TRUTH BEHIND UNION MAILER

Recently a nurses’
union sent a misleading
marketing pamphlet to
Massachusetts nurses.
Our coalition takes facts seriously. We asked our
Research Committee, led by American Nurses
Association Massachusetts President and nurse
scientist Donna Glynn, PHD, RN, ANP, to dig into
the claims made. Take a look at the the truth
behind these erroneous claims.

No Scientific Research
The bottom line: there is absolutely no scientific research to support these specific staffing ratios and,
in fact, many of the studies that the union cites contradict their assertions. Take, for instance, the 2008
study that states:

“there’s no scientific evidence to support specific nurse-patient ratios”

Unruh, L. (2008). Nurse staffing and patient, nurse, and financial outcomes. AJN The American Journal of Nursing, 108(1), 62-71

Nurses Say NO
That’s why the Organization of Nurse Leaders, American Nurses Association Massachusetts, the
Massachusetts Association of Colleges of Nursing and the Infusion Nurses Society’s New England Chapter
are all voting NO.

Massachusetts Association

of Colleges of Nursing

What follows is a comprehensive review of the undocumented claims in the MNA mailer and the
facts, including citations. Find all the details at NursesSayNo.com
protectpatientsafety.com
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UNION CLAIMS

FACTS

“Dozens of research studies, published
in the leading medical/nursing journals,
show beyond a doubt, that patient care
suffers greatly when nurses are assigned
too many patients by hospital executives.
Furthermore, these same studies indicate
that patient care improves dramatically
with safe patient limits.”

The union cites dozens of articles on their website that they claim support their
argument. However, a careful review of each and every study shows that in
most cases, the union misrepresents or misstates the research findings. They
must cherry-pick facts because nearly every meta-analysis and systematic
review of the research literature on nurse staffing and patient outcomes
concludes that no causal evidence exists to demonstrate that increasing
nurse staffing unanimously and unequivocally improves patient outcomes
in all settings for all conditions7. The vast majority of research on the subject
explains that there are many factors that relate to patient safety and outcomes
above and beyond just staffing numbers and that consideration for local
context should be included in nurse staffing decisions. In fact, many of the
authors whom the union cite to promote their ballot measure have
actually published about the dangers and shortcomings of imposing
mandated staffing ratios! Here is what some of them say:
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“There’s no scientific evidence to support specific nurse-patient ratios” (Unruh, 2008)8
“Fixed minimum RN-to-patient ratios implemented in California did not provide the expected patient safety benefits”
(Kane, 2007)9
“Rigid adherence to mandated nurse-to-patient ratios might hinder the quality of care” (Stone, 2003)10
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“Except for intensive care units, there
is NO LAW and NO LIMIT to guide the
number of patients that can be assigned
to a nurse at one time.”

W

In Massachusetts, hospital nursing staff and nurse managers work together
to determine appropriate patient assignments based on patient acuity,
the skills and competency of each specific nurse, and other related factors,
including variations in patient volume due to it being flu season, for
example, or the need to handle multiple victims from a serious accident. It is
a flexible system that empowers staff and decision-makers, who best know
the needs of unique patient populations, the knowledge and expertise of
hospital staff, and local resources available.
One exception is the ICU law, where Massachusetts hospitals and nursing staff
members must adhere to rigid staffing formulas. The result has been increased
wait times for admission and transfers between units; increased boarding
of patients in emergency departments and post-anesthesia care units;
and separation of families (particularly of sibling babies in neonatal ICUs)
- all to comply with an inflexible, one-size-fits-all mandate1. It is a flawed
law that shows why the majority of nursing organizations and researchers
reject the nurses’ union claim that mandated, rigid staffing ratios should be
imposed hospital-wide.
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“Higher patient assignments are
associated with more patient deaths,
complications, medical errors and
readmissions.”
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“The measure provides flexibility to
adjust nurses’ patient assignments based
on specific patient and hospital needs.”
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“And hospitals would NOT be allowed
to meet the safe patient limits by
diminishing other members of the health
care team.”

