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Introduction

The US territories of Puerto Rico and the US Virgin Islands have experienced unprecedented 
and wide spread damage from Hurricanes Irma and Maria unlike any other natural or man-made 
disasters that have occurred in the US.  First missions to these territories have revealed that the 
residents living there are experiencing collective, territory-wide hardships and those 
experiencing the hardships are predominately racial/ethnic minorities who are already 
experiencing high levels of poverty and health care needs.  This program is intended for nurses 
and other health care professionals who want to learn post-disaster risks, health care needs, 
and how to best promote resilience among individuals, families, and communities in these 
territories.

Course Objectives:

At the conclusion of this program, the learner will be able to:

Recognize health care needs and psychosocial stressors in Puerto Rico and the US 
Virgin Islands post hurricane;
Describe examples of coping strategies that nurses can use while working with patients 
that can promote resilience in those patients;
Explore possibilities of what nurses can do next in the recovery of theses Territories.
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PUBLIC HEALTH IN PUERTO RICO AND THE US VIRGIN ISLANDS

At the heart of all successful public health initiatives are the workers and health care 
practitioners who promote and protect the public's health and safety. In addition to addressing 
everyday public health needs, the public health work forces face a number of emerging and 
complex health issues such as the increase in obesity and long-term chronic conditions,
managing vaccine supplies, disparities in health outcomes, and emergency preparedness.
Compounding these issues, practitioners also face workforce challenges, including large 
numbers of employees who are retiring, shortages of key professionals, and the need for 
ongoing training and education to ensure that professionals can effectively address all of the 
emerging public health issues.

For all types of public health hazards, nurses play a major role in responding to 
disasters, managing their victims, and ensuring the best possible outcomes. However, despite 
the attention in the literature to emergency preparedness over the past six years, most schools 
of nursing don’t adequately cover this topic, if at all. Few address even such basics as disaster 
triage, decontamination, and proper personal protective equipment.  Before competency in 
disaster response, nurses need to be versed with the knowledge and skills to manage disaster 
events and to participate safely.   

ASSESSING LARGE POPULATIONS POST DISASTER

Large population of patients affected by a natural or man-made disaster may be
assessed and then categorized according to three major categories, according to their risk 
status. 

The high risk group, which generally represents 5% of the total population, has at least 
one complex illness and multiple comorbidities and psychosocial problems. These are 
the patients who end up needing hospitalization.

o High risk patients should have a one-on-one care manager who is familiar with 
the management of the condition. The focus of care is to provide the patient with 
a comprehensive, proactive care to prevent acute exacerbation and re-
hospitalization.

The rising risk group, which generally comprises 20% of the population has multiple 
risk factors that could easily push them into the high risk group.

o The rising risk patients are best managed in an enhanced primary care setting 
where they can be cared for by a team of providers. Who they see on their visits 
would depend upon the need to be addressed at that time. Patients need to be 
engaged in their care. They should be taught how to manage their chronic illness 
to prevent complications that would place them into the high risk category. 

The low risk group is the generally the majority of the population. They tend to be 
younger, more health conscious, generally healthy or if they have a chronic condition it is 
well managed and controlled.

o Low risk patients are best managed in a primary care setting or enhanced 
primary care setting. The aim of their care is to keep them healthy through health 
maintenance and prompt treatment of medical problems.

COMMUNITY HEALTH WORKERS

Community health workers (CHW) are lay members of communities who work either for 
pay or as volunteers in association with the local health care system in both urban and rural 
environments and usually share ethnicity, language, socioeconomic status and life experiences 



with the community members they serve. They have been identified by many titles such as 
community health advisors, lay health advocates, "promotores(as)”, outreach educators, 
community health representatives, peer health promoters, and peer health educators. CHWs 
offer interpretation and translation services, provide culturally appropriate health education and 
information, assist people in receiving the care they need, give informal counseling and 
guidance on health behaviors, advocate for individual and community health needs, and provide 
some direct services such as first aid and blood pressure screening. Some examples of these 
practitioners are Community Health Aides or Practitioners established under 25 USC 1616 (l) 
under HHS, Indian Health Service, Public Health Service.

Community Health Workers are active in all three risk groups noted above and help 
ensure equity in health at grassroots levels and contribute to efforts to ensure health care for all, 
particularly the poor, underserved and underprivileged. The CHW is responsible for helping 
patients and their families to navigate and access community services, other resources, and 
adopt healthy behaviors. As a priority, activities will promote, maintain, and improve the health 
of patients and their family. CHWs apply their unique understanding of the experience, 
language, and/or culture of the populations they serve in order to carry out one or more of the 
following:

Provide culturally appropriate health education, information and outreach in community-
based settings, such as homes, clinics, schools, shelters, local businesses, and 
community centers;
Bridge and mediate between individuals, communities and health and human services, 
including actively building individual and community capacity;
Assure that people access the coverage and services they need;
Provide direct services, such as informal counseling, social support, care coordination 
and health screenings;
Advocate for individual and community needs.

Role of the Community Health Worker

Delivering immediate response 
To save lives in emergencies, time is of the essence. Community health workers are more 
often than not the closest to hand when people are in need of first aid, triage and other 
essential health care, assisting in search and rescue operations and providing emergency 
relief items.

Assessing, monitoring risks
As key members of the community, grassroots health workers are generally well placed to 
assess risks to their own towns and villages. They can identify vulnerable groups, such as 
children, women and the elderly, detect trends in disease patterns and provide early warning 
for rapid response to emergencies.

Mobilizing communities to respond 
Mobilizing grassroots health action by people is a basic function of community health 
workers and professionals. This way, they empower people and different sectors to protect 
public health by detecting disease outbreaks, preventing malnutrition, promoting healthy 
behavior and avoiding hazards.

