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Policy context   
 
At present in the UK, nurse staffing levels are set locally by individual health care 
providers. This includes both the number of patients per nurse and the skill mix of 
staff (the number of registered nurses to unregistered HCSWs, and the mix of skills 
and experience of registered nursing staff). Both the Department of Health (England) 
and professional organisations (including the RCN) have produced guidance 
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requires hospitals to act on the committee’s recommendations, while Illinois requires 
only that the committee’s views are given “significant weight and regard” (Gordon et 
al., 2008). Thrall 2008 highlighted the differing approaches to legislation in varying 
states but the common aim of increasing nursing’s presence and voice in planning 
service delivery.  
 
In May 2011 the National Nursing Shortage Reform and Patient Advocacy Act was 
tabled before the US House of Representatives as the first legislative step towards 
minimum nurse-to-patient ratios being set across all American hospitals, but failed to 
make it onto the statute book.  

 

Benefits of the Californian mandate  
 
Since their implementation, the issue of mandatory ratios has been a matter of 
ongoing debate by nurse researchers and academics. After a number of years, 
research indicates wider support for their use as a tool for improving patient care and 
providing successful staff management.  

�x A study by McHugh et al. (2011) carried out a longitudinal study of Californian 
hospital care since the introduction of mandatory levels and found that there 
were increases in overall staffing numbers and nurse hours per patient day.  

�x A study by Aiken et al. (2010) compared the workloads of nursing staff in 
California, Pennsylvania and New Jersey and found that the nurse-per-patient 
workload remained at or better than the prescribed mandate in California.  

�x Aiken et al. (2010) also found that the mandated staffing levels led to lower 
mortality rates than where the same staffing levels were not in use in similar 
care environments. 

 

Australia  
 
In Australia, two states have mandatory nurse staffing measures. Their development 
is part of negotiations over pay terms and conditions, with ratios or hours of nursing 
per bed per day being a part of some states’ pay offers. This integral link to pay 
awards has led to industrial action after ratios were threatened as part of cost saving 
measures. Nursing staff have taken high profile industrial action and campaigned for 
their continuation with patient safety and workforce benefits integral to their 
campaigns. 
 
In 2001, Victoria became the first state in Australia to implement a mandatory nurse-
to-patient staffing levels. Again the concerns that the RCN continues to raise (patient 
safety, decreasing staff numbers, economic constraint and workforce casualisation) 
were those that the Australian Nursing Federation (Victorian Branch) highlighted in 
their campaign to get mandatory levels introduced.   
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Similar in design to the Californian mandate, the Victorian mandate prescribes the 
number of nursing staff to patients that must be in place across care settings.  
 
Table 4: Mandatory nurse-to-patient ratios in Victoria (adapted from Gordon et al., 
2008). 

Care environment Nurse-to-patient ratio 
am shift pm shift night 

General medical/surgical wards    
�x Level 1 hospital 1:4 + in charge 1:4 + in charge 1:8 
�x Level 2 hospital 1:4 + in charge 1:5+ in charge 1:8 
�x Level 3 hospital 1:5 + in charge 1:6 + in charge 1:10 
�x Level 3a hospital 1:6 + in charge 1:6 + in charge 1:10 

Hospitals other than levels 1, 2, 3, & 3a 1:6 + in charge 1:7 + in charge 1:10 
All aged care wards 1:7 + in charge 1:8 + in charge 1:15 
Acute wards 1:6 + in charge 1:7 + in charge 1:10 
Ante/postnatal wards  
(all hospital levels) 1:5 + in charge 1:6 + in charge 1:08 
Delivery suites levels 1, 2, & 3 all shifts 2 midwives to 3 delivery suites 
NICU (neonatal intensive care unit) all shifts 1:2 + in charge 

Discreet level 2 special care units 
a) where 10 or more cots:   1:3 on all shifts 
b) where less than 10 cots:  1:4 on all shifts 

Group 1 accident and emergency 
departments  

1:3 + in charge + 
triage 

1:3 + in charge + 
triage 

1:3 + in 
charge + 

triage 
Group 2 accident and emergency 
departments 1:3 + in charge 1:3 + in charge 

1:3 + in 
charge 

Designated coronary care unit 1:2 + in charge 1:2 + in charge 1:3 
High dependency units (stand alone 
units in level 1 hospitals) 1:2 + in charge 1:2 + in charge 1:2 
Palliative care 1:4 + in charge 1:5 + in charge 1:8 
Rehabilitation and geriatric evaluation 
Management    

�x Category 1 rehabilitation 1:5 + in charge 1:5 + in charge 1:10 
�x Category 2 rehabilitation 1:5 + in charge 1:7 + in charge 1:10 
�x Geriatric Evaluation 

management beds 1:5 + in charge 1:6 + in charge 1:10 
Operating theatre 3 per theatre 
Post-anaesthetic care unit/recovery All shifts 1:1 for unconscious patients 

 
The “level” of hospital in table 4 relates to the size and location of the hospital. As a 
guide, a level 1 hospital would be a large teaching and research centre. A level 3a 
hospital would be a medium country hospital (Gordon et al., 2008). 
 




















