
 http://jap.sagepub.com/
Psychiatric Nurses Association

Journal of the American

 http://jap.sagepub.com/content/18/1/16
The online version of this article can be found at:

 
DOI: 10.1177/1078390311432133

 2012 18: 16Journal of the American Psychiatric Nurses Association
APNA Position Statement : Staffing Inpatient Psychiatric Units

 
 

Published by:

 http://www.sagepublications.com

On behalf of:
 

 
 American Psychiatric Nurses Association

 can be found at:Journal of the American Psychiatric Nurses AssociationAdditional services and information for 
 
 
 
 

 
 http://jap.sagepub.com/cgi/alertsEmail Alerts: 

 

 http://jap.sagepub.com/subscriptionsSubscriptions:  

 http://www.sagepub.com/journalsReprints.navReprints: 
 

 http://www.sagepub.com/journalsPermissions.navPermissions: 
 

 What is This?
 

- Feb 17, 2012Version of Record >> 

 by guest on April 6, 2012jap.sagepub.comDownloaded from 

http://jap.sagepub.com/
http://jap.sagepub.com/content/18/1/16
http://www.sagepublications.com
http://www.apna.org
http://jap.sagepub.com/cgi/alerts
http://jap.sagepub.com/subscriptions
http://www.sagepub.com/journalsReprints.nav
http://www.sagepub.com/journalsPermissions.nav
http://jap.sagepub.com/content/18/1/16.full.pdf
http://online.sagepub.com/site/sphelp/vorhelp.xhtml
http://jap.sagepub.com/


Introduction

In 2004 there were 1.8 million admissions to general hos-
pitals for mental health and substance abuse issues 
(AHRQ, 2007). On the basis of admission criteria, these 
patients are among the sickest and most vulnerable of 
mentally ill individuals. Registered nurses (RNs) maintain 
24-hour accountability for all aspects of inpatient care, 
particularly in organizing conditions for healing, reengage-
ment with recovery, and the safety of patients and staff.

Ensuring proper RN staffing levels on inpatient 
psychiatric-mental health units is vital given the increas-
ing severity of illness of hospitalized mental health 
patients and the mounting evidence that nurse staffing 
levels influence outcomes. The risk for adverse outcomes 
rises as the ratio of patients to nursing staff increases.

Therefore, the American Psychiatric Nurses Association 
(APNA), as the largest professional organization repre-
senting psychiatric nurses, convened a work group to make 
recommendations for determining staffing needs of inpa-
tient psychiatric units that will protect the quality of care 
and the safety of both patients and staff. This position 
paper details the group’s findings and recommendations 
based on a comprehensive review of the literature.

Discussion
Quality and safety

In the last 10 years there has been intense national inter-
est in patient safety and the quality of hospital care 
(AHQR, 2006; Hughes, 2008; IOM, 2001; Page, 2004). 
A parallel trajectory has established the relationship 
between nurse staffing and hospital quality/safety (Kane, 
Shamliyan, Mueller, Duval, & Wilt, 2007; Stanton & 
Rutherford, 2004; Unruh, 2008). Industry leaders have 
concluded that registered nurses are critical to the quality 
of nursing care (Needleman & Hassmiller, 2009) and that 
higher nurse staffing protects patients from poor out-
comes (Blegen, Goode, Spetz, Vaughn, & Park, 2011). 
This research has benefited from the growing consensus 
on indicators of quality that are sensitive to nursing care 
and related to nursing staff levels (National Quality 
Forum, 2004, 2009). Across all hospital settings, research 

is mounting that substantiates the relationship between 
nurse staffing levels and specific quality indicators such 
as lower rates of infection, shorter lengths of stay, and 
lower rates of “failure to rescue” (Needleman et al., 2011; 
Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 
2002). Although there are patient-centered indicators on 
the list that span hospital specialties, the only indicator 
that has some specificity to psychiatric nursing is restraint 
prevalence.

