








































































































Testimony of Alizia McMeyers , RN
Oversight – Intro. 396 - Safe Staffing ratios in Hospitals

Council Chambers-City Hall
June 24, 2019

My name is Alizia McMyers, I would like to thank committee chair Carlina Rivera as well as

Councilmembers Cabrera and Salamanca for their work on Resolution 396. I’m testifying in

support of Resolution 396 with amendments.

For the past 27 years, I have worked as a registered professional nurse. 22 of those 27 years

have been spent at H+H Harlem Hospital. I have risen through the ranks from staff nurse,

nursing supervisor, and now I am an accountable care manager. My background specializes in

critical care and emergency services. I have been on the front line as a direct care provider. I

am knowledgeable about the challenges many direct care RNs face. I am also the NYSNA

membership chairperson at H+H Harlem. I have the distinct privilege of welcoming and

orienting all newly hired RNs to H+H Harlem as a NYSNA member. I tell them about the

advantages of being an H+H nurse. I tell them that their experience here will take them

anywhere. I tell the nurses that this line of work is a labor of love and it can be extremely

rewarding.

I want to relay the recurring story of some of our new nurses. The cardiac care unit is a 6 bed

critical care unit. This unit is utilized for patients with severe heart conditions. They all require

continuous heart and rhythm monitoring. Some patients may require breathing tubes with

machines breathing for them. Some require tubes to pass urine from their kidneys. Most

patients require complex medications to control and or regulate their blood pressure or blood

sugar that can only be given via an IV pump while being monitored continuously. There are

times when a patient has a critical procedure being performed hourly such as filtering their

blood and urine or cooling down a body after their heart has stopped and been revived.

Critical patients are admitted into critical care units because they need intensive care and

monitoring.



This same cardiac care unit hired 3 new nurses within the past year. 1 of the nurses came to

me within 4 months and expressed her concern about staffing and working short. She

resigned. What could I say? I try to tell new nurses that we are striving for better outcomes.

The second nurse came to me 4 months after the 1st nurse resigned and stated that she too

was going to resign. She also expressed concerns about working from 7:30 am until 9pm or

10pm at night in order to document. She expressed her frustrations openly to me. As a new

person how would she take care of 1 – 3 patients? I actually convinced her to stay for another

month. She too felt overwhelmed, underappreciated, and too stressed to continue this

pattern. She resigned as well.

I am the membership chairperson at my institution. I orient members to the facility as a union

member in NYSNA. I also consistently speak to seasoned members within the facility. I have

never heard so many nurses talk about how difficult it is to provide the quality of care our

patients deserve. Nurses are tired of working in all the critical areas with 1-4 patients each. In

the Cardiac unit a nurse may find herself alone for 11.5 hours without a bathroom or meal

break. What do I tell them, it will get better? This is truly a labor of love. We need the City of

NY to express that same labor of love to the nurses, direct care professionals and the patients

we care for.

That is why I support and encourage the implementation of the amended version of

Resolution 396 which includes nurses and all direct care staff.



Testimony of Ari Moma, RN
Oversight – Intro. 396 - Safe Staffing ratios in Hospitals

Council Chambers-City Hall
June 24, 2019

Good Afternoon. My name is Ari Moma. I have been working as a registered nurse in the

Department of Psychiatry at Interfaith Hospital in Brooklyn for 23years.

Thank you to the Chair Carlina Rivera for highlighting this very important issue. I am testifying

in support of an amended Resolution 396 and support of Bill 1352.

Interfaith is a safety net hospital caring for vulnerable New Yorkers. There was a report on

Health Disparities in NYC published by the NYC Department of Health and Mental Hygiene.

According to this report Mental Health problems are, generally, more common among the poor

in Brooklyn.

For example, those with lowest income levels are 2 to 6 times more likely to experience serious

emotional distress than those with the highest incomes.

The “Safe Staffing for Quality Care Act" ensures that all acute care facilities and nursing homes

meet minimum safe staffing ratios and standards for nurses and other direct care staff.

This would greatly impact our Emergency Department where many of our inpatient population
are forced to wait for a bed to become available.

When psychiatric patients are forced to wait in the ED it becomes unmanageable. Many patients
have behaviors related with their mental health. Giving patients the appropriate attention is
difficult. It is an ongoing safety concern for nurses and direct care providers.

I support Bill 1352 for a local law in relation to conducting a study by the department of health
and mental hygiene on the causes of rising wait times in emergency rooms. I believe the
shortage on staffing has an impact on wait times.

In 2004 California passed their staffing law which required hospitals to institute minimum nurse
to patient ratios where studies have shown that nurses in California have reported improved
patient care outcomes and lower workplace injury rates. Workplace injuries on a Psychiatric
unit are common and enhance the issue of nurse shortages.

We need appropriate staffing levels for all direct care staff to ensure the safety of everyone on
the Psych unit. Our patient population need and deserve the addition.

What I spend my time doing for my patients differ depending on staff levels. We are usually
short staffed and it is our patients that suffer. We are unable to give them the time and attention
to detail that they require.



I support and encourage the implementation of an amended version of Resolution 396 which
includes all direct care staff ratios.



Testimony of Judy Sheridan Gonzales, RN
President, NYSNA Board of Directors
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Good Afternoon esteemed council members, speakers and observers.

My name is Judy Sheridan-González, president of NY State Nurses Association and an ER nurse
for over 35 years in the Bronx, the county with the worst health indices in NY State. Thus my
concerns are viscerally linked to my everyday experiences in caring for my community.

NYSNA’s support for Resolution 396 (with the suggested amendments) is built upon several
planes: clinical, moral and financial.

CLINICAL
Countless reputable scientific studies, anecdotal reports--and common sense--informs us that
patient outcomes, recovery and lives improve qualitatively and quantitatively when safe staffing
levels are ensured. A recent study, reported in Crains, evaluated 100,000 patients from 2007-
2012. The Columbia University researchers found that the risk for infection was 15% higher in
areas understaffed on all shifts.

Weakened by illness, trauma or surgery, patients can easily succumb to such infections—and die
from sepsis and system failure as a result. Medical errors are the third leading cause of mortality
in the United States with over 400,000 deaths reported annually—and many unreported. RNs
are single most effective mitigator of such errors—when we have enough staff (and therefore
time, energy and support to fully evaluate potential complications and errors).

So when we speak of safe staffing, we’re not talking about a backrub, we’re talking about saving
lives—perhaps the life of a member of your own family.

MORAL
Wealthy, well-insured patients are cared for in facilities and special so-called “amenities” units,
wherein adequate staff is provided., with superior outcomes. Poor patients in the same facility,
but with reduced staff, suffer worse outcomes. Staffing legislation would level the playing field—
remanding all hospitals to uphold the same standard via minimum nurse-patient ratios.

Safety net hospitals struggle to counter these obstacles, yetsome perform surprisingly well. The
Leapfrog Group reported in 2016 that the five NYC facilities with the highest ratings were in H &
H, which also serves a disproportionate number of uninsured, provides most mental health and
trauma care and serves as first responder and key promoter of the Public’s Health.

FINANCIAL
The myth of unspeakable costs associated with safe staffing is countered by multiple longitudinal
studies. A Dall study, published in Medical Care, estimated that adding 133,000 RNs to the U.S.
workforce—the number needed to achieve the 75th percentile—would produce savings of $6.1
billion.



Locally, H & H is far more cost-effective than the private hospitals--if analyzed comprehensively.
Hidden costs, built upon the co-dependency of the two structures, wherein NYC funds contracted
services and pays indirect subsidies to private systems--as well as provides hundreds of millions
in tax exemptions to them. Such data is elaborated in a 2017 White Paper by renowned
researchers Barbara Caress and James Parrott.

Safe staffing legislation, on any government level, would assist in creating a common ground
from which to evaluate the two systems’ efficiencies and functioning, in addition to providing
higher quality care across the board.

IN CONCLUSION
The passage of amended Resolution 396 will be one critical step in beginning to address the
health care crisis that plagues our communities and burns out compassionate caregivers who
only want to do one thing: give the best that we can to our most vulnerable communities.

THANK YOU.
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Good Afternoon. My name is Patricia James, I am an RN, at Kings County Hospital for 35 years

in the Maternal / Child Unit. I serve as Vice-President of the Executive Council of H+H and

Mayorals and as VP of the Local Bargaining Unit.

Thank you to Hospitals Committee Chair Carlina Rivera for holding today’s hearing on the

critical issue of safe staffing. I am testifying in support of an amended Resolution 396 and

support of Resolution 723.

In my specific area of work safe staffing is key to the well-being of mothers and families and to

all aspects of child birth. The optimum staffing level in this setting is one nurse for three mothers

and three babies, which accounts for a total of six patients. Presently, in some cases there are

five or six mothers and babies totaling ten to twelve patients per nurse, which is not advisable

for best practice of quality healthcare.

A critical aspect to all, is the serious increase in maternal and infant mortality rates. We need

safe staffing that protects patients and save lives. Safe staffing saves lives. Also of importance is

the need for direct care staff to assist mothers and babies at the bedside particularly in cases

after a undergoing a C-section. Direct care professionals help moms lift babies and provide other

necessary aide in the beginning days of motherhood.

NYC H&H is striving to be the premier mother/baby friendly Health system and Safe Staffing

helps us to get closer to our primary goal of creating a safe environment of overall health,

including: mother and family education such as breast feeding and components that create a

baby friendly environment.



We need safe staffing to ensure the best possible health care and outcomes for our patients.

Evidence has shown that adequate staffing is the correct number of nurses scheduled for the

number of patients, based on area of specialization and acuity. This leads to better outcomes

for patients and our community, including lower mortality rates, fewer readmissions, fewer

incidents of harm occurring while in the hospital and better quality of care.

Safe staffing is also better for nurses and the hospitals, because it causes (1) Better revenue

earnings (2) Higher HCAPHS scores, how patients rate the care they receive (3) Good Patient

satisfaction (4) Good Staff outcomes, with less stress and burnout and (5) Better staff retention.

But the most important thing is that safe staffing saves lives.

Safe staffing of nurses and direct care professionals lends itself to more patient education, which

may lead to good self-management of chronic conditions, decreased emergency room visits,

increased compliance to clinic appointments and adherence to taking their medications,

required diets, exercise and rest. These can all lead to a better quality of life and a healthier

community and may play a crucial role in decreasing maternal mortality.