W
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Numerous studies have looked at the association between nurse staffing and
patient outcomes and not one has ever documented a causal relationship
showing that lower patient assignments directly produce better patient
outcomes, whether measured by rates of patient deaths, complications,
medical errors, readmissions or any other basis2. Moreover, even among the
subset of studies that argue for increased nurse staffing, the vast majority
do not recommend mandatory, fixed ratios as would be imposed in
Massachusetts by the nurses’ union ballot measure. To the contrary, many
of these studies (including ones cited by the union) specifically state the need
for flexibility in staffing to meet the individual needs of hospitals and patient
populations, and/or acknowledge mandated staffing ratios would be cost
prohibitive and stress the importance and influence of other factors that could
be addressed instead of ratios3. Research findings from California, the only
state with mandated nurse-to-patient ratios, have shown that improvements
in patient outcomes have not been observed across many studies4.

Far from being “flexible,” the ballot measure would impose mandated at-alltimes ratios that take decision-making power away from hospital nursing
staff and could pose a danger to patient care where patient and staffing
needs can change up or down from moment to moment. For instance, a
hospital that was experiencing a large number of flu patients or victims of
a multi-car crash could not treat additional patients if that would put them
below the legally mandated number of nurses, even temporarily. This could
result in extremely long wait times or other patients being directed to other
hospitals. A strict one-size-fits-all mandate would also ignore the
complexities of patient care including, the competency and skill level of
individual nurses, care needs of individual patients, and other factors.

The nurses’ union claims their ballot measure will not force cutbacks in the
ranks of other hospital workers who are not registered nurses, but it cannot
repeal the laws of economics. Fourteen hospitals in the state are already
operating the red. An unnecessary, arbitrary and harmful mandate that
requires increased spending in one area must inevitably force hospitals to
raise prices for services and/or find savings elsewhere, by cutting programs,
services, units, beds, or worse, closing altogether. This is what
happened in California when it became the first (and only) state in the nation
to enact mandated staffing ratios6. And California’s staffing law is less
restrictive than the Massachusetts proposal.
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“Each additional patient per nurse
was associated with 7% higher odds
of readmission for heart failure, 6%
higher for pneumonia and 9% higher for
myocardial infarction patients.”
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“There is a 20% lower risk that a patient
will die within 30 days of having general
surgery at a hospital with above average
nursing levels.”
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“For every patient added to a nurse’s
workload, the likelihood of a patient
surviving cardiac arrest decreases by 5%
per patient.”

F
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The study11 that is the source for this claim actually examines the effect of
comprehensive nurse work environments, not just nurse staffing, on hospital
readmission rates. The study argues that readmission rates are strongly
associated with a host of elements that the union fails to mention in its desire
to promote mandated nurse staffing ratios. According to the study’s authors,
“changing the work environment in ways that provide more administrative
support for nursing, promote better nurse-physician relationships, and
empower nurses to have a stronger role in the decision-making process,”
would all contribute to producing better patient outcomes, including fewer
readmissions. The study also cautions that some factors it did not attempt to
measure (and which may be outside hospital control), like access to primary
care and poverty, likely also contribute to readmission, a policy challenge that
“will require a range of interventions” to tackle successfully.

This claim seriously distorts the 2016 study12 identified by the nurses’ union
as its source. The study’s authors argue that excellent nursing environments
may be “associated” with better outcomes, but they do not attribute these
better outcomes solely or even specifically to nursing levels (which are not
the only factor in determining “excellent nursing environments”). Additionally,
the authors explicitly state that their study did not control for other factors
that could impact outcomes—such as available technology or type of hospital
(e.g., academic medical center vs. community hospital)—and acknowledge
that, in fact, the hospitals they examined varied significantly in these regards.
The authors themselves conclude that, “[t]hese results do not suggest that
improving any specific hospital’s nursing environment will necessarily
improve its value.”