Psychiatric nurses are concerned about safety and 
quality (Fetter, 2009). However, experts agree that there 
is a “thin” amount of work in the area of psychiatric 
inpatient care and nurse staffing (Clarke & Donaldson, 
2008), particularly in the area of how to measure staff-
ing, isolate outcomes, and link the two variables. 
Psychiatric clinicians have forwarded sound ideas on 
the elements of high-quality mental health care, and 
several apply to inpatient treatment: patient-centered-
ness, the experience of care, recovery practices, shared 
decision making, and self-management (Pincus, Spaeth-
Rublee, & Watkins, 2011). The Hospital-Based Inpatient 
Psychiatric Services Core Measures also inform nursing 
on elements of inpatient quality. Drawing upon national 
frameworks for measuring staffing levels, particularly 
systems using shift target levels (Needleman et al., 
2011), creates the roadmap for psychiatric inpatient 
quality and staffing that should be useful in the future 
for designing studies of staffing effectiveness on psy-
chiatric inpatient units.

Factors that influence staffing
Studies show that multiple variables affect staffing needs 
besides the number of patients. Variables include acuity 
and multimorbidity, patient flow on each shift (number of 
admissions, discharges, transfers, and procedures), edu-
cation and experience of RNs, nursing skill mix, nurse 
workload, unit physical environment, technology, care 
delivery model, and finances. These factors influence 
outcomes for patients, staff, and hospitals.

Acuity. Aligning staffing based on patient needs and 
acuity is an important consideration for risk mitigation 
and safety on the unit (Delaney & Johnson, 2006). Patient 
acuity is determined at the unit level by evaluating the 
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patient’s status against defined criteria or patient attri-
butes—factors that have historically required higher or 
lower levels of care. The impact of patient acuity on staff-
ing needs also varies according to unit flow (admissions 
and discharges), unit location, and unit function. Patient 
acuity is not static but must be reevaluated routinely 
throughout the shift to ensure that staffing is appropriate 
to meet the needs of the patient population.

Recognizing the growing impact of patient acuity on 
adequate staffing, many organizations have used Medicare’s 
case mix index (average diagnosis-related group relative 
weight for that hospital) to assist in predicting patient 
acuity. Unfortunately, case mix index is more medically 
focused and does not provide an accurate depiction of 
nursing care needs for each patient or aggregate. The use 
of nursing intensity weights likely provides a clearer pic-
ture of nursing care needs but is not yet a nationally 
accepted standard for determining acuity-based staffing 
needs (Mark & Harless, 2011).

In an environment with increased regulatory demands, 
nursing is challenged with balancing current staffing mod-
els, acuity tools for effectiveness, and quality patient out-
comes. To date, there is no standardized acuity tool available 
for behavioral health units. Though they have added core 
measures for screening for suicide and risk of violence, 
nursing managers and researchers have relied on using 
Medicare case mix index or adapting acuity instruments 
similar to those used on medical units (Grantham, 2010; 
Mark & Harless, 2011). The American Nurses Credentialing 
Center (ANCC) Magnet Recognition program has devel-
oped a framework emphasizing the importance of empow-
ering nurses to practice autonomously in a shared governance 
model (ANCC, 2011). The lack of an acuity measure that 
accurately depicts psychiatric nursing care needs according 
to patient acuity hampers the work of staff nurses, particu-
larly in meeting their responsibility to adapt care based on 
the acuity of their patient.

However, adjusting staffing for patients with varying 
severity of symptoms is critical to safety and quality out-
comes. Staffing must be flexible to match staff compe-
tence with patient needs.

Multimorbidity. Another patient characteristic that 
affects staffing needs is comorbidity or multimorbidity. 
Collectively, available evidence suggests that patients on 
psychiatric units have multiple and complex physical and 
mental health problems that require the attention of an 
RN (Druss & Reisinger Walker, 2011; Kronick, Bella, & 
Gilmer, 2009; Safford, Allison, & Kiefe, 2007; Valderas, 
Starfield, Sibbald, Salisbury, & Roland, 2009). A main 
determinant of patient outcomes from psychiatric hospi-
talizations is the type of patient who is admitted and the 
type of psychiatric facility that delivers the care (Cromwell 
& Maier, 2006). In 2002, 1.6 million Americans aged 18 
years and older were hospitalized for a psychiatric condi-
tion, for a total of 2.2 million psychiatric admissions 

(OAS, 2005; National Center for Health Statistics, 2006). 
These are predominately older individuals. Four of five 
individuals had previously been admitted, and one in 
eight had 11 prior hospitalizations to psychiatric facilities 
(Fries et al., 2006). Additionally, compared with the 
general population, persons with severe mental illness 
have a life expectancy that is 25 years less and have 1.5 
to 2 times higher prevalence of diabetes, dyslipidemia, 
hypertension, and obesity (Newcomer & Hennekens, 
2007; Miller, Paschall, & Svendsen, 2006). Higher rates of 
cigarette smoking, alcohol and drug abuse, poor diet and 
exercise habits are present in individuals who have psy-
chiatric disorders. Thus, the complexity of the psychiatric  
inpatient population has greatly increased, requiring a 
more holistic approach and a focus on the medical as well 
as the psychological needs of the individual. The RN, by 
virtue of training and 24-hour staffing, is the discipline 
best equipped to provide this care on inpatient units.