That’s why I support Resolution 396 which includes nurses and direct care providers.

Thank you.



Testimony re: Safe Staffing to NYC Council Committee on Hospitals

My name is Mark Hannay and I am Director of Metro New York Health Care for All, a citywide
coalition of community groups and labor unions that advocates for universal health care and
strategic steps toward that goal. The New York State Nurses Association has long been a
member of our coalition’s Steering Committee.

We strongly support the establishment of staffing ratios for nurses in all hospitals and nursing
homes through legislation, regulation, and/or negotiated contracts between employers and their
workers’ unions, especially in our city’s public hospital system and in other in-patient facilities
with whom the City may contract. We are pleased to learn that the Council is poised to support
Safe Staffing and Quality Care Act (S.1032/Rivera, A.2954/Gunther) now before the New York
State Legislature, and we support the Council’s adoption of Resolution 396 introduced by
Councilmember Cabrera.

Our coalition’s core mission is having the city, state, and federal government, either individually
or collectively, assure health care for all New Yorkers, ideally through a universal public
program for all residents. However, even once comprehensive insurance coverage is in place,
that does not necessarily mean that needed services are available in one’s community, nor that
quality services are provided.

One of the key factors in assuring timely access to quality hospital care is appropriate levels of
clinical staff appropriate to a given department. Proper staffing also saves money for our overall
health care system, and prevents additional and unnecessary morbidity and mortality for
individual patients, additional stress and burdens for their informal family caregivers, and
protects the public’s health.

While the oversight of our city’s hospitals and nursing homes primarily lies with state
government, local City government also has a leadership role to play. It can set proper standards
for our city’s public hospitals and use them as a prime example that the standards proposed by
the Safe Staffing and Quality Care Act are feasible, economic, and effective. Further, it can
require all health care facilities it contracts with to also adhere to the bill’s standards, since not
all New Yorkers receive services solely from public hospitals.

Thank you for the opportunity for us to speak with you about this matter, and we thank you for
the Council and your Committee taking up this issue and your leadership on it.
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Good Afternoon. My name is Jalisa Saud. I am a nurse practitioner, a health

professional for 16 years. Eleven of those years were spent as a RN in the

Pediatric Department at Elmhurst Hospital in Queens.

Thank you Chair Carlina Rivera as well Councilmembers Cabrera and Salamanca

for today’s hearing and for their important work on this issue that greatly impacts

New York City patients. I am testifying in support of an amended Resolution 396

and support of Resolution 723.

When I worked as a Pediatric Nurse caring for our most vulnerable population, our

patients ranged from 7 days old to 17 years old. They all had different needs and

concerns related to their health. We need time to inform and educate parents.

Primary prevention visits should be 30 minutes. Our patient load is so great the

most time we can spend with each patient is 15 minutes. Each patient then feels

rushed after a long wait. We see 20-24 patients in a 7 hour shift.

Nurses working in the Emergency Department care for 12-13 patients at a time.

The Pediatric ED patients have to be moved to the Peds Clinic for triage. This

practice became so common, that we were forced to set up our own triage space in

the pediatric clinic. I remember in the middle of flu season there was a school bus

accident full of patients we had to triage. When we triage emergency patients,

patients who were previously in the clinic are forced to wait even longer. During

this time I worked 13 hour shifts for three days.



The “Safe Staffing for Quality Care Act," ensures that acute care facilities and

nursing homes meet appropriate minimum staffing ratios for nurses and direct care

staff, and that the New York City Council commits to pursuing the implementation

of minimum safe staffing ratios and standards in the NYC Health & Hospitals

system and in all other acute care hospitals and nursing homes that receive funding

from or contract to provide patient care services for the City of New York.

Safe staffing give new parents time for education, gives parents time to learn how

to care for sick children. Babies cannot speak or advocate for their own needs

improper parental care can lead to death and/illness. We are not begging for

money. We are begging to save lives. Sometimes I go home feeling helpless

thinking did I do a good job? There will always be excuses for the staffing shortage

and we must mandate safe staffing for the safety of all New York City patients.

That’s why I strongly support and encourage the implementation of an amended

version of Resolution 396 which includes all direct care staff ratios. I also support

Resolution 723.



Testimony of Mario Henry
Oversight – Safe Staffing ratios in Hospitals
Council Chambers-City Hall
June 24, 2019

Chairman Rivera, Members of the Committee on Hospitals, Council Members:

I am a senior citizen, a member of New York State Wide Senior Action Council,

and for these reasons a supporter of Resolution 396 with amendments. Senior

citizens by the very nature of their age spend more time in medical facilities.

Seniors are at greater risk for more frequent and more severe adverse reactions

to medications. Seniors are at greater risk of contracting pneumonia. They are

at greater risk of getting pressure sores. They are at greater risk of falls and

fractured bones.

They, more than any other age group need adequate numbers of nurses and

direct care providers present to monitor their conditions and alert Physicians

Assistants and Doctors to problems in a timely fashion. The periodic visit by a

Doctor or Physician’s Assistant will not be enough to assure a timely response to

an unanticipated change in a medical condition. By the time a Doctor or

Physician’s Assistant see a problem the senior might very well be dead. Nurses

are the first line of defense for patients and sometimes the difference between

life and death.

Senior citizens have a right to know that in their so called golden years they will

received proper care in a timely manner. Seniors have a right to know that when

they are most vulnerable they will not be neglected.

The New York State Nurses Association has shown, based on publicly available

documents, that the additional cost of adequately staffing medical facilities is not

prohibitive. The cost of adequately staffing would be only 1.25 % of the total

revenues of the New York State hospitals and only 6.25 % of the money hospitals

spend on none patient care.

I do not think that is too much to ask to avoid neglecting our senior citizens when

they are most vulnerable.
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Thank you for your attention to this very important issue, because safe staffing saves lives...
and if we all work together we can bring a higher standard of care to all New Yorkers.. and
save lives.

My name is Pat Kane and I am treasurer of the New York State Nurses Association. We are the
oldest association and union of nurses in the nation. I am here today speaking in support of
the amended Resolution 396.

I have worked at Staten Island University Hospital for 20 years.. most recently in the Operating
Room.

Just recently, Columbia released a study that supported safe staffing: the finding was that
there is an increase of 15% in infection rate at hospitals linked to nurse staffing. That is a very
substantial finding. We know from other peer reviewed studies that patient death rates are
tied to nurse staffing.

With minimum nurse-to-patient ratios we can save lives.

And we can keep experienced nurses on the job. That's how important staffing is to our
members.

What makes this city great is our commitment to equality.

Having a single standard of safe RN staffing ratios is ultimately about equality... equality of
care in acute hospitals.. public and private... so that ALL patients receive care from their
bedside nurses, working the front lines of care, that is the same.

What indicator of equality could be more meaningful? A care ratio linked to mortality rates!

But today, unfortunately, this fundamental equalizer of care governing the lives of New
Yorkers, is out of whack.

We must work together to change that.



And so we ask for your support of a resolution put forward today so that the legislature and
governor will hear your voice.

The voice of the New York City Council can be heard not just in Albany, but throughout the
country, that is how important is the role is of the New York City Council.

With a vote for this resolution you stand for equality.. fundamental equality... so that every
New Yorker, no matter his or her stature, wealth or position, will receive proper care from
hospital nurses working according to professionally-supported minimum nurse-to-patient
ratios in all our hospitals.

Thank you, again, for the opportunity to come before you.
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I am Dr. Carol Lynn Esposito. I am currently employed as the Director of Nursing Education, 

Practice and Research at the New York State Nurses Association. In that role, I conduct 

independent studies into the RN staffing levels in the 165 public and private sector hospitals and 

nursing homes around the state in which NYSNA represents nurses for collective bargaining 

purposes.   

Our overarching finding is that only 2 percent of those hospitals and nursing homes 

currently meet the proposed staffing requirements denoted in the Safe Staffing for Quality Care 

Act, and, additionally, only 4 percent meet contractually agreed-to staffing requirements.  NYSNA 

has found through its independent studies, through information received in negotiations hospital 

and nursing home employers, and through review of RN Protest of Assignment Forms filed by 

nurses in their workplaces that health care facilities consistently, deliberately and consciously 

understaff their patient care units, refrain from filling budgeted positions, and routinely post 

schedules with known “holes” in staffing levels. 

Presently, I'm sure you are all cognizant of the fact that hospitals and nursing homes in 

New York are generally required by current State law and regulation only to have “sufficient" 

staffing levels necessary to meet patient care needs, with no specified ratios or other concrete 

standards required,i though there are some mandatory minimum staffing standards in place for 

nurses or other care givers in specific clinical settings or types of hospital units.ii 
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Federal requirements regarding nurse staffing in hospitals and nursing homes are similarly 

lacking in concrete standards, requiring only that the facility provide sufficient staffing to meet the 

care needs of hospital patientsiii and nursing home residents.iv  

The lack of specific staffing standards specified in state and federal regulations comes 

despite voluminous research, much of it funded and/or conducted by the federal Centers for 

Medicare and Medicaid Services, showing that the quality of care and negative patient outcomes 

increase when nurses and other caregivers are assigned too many patients to care for.   

For example, an internal 2001 CMS study of nursing home staffing and its impact on 

patient care identified three staffing thresholds below which the quality of care of nursing home 

patients was found to suffer.  The study concluded that a minimum staffing threshold of 0.75 hours 

per resident day (45 minutes) for RNs, 0.55 hours per resident day for licensed vocational or 

practical nurses (LPNs/LVNs), 2.8 hours per resident day (2 hours, 48 minutes) for nursing 

aides/assistants (CNAs), for a total of 4.1 hours per resident day (4 hours, 6 minutes) of total 

nursing care was minimally required to avoid the most drastic patient outcomes.v Furthermore, 

according to more recent data from the federal Centers for Medicare and Medicaid Services, only 

49 of the 619 nursing homes in New York State — or 8 percent — now meet the staffing 

requirements recommended in the CMS study.  These studies indicate that from 2004 to the present 

day, 92 to 98 percent of our state’s nursing homes staff at levels where the quality of care for long-

stay residents was shown to result in adverse and negative patient outcomes.vi 

The relationships between staffing levels and quality of care have been studied empirically, 

with findings from numerous research studies over many decades.  Over the past 25 years, 

numerous research studies have documented the important relationship between nurse staffing 

levels, particularly RN staffing, and the outcomes of patient care.   