Treating common illnesses
Treating people with common illnesses is one role of community health workers. 



Pneumonia, for example, is a leading killer of children worldwide, including in humanitarian 
settings where people are displaced that community health workers in many vulnerable 
countries treat, including in people's homes.

Promoting good health
Health workers and professionals operating in communities help identify priority health 
concerns and promote good primary health practices. These include early home visits for 
newborns which help communities improve child survival, growth and development in 
emergency settings.

Risk reduction, emergency preparedness
Training local health workers and professionals to be able to identify hazards to 
communities, help make towns and villages less vulnerable and increase the capacity of 
people to respond to emergencies is a powerful way to protect public health. 

Recovering from disasters
The work of community health workers and professionals in acute crises helps devastated 
health systems recover and be more resilient in the future. The skills and knowledge of such 
workers provides the base on which local health services have built back better in many 
countries.

STATUS OF PUERTO RICO BEFORE THE HURRICANE

The Commonwealth of Puerto Rico is a U.S. territory located in the Caribbean, with a 
population of approximately 3.41 million residents as of July 2016.  Puerto Ricans are U.S. 
citizens by birth. Prior to Hurricane Maria, Puerto Rico faced a number of economic and public 
health challenges. The island was already in the midst of a debt crisis, following years of 
economic recession, and in May of this year filed for bankruptcy relief. Close to half of Puerto 
Rico’s residents lived at or below the federal poverty level in 2016 (43.5%), compared to just 
12.7% in the U.S. overall.  The median household income in Puerto Rico over 2011-2015 was 
$19,350, almost one-third the median household income in the US overall ($53,889).  The 
unemployment rate was estimated at 10.1%, a figure more than two times higher than that for 
US overall (4.1%). 

The health care system also faced challenges. Puerto Ricans were much less likely to 
have employer sponsored health insurance compared to rest of the U.S. (35% compared to 
60%) and more likely to rely on Medicaid (49% compared to 20%), though a smaller proportion 
were uninsured (6% compared to 9%). Unlike the 50 US states and Washington, DC, Medicaid 
spending in Puerto Rico has been subject to a statutory cap, which means that under normal 
circumstances once federal funds are exhausted, the island no longer receives financial support 
for its Medicaid program for that fiscal year. Many residents of Puerto Rico access primary 
health care services through community health centers (CHCs), which rely heavily on federal 
Medicaid funding; there were 93 CHCs in Puerto Rico before the storm serving over 350,000 
residents on the island, primarily in rural areas. 

In one indicator of basic health care access, the Health Resources and Services 
Administration (HRSA) estimated that at the end of 2016, there were just over 19,000 people 
living in primary “healthcare provider shortage areas” (HPSAs) with just 32% of the need for 
physicians in these areas being met.  Basic health statistics in Puerto Rico also indicate that the 
island faced significant health concerns even before the storm. Puerto Ricans were much more 



likely to report having fair or poor general health compared to the U.S. overall (34% compared 
to 18%). The percentage of people living with a disability (estimated for 2011-2015) was 15.4% 
compared to 8.6% in the U.S. overall. Puerto Rico had a higher percentage of low-birthweight 
infants and a higher infant mortality rate compared to the US overall. The prevalence of 
diabetes was 50% higher in Puerto Rico compared to the rest of the U.S., including a death rate 
due to diabetes that was more than three times higher. The HIV death rate in Puerto Rico was 
nearly four times higher than that of the U.S. overall, and second highest of any state, territory, 
or federal district in the country (after Washington D.C.) in 2014. The number of people living 
with HIV in Puerto Rico in 2014 was estimated at 17,072, which represented one of the highest 
rates of people living with HIV per 100,000 in the U.S. Puerto Rico has also seen outbreaks of 
mosquito-borne viral diseases over the last several years, including dengue, chikungunya, and 
Zika. 

Zika was first detected on the island in December 2015, and since that time Puerto Rico 
has reported the vast majority (84%) of all U.S. Zika cases. In 2016, the island experienced 
almost 35,000 symptomatic cases of Zika infection, compared with 6,218 cases in the rest of the 
U.S. and territories. So far in 2017 there have been far fewer Zika cases in Puerto Rico; 476
infections were reported through October (433 cases were reported in the rest of the 
U.S./territories). Some public health experts believe the decline in cases stems from the fact 
that a large proportion of the population was infected earlier and is now immune, creating a level 
of “herd immunity.” Still, the potential for further Zika outbreaks does exist. Other endemic 
infectious diseases of concern in Puerto Rico include leptospirosis, a serious, sometimes fatal 
bacterial infection usually transmitted via exposure to contaminated surface water. 

POST-HURRICANE PUBLIC HEALTH STATUS IN PUERTO RICO

Hurricane Maria has significantly damaged key transportation, communication, and 
electricity infrastructures across the island which in turn have exacerbated already challenged 
health conditions. Immediately after the hurricane, there was virtually no electricity, available 
water, or transportation access on the island. On October 12, three weeks after the hurricane 
struck, only 392 miles of Puerto Rico's 5,073 miles of roads were open according to the Federal 
Emergency Management Agency; it is unclear how many of the islands’ roads remain 
impassible now. Damage to cell towers and antennae, still being repaired, has left a reported 
28% of people without telecommunication access as of November 8. While access to electricity 
has been increasing, it stood at 43% on November 16 (by comparison, the percent of population 
with access to electricity at the global level is over 80%; the country with the lowest access in 
the world, Papua New Guinea, has 40%); the remainder rely on generators or go without power. 
The ongoing power outage on the island has been named the “largest blackout in American 
history”. On November 9 and again on November 14, major power outages following power line 
failures and technical issues at the main power plant left 80% of the island without power, 
underscoring systemic weaