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Mandatory nurse-to-patient staffing ratios should be implemented for every hospital- CONS.
Opening Argument (3 pages)
Advocates for the mandatory nurse-to-patient staffing ratios had been lobbying both the United States Congress and state legislatures to implement regulations to revamp the overall working environment in healthcare facilities and hospitals. The minimum proposed nursing-to-patient staffing ratios like the ones enacted by the California Board of Nursing under California State Regulations aim to address the increasing concern that insufficient staffing is hurting patients concerning the rising illness severity and health care complexity. Notably, the overall care costs might increase if there will be a national implementation of the mandatory ratios because they offer no guarantee to improved quality hospitalization. These mandated ratios will need to hire more registered nurses to handle the increasing number of patients. Therefore, these additional nurses will mean increased costs that will not be offset by the increased payments to healthcare institutions, meaning that such mandated ratios will remain unfunded (Welton, 2007).  
Today's healthcare industry is facing a gap between available nursing care and patient need. Such a gap is evident since patients are currently remaining in the healthcare institutions only if they precisely need nursing care after being acutely ill (Welton, 2007).   Patients are discharged as long as such acute care demands are fulfilled. Eventually, other patients who are likely to have the highest acuity needs are admitted to hospital beds that the currently discharged patients previously used. As a result, patients with higher acuity healthcare requirements occupy an increased proportion of beds. Unfortunately, healthcare institutions have failed to keep up with the need to provide additional nurses to care for the increasing number of patients that need higher acuity care. Such a gap leads to debates on the safety and quality of the currently provided nursing care (Welton, 2007). This increased care intensity because of an immense number of invasive strategies, more solid medications, and an increasing number of sick people with chronic, acute infections increase the needed nursing care intensity. Additionally, a rising population of elderly patients with the highest needs for help with daily living activities also contributes to the demand/supply gap for inpatient nursing care (Welton, 2007).  
In the last few years, different state legislatures have been trying to close such a gap by implementing higher-level standards for nursing staff on patient care units. At the directive of the California Nurses Association, the California legislators passed legislation requiring healthcare institutions to have adequate staff to meet the minimum nurse-to-patient staffing ratios in different units in the hospital (Seago, 2002). However, other states like Colorado, New Jersey, Washington, and Texas have recently implemented new healthcare rules to meet the increasing demand for more registered nurses. According to Curtin, Gall & Vigue (2006), the Massachusetts statehouse has two competing bills that address nursing staffing. One of the bills is strongly supported by the nursing labor groups. It advocates for the mandatory nurse-to-patient staffing ratios while the other bill is under the support of the Massachusetts Hospital Association (MHA). The Massachusetts Organization of Nurse Executives (MONE) advocates avoiding staffing ratios by closely monitoring the trends in nursing staffing and primary nursing education funding. In other words, Byrd (2007) shows that the state of Washington has a proposed bill requiring hospitals to adopt safe staffing plans compared to the specific nurse-to-patient staffing ratios. Also, the last few years had seen several attempts in both United States Senate and House to address and enacting hospital nursing staffing laws. 
Such legislative efforts had given rise to various demerits concerning mandatory nursing-to-patient staffing ratios. Foremost, little evidence to specify if compulsory nurse-to-patient staffing ratios improve the quality of safety of healthcare is provided. For instance, a study of the hospitals in California before and after implementing mandatory nurse-to-patient staffing ratios showed increased costs with no improved healthcare quality (Donaldson, Bolton, Aydin, Brown, Elashoff, & Sandhu, 2005). Secondly, Welton & Harris (2007) shows that these legislatively mandated nursing-to-patient staffing ratios lead to an unfunded mandate since the existing payment systems consider nursing care as a fixed cost that is similar across all the patients despite the significant level of nursing care given to an individual patient. As mentioned earlier, mandatory nursing-to-patient staffing ratios are associated with hiring more registered nurses to provide quality and safe healthcare to higher acuity patients. Therefore, such mandated ratios are not offset by the additional payment to the healthcare institutions. Such legislation will need, but not fund, such a mandate. As a result, there is a need to put forth both the pros and cons for mandatory nursing-to-patient staffing ratios to understand both sides in detail. This is why this debate offers the cons of mandated nursing-to-patient staffing ratios to enlighten the healthcare industry on the consequences that might surface from such legislations. 