The benefits of higher staffing levels, especially RN staffing in acute care facilities, can 

include a reduction in patient deaths as evidenced by a research study published in the Journal of 

the American Medical Association (JAMA) that concluded that an estimated five additional deaths 

per one thousand patients will occur in hospitals that routinely staff with a 1:8 nurse to patient ratio 

compared to those staffing with a 1:4 nurse to patient ratio, and that the odds of patient death will 

be increased by 7% for each additional patient the nurse must care for at one time. Similarly, a 

study conducted in 2015 by Dr. Linda Aiken and published in the International Journal of Nursing 

Studies concluded that each additional patient per nurse was associated with a 5% increase in the 
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odds of patient death within 30 days of admission, and the odds of patient mortality are 50% lower 

in hospitals with better nurse work environments. In a third study conducted by Dr. Peberdy and 

published in JAMA, the researcher found that poor night shift staffing resulted in a 20% higher risk 

of death from cardiac arrest. 

The benefits of higher staffing levels, in long-term care facilities, include lower mortality rates; 

improved physical functioning; less antibiotic use; fewer pressure ulcers, fewer catheterized 

residents, fewer urinary tract infections; lower hospitalization rates; and less weight loss and 

dehydration.  

To explore the relationship between exposure to understaffed shifts and nurse-sensitive 

outcomes at the patient level, a study was conducted in 2014 by Dr. Diane Twig and was a 

secondary analysis of administrative data from a large acute care hospital in Western Australia. 

The sample included 36,529 patient admissions over a two-year period from October 2004–

November 2006.  Results of the study showed strong associations between low nurse staffing and 

increased surgical wound infection, urinary tract infection, pressure injuries, pneumonia, deep vein 

thrombosis, upper gastrointestinal bleed, sepsis, and physiological metabolic derangement. Other 

research studies show a strong correlation between low nurse staffing and increased patient falls, 

medication errors, shock, congestive heart failure, cardiac arrests, unit acquired pressure ulcers, 

central line blood infections, lengths of stay, and negative patient satisfaction scores. 

In a study published in 2011 in the New England Journal of Medicine, Dr. Jack Needleman 

found that risk of patient death increased 4% for each high-turnover shift to which a patient was 

exposed, and Dr. Matthew McHugh published research studies in 2013 that found that hospitals 

with higher nurse staffing had 25% lower odds of being penalized under the ACAs Hospital 

Readmission Reduction Program compared to otherwise similar hospitals with lower staffing, and 

that the consequences of low nurse staffing resulted in a 7% readmission rate for heart failure 

patients, a 9% readmission rate for myocardial infarction patients, and a 6% readmission rate for 

pneumonia patients for each additional patient added to a nurse’s assignment. And Dr. Stone 

reported in her research article published in the journal Medical Care that higher RN staffing levels 

were associated with a 68 percent less likelihood for a patient to acquire any kind of infection. Dr. 

Weisman reported in that same journal that a 10% increase in the number of patients assigned to a 

nurse leads to a 28% increase in adverse events overall. 
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In a study published by the AHRQ, Dr. Kane found that for every additional patient assigned 

to an RN, there is an associated 7% increased of hospital-acquired pneumonia, a 53% increase in 

respiratory failure, and a 17% increase in medical complications. 

Other research studies by Drs. Encinosa and Hellinger have shown a correlation between 

higher nurse staffing and lower operating costs of the healthcare providers. For example, a study 

published in the journal Health Services Research found that the large difference in calculations 

for medical error expenses might mean that interventions to increase patient safety - like adding 

more nursing staff - was more than cost effective. The study found that insurers paid an additional 

$28,218 (52 percent more) and an additional $19,480 (48 percent more) for surgery patients who 

experienced acute respiratory failure or post-operative infections, respectively, compared with 

patients who did not experience either error. The researchers concluded that preventing these and 

other preventable medical errors by investing in more nurses would reduce loss of life and could 

reduce healthcare costs by as much as 30 percent. 

Similarly, in a study conducted by Dr. Mark and published in the Journal of Healthcare 

Finance, the researcher found that increased staffing of RNs does not significantly reduce a 

hospital’s profit margins, even if it does boost the hospital’s operating costs. Indeed, the National 

Institute of Health and other researchers have reported significant savings are reaped from the 

reduction in recruitment and retention of RN staff who suffer from burnout, lowered patient lengths 

of stay, reduced legal and malpractice costs resulting from avoidable patient injuries, increased 

staff productivity due to increased staff satisfaction scores and lowered workplace injuries and 

fatigue, and increased hospital reimbursements due to increased patient satisfaction scores and 

hospital quality ratings. 

For these, and many other reported reasons rooted in sound research studiesvii, it is imperative 

that hospitals and long-term care facilities in New York City and across the state ensure adequate 

nursing coverage for all patients. Nurses are the vanguard of public health, and improving the 

quality of care in NY’s acute care hospitals and nursing homes by instituting mandated nurse to 

patient ratios would not only facilitate nursing’s social and ethical imperatives of patient 

autonomy, justice, equal access to healthcare, it would also ensure the health and ultimate 

productivity of our state’s and our nation’s populace. 

Accordingly, we ask the NYC Council to call upon the NYS legislature to pass, and the 

governor to enact, the Safe Staffing for Quality Care Actviii and thus ensure that all acute care 
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facilities and nursing homes meet minimum safe staffing ratios and standards for nurses and other 

direct care staff.  

We further ask that the City of New York to consider pursuing similar local legislation 

requiring the NY City Health + Hospitals system and other providers receiving funding from, or 

contracting to provide services for the City of New York to meet equivalent minimum staffing 

requirements. 

The council should enact amended Resolution No. 396.  

 

 

 

 

i 10 N.Y.C.R.R. Section 405.5 requires the following general staffing and patient care standards that are applicable in all 

hospitals: 

 There shall be a director of nursing services who is a licensed RN; 

 RNs, LPNs and other personnel shall be employed in sufficient numbers “to provide nursing care to all patients as 
needed;” 

 Supervisory and staff personnel shall be provided “for each department or nursing unit to ensure, when needed 
in accordance with generally accepted standards of nursing practice, the immediate availability of a registered 
professional nurse for bedside care of any patient;” 

 The nursing service shall “monitor and evaluate the quality and appropriateness of patient care and the 
resolution of identified problems.” 

 
It is readily apparent that these staffing standards leave almost total discretion to the hospital management to determine what 
it considers to be the level of nursing care needed by its patients and what it means to have a registered professional nurse 
immediately available for the bedside care of any patient.  This purely subject standards leads to wide variations in the level of 
nursing and other caregiver personnel available within hospital units, shifts and time periods.  It also leads to wide variations in 
the level of care received in different hospitals and communities.  This immediately poses serious questions.  Is it fair or justified 
for patients with similar diagnoses and needs within a hospital or in different hospitals or communities to receive higher levels 
of care than others?  What is the justification for stratified levels of care, beyond sheer luck, availability of more resources or 
ability of the patient to pay? 
 
ii Examples of types of units or services for which concrete minimum nurse staffing are established under state law and 
regulations include the following: 

 10 N.Y.C.R.R. Section 405.22(b) requires pediatric intensive care units to maintain one in-house physician on a 24/7 
basis, a qualified physician, physician assistant or nurse practitioner assigned to the unit on a 24/7 basis, an attending 
physician exercising oversight of the unit, and that the hospital “shall provide registered professional nursing staff 
sufficient to meet critically ill or injured pediatric patient needs, ensure patient safety and provide quality care;” 

 10 N.Y.C.R.R. Section 405.22(d) establishes minimum nurse-to-patient ratios for burn units,  requiring one registered 
nurse for every two intensive care burn patients at all times and one registered nurse for every three non-intensive 
care burn patients at all times;  

 10 N.Y.C.R.R. Section 405.31(p)(5) establishes minimum nurse-to-patient ratios for liver transplantation services, 
requiring one registered nurse for every two ICU/PACU patients and one registered nurse for every four non-
ICU/PACU patients; 

  10 N.Y.C.R.R. Section 405.19(d)(2) establishes minimum nurse staffing levels in emergency services facilities which 
require one supervising RN to be present on the unit on a 24 hour basis and additional registered nurses depending 
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on the average volume of patients, with at least 1 RN if the average ER census is 25 or less, an additional RN if the 
average census is more than 25, and “as patient volume and intensity increases, the total number of available 
registered professional nurses shall also be increased to meet patient care needs;” 

 10 N.Y.C.R.R. Section 405.18(d) requires that spinal cord injury programs have at least one registered nurse available 
and assigned to the unit at all times;  

 10 N.Y.C.R.R. Section 405.21 requires that perinatal services units that each maternity patient “when present in a 
labor, delivery, birthing room or birthing center shall be under the care of a registered professional nurse available in 
accordance with the patient’s needs” (See also: 10 N.Y.C.R.R. Section 721.7, which requires that nursing care for all 
mothers and newborns be supervised by a registered nurse and that “assessment and monitoring activities shall 
remain the responsibility of a registered nurse or advanced practice nurse in obstetric-neonatal nursing, even when 
personnel with a mixture of skills are used;” 

 10 N.Y.C.R.R. Section 405.12 requires the operating room shall be supervised by a registered professional nurse or 
physician, that nursing personnel “shall be on duty in sufficient number for the surgical suite in accordance with the 
needs of patients and the complexity of services they are to receive,” and that a registered nurse be present as the 
circulating nurse in all operating rooms where surgery is being performed for the duration of the surgical procedure. 

 
Outside of these specific units or settings, the general, non-specific criterion of having enough nurses and other staff to meet 
patient care needs set forth in footnote 1 supra is the only applicable standard. 
 
iii Pursuant to 42 CFR § 482.23, in order for hospitals to qualify for and receive payment from CMS under the Medicare and 
Medicaid programs, only the following general, non-specific nursing standards must be complied with: 
 
“The hospital must have an organized nursing service that provides 24-hour nursing services. The nursing services must be 
furnished or supervised by a registered nurse.  
 