The ability of psychiatric care units to provide effec-
tive hospitalizations for sick patients is critical to prevent 
harm by patients to themselves or others and to treat the 
acute phases of severe mental illness and substance abuse 
disorders. Continued exploration of how nurse staffing 
models affect patient outcomes can lead to positive orga-
nizational changes that result in safe and effective inpa-
tient psychiatric hospitalizations and improved patient 
outcomes.

Throughput. A recent retrospective observational study 
also found that throughput, or patient flow, has an impact 
on staffing effectiveness; there was an increase in patient 
mortality when nurses handled multiple admissions, dis-
charges, and transfers during their shift (Needleman et al., 
2011). The same research also demonstrated that nurses’ 
ability to safely monitor patients decreased because of 
high workload and low staffing levels; the resultant reduc-
tion in surveillance correlated with an increase of mortal-
ity rates (Needleman et al., 2011).

In addition, high nurse workloads increase the risk and 
number of reported on-the-job injuries (back injuries, 
needle sticks and stress-related disability), potentially 
resulting in high levels of nurse burnout and increased 
staff turnover (Clarke & Donaldson, 2008). Balancing 
nursing skill, experience, and education with various 
patient needs further complicates formulating acuity-
adjusted staffing.

Financial. Quality and safety are of utmost concern, but 
a nurse leader must also be aware of the financial impact 
that a staffing model has on the viability of the organiza-
tion. Research on the impact of staffing on financial out-
comes is sparse and even sparser when the focus narrows 
to psychiatric inpatient units. Several studies demon-
strated that a greater RN-to-patient ratio resulted in a 
decreased length of stay (LOS) in medical-surgical units 
(Unruh, 2008; Thungjaroenkul, Cummings, & Embelton, 
2007). These data suggest associations between staffing, 
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quality, and financial impact on psychiatric services. If a 
psychiatric unit has adequate staffing, nurses should be 
able to decrease the LOS and thus shorten the wait time 
of psychiatric patients in the emergency department (ED) 
and in the medical units waiting to transfer to psychiatry. 
This will result in opening medical and ED beds that can 
be filled with other patients, thus increasing hospital rev-
enue. In addition to revenue generation, it will result in 
patients being admitted faster to more appropriate treat-
ment environments.

The relationship between staffing and downstream 
financial benefits is an area that needs further study. 
Turnover is less in hospitals with a greater number of RNs 
to patients (Aiken, Clarke, Sloane, Sochalski, & Silber, 
2002). It is estimated that replacement of an RN can 
exceed $60,000 per nurse; thus by decreasing turnover, 
the cost of recruitment and retention is reduced.

Another issue is skill mix. A common management 
strategy for cost savings is to deskill the workforce. The 
rationale for this strategy is that nurses are more expensive 
and less available for hire than are mental health workers 
or mental health technicians. These decisions are not based 
on empirical indicators of quality and safety and are not 
supported by research. Higher numbers of RNs have been 
shown to decrease adverse outcomes in patients, decrease 
LOS, and reduce staff injuries and patient injuries, all of 
which result in costs savings for hospitals.

Technology. Psychiatric hospital environments are 
becoming increasingly complex. Multitasking is com-
mon practice as staff RNs attempt to meet the day-to-day 
workload demands and expectations to deliver safe, high-
quality patient care. In a study of more than 200 medical-
surgical patient care units across the country, direct-care 
RNs identified 327 workflow issues and 766 unique pro-
cesses as part of nursing care delivery (Bolton, Gassert, & 
Cipriano, 2008). These represented eight major workflow 
categories: admission-discharge-transfer (ADT), commu-
nication, care delivery, medication, documentation, patient 
movement, management of supplies and equipment, and 
care coordination (Bolton et al., 2008). These authors 
contend that implementation of appropriate and well-
designed health information technologies (IT), such as 
the electronic health record (EHR), can help streamline 
complex and redundant nursing workflow processes that 
will ultimately transform nursing care delivery and alle-
viate some nurse staffing and workload issues in the inpa-
tient setting. However, only 56 (approximately 1%) of 
more than 5,000 U.S. hospitals that operate in paperless 
environments have achieved best-practice designation for 
implementation of the EHR (Healthcare Information and 
Management Systems Society, 2011). California hospi-
tals in various stages of EHR implementation, report 
nursing care hours had actually increased by 16% to 19% 
in the advanced stages of implementation (Furukawa, 