The nurses’ union misrepresents the implications of a 2016 study13 in making
this claim. Nowhere in the article cited by the union to back up this assertion
do the authors conclude or suggest that hospitals should have minimum
mandatory staffing levels as a way to improve patient care. In fact, the authors
specifically warn against misusing the data in this fashion, stating that their
study does not prove a cause-and-effect relationship between nurse staffing
levels and preventable deaths from cardiac arrest and cautioning “care
should be taken in generalizing our research findings.” Other research has
found “a good work environment” to be a bigger factor in patient outcomes,
they acknowledge, meaning that “adding more nurses without considering
the work environment may be a poor investment.”
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“The risk of death was increased by a factor
of 3.5 when the patient to nurse ratio was
greater than 2.5.”
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“For children with medical conditions,
every patient assigned to a nurse above
four resulted in an 11% increase risk for
readmission; and for children recovering
from basic surgeries, each additional
patient assigned to a nurse increased the
risk of readmission by a shocking 48%.”
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“California set safe patient limits in 2004
and the results have been universally
positive, with better outcomes for patients.
And in California, healthcare costs fall
below national averages and no hospital
has been forced to close because of this
law.”
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The nurses’ union takes this claim from research14 conducted on ICUs in
four hospitals in France, a country whose healthcare settings and policies
are quite different. In fact, the study’s authors even specifically address this,
explaining that because of the differences in ICU staffing patterns around the
world, larger studies involving many different countries would be needed to
confirm the findings. Even taking the results of this study at face value, the
study in question does not make a case for passing the so-called mandated
nurse staffing ratios, as it recommends a patient-to-nurse ratio that is actually
higher than what is already the law in ICUs (in other words, Massachusetts
currently has more RNs per patient in the ICU than the study finds may be
clinically necessary.) And, as with other studies cited by the nurses’ union,
the authors concede there may be factors not measured by their method that
affected patient outcomes.

These claims by the nurses’ union exaggerate findings of a 2013 study15 they
cite as its source but whose authors readily admit that they were unable to
account for “a number of variables that could be associated with both nurse
staffing levels and readmission outcomes in our sample”, including
hospitals' financial resources, occupancy levels, or planned readmissions
that “may either have no relationship to a prior hospitalisation or that it may
be perfectly correlated as a planned readmission for ongoing therapeutic
care.” They also state “[w]e cannot confirm causal relationships between
nurse staffing levels in hospitals and paediatric readmissions...we
suggest additional research on both appropriate paediatric readmission
measures and the relationship between nursing care delivery, nurse staffing
levels and readmissions.” In fact, there is no existing research showing a
cause-and-effect relationship between levels of nurse staffing and patient
outcomes and much of the research on whether an association even exists
is mixed.16 Most of the literature shows mandated hospital-wide nurse
staffing ratios have produced little or no improvement in quality and
patient outcomes in California, the only state to impose them.17

Far from being “universally positive” as claimed by the nurses’ union, the vast
majority of research looking at patient outcomes before and after California
became the first and only state to have mandated nurse staffing ratios concludes
there has been little to no improvement for the majority of patient outcomes
measured.18 “The findings from the majority of these studies do not support
the assumption that increases in nurse staffing would lead to better quality
of care, improvements in patient safety, or increased patient satisfaction,” a
systematic review of the effects California’s mandated staffing law reported.19
What is worse, the evidence generally shows mandatory ratios in California
have led to increases in costs and produced unintended consequences, such
as increased wait times in emergency departments,20 cuts to some non-nurse
staffing21 and reduced or eliminated patient services,22 including care for
uninsured people.23 The ratios also had disproportionate effects on safety-
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net hospitals which serve the most vulnerable patients and generally operate
on the smallest margins.24 And while the MNA union claims “no hospital [in
California] has been forced to close because of [the nurse staffing ratio] law,”
ratios were certainly a factor in the 12 hospital closures that occurred shortly
after the California law’s implementation. California hospital leaders reported
increased ED diversion rates, physicians voicing concern about disruptions to
access to care, and many RNs voicing concern over lack of autonomy and lack
of control over practice. The Massachusetts nurse staffing ratio proposal is
even more stringent than the California law. We can expect the fallout to be
more dire as well.

