicine, 34(4), 332–337. 
https://doi.org/10.4103/0253-7176.108206 



nurse turnover are associated with negative patient outcomes and ultimately, increased costs to 
hospitals and other care facilities. Nurse burnout is also associated with increase in hospital 
acquired infections such as urinary tract infections (UTIs) and surgical site infections7. Patients 
requiring readmission may also result in lack of reimbursement due to failure to meet quality or 
readmission criteria set by payers (Medicare). According to multiple studies conducted, nurse 
turnover can cost a hospital from $37,700 to $58,400 per case, estimating that hospitals can lose 
between $5.2 to $8.1 million annually5. Similarly, higher nurse turnover rates are associated with 
higher hospitalization rates and higher average cost of healthcare1. One hospital that managed to 
reduce nurse burnout by 30%, ended up saving $68 million dollars annually, due to lower 
recruitment rates and preventing over 6,000 fewer infections7.   

Continuity of care is found to be associated with patient satisfaction, increased utilization of 
preventative services, as well as decreased hospitalizations and ER visits in patients8. If a nurse 
leaves her job, patients are at risk for negative outcomes and feeling dissatisfaction in the care 
they are receiving.  To prevent nurse burnout and turnover, facilities should consider strategies to 
increase job satisfaction and creating a team-oriented environment and enhancement of 
communication and mentoring of new graduate nurses. Similarly, nurses feel more job 
satisfaction when allowed more freedom in scheduling (self-scheduling) and patient workloads 
(staffing committees).   
 Currently, Georgia has no state statutes mandating safe staffing thresholds for nurses in 
any setting. A balanced approach to the development and implementation of unit-by-unit nurse 
staffing plans is needed to maximize patient safety and health outcomes. 
 

Current Legislative Landscape 
 

According to 42CFR 482.23(b), Medicare-certified hospitals are required to maintain 
adequate staffing of nursing personnel (RNs, LPNs) to provide adequate nursing care to patients. 
However, the statute’s language leaves much room for interpretation and offers little support for 
enforcement as no set definition of “adequate staffing of nursing personnel” is defined.  In 2017, 
H.R. 2392 and S.1063 were introduced in Congress,  requiring hospitals to submit a plan for 
nurse staffing and minimum number of nurse staffing ratios per unit to the Department of Health 
and Human Services (HHS) while recording actual staffing for each shift and unit (H.R. 2392, 
2017) (S. 1063, 2017). These bills did not gain traction during that congressional session.    

California is the only state with state mandated nurse to patient ratios. In 1999, California 
passed legislation to create minimum nurse staffing ratios for patients in hospitals, based on 
acuity and unit type9. For intensive care units (ICU), the nurse ratio is 1:2; 1:2 for the neonatal 
Intensive Care (NICU); 1:1 for the operating room (OR); 1:2 for the post anesthesia care unit 
(PACU); 1:4 for pediatric units; 1:4 for the emergency room (ER); 1:4 for a step down unit (as of 
                                                 
7 Cimiotti, J. P., Aiken, L. H., Sloane, D. M., & Wu, E. S. (2012). Nurse staffing, burnout, and health care–
associated infection. American Journal of Infection Control, 40(6), 486–490. 
https://doi.org/10.1016/j.ajic.2012.02.029 
8 Cabana, M. D., & Jee, S. H. (2004). Does continuity of care improve patient outcomes? The Journal of Family 
Practice, 53(12), 974–980 
9 California RN Staffing Ratio Law. (2004, February 10). Retrieved April 6, 2019, from 
https://www.cga.ct.gov/2004/rpt/2004-r-0212.htm 
 
 
 