Raghu, & Shao, 2010). Although health policy makers 
and health IT experts promote the widespread adoption of 
EHR because of its potential benefits to improve the delivery 
of health services and overall quality of care (Blumenthal  
et al., 2008), it is imperative that hospital and psychiatric 
nurse administrators also value a health IT system that 
supports nursing care delivery. Simply put, if the EHR 
does not work for the nurses who provide patient care, it 
will not work for the patients (American Nurses Associa-
tion, 2011, April). As the development of these systems 
moves forward, their impact on staffing, particularly 
increases in nursing workflow, must be considered.

Staffing plans
To ensure the provision of safe and high quality care, 
direct-care nurses and nurse leadership must collaborate 
on the development of a staffing plan. Research indicates 
that to reduce the frequency of negative events and/or 
patient mortality, these plans must be both comprehen-
sive and flexible in setting staffing levels at the bedside 
(Mark & Harless, 2011; Needleman et al., 2011). When 
nurse leaders are developing their staffing model, they 
must carefully examine multiple factors in order to arrive 
at the appropriate staffing levels for their unit or hospital 
(see Appendix A). These factors include variables in 
patients (severity of illness, comorbidity, homogeneity 
of population), throughput, staff variables (educational 
level, experience, skill mix), and hospital factors (tech-
nology, unit design, unit age). In addition, the nurse 
architects of the plan must incorporate shift-to-shift 
variables such as number of admissions, discharges, and 
transfers. Balancing these variables in a staffing plan 
with known quality measures makes establishing any 
standard staffing ratio difficult.

Typically, a nurse staffing plan is used as the founda-
tion for determining staffing needs. This is often devel-
oped annually, coinciding with the organization’s budget 
planning process. Staff-to-patient ratios have long been 
utilized to establish staffing plans at the organizational 
level. “Nurse staffing productivity” is often measured in 
nursing hours per patient day. Hours per patient day 
(HPPD) cannot readily be used to accurately determine 
nurse-to-patient ratios as this measure typically reflects 
the average staffing across a 24-hour period. Using HPPD 
formulas is flawed, because factors such as staff mix (RN 
versus non-RN), staff competence, mix of overtime ver-
sus regular hours, and fluctuations in the patient census 
are not included in the calculations of this number. 
Additionally, not all productive nursing hours are spent 
providing direct care. Nurses may be engaged in activi-
ties such as education, administration, and quality assur-
ance. Measuring HPPD will likely result in overestimation 
of the actual amount of bedside care (AHRQ, 2007).

 by guest on April 6, 2012jap.sagepub.comDownloaded from 

http://jap.sagepub.com/


APNA Position Statement	 19

What is known about nurse staffing planning comes 
from studies of medical-surgical nurses in general hospi-
tals. These studies show that factors affecting nurse staff-
ing levels include patient acuity, diagnosis, and age. Also, 
the skill mix of nurses and nurse’s aides, level of nurses’ 
education, and experience level of nurses are influential. 
Additional factors that have an impact on staffing effec-
tiveness in psychiatric settings include the quality of sup-
port by administration for the practice of nursing and 
certain types of hospital characteristics such as teaching, 
technology utilized, and number of beds. Research on 
medical-surgical nurse-to-patient staffing ratios demon-
strates that better nurse staffing yields better patient outcomes, 
including fewer deaths. Researchers have acknowledged, 
however, that these are often difficult data to interpret on the 
level of a staff ratio system (Donaldson & Shapiro, 2010; 
Lang, Hodge, Olson, Romano, & Kravitz, 2004).

There is very little research on nursing staffing levels for 
psychiatric units. Researchers who have investigated the 
relationship between staffing numbers and effectiveness/
patient outcomes on inpatient psychiatric units have con-
cluded that the numerous variables influence any associa-
tion of staffing-patient outcome (Coleman & Paul, 2001; 
Cromwell & Maier, 2006).