(a) Standard: Organization. The hospital must have a well-organized service with a plan of administrative authority 
and delineation of responsibilities for patient care. The director of the nursing service must be a licensed registered 
nurse. He or she is responsible for the operation of the service, including determining the types and numbers of 
nursing personnel and staff necessary to provide nursing care for all areas of the hospital.  
(b) Standard: Staffing and delivery of care. The nursing service must have adequate numbers of licensed registered 
nurses, licensed practical (vocational) nurses, and other personnel to provide nursing care to all patients as needed. 
There must be supervisory and staff personnel for each department or nursing unit to ensure, when needed, the 
immediate availability of a registered nurse for bedside care of any patient.  

(1) The hospital must provide 24-hour nursing services furnished or supervised by a registered nurse, and 
have a licensed practical nurse or registered nurse on duty at all times, except for rural hospitals that have 
in effect a 24-hour nursing waiver granted under § 488.54(c) of this chapter.  
(2) The nursing service must have a procedure to ensure that hospital nursing personnel for whom licensure 
is required have valid and current licensure.  
(3) A registered nurse must supervise and evaluate the nursing care for each patient.  
(4) The hospital must ensure that the nursing staff develops, and keeps current, a nursing care plan for each 
patient. The nursing care plan may be part of an interdisciplinary care plan.  
(5) A registered nurse must assign the nursing care of each patient to other nursing personnel in accordance 
with the patient's needs and the specialized qualifications and competence of the nursing staff available.  
(6) Non-employee licensed nurses who are working in the hospital must adhere to the policies and 
procedures of the hospital. The director of nursing service must provide for the adequate supervision and 
evaluation of the clinical activities of non-employee nursing personnel which occur within the responsibility 
of the nursing service.” 
 

iv Pursuant to 42 CFR § 483.35 Nursing services, long term care facilities (nursing homes) must meet the following requirements 
to participate in Medicare and Medicaid programs: 
 
“The facility must have sufficient nursing staff with the appropriate competencies and skills sets to provide nursing and related 
services to assure resident safety and attain or maintain the highest practicable physical, mental, and psychosocial well-being of 
each resident, as determined by resident assessments and individual plans of care and considering the number, acuity and 
diagnoses of the facility's resident population in accordance with the facility assessment required at § 483.70(e).  
 

(a) Sufficient staff.  

https://www.law.cornell.edu/cfr/text/42/488.54#c
https://www.law.cornell.edu/cfr/text/42/483.70#e
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(1) The facility must provide services by sufficient numbers of each of the following types of personnel on a 
24-hour basis to provide nursing care to all residents in accordance with resident care plans:  

(i) Except when waived under paragraph (e) of this section, licensed nurses; and  
(ii) Other nursing personnel, including but not limited to nurse aides.  

(2) Except when waived under paragraph (c) of this section, the facility must designate a licensed nurse to 
serve as a charge nurse on each tour of duty.  
(3) The facility must ensure that licensed nurses have the specific competencies and skill sets necessary to 
care for residents' needs, as identified through resident assessments, and described in the plan of care.  
(4) Providing care includes but is not limited to assessing, evaluating, planning and implementing resident 
care plans and responding to resident's needs.  

(b) Registered nurse.  
(1) Except when waived under paragraph (e) or (f) of this section, the facility must use the services of a 
registered nurse for at least 8 consecutive hours a day, 7 days a week.  
(2) Except when waived under paragraph (e) or (f) of this section, the facility must designate a registered 
nurse to serve as the director of nursing on a full time basis.  
(3) The director of nursing may serve as a charge nurse only when the facility has an average daily 
occupancy of 60 or fewer residents…… 
 

(g) Nurse staffing information -  
(1) Data requirements. The facility must post the following information on a daily basis:  

(i) Facility name.  
(ii) The current date.  
(iii) The total number and the actual hours worked by the following categories of licensed and 
unlicensed nursing staff directly responsible for resident care per shift:  

(A) Registered nurses.  
(B) Licensed practical nurses or licensed vocational nurses (as defined under State law).  
(C) Certified nurse aides.  

(iv) Resident census.  
(2) Posting requirements.  

(i) The facility must post the nurse staffing data specified in paragraph (e)(1) of this section on a 
daily basis at the beginning of each shift.  
(ii) Data must be posted as follows:  

(A) Clear and readable format.  
(B) In a prominent place readily accessible to residents and visitors.  

(3) Public access to posted nurse staffing data. The facility must, upon oral or written request, make nurse 
staffing data available to the public for review at a cost not to exceed the community standard.  
(4) Facility data retention requirements. The facility must maintain the posted daily nurse staffing data for a 
minimum of 18 months, or as required by State law, whichever is greater.” 

 
v U.S. Centers for Medicare and Medicaid Services, Abt Associates Inc . Appropriateness of Minimum Nurse Staffing Ratios in 
Nursing Homes. Report to Congress: Phase II Final. Volumes I–III. Baltimore, MD: CMS; 2001 
 
vi Office of the Attorney General Medicaid Fraud Control Unit. (2006). Staffing Levels in New York Nursing Homes: Important 

Information for Making Choices. Retrieved from http://ag.ny.gov/sites/default/files/press-releases/archived/final.pdf.  
 
vii See the following additional studies relating to the effect of staffing on patient care, nurse productivity and working 

conditions and hospital financial performance: 

 Evidence Report/Technology Assessment Number 151 Nurse Staffing and Quality of Patient Care Prepared for: 
Agency for Healthcare Research and Quality U.S. Department of Health and Human Services, AHRQ Publication No. 
07-E005 March 2007, available at: https://archive.ahrq.gov/downloads/pub/evidence/pdf/nursestaff/nursestaff.pdf 

 Hospital Nurse Staffing and Quality of Care: Research in Action, Issue 14, Agency for Healthcare Research and Quality 
Pub. No. 04-0029, 2004, available at: 
https://archive.ahrq.gov/research/findings/factsheets/services/nursestaffing/nursestaff.pdf   

 Nurse-Staffing Levels and the Quality of Care in Hospitals, Needleman J., Buerhaus P., Mattke S., Stewart 
M. and Zelevinsky K., N Engl J Med 2002; 346:1715-1722, available at 
https://www.nejm.org/doi/pdf/10.1056/NEJMsa012247?articleTools=true  

 Hospital Nurse Staffing and Patient Mortality, Nurse Burnout, and Job Dissatisfaction 

https://www.law.cornell.edu/cfr/text/42/483.35#e
https://www.law.cornell.edu/cfr/text/42/483.35#c
https://www.law.cornell.edu/cfr/text/42/483.35#e_1
http://ag.ny.gov/sites/default/files/press-releases/archived/final.pdf
https://archive.ahrq.gov/downloads/pub/evidence/pdf/nursestaff/nursestaff.pdf
https://archive.ahrq.gov/research/findings/factsheets/services/nursestaffing/nursestaff.pdf
https://www.nejm.org/doi/pdf/10.1056/NEJMsa012247?articleTools=true
https://www.nejm.org/doi/pdf/10.1056/NEJMsa012247?articleTools=true
https://www.nejm.org/doi/pdf/10.1056/NEJMsa012247?articleTools=true
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Linda H. Aiken, PhD, RN; Sean P. Clarke, PhD, RN; Douglas M. Sloane, PhD; Julie Sochalski, PhD, RN; Jeffrey H. Silber, 
MD, PhD; JAMA. 2002; 288(16):1987-1993, available at: 
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-
links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-
click 

 Hospitals with higher nurse staffing had lower odds of readmissions than hospitals with lower staffing, Matthew 
McHugh, Julie Berez and Dylan Small, Health Affairs (Millwood), 2013 October; 32(10): 1740–1747; available at 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4315496/pdf/nihms657136.pdf 

 Quality and Cost Analysis of Nurse Staffing, Discharge Preparation, and Postdischarge Utilization, Marianne E. Weiss, 
Olga Yakusheva, and Kathleen L. Bobay, Health Services Research, 2011 Oct; 46(5): 1473–1494; available at 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3207188/pdf/hesr0046-1473.pdf  

 2019 National Health Care  Retention & RN Staffing Report, NSI Nursing Solutions, Inc., available at 
http://www.nsinursingsolutions.com/Files/assets/library/retention-
institute/2019%20National%20Health%20Care%20Retention%20Report.pdf  

 Cost Savings Associated with Increased Staffing in Acute Care Hospitals: Simulation Exercise, T. Shamliyan, et al, 
Nursing Econ 2009 Sep-Oct;27(5):302-14, 331; available at https://www.scopus.com/record/display.uri?eid=2-s2.0-
72449176945&origin=inward&txGid=5b38beef7ac45a75ff6728101f533c7e  

 Hospital Nurse Staffing and Patient Mortality, Nurse Burnout, and Job Dissatisfaction, Linda H. Aiken, PhD, RN; Sean P. 
Clarke, PhD, RN; Douglas M. Sloane, PhD; Julie Sochalski, PhD, RN; Jeffrey H. Silber, MD, PhD; JAMA. 2002; 
288(16):1987-1993, available at: 
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-
Links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-
click  

 California’s nurse-to-patient ratio law and occupational injury, J.P. Leigh, C.A. Markis, A. Iosif, P. Ramano, 
International Archives of Occupational and Environmental Health 2015:88(4)477-484. Available at 
http://link.springer.com/article/10.1007/s00420-014-0977-y  