https://www.cga.ct.gov/2004/rpt/2004-r-0212.htm


2008, this was revised to 1:3); 1:6 for a medical-surgical unit (as of 2008, this was also revised to 
1:5); and 1:6 for a psychiatry unit. These ratios effect each shift an RN works.  
 Eleven other states have nurse staffing regulations, utilizing strategies such as staffing 
committees, public disclosure, or mandated ratios 5. Nevada, Texas, Ohio, Connecticut, 
Washington, and Illinois have state legislation requiring hospitals to have either staffing plans or 
committees to ensure safe nurse staffing. The District of Columbia had mandated ratios, but due 
to a critical nursing shortage, did not implement them10. Massachusetts state law mandates ratios 
for ICUs in acute-care hospitals, as a condition for state licensing by the Massachusetts 
Department of Public Health. The Massachusetts ratios are: ICU nurse ratio is 1:1 or 1:2 
depending on the acuity of patient, as determined by the staff on the unit, which may include the 
nurse manager. Minnesota, New York, Vermont, New Jersey, Rhode Island, and Illinois have 
legislation that mandates reporting and public disclosure of hospital nurse staffing ratios and the 
patient outcomes,  such as patient pressure ulcers, falls, and medication errors 5. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
10 Health Law & Policy Brief. (2013, February 26). Competing Nurse Ratio Laws Face Off in D.C. HEALTH LAW 
& POLICY BRIEF. http://www.healthlawpolicy.org/dc-nurse-ratio-laws 



Table 1: Current State-level Safe Staffing Statutes: 
       
State Bill # Year 

passed 
Mandated 
ratios 
(Y/N) 

Ratio 
provisions 

Staffing 
committee 
(Y/N) 

Committee 
provisions 

Other details 

CA 39411 1999, 
amend
ed 
2008 

Y 1:1 OR 
1:2 NICU, 
ICU, PACU 
1:3 step 
down units 
1:4 ER, 
Pediatric 
units 
1:5 Med-surg 
units 
1:6 
psychiatric 
units 
 

   

OR 441.166
12 
 

2001, 
amend
ed 
2015 

N none Y Requires hospital to 
develop hospital-
wide staffing plans 
for nursing. The 
plan must include 
the number, 
qualifications, and 
categories of 
nursing staff 
needed for every 
unit and be 
developed by a 
committee 
composed of 50% 
hospital managers 
and 50% direct care 
RNs. 

In 2015, amended to 
include hospitals must 
keep records to verify 
compliance and post the 
staffing law 
requirements and a 
phone number to report 
violations. Hospitals 
audited every 3 years. 

IL 210 
ILCS13 

2003 N  N Issues hospital 
report cards which 
report patient 
outcomes, nurse 
staffing plans, and 
orientation and 
training of 
hospitals. 
In 2007, new 
statute added that 
requires committee 
composed of 50% 
direct care RNs to 
help contribute to 

 



                                                 
11 New Jersey State. (n.d.). New Jersey Legislature. Retrieved October 30, 2019, from https://www.njleg.state.nj.us/ 
12 Oregon State Legislature. (n.d.). Oregon State Legislature. Retrieved October 30, 2019, from 
https://www.oregonlegislature.gov/ 
13 Illinois State. (n.d.). Illinois General Assembly Home Page. Retrieved October 30, 2019, from 
http://www.ilga.gov/ 
14 New Jersey State. (n.d.). New Jersey Legislature. Retrieved October 30, 2019, from https://www.njleg.state.nj.us/ 
15 Rhode Island State. (n.d.). State of Rhode Island General Assembly. Retrieved October 30, 2019, from State of 
Rhode Island General Assembly website: http://www.rilin.state.ri.us/Pages/Default.aspx 
16 Connecticut State. (n.d.). Connecticut General Assembly. Retrieved October 30, 2019, from Connecticut General 
Assembly website: https://www.cga.ct.gov 
17 Ohio State. (n.d.). The Ohio Legislature. Retrieved October 30, 2019, from https://www.legislature.ohio.gov/ 

the development of 
a hospital-wide 
staffing plan, 
taking into account 
the staff skill mix 
and need for 
different 
specialties. 

NJ P.L 
1971, 
c.13614 
 

2005 N  N n/a Requires hospitals or 
nursing facilities to post 
daily staffing 
information for each unit 
and shift to the 
Commissioner of Health 
and Senior Services. 

RI 23-17. 
17-815 

2005 N  N n/a Every hospital is 
required to annually 
submit core-staffing plan 
to the department of 
health in January. This 
plan must specify the 
patient care unit, each 
shift, and the number of 
nursing care staff (ie 
RNs, LPNs, CNs) that 
are assigned to provide 
direct patient care and 
the average number of 
patients. 

CT 590216 
 

2008 N none Y Hospitals must 
establish a hospital 
staffing committee 
with at least 50% 
direct care RNs to 
establish minimum 
skill ratios for each 
service. 

Starting July 1, 2009, 
hospitals will make 
nurse staffing plans 
available to the Dept.  of 
Public Health. 