Conclusion
Multiple, complex factors influence safe staffing levels 
and must be considered when psychiatric-mental health 
nurses initiate and implement a comprehensive staffing 
plan. It is the position of APNA that the likelihood of 
adverse outcomes increases with an increase in the num-
ber of patients assigned to each nurse. With support for 
the role of RNs and acknowledgment that clinical out-
comes are related to nurse staffing, we propose that the 
following recommendations be enacted for the quality 
and safety of care on psychiatric inpatient units:

  1.	Each hospital should establish a staffing commit-
tee responsible for developing, implementing, 
and evaluating a safe staffing plan that incor-
porates specific factors for ensuring quality and 
safety of care. The committee will have represen-
tation from direct-care RNs and nursing adminis-
trative staff.

  2.	For quality and safety, staffing plans will consider 
the multiple variables that affect staffing needs, 
such as psychiatric patient complexity, nurs-
ing education, nursing skill mix, physical envi-
ronment, recovery principles, and the impact 
of technology in use. The staffing plan should 
allow for shift-to-shift flexible adjustments, typi-
cally based on acuity factors, or as measured by 

admissions, discharges, transfers, comorbidity of 
illness, and patient care complexity.

  3.	Specific quality and safety indicators will be 
utilized in the evaluation of the staffing plan. 
Hospitals may choose to use indicators such as 
medication errors, patient injury rates, staff inju-
ries rates, seclusion and restraint rates, workers’ 
compensation rates, staff recruitment\retention 
and staff satisfaction.

  4.	The methods used to establish safe staffing 
will be transparent (shared with all nurses in 
an understandable manner) and will reflect the 
staffing plan criteria for ongoing evaluation of 
whether a safe and high-quality patient experi-
ence is being maintained. Both the staffing plan 
and the evaluation of the plan will be made 
available to nursing staff.

  5.	Each hospital will put in place a process for 
examining staffing concerns that arise in the 
course of unit operations. Any actions from the 
examination process should be quickly enacted 
to ensure that safety and quality of care are 
maintained at all times.

  6.	Registered nurses should be trained to evaluate 
unit operations in line with identified quality 
measures as well as with data that assess organi-
zational culture, such as the National Database 
of Nursing Quality Indicators (NDNQI) of the 
National Center for Nursing Quality (NCNQ).

  7.	Nurse-sensitive indicators, for use in defining 
and measuring the quality and safety of patient 
care, need to be developed further for psychi-
atric nursing. APNA should work with organi-
zations such as NCNQ, the National Quality 
Forum, and AHRQ to determine these specific 
indicators and to disseminate innovative models 
for effective and safe staffing.

  8.	In conjunction with other national organiza-
tions and with nurse researchers, APNA should 
pursue studies that focus expressly on psychiat-
ric units and hospitals. In this way, psychiatric 
nurse staffing can be evaluated in a manner that 
is well represented and on equal measure with 
staffing models in other hospital settings.

  9.	APNA will establish a work group to research 
the availability of a standardized acuity tool that 
can be modified, if needed, and implemented 
across psychiatric inpatient units.

10.	As leaders and direct-care providers, psychi-
atric RNs should be acknowledged as integral 
partners in the institution and be authorized to 
develop policies on quality and safety of patient 
care.

 by guest on April 6, 2012jap.sagepub.comDownloaded from 

http://jap.sagepub.com/


20		  Journal of the American Psychiatric Nurses Association 18(1)

Factors Affecting
Staffing Plans

Outcome Measures

Patient Characteristics
(Acuity, Diagnoses, Comorbid Complications)

Patient Outcomes
• Adverse events
• Satisfaction
• Seclusion and Restraint

Patient Flow
(Admissions, Discharges, Procedures)

RN Qualifications

• Assaults
• Medication Errors
• Falls

(Experience, Education)

Skill Mix
(RN, LPN, Nonlicensed Personnel) Staffing Plan Hospital Outcomes

• Financial Costs
• Throughput

Physical Environment 
(Layout, Design, Age)

Technology

• ED Wait Time for Psychiatric Patients  

(EMR, CPOE, Bar Code Scanning)

Note: RN = registered nurse; LPN = licensed 
practical nurse; EMR = electronic medical 
record; CPOE = computerized physician order
entry; ED = emergency department.

Staff Outcomes
• Recruitment
• Retention
• Satisfaction
• Turnover
• Injuries

Care Delivery Model

Finances
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