 Keeping Patients Safe: Transforming the Work Environment of Nurses, Institute of Medicine (US) Committee on the 
Work Environment for Nurses and Patient Safety; Editor: Ann Page. 
Washington, DC (2004), available at https://www.ncbi.nlm.nih.gov/books/NBK216190/ 

 
viii NYS Legislature Bill No. A2954/S1032 

https://jamanetwork.com/searchresults?author=Linda+H.+Aiken&q=Linda+H.+Aiken
https://jamanetwork.com/searchresults?author=Sean+P.+Clarke&q=Sean+P.+Clarke
https://jamanetwork.com/searchresults?author=Douglas+M.+Sloane&q=Douglas+M.+Sloane
https://jamanetwork.com/searchresults?author=Julie+Sochalski&q=Julie+Sochalski
https://jamanetwork.com/searchresults?author=Jeffrey+H.+Silber&q=Jeffrey+H.+Silber
https://jamanetwork.com/searchresults?author=Jeffrey+H.+Silber&q=Jeffrey+H.+Silber
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4315496/pdf/nihms657136.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3207188/pdf/hesr0046-1473.pdf
http://www.nsinursingsolutions.com/Files/assets/library/retention-institute/2019%20National%20Health%20Care%20Retention%20Report.pdf
http://www.nsinursingsolutions.com/Files/assets/library/retention-institute/2019%20National%20Health%20Care%20Retention%20Report.pdf
https://www.scopus.com/record/display.uri?eid=2-s2.0-72449176945&origin=inward&txGid=5b38beef7ac45a75ff6728101f533c7e
https://www.scopus.com/record/display.uri?eid=2-s2.0-72449176945&origin=inward&txGid=5b38beef7ac45a75ff6728101f533c7e
https://jamanetwork.com/searchresults?author=Linda+H.+Aiken&q=Linda+H.+Aiken
https://jamanetwork.com/searchresults?author=Sean+P.+Clarke&q=Sean+P.+Clarke
https://jamanetwork.com/searchresults?author=Sean+P.+Clarke&q=Sean+P.+Clarke
https://jamanetwork.com/searchresults?author=Douglas+M.+Sloane&q=Douglas+M.+Sloane
https://jamanetwork.com/searchresults?author=Julie+Sochalski&q=Julie+Sochalski
https://jamanetwork.com/searchresults?author=Jeffrey+H.+Silber&q=Jeffrey+H.+Silber
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-Links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-Links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
https://jamanetwork.com/journals/jama/fullarticle/195438?version=meter%20at%20null&module=meter-Links&pgtype=article&contentId=&mediaId=&referrer=&priority=true&action=click&contentCollection=meter-links-click
http://link.springer.com/article/10.1007/s00420-014-0977-y
https://www.ncbi.nlm.nih.gov/books/NBK216190/
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June 24, 2019 

 

 

Dear Council Member Carlina Rivera, Chair, Hospitals Committee, 

 

 

The Professional Staff Congress represents over 30,000 faculty and staff at the City 

University of New York (CUNY) and the CUNY Research Foundation and is a leading 

advocate for access to high quality health care for our members and the entire New York 

community. 

 

The Professional Staff Congress supports passage of amended City Council Resolution 396 

to protect patient quality of care in our hospitals and nursing homes and to ensure that 

patients and communities are all guaranteed minimum standards of care, regardless of 

where they live, their income, or their ability to pay for health services. 

 

As amended, City Council Resolution 396 would call upon the State of New York to enact 

the “Safe Staffing for Quality Care Act" (A2954/S1032) which requires all acute care 

hospitals and nursing homes to meet minimum safe staffing ratios and standards for nurses 

and other direct care staff.  

 

In addition, City Council Resolution 396 would also commit the City of New York to enact 

similar local legislation requiring the NY City Health + Hospitals system and other 

providers receiving funding from or contracting to provide services for the City of New 

York to meet equivalent minimum staffing requirements. 

 

Research shows that better nurse and other direct care staffing in hospitals and nursing 

homes greatly improves patient outcomes.  The more patients that are assigned to nurses 

and other staff, the more likely it is that patients will die, that they will suffer from falls, be 

subject to hospital acquired infections or other serious health threats, be readmitted after 

being treated, suffer from pressure ulcers and other serious conditions, and receive poorer 

quality of care.  When nurses and other direct care workers have too many patients, patients 

and our communities suffer. 

 

Research also shows that setting minimum ratios or other standards generates offsetting 

cost savings to hospitals, including lower rates of reimbursement penalties or unreimbursed 

services, lower lawsuit settlement costs, fewer on the job injuries resulting in lost work 

time and workers’ compensation costs, higher worker morale and efficiency, lower worker 

turnover costs, and lower community costs for unnecessary or avoidable illness and 

complications. 

 

Finally, we note that patients and communities served by NYC Health + Hospitals and 

other safety net providers are deserving of the same health care resources and access to 

quality care as more affluent patients.  It is not right or fair that NYC Health + Hospitals, 



which serves a disproportionately high share of communities of color, of the working poor, 

of immigrants, and of people with psychiatric and other chronic health conditions, should 

be starved of resources and struggling to provide high quality care on tight budgets.  The 

council should act to ensure that all New Yorkers have equal access to high quality care 

and that our safety net hospitals and nursing homes have the resources to meet the needs of 

New Yorkers. 

 

Accordingly, for these reasons, we support the amended version of Resolution 396.  

 

 

Sincerely, 

 
Sharon E. Persinger 

Treasurer 

Professional Staff Congress 

 



 

 

 

 

 

 

 

 

Lorraine Ryan, Senior Vice President, Legal, Regulatory, and Professional Affairs 

 

New York City Council 
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Introduction 

Chair Rivera, Council Members Levine, Ayala, Moya, Reynoso, Eugene, and Maisel, my name is 

Lorraine Ryan, Senior Vice President for Legal, Regulatory, and Professional Affairs at the Greater New 

York Hospital Association (GNYHA). GNYHA’s members include every hospital in New York City 

(both public and not-for-profit) as well as hospitals throughout New York State, New Jersey, Connecticut, 

and Rhode Island. 

 

Thank you for the opportunity to speak at this hearing. New York’s hospitals, GNYHA, and I, as a nurse, 

have the deepest respect and admiration for our registered nurses (RNs), but we strongly oppose forced, 

inflexible nurse staffing ratios. The bill before the State Legislature (A.2954/S.1032) mandates unit-based 

ratios, at all times, in all hospitals and nursing homes in New York State.  

 

My responsibilities at GNYHA include oversight of clinical quality improvement initiatives and 

programming. I can say without reservation that New York’s health care providers are deeply committed 

to providing safe, high-quality care that leads to the best possible health outcomes. But no hospital or 

nursing home is exactly alike, and no single staffing formula works in every situation. Legislation 

mandating nurse staffing ratios belies the proven ability of hospitals and unions to agree on staffing plans 

on their own through good-faith contract negotiations, as was done earlier this year between several New 

York City hospitals and the New York State Nurses Association (NYSNA).   

 

Forced nurse staffing ratios would crowd out other essential members of the health care team, undermine 

real-time patient care decisions, and deny hospitals the workforce flexibility they need to respond to 

emergencies. Health care delivery has never been more complex, and we have learned that the only way 

to ensure optimal outcomes of care is through a multidisciplinary approach that involves not only nurses 

and physicians, but also physical therapists, dieticians, clinical pharmacists, lab technicians, social 

workers, and others. Mandatory nurse staffing ratios that must be met at all times would force hospitals, 

many of which already operate with scarce resources, to eliminate these other team members, who are 

essential to delivering safe and effective care. 

 

It would cost New York’s hospitals and nursing homes a staggering $3 billion annually to comply with 

the nurse staffing ratios bill—money they don’t have for a mandate they don’t need. Many of these 

financially struggling institutions would be forced to reduce services, lay off staff, or even close their 

doors for good, impacting access to care for those with the most need. Our principal objections to this 

deeply misguided legislation are described below. 

 

Quality Care Is About Teamwork 

A high-performing health care team is widely recognized as an essential tool in the delivery of patient-

centered, coordinated, effective health care.
1
 In a 2019 evaluation by the Centers for Medicare & 

Medicaid Services (CMS), New York ranked second among all CMS Partnership for Patients contractors 

on reducing hospital-acquired conditions and readmissions.
2
 This is because of New York hospitals’ 

                                                 
1
 Mitchell, P, et al., “Core Principles and Values of Effective Team-Based Health Care,” Institute of Medicine of the 

National Academy of Sciences (October 2012). 
2
 Mathematica Policy Research, Program Evaluation Contractor, “Formative Feedback Report, Submitted to the 

Department of Health and Human Resources, Centers for Medicare & Medicaid Services” (April 2019).  
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multidisciplinary, team-based approach to health care delivery, which includes physicians, nurses, 

pharmacists, physical therapists, dieticians, environmental services workers and others. By working 

together, these teams have delivered tremendous results for patients. The 2017 New York State 

Department of Health Hospital-Acquired Infections Reports documents reductions ranging from 2% to 

21% in surgical site infections, catheter-associated urinary tract infections, and Methicillin-resistant 

Staphylococcus aureas (MRSA). These improvements are the result of multidisciplinary teams of health 

care professionals working together to implement evidence-based best practices.
3
 

 

Forced nurse staffing ratios will crowd out other essential members of the health care team and 

compromise high-quality patient care. That is one of the reasons the RN who chaired President Obama’s 

National Health Care Workforce Commission called staffing ratios a “bankrupt idea.”
4
 

 

In November 2018, Massachusetts voters, by a resounding margin of 70% to 30%, rejected a ballot 

initiative to impose nurse staffing ratios on Massachusetts hospitals. They determined that nurse staffing 

ratios would be cost prohibitive, lead to hospital closures, eliminate high cost-service lines, increase wait 

times, reduce non-health care workforce staffing, and compromise access to care. 

  

Leave Staffing Decisions to the Experts 

Chief Nursing Officers (CNOs) and their experienced leadership teams are responsible for ensuring that 

appropriate staffing plans are in place on all units, and at all times, in their hospitals. Nurse staffing ratio 

legislation would eliminate that invaluable expertise and replace it with rigid, arbitrary staffing levels that 

must be maintained at all times, even during breaks, depriving these professionals of the flexibility 

necessary to respond, in real time, to the needs of their patients. 

 

Hospitals and CNOs need the flexibility to prepare for and manage the unexpected—unplanned absences, 

natural disasters, power failures, other emergencies, etc.—and adjust staffing accordingly. Emergency 

situations brought on by weather, seasonally related disease onset (e.g., influenza), the recent uptick in 

emergency department (ED) visits caused by measles, and other emergency situations often require 

special units to isolate patients and prevent the spread of disease, as well as reassigning staff to deal with 

unique circumstances. Forced nurse staffing ratios would make it very difficult for hospital leaders to 

respond effectively to these situations. 

 

Recent contract negotiations between NYSNA and several hospitals in New York City resulted in a 

commitment to maintain the number of nurses per unit, per shift via agreed-upon staffing plans. The 

ratified contracts also include a provision giving hospital nursing leadership and RN staff the flexibility to 

allocate patients among nurses according to their professional determination of appropriate patient care.  