OH 34617 
 

2008 N none Y Hospitals must 
have hospital wide 

 

https://www.njleg.state.nj.us/
https://www.oregonlegislature.gov/
http://www.ilga.gov/
https://www.njleg.state.nj.us/
http://www.rilin.state.ri.us/Pages/Default.aspx
https://www.cga.ct.gov/
https://www.legislature.ohio.gov/


                                                 
18 Washington State Legislature. (n.d.). Legislature Home. Retrieved October 30, 2019, from http://leg.wa.gov/ 
19 Nevada State. (n.d.). Nevada Legislature. Retrieved October 30, 2019, from https://www.leg.state.nv.us/ 

nursing  committee 
that includes: 
-  hospital chief of 
nursing (CNO) 
- 50% direct patient 
care RNs,  
representative of 
the type of care 
received in 
hospital. -  
Committee 
evaluates current 
nurse staffing plans 
and recommended 
staffing plan 
minimums for 
different services. 

WA RCW 7
0.41.42
018 

 

2008, 
amend
ed 
2017 

N none Y Hospitals must 
establish a 
committee with at 
least 50% direct 
care RNs which 
will help develop 
nurse staffing plans 
for each unit and 
shift based on 
patient care needs. 
In 2017, it was 
amended to include 
availability of other 
supporting 
personnel on unit to 
help ensure RNs 
get meal and rest 
breaks, as required 
by law. 

 

NV 12119 2009, 
amend
ed 
2013 

N none Y State law requires 
health care 
facilities establish a 
staffing committee 
with at least 50% 
direct care RNs to  
develop staffing 
plans with 
management. 

 

NY  2009 N none N n/a Requires hospitals to 
report nurse-patient 
ratios as well as adverse 

http://leg.wa.gov/
https://www.leg.state.nv.us/
http://app.leg.wa.gov/RCW/default.aspx?cite=70.41.420
http://app.leg.wa.gov/RCW/default.aspx?cite=70.41.420
http://app.leg.wa.gov/RCW/default.aspx?cite=70.41.420


 
Legislative Outcomes Analysis 

 
California passed legislation regarding mandatory minimum nurse staffing ratios in 1999, 

to be implemented by January 1, 2004. The aim of the legislation was to decrease surgical 
mortality, medical errors, and nurse burn-out 6. The initial consequence of the new legislation 
was the need to hire more RNs so as to increase time for direct patient care. To comply with the 
legislation, hospitals hired more RNs for their units, and RNs were able to increase the time they 
spent with their patients. On average, nurses were able to spend 30 more minutes per patient with 
patients due to mandated staff ratios 6. When analyzed over a decade, this was found to result in 
greater job satisfaction for nurses, but increased labor costs for hospitals with reductions in 
services offered, and mixed patient outcomes 7-9. According to a literature review of eight 
studies, three studies reported both positive and negative outcomes from the changes mandated 
                                                 
20 New York State Legislature. (n.d.). New York State Assembly. Retrieved October 30, 2019, from 
https://nyassembly.gov/ 
21 Texas State Legislature. (n.d.). Texas Legislature Online. Retrieved October 30, 2019, from 
https://capitol.texas.gov/ 
22 Minnesota State Legislature. (n.d.). Minnesota Legislature. Retrieved October 30, 2019, from 
https://www.leg.state.mn.us/ 
23 Vermont State Legislature. (n.d.). Vermont General Assembly. Retrieved October 30, 2019, from 
https://legislature.vermont.gov/ 

events caused by the 
ratios (ie bedsores, falls, 
medication errors) 20 

TX Texas 
Health 
and 
Safety 
Code 
Chapter 
25721 
 

2009 N none Y Requires  hospitals 
to create and 
enforce a written 
nurse staffing 
policy based on 
unit needs, skill 
mix, patient acuity i 
n a committee and 
protections for 
whistleblowers;  
prohibits 
mandatory 
overtime. 