“According to a recent study comparing
hospitals in Massachusetts, where there
is no limit on nurses’ patient assignments,
and in California, where such a law has
been in place for nearly 14 years:
Massachusetts [has] more medical errors,
higher readmissions [and] longer wait
times [versus] California.
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Massachusetts hospital nurses are caring
for significantly more patients than their
counterparts in California, and patients in
Massachusetts are receiving over three
hours less care per day from registered
nurses than patients on the West Coast.
Nurses in California report having
significantly more time to spend with
patients. In California, RNs cite fewer
complaints from patient and families and
the nurses have more confidence that
patients can manage their own care after
discharge.”
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Contrary to the misleading suggestions of the nurses’ union, healthcare is
more affordable in Massachusetts than California. The combined premium and
deductible as a percentage of median state income was 7.3% in Massachusetts
in 2015, versus 9.9% in California.25
The nurses’ union appears to have cherry-picked these false or misleading
claims from a hodgepodge of different studies of varying quality, including
some co-authored by one of their own presidents, or in a couple of cases, just
made them up. Massachusetts actually performs better than California on the
majority of Emergency Department process measures, which are measures of
timely and effective care. The union’s assertion that Massachusetts has more
medical errors than California is not substantiated, and medical errors generally
are not considered “nursing sensitive” as there are so many factors and types
of medical errors that may or may not have anything to do with nursing care.
With regard to hospital readmissions measures, there is a growing consensus
that hospital readmissions are largely a factor of patient characteristics,
including sociodemographic factors and available resources, which are outside
of a hospital’s control.26 There is no documented evidence to support the claim
that simply increasing nurse staffing would result in readmission reductions.
The suggestion that California nurses have more time to spend with patients
and report fewer complaints comes from self-reported data in a study that
did not include Massachusetts, making the claimed comparison impossible.27
A different study looked at patient experiences of nursing care in the two
states, and we came out on top: “Massachusetts differed significantly from
both California and New York on patients’ self-reports regarding the quality of
nursing care. A significantly smaller percentage of patients in Massachusetts
reported that nurses “sometimes” or “never” communicated to them
compared with California and New York. Conversely, significantly higher
percentages of patients from Massachusetts hospitals reported that they
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were given information about what to do during their recovery at home than
patients in California and New York.”28
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“Between 1991 and 2014, Massachusetts
average annual healthcare costs grew by
5.2%--well above the national average
(4.9%) and the California average (4.6%).”
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“In 2014 alone, the national average for
healthcare spending was 7% greater than in
California, and Massachusetts expenditures
per capita were 40% greater than California
spending.”
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“Nurses say Safe Patient Limits will protect
patients:
63% report injury + harm to patients; 62%
report longer hospital stays for patients;
71% report readmission of patients; 73%
report medication errors for patients.
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87% of nurses report they don’t have the
time to properly comfort and care for
patients and families due to unsafe patient
assignments.

Actually, Massachusetts is doing better than both California and the
nation as a whole in holding the line on healthcare spending. According
to the Massachusetts Health Policy Commission, between 2009 and 2014,
Massachusetts healthcare spending grew at the 4th lowest rate in the US,
while California healthcare spending grew at the 10th highest rate.29 The
average annual healthcare spending growth rate per capita was 2.32%
in Massachusetts over the same period, well below the national trend of
3.14%.30 Healthcare spending growth continued to be below the US average
in 2015 and 2016 and in recent years, growth in spending on private health
insurance in Massachusetts has been consistently lower than national rates.31
Enacting a costly and misguided nurse staffing mandate would jeopardize our
Commonwealth’s recent progress on costs.

This claim is grossly misleading in that it uses a methodology which punishes
Massachusetts for doing the right thing and covering more of its residents
and having a strong healthcare infrastructure. Specifically, states reported as
having higher spending in the study used by the MNA31 are those that tend to
have greater percentages of the population enrolled in Medicaid or Medicare,
higher levels of personal income per capita and more healthcare capacity, while
states with lower spending tend to have higher rates of residents uninsured.
In fact, the real threat on spending is the union’s ballot measure, which would
add over billion dollars a year to Massachusetts health care costs32—new
spending that would have to be financed through some combination of higher
premiums and taxpayer payments and cuts to services.
These statistics are taken from an opinion-based survey bought and paid for
by the nurses’ union, which is not exactly an unbiased source.33 Although MNA
claims their survey is a scientifically valid portrait of the views and experiences
of the approximately 100,000 Registered Nurses in Massachusetts, information
in the fine print proves otherwise and shows MNA’s survey grossly oversampled
the views of its own membership. MNA has been messaging their members for
20 years around this misguided proposal, further contributing to the skewed
results. MNA’s press release states that 54% of survey respondents were not
members of MNA, which means that 46% were MNA members. According to
figures published on its own website, MNA only has 23,000 members, meaning
that a truly representative survey sample should consist of more than about
23% MNA members – not 46%. Further, not all MNA members are RNs, so it’s
possible the correct representation of MNA members in the RN sample should
have been significantly lower still than even that figure.

42% of nurses report that managers often
refuse to adjust patient assignments based
on patient needs.”
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