 

In addition to recognizing the need for flexibility in staffing, the hospitals and NYSNA agreed to fill 

vacant positions and hire additional RNs who will be included in staffing plans, resulting in an increase in 

                                                 
3
 New York State Department of Health, Hospital Acquired Infections in New York State, 2017 Report, Summary for 

Consumers (October 2018). 
4
 Douglas, K., Kerfoot, K. M., “A Provocative Conversation with Peter Buerhaus,” Nursing Economics (July-August 

2011). 
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the nursing workforce at each hospital. With the input of RN staff, the additional nurses will be allocated 

as necessary by a drop or increase in patient census or acuity affecting patient and staffing needs.   

 

These hospitals also agreed to create RN float pools to respond to sick calls, leaves of absence, and other 

unplanned staffing needs, retaining the flexibility for nursing leadership and RN staff to allocate patients 

among nurses according to their professional determination of appropriate patient care. The hospitals and 

NYSNA also agreed to the enforcement of staffing guidelines to address systemic failure to meet the 

guidelines, and use of a third-party mediator and dispute resolution procedures, when and if necessary. 

 

Studies: Ratios Don’t Improve Care 

California is the only state in the nation that imposes forced RN staffing ratios on every unit of every 

hospital, but more than a decade after the law was implemented, there is no credible evidence that patient 

care has improved. 

 

According to a 2013 study in Medical Care and Research Review, “California’s minimum nurse-to-

patient staffing regulations were intended to improve the quality of patient care, but to date there is only 

mixed evidence that they achieved this goal.” The study concluded with a warning that “policy makers 

should tread cautiously as they consider new nurse staffing regulations.”
5
 

 

Even after more than a decade of nurse staffing ratios in California, several national databases show 

comparable hospital quality in New York and California, and some show New York hospitals performing 

better than California hospitals. A 2013 study describes the impact of the California law on patient level 

outcomes as mixed, and the findings suggest the positive impacts have not been as significant as 

predicted.
6
 In 2015, Dave Regan, president of SEIU United Health Workers West in California, said 

ratios “have not improved patient care” and have “forced hospitals to downsize.”
7
 The bottom line: there 

is no reliable evidence that nurse staffing ratios improve patient care. 

 

Earlier this year, the New York State Legislature charged the New York State Department of Health with 

conducting a study to ensure safe patient safety in hospitals and nursing homes. The study will examine 

how staffing enhancements and other initiatives can be used to improve patient safety and the quality of 

health care delivery, as well as their potential fiscal impact. 

 

Ratios Will Cost Billions, Threaten Jobs, and Damage Labor Peace 

It would cost New York’s hospitals an estimated $2 billion annually, and nursing homes $1 billion 

annually, to comply with nurse staffing ratios. Hospitals would have no choice but to cut costs. Fewer 

positions would remain for non-RN members of the care team, and RNs would be forced to perform more 

and more non-clinical tasks ordinarily done by other care team members, such as transporting patients and 

administrative work. Many financially struggling institutions would have no choice but to cut non-RN 

positions. 

                                                 
5
 Spetz, J., Harless, D.W., Herrera, C.N., Mark, B.A. “Using Minimum Nurse Staffing Regulations to Measure the 

Relationship between Nursing and Hospital Quality of Care” Medical Care Research Review (2013). 
6
 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 (November 2013) 
7
 Goldberg, D., “Health Union Split Complicates Nurses Jobs Push” Politico (March 30, 2015). 
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That is exactly what happened in California. After forced nurse staffing ratios went into effect in 2004, 

significant tension between unions representing nurses and those representing other types of health care 

workers emerged, and non-nurses have feared the loss of jobs. Nurse staffing ratios will create tension in 

New York between and among caregivers who must work together to improve quality and reduce costs. 

 

Ratios Would Increase ED Wait Times and Impact Access to Care 

Compliance with forced 24/7 nurse staffing ratios would lead to increased wait times in EDs.
8
 This could 

force hospitals to go on diversion for ED arrivals in the event of a mass casualty or other emergency 

involving a large number of people. The cost of complying with forced nurse staffing ratios could 

preclude hospitals from taking steps to reduce ED wait times such as hiring additional primary care 

doctors and specialty physicians, upgrading existing infrastructure, and investing in new or expanded 

facilities. This is particularly problematic because hospitals are currently working to reduce avoidable ED 

visits as part of the State’s Delivery System Reform Incentive Payment (DSRIP) program. As part of 

DSRIP, hospitals collaborate with ambulatory care and other community-based providers to reduce 

avoidable hospital use and expand outpatient services. Forced nurse staffing ratios would threaten to undo 

the work that hospitals and other providers have already done to ensure that their communities have 

greater access to health care services in the most appropriate settings. 

 

Staffing Rules Already Exist 

Forced nurse staffing ratios are unnecessary because multiple staffing rules are already in effect. New 

York State regulations require the director of nursing services to develop a staffing plan, approved by the 

governing body, for determining the types and number of nursing personnel and staff necessary to provide 

nursing care for all areas of the hospital. Federal authorities survey hospital staffing, and New York State 

law requires the disclosure of staffing plans and quality indicators—information that is available to 

anyone upon request.    

 

Conclusion 

Staffing levels are best made in real time by expert, experienced clinicians. This is also why the American 

Nurses Association and the American Organization of Nurse Executives oppose forced nurse staffing 

ratios.  

 

For these reasons and many others, GNYHA strongly opposes forced nurse staffing ratio legislation. We 

remain committed to the well-being of all New Yorkers, and we stand ready to work with Governor 

Cuomo, the State Legislature, and the City Council to make sure that all health care workers provide the 

highest quality patient care possible. 

 

I am happy to answer any questions you may have. 

 

                                                 
8
 Weichenthal, L., Hendey, G.W., “The Effect of Mandatory Nurse Ratios on Patient Care in an Emergency 

Department,” Administration of Emergency Medicine (February 2009). 
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Testimony of Scott Amrhein, President, Continuing Care Leadership Coalition 

Concerning Proposed Resolution #396 

June 24, 2019 

 

 

Introduction  

 

Good Afternoon. I am Scott Amrhein, President, Continuing Care Leadership Coalition (CCLC), 

which represents not-for-profit and public long term care providers in the New York metropolitan 

area and beyond.  Our members represent the full continuum of long term care services including 

skilled nursing care, home health care, adult day health care, respite and hospice care, 

rehabilitation and sub-acute care, senior housing and assisted living, and continuing care 

services to special populations. We appreciate the opportunity to offer testimony to the New York 

City Council on the implementation of staffing ratios in nursing homes and hospitals and our deep 

concern on the effects it will have on quality of care. While we oppose the bill – for reasons we 

will go into further – we align ourselves fully with what we believe is intended by the sponsors: 

ensuring that all who need care receive care that is safe, high-quality, and reflective of the needs 

and wishes of every patient.   

 

KEY POINTS  

 

 Fixed staffing ratios undermine the ability of health care organizations to implement 

staffing plans based on specific care needs – especially in light of the diverse populations 

that nursing facilities serve.  

 

 The Federal agency responsible for overseeing nursing home quality – CMS – rejected 

fixed staffing ratios as insufficiently flexible when updating its requirements for nursing 

homes participating in the Medicare and Medicaid programs. 

 

 Within the new Federal Requirements of Participation, there now exists a National 

standard requiring nursing homes to develop and adhere to “Competency-Based Staffing 

Standards” – standards in place and applicable to all New York City nursing facilities.  This 

is a better model, and one that should be given deference.   
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 Mandating staffing ratios would cost New York State nursing homes close to $1 billion to 

implement.  This would be unsustainable and would accelerate the rate of closures and 

sales of not-for-profit nursing homes in NYS – with dire effects on care access and quality 

for New Yorkers. 

 
 

Inflexible Mandated Staffing Ratios Would Make it Impossible to Implement Staffing Plans that Meet 

the Needs of the Diverse Populations Served by Nursing Facilities in New York State 

 

The proposed State legislation that is the subject of Resolution #396 would undermine the 

flexibility required in order to properly meet the needs of the wide range of populations served 

in New York’s long term care organizations. Patient care decisions are influenced by a number 

of factors, including acuity of the patient, training of the nurses, and the availability of other 

health professionals and presence of certain technology. Because there are so many variables 

in staffing determinations, a key to a successful approach to nurse staffing must be flexibility. 

Requiring health care organizations to adhere to predetermined levels of nursing staff takes 

away their ability to operate efficiently and appropriately in light of their specific circumstances. 

In short, the so-called “Safe Staffing for Quality Care Act” would establish a “one size fits all” 

standard that is at odds with the diverse needs of New York’s long term care patient population.  

 

New York City’s nursing facilities care for a wide variety of specialty populations including 

persons with dementia and mental illness, those requiring mechanical ventilation, those 

requiring special bariatric care, specialty wound care, IV therapy, palliative care, pediatric care, 

and many other special services.  As a result, the care needs vary dramatically across nursing 

facilities.  Because of these variations, there is no one “most appropriate” staffing configuration. 

To the contrary – what would be appropriate in one facility would be too little in a facility with 

more acutely ill patients – and it would be too much in another facility where the majority of 

patients require relatively lighter assistance in their activities of daily living. Having the ability to 

staff based on acuity level is essential to meet the daily needs of such a wide variety of patients.  

 

The American Nurses Association (ANA) understands these varying demands and recognizes 

that effective staffing requires more than fixed, overly-prescribed staffing ratios – they require a 

flexible staffing model to address diverse care needs.  In its Principles for Nurse Staffing, the 

ANA states:  

 

“rigid staffing models fail to consider the hour-to-hour changes that are the 

norm in a patient care environment … the concern is that other variables that 

impact the need for nursing staff such as severity of patient condition, nursing 

skill level, skill mix of staff, and actual or projected change in the census are 

given little or no consideration in this type of staffing plan.”  

https://www.nursingworld.org/nurses-books/anas-principles-for-nurse-staffing/
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The ANA, the largest and oldest nursing association, does not endorse fixed staffing ratios. It 

encourages a flexible care model that will be able to accommodate the varying needs of long 

term care patients and urges healthcare settings to instead consider the experience, expertise, 

and skill set of the a facility’s staff.  