 

MN  2013 N none N  Requires public 
disclosure of hospital 
staffing levels22 

MA MBL 
c.111, 
sec. 231 

2014 Y- partial 1:2 or 1:1 
ICU ratios 

N/A n/a  

VT  2016 N  N n/a Requires hospital 
reporting on nurse 
staffing with 
comparisons to 
benchmarks in industry. 
23 

https://nyassembly.gov/
https://capitol.texas.gov/
https://www.leg.state.mn.us/
https://legislature.vermont.gov/


by the California legislation24 and five of the eight studies reported no significant difference in 
patient outcomes25, 26. While there were some  benefits to patient outcomes by the mandated 
nurse ratios,  the anticipated patient care outcomes were not realized 9. However, these results 
may not be generalizable to other states, as California is a unique state due to its size, 
government, population demographics, and the state’s economic and regulatory environment. 
 In Massachusetts, the bill mandating ICU ratios was introduced in 2014. This bill did not 
have a significant effect on patient outcomes when patient mortality, complications or do-not-
resuscitate (DNR) orders were evaluated. Though there was a significant increase in nurse 
staffing and a decrease in patient-to-nurse ratios, this did little to change patient outcomes 10. 
 Due to difficulty in obtaining nurse metrics data and recent passing of policies and state 
statutes, there has not been much research done examining the effects of safe staffing laws on 
patient outcomes, nurse satisfaction, and hospital costs. However, a few state nurse’s 
associations provided information regarding the efficacy of such policies in their states. 
According to the state nurses’ association in Minnesota, the staffing law passed in 2013, 
regarding public disclosure of hospital staffing levels, has had little impact on changing patient 
outcomes and nurse satisfaction. This was thought to be largely due to having unclear 
requirements for what hospitals needed to report, leading some hospitals to include non-direct 
care worker hours into the total number of hours spent per patient27. 
 According to the state nurses’ association in Oregon, the staffing laws updated in 2015, 
greatly increased nurse satisfaction through the requirement of having direct-care nurses on 
staffing committees. Due to the proprietary nature of nursing data to evaluate outcomes of the 
staffing requirements, and hospitals’ disinclination to share such data, there is little data and 
research regarding the outcomes. According to a survey conducted by Oregon’s state nurses’ 
association, most RNs reported being satisfied with the outcome of the staffing law, with the 
suggestion that Oregon Health Authority follow-up with hospitals to determine compliance with 
the regulations as currently, there is little consequence to out of compliance.  Other suggestions 
from the survey included constructing stricter language to ensure managers do not work around 
the grey areas to ensure nurse safety28. 

Created in 2014, the Skilled Nursing Facility Value-Based Purchasing Program awarded 
several skilled nursing facilities across the nation financial bonuses and penalties that did not 
provide adequate care. According to data obtained through hospital payroll and Medicare 
reimbursement, care facilities with a greater number of RNs in their staffing had a reduced 
number of readmissions of residents into acute care hospitals 11.  
 
 
 
 
 
 
                                                 
24 Serratt T. California's nurse-to-patient ratios, Part 1: 8 years later, what do we know about nurse-level outcome? 
The Journal of nursing administration. 2013;43(9):475-480. 
25 Serratt T. California's nurse-to-patient ratios, part 2: 8 years later, what do we know about hospital level 
outcomes? The Journal of nursing administration. 2013;43(10):549-553. 
26 Serratt T. California's nurse-to-patient ratios, part 3: eight years later, what do we know about patient level 
outcomes? The Journal of nursing administration. 2013;43(11):581-585. 
27 C. Mortrud, personal communication, October 2, 2019 
28 M. Calzia, personal communication, November 7, 2019 



Recommendations 
 
 It is recommended that Georgia enact legislation that would mandate hospital staffing 
committees, with membership composed of at least 55% direct care RNs. This committee should 
be empowered to develop and implement the hospital’s staffing plan daily, under the direction of 
a chief nursing officer (CNO), or other nursing executive. The plan should include: 

• unit and shift specifics 
• the total number of patients and the patient characteristics 
• the correct skills mix of other personnel to ensure optimal patient care.  
The plan must be evaluated using nurse-sensitive indicators such as pressure ulcers, falls, 

medication errors, RN turnover, vacancy rates, RN satisfaction, and the costs of these factors on 
patients and hospitals. Statutory language should also include whistleblowing or reporting 
language to ensure compliance with the plan on each unit and in each organization, with 
protections for the staff who report such violations. Similarly, an anonymous reporting system 
should be considered for those who wish to report such violations, as an added protection. 
Compliance of such laws should be determined by random audits within an agency of the state 
government (Board of Nursing, Department of Health).  To further validate the outcomes of such 
legislation, a mandatory reporting system should be initiated for data collection and impact of 
such policies on patient outcomes, nurse satisfaction, and hospital costs and the fluctuations 
between states. 
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