Rebuttal (2 pages)
Research shows that advocates of mandatory nursing-to-patient staffing ratios point to studies that associate nurse workload & patient morbidity and mortality. Two studies are mainly used in supporting the implementation of both federal and state laws. The first studies in 11 states with 799 hospitals found a higher prevalence of infections like urinary tract, pneumonia, cardiac arrest, and shock when nurses increased workload (Needleman, Buerhaus, Mattke, Stewart, and Zelevinsky, 2002). The second widely acknowledged research investigated the levels of staff in the year 1999 for 168 hospitals in Pennsylvania and the mortality rates for the chosen surgical patients. The researchers reported that a nurse was assigned for every additional patient, and there was a 7% increase in the possibility of a patient under such care dying (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002). Such findings primarily set the specific arguments concerning mandatory nurse-to-patient staffing ratios. 
The above findings occur because of various issues. First, mandatory staffing ratios are associated with costs of hiring new registered nurses, as mentioned earlier. For instance, take a look at a medium-sized hospital with about 100 adult medical-surgical patients on average. With an increase of only one hour of the added healthcare per day by a registered nurse at $40 per hour, daily and annual costs will increase by $4,000 and $1.4 million, respectively. We should not forget that these costs have increased with a margin, with the hospital not receiving any additional revenue for providing additional patient care. As a result, such a problem highlights the underlying aspect of the current billing and reimbursement of nursing care across the acute setting. With hospitals lacking additional payment to cater for the additional hiring of registered nurses, a solid disincentive to increase staffing is raised. This is because nurses will not be willing to work knowing that they will not be reimbursed or compensated at the end of the day, and many patients under their care end up dying.  As a result, I support those hospital associations that fight such proposed regulations concerning mandatory nurse-to-patient staffing ratios in different states across America. 
Even though mandatory nurse-to-patient staffing ratios aim to address the perceived imbalance between nursing resources and the patients' needs, they fail to address the various nursing intensity & treatment complexity levels among patients in any given unit. According to a recent study by Welton, Zone-Smith, & Fischer (2006), the unit means of the needed time ta take care of the patients with significant diagnosis widely varied across every category of the Diagnosis Related Group (DRG). Also, the intensity and cost of nursing care can widely vary among patients on a similar unit, within the same units in one hospital, and within same units in multiple hospitals based on various aspects, like differences in the age of patients, disability aspects, cognitive levels, and the anticipated self-care levels. Therefore, this means that nationwide implementation of mandatory nurse-to-patient staffing ratios will burden the community's small hospitals because such hospitals have little severity patients. They will be mandated to staff at a similar level to the larger teaching hospitals. As a result, there will be many patient deaths because such hospitals will not be able to meet the costs associated with such staffing levels without additional funding from states and the government at large. 
Summary (One page)
From the different research conducted, mandatory nurse-to-patient staffing ratios are likely to worsen, rather than correcting the existing imbalance between the available nursing resources and patient needs across the hospitals in the United States since different patients have different healthcare needs. The resulting evidence demonstrates that most aspects concerning hospitals, patients, and nurses develop a high-variability degree in nursing intensity. Various issues show that mandatory staffing ratios have negative consequences. First, collecting the real-time data related to the nursing care hours remains labor-intensive and exposed to errors, biases, and missing data. For instance, nurses might overstate the actual time they spend when providing additional care. If they are very busy, they might fail in recording the actual additional time in nursing. Secondly, there is a possible fraudulent billing action if the actual amount of nursing care hours remains little relative to what was charged. Thirdly, a problem with the response of patients after receiving the hospital bill might be a problem. Patients might claim that they did not get all the indicated nursing care in the bill since some, if not all, nursing time, was not spent on their bedsides. Therefore, developing a single state or national mandatory nurse-to-patient staffing ratio might lead to situations where some patients will receive additional nursing care than required. In contrast, others will receive little care than expected. As a result, there might be lower healthcare quality associated with higher costs. The smaller community hospitals might be exposed to risk since they mostly have patients who need little intense nursing care than the larger teaching and referral hospitals. 
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