 

 

The Federal Agency Responsible for Overseeing Nursing Home Quality – CMS – Rejected Fixed 

Staffing Ratios as Insufficiently Flexible When Updating its Requirements for Nursing Homes 

Participating in the Medicare and Medicaid Programs 

 

In July of 2015, CMS introduced its proposed revision to the nursing home Conditions of 

Participation, the first step leading to the ultimate release (in October 2016) of a new set of 

Federal guidelines that nursing homes throughout the country must adhere to. The proposed 

regulation has pages of discussion covering the extensive deliberations that the agency 

undertook – including its review of the literature on optimal staffing and its consideration of how 

different approaches to ensuring appropriate staffing would fit with the realities of the care issues 

that nursing facilities deal with every day.   

 

In the end, CMS rejected fixed ratios as too inflexible for application in the skilled nursing facility 

setting.  In addressing the shortcomings of fixed staff ratios, the proposed rule stated:  

 

 “… we do not necessarily agree that imposing such a requirement is the best way to 

clarify what is ‘‘sufficient’’ to the exclusion of other factors that are important in 

improving the quality of care for each resident. We believe that the focus should be 

on the skill sets and specific competencies of assigned staff to provide the nursing 

care a resident needs rather than a static number of staff or hours of nursing care 

that does not consider resident characteristics such as stability, intensity and acuity 

and staffing abilities including professional characteristics, skill sets and staff mix.”  

 

As a Result of CMS’s Updating of the Nursing Home Requirements of Participation, There Now 

Exists a National Standard Requiring Nursing Homes to Develop and Adhere to “Competency-

Based Staffing Standards” – Standards Already Applicable to All New York City Nursing Facilities  

 

The final new nursing home Requirements of Participation (which officially went into effect on 

November 28, 2016) require that nursing homes develop facility-tailored staffing plans based on 

staff competency and education, and those staffing plans must be made available for public 

review, and evaluation by surveyors during annual inspections.   

 

The final rule stated, in §483.35: 
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“The facility must have sufficient nursing staff with the appropriate competences and 

skills set to provide nursing and related services to assure resident safety and attain or 

maintain the highest practicable physical, mental, and psychosocial well-being of each 

resident, as determined by resident assessments and individuals plans of care and 

considering the number, acuity, and diagnoses of the facility’s resident population in 

accordance with the facility assessment required at 483.70.” 

 

The updating of the CMS requirements of participation (ROP’s) is the largest change to nursing 

home standards and requirements since 1991. The overarching goal of the new rule is to focus 

on person-centered care, understanding the needs of the patients, and maintaining a diverse skill 

set of education and expertise across a facility’s staff. Introducing a new State standard for 

staffing would conflict directly with the new Federal guidelines.  Doing so would be incongruous 

with the new rule’s person-centered care goals, and it would be out-of-step with the present 

realities of care delivery in nursing homes.  

 

Mandating Staffing Ratios Would Cost New York State Nursing Homes Close to $1 Billion to 

Implement - Accelerating the Rate of Closures and Sales of Not-for-Profit Nursing Homes in NYS 

 

The not-for-profit nursing homes that CCLC represents are quality pace-setters, delivering state-

of-the-art care as measured by CMS’s 5-star system.  Fully 84% of our member facilities are 4 

and 5-star facilities on measures of overall quality – and our members score at a 4 or 5-star level 

on measures of RN staffing at a rate that is 116% higher than that attained by other facilities in 

the State.  If these facilities were not in the system, our State’s quality ranking (compared to other 

States) would fall by 14 places. 

 

What is especially concerning is that these very facilities – NYC’s not-for-profits – are among the 

State’s most financially vulnerable nursing homes.  In the face of severe financial pressures 

(Statewide, nursing homes presently lose $64.00 a day on every Medicaid patient they serve) 

the State’s high-quality not-for-profit nursing homes are closing or selling at a rate of more than 

one facility every two months. 

 

This trend has been cited as a serious concern by the New York State Attorney General’s 

Charites Bureau, which, in its 2018 report, “The Sale of Nonprofit Nursing Homes Pursuant to 

the Not-for-Profit Corporation Law,” made the following back-to-back statements: 

 

First, it emphasized, “Research suggests that, on average, nonprofit nursing homes provide 

better care and achieve greater patient satisfaction than for-profit facilities.” 

 

Then it went on to express, with concern, “In New York, we have seen a significant increase in 

efforts to sell nonprofit nursing homes to for-profit entities since 2014. Within the past few years, 

about 5% of New York’s nonprofit nursing homes were sold to for-profits annually.” 
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This trend is bad for access – and horrible for quality.  If it continues it will fundamentally alter the 

range of care choices available to New Yorkers in their own communities.  

 

One thing is assured: if the proposed staff ratio legislation is adopted – adding close to a billion 

in costs to the already unbalanced ledger of our State’s nursing facilities – this trend of sales and 

closures will only accelerate, with devastating consequences for consumers and patients.  

 

This legislation would do irreparable damage, and needs to be rejected.   

  

CONCLUSION 

 

Staffing ratio legislation was proposed approximately fifteen years ago in the New York State 

legislature.  It is not appropriate or in alignment with the current healthcare realities in New York 

State.  Safe staffing requires more than nurses, it requires a system of individuals who are 

committed to the care of those who are unable to care for themselves – a goal that can’t be 

accomplished through a costly, inflexible standard that fails to account for the vast differences in 

every care setting.   

 

I greatly appreciate the opportunity to provide these perspectives and recommendations.  CCLC 

looks forward to working in partnership with the New York City Council in ensuring that essential 

long term care services remain strong and available to our State’s older and disabled citizens as 

the demand for these services grows in the year ahead.   

 



 

June 21, 2019 

 

Att: ebalkan@council.nyc.gov.   

To the New York City Council:  

 

The Metropolitan New York Chapter of the US National  Committee for UN Women is an 

advocate for high quality health, respectful care for everyone in the community. 

We support passage of amended City Council Resolution 396 to protect patient quality of care 

in our hospitals and nursing home, to ensure that patients and communities are all guaranteed 

minimum standards of care, regardless of where they live, their income or their ability to pay 

for health services. 

As amended City Council Resolution 396 would call upon the State of New York to enact the 

“Safe Staffing for Quality Care Act" (A2954/S1032) which requires all acute care hospitals and 

nursing homes meet minimum safe staffing ratios and standards for nurses and other direct 

care staff.  

In addition, City Council Resolution would also commit the City of New York to enact similar 

local legislation requiring the NY City Health + Hospitals system and other providers receiving 

funding from or contracting to provide services for the City of New York to meet equivalent 

minimum staffing requirements. 

Research shows that better nurse and other direct care staffing in hospitals and nursing homes 

greatly improve patient outcomes.  The more patients that are assigned to nurses and other 

staff, the more likely it is that patients will die, that they will suffer from falls, be subject to 

hospital acquired infections or other serious health threats, be readmitted after being treated, 

suffer from pressure ulcers and other serious conditions, and receive poorer quality of care.  

When nurses and other direct care workers have too many patients, patients and our 

communities suffer. 

Research also shows that setting minimum ratios or other standards generates offsetting cost 

savings to hospitals, including lower rates of reimbursement penalties or unreimbursed 

services, lower lawsuits settlement costs, fewer on the job injuries resulting in lost work time 

and worker comp costs, higher worker morale and efficiency, lower worker turnover costs, and 

lower community costs for unnecessary or avoidable illness and complications. 

mailto:ebalkan@council.nyc.gov


Finally, we note that patients and communities served by NYC Health + Hospitals and other 

safety net providers are deserving of the same health care resources and access to quality care 

as more affluent patients. 

This is particularly important to the patients served by NYC Health + Hospitals.  It is not right or 

fair that NYC Health + Hospitals, which serves a disproportionately high share of communities 

of color, of the working poor, of immigrants, and of people with psychiatric and other chronic 

health conditions, should be starved of resources and struggling to provide high quality care on 

tight budgets. 

The council should act to ensure that all New Yorkers have equal access to high quality care and 

that our safety net hospitals and nursing homes have the resources to meet New Yorker’s 

needs. 

Accordingly, for these reasons, we support the amended version of Resolution 396.  

 

Sincerely 

 

Mary M. Luke, RN, MS, MBA 

Co-President 

Metro NY Chapter, USNC-UN Women 

 

 

 



Working	Theater	represents	working	people	throughout	
New	York	City	and	is	an	advocate	for	our	community’s	
access	to	high	quality	health	care.	

Working	Theater	supports	passage	of	amended	City	Council	
Resolution	396	to	protect	patient	quality	of	care	in	our	
hospitals	and	nursing	home,	to	ensure	that	patients	and	
communities	are	all	guaranteed	minimum	standards	of	

care,	regardless	of	where	they	live,	their	income	or	their	ability	to	pay	for	health	
services.	

As	amended	City	Council	Resolution	396	would	call	upon	the	State	of	New	York	to	
enact	the	“Safe	Staffing	for	Quality	Care	Act"	(A2954/S1032)	which	requires	all	
acute	care	hospitals	and	nursing	homes	meet	minimum	safe	staffing	ratios	and	
standards	for	nurses	and	other	direct	care	staff.		

In	addition,	City	Council	Resolution	would	also	commit	the	City	of	New	York	to	
enact	similar	local	legislation	requiring	the	NY	City	Health	+	Hospitals	system	and	
other	providers	receiving	funding	from	or	contracting	to	provide	services	for	the	
City	of	New	York	to	meet	equivalent	minimum	staffing	requirements.	

Research	shows	that	better	nurse	and	other	direct	care	staffing	in	hospitals	and	
nursing	homes	greatly	improve	patient	outcomes.		The	more	patients	that	are	
assigned	to	nurses	and	other	staff,	the	more	likely	it	is	that	patients	will	die,	that	
they	will	suffer	from	falls,	be	subject	to	hospital	acquired	infections	or	other	
serious	health	threats,	be	readmitted	after	being	treated,	suffer	from	pressure	
ulcers	and	other	serious	conditions,	and	receive	poorer	quality	of	care.		When	
nurses	and	other	direct	care	workers	have	too	many	patients,	patients	and	our	
communities	suffer.	

Research	also	shows	that	setting	minimum	ratios	or	other	standards	generates	
offsetting	cost	savings	to	hospitals,	including	lower	rates	of	reimbursement	
penalties	or	unreimbursed	services,	lower	lawsuits	settlement	costs,	fewer	on	the	
job	injuries	resulting	in	lost	work	time	and	worker	comp	costs,	higher	worker	
morale	and	efficiency,	lower	worker	turnover	costs,	and	lower	community	costs	
for	unnecessary	or	avoidable	illness	and	complications.	



Finally,	we	note	that	patients	and	communities	served	by	NYC	Health	+	Hospitals	
and	other	safety	net	providers	are	deserving	of	the	same	health	care	resources	
and	access	to	quality	care	as	more	affluent	patients.	

This	is	particularly	important	to	the	patients	served	by	NYC	Health	+	Hospitals.		It	
is	not	right	or	fair	that	NYC	Health	+	Hospitals,	which	serves	a	disproportionately	
high	share	of	communities	of	color,	of	the	working	poor,	of	immigrants,	and	of	
people	with	psychiatric	and	other	chronic	health	conditions,	should	be	starved	of	
resources	and	struggling	to	provide	high	quality	care	on	tight	budgets.	

The	council	should	act	to	ensure	that	all	New	Yorkers	have	equal	access	to	high	
quality	care	and	that	our	safety	net	hospitals	and	nursing	homes	have	the	
resources	to	meet	New	Yorker’s	needs.	

Accordingly,	for	these	reasons,	we	support	the	amended	version	of	Resolution	
396.	

	

Laura	Monarque	

Working	Theater		

520	8th	Avenue	#303	

New	York,	NY	10018		
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Good afternoon, 

My name is Anthony Feliciano; I am the Director of the Commission on 

the Public’s Health System (CPHS).  We believe in putting the public back in 

public health.  For over 25 years, we have been addressing inequities in the 

care, treatment, delivery and distribution of health care services, programs, 

and resources.   We like to thank the City Council Hospital Committee for 

holding this hearing today on  

My statements today are not aimed at any hospital system, except for some of 

the myths that certain hospital executives make around staff ratios.  And I 

think we always must assess the public hospitals system differently from 

profitable hospitals because of the unique and significant circumstances of 

their historical role of taking care of all New Yorkers, especially vulnerable 

communities.  

A Federal regulation has been in place for some time, 42 Code of Federal 

Regulations (42CFR 482.23(b) which requires hospitals certified to participate 

in Medicare to "have adequate numbers of licensed registered nurses, licensed 

practical (vocational) nurses, and other personnel to provide nursing care to all 

patients as needed".  This unclear language and the continued failure of 

Congress to enact a federal law, The Registered Nurse Staffing Act, has resulted 

in states acting to ensure there is optimal nurse staffing appropriate to 

patients' needs. 

City Council Hospital Committee: Oversight – 

on Nurse Staffing Ratios 

June 24, 2019 
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A hospital’s patients will be better off when there are more experienced nurses 

to tend to them—all health experts agree with that. But just how many nurses 

should there be? Is there an ideal patient-nurse ratio? And should we require 

hospitals to strive for it? These are all points of ongoing debate, which has been 

both a political battle as well as conflicting views and studies on the best form 

or policies to improve delivery of health care.  Many times, especially with the 

private voluntary hospitals (mostly academic medical centers) it has been very 

political and many times at the detriment of patient center care.   We would 

note that is simply not true from the hospital association that this is costly 

unfunded proposal, will force hospitals to make deep cuts to critical programs.  

That hospitals will not be able to absorb the added cost and will be forced to 

close.  Patient choice will be compromised, and they would be forced to hire 

less skilled nurses is another falsehood we have heard before too.  

They are so many other factors that impact the viability of the hospital and 

solely would not be because of staff ratios. In addition, they are other 

environmental factors influence patient outcomes, regardless of staff ratios. It’s 

time for hospital executives to put patient care over profits.” 

Foremost, nurse staffing ratios and patient maximums are a question of care 

quality. Advocates for enforced ratios say patient safety and care quality suffers 

when nurses take on too many patients.  Nurses become stressed and run the 

risk of making medical mistakes. A 2017 study published in the Annals of 

Intensive Care found that higher nurse staffing ratios were tied to decreased 

survival likelihood. The analysis of 845 patients found that patients were 95 

percent more likely to survive when nurses followed a hospital-mandated 

patient-nurse ratio. The Agency for Healthcare Research and Quality (AHRQ) 

has also acknowledged the link between nurse staffing ratios and patient 

safety. 

“Nurses' vigilance at the bedside is essential to their ability to ensure patient 

safety,” AHRQ says on its website. “It is logical, therefore, that assigning 

increasing numbers of patients eventually compromises nurses' ability to 

provide safe care.  

Other studies have demonstrated the link between nurse staffing ratios and 

patient safety, documenting an increased risk of patient safety events, 

morbidity, and even mortality as the number of patients per nurse increases. 

 

The formula to determined nurse per patient which the New York State Nurses 

Association has advocated for has seriously thought about shift time and 

patient acuity.  It also empowering policy to create staffing plans specific to 

each unit or department.  What we would ask the city council to think about is 
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the key factors that influence nurse staffing and not be distracted by just costs 

such as: 

 Patient complexity, acuity, or stability. 

 Intensity of patient’s needs 

 Number of admissions, discharges, and transfers. 

 Professional nursing and other staff skill level and expertise. 

 Physical space and layout of the nursing unit. 

 Availability of technical support and other resources (e.g., ancillary staff, 

technology). 

  

 

Finally, when it comes to safe staffing, we want to ensure that they are nurse 

driven staffing committees that create staffing plans that are reflective of the 

needs of the patient population and match the skills and experience of the 

staff. And facilities to disclose staffing levels to the public and to the State and 

City DOH.  

Thank you again for giving advocates like ourselves the opportunity to be heard 

and valued for our work, which is community driven and led.  

 

 



131 West 33rd Street, Suite 610 
New York, NY 10001 

(212) 627-2227 
www.nyic.org 

	
	

June	26,	2019	

Emily	Balkan	
250	Broadway		
New	York,	New	York	10007	
	
Dear	Emily,	
	
The	New	York	Immigration	Coalition	(NYIC)	is	an	umbrella	organization	
representing	more	than	200	groups	throughout	New	York	State.	We	are	a	leading	
advocate	for	immigrant	communities	at	the	local,	state,	and	national	levels	and	
serve	one	of	the	largest	and	most	diverse	newcomer	populations	in	the	United	
States.	Our	multi-ethnic,	multi-racial,	and	multi-sector	membership	base	includes	
grassroots	community	organizations,	nonprofit	health	and	human	services	
organizations,	religious	and	academic	institutions,	labor	unions,	and	legal,	social,	
and	economic	justice	organizations.	No	other	organization	in	New	York	State	
brings	together	such	a	diverse	network.	

The	NYIC	supports	passage	of	amended	City	Council	Resolution	396	to	protect	
patient	quality	of	care	in	our	hospitals	and	nursing	home,	to	ensure	that	patients	
and	communities	are	all	guaranteed	minimum	standards	of	care,	regardless	of	
where	they	live,	their	income	or	their	immigration	status.	

As	amended,	City	Council	Resolution	396	would	call	upon	the	State	of	New	York	
to	enact	the	“Safe	Staffing	for	Quality	Care	Act"	(A2954/S1032),	which	requires	all	
acute	care	hospitals	and	nursing	homes	to	meet	minimum	safe	staffing	ratios	and	
standards	for	nurses	and	other	direct	care	staff.		

In	addition,	City	Council	Resolution	396	would	commit	the	City	of	New	York	to	
enact	similar	local	legislation	requiring	the	NYC	Health	+	Hospitals	system	and	
other	providers	receiving	funding	from	or	contracting	to	provide	services	for	the	
City	of	New	York	to	meet	equivalent	minimum	staffing	requirements.	Research	
shows	that	better	nursing	and	other	direct	care	staffing	in	hospitals	and	nursing	
homes	greatly	improve	patient	outcomes.	The	more	patients	that	are	assigned	to	
nurses	and	other	staff,	the	more	likely	it	is	that	patients	will	die,	that	they	will		
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suffer	from	falls,	be	subject	to	hospital-acquired	infections	or	other	serious	health	
threats,	be	readmitted	after	being	treated,	suffer	from	pressure	ulcers	and	other	
serious	conditions,	and	receive	poorer	quality	of	care.		When	nurses	and	other	
direct	care	workers	have	too	many	patients,	those	patients	and	our	communities	
suffer.	

Research	also	shows	that	setting	minimum	ratios	or	other	standards	generates	
offsetting	cost	savings	to	hospitals,	including	lower	rates	of	reimbursement,	
penalties	or	unreimbursed	services,	lower	lawsuit	settlement	costs,	fewer	on-the-
job	injuries	resulting	in	lost	work	time	and	worker	comp	costs,	higher	worker	
morale	and	efficiency,	lower	worker	turnover	costs,	and	lower	community	costs	
for	unnecessary	or	avoidable	illness	and	complications.	Finally,	we	note	that	
patients	and	communities	served	by	NYC	Health	+	Hospitals	and	other	safety	net	
providers	are	deserving	of	the	same	health	care	resources	and	access	to	quality	
care	as	more	affluent	patients.	

This	is	particularly	important	to	the	patients	served	by	NYC	Health	+	Hospitals.		It	
is	not	right	or	fair	that	NYC	Health	+	Hospitals,	which	serves	a	disproportionately	
high	share	of	communities	of	color,	of	the	working	poor,	of	immigrants,	and	of	
people	with	psychiatric	and	other	chronic	health	conditions,	should	be	starved	of	
resources	and	struggling	to	provide	high	quality	care	on	tight	budgets.	

The	Council	should	act	to	ensure	that	all	New	Yorkers	have	equal	access	to	high	
quality	care	and	that	our	safety	net	hospitals	and	nursing	homes	have	the	
resources	to	meet	New	Yorkers’	needs.	

Accordingly,	for	these	reasons,	we	support	the	amended	version	of	Resolution	
396.	

	
Steven	Choi,	Esq.	
Executive	Director	
New	York	Immigration	Coalition	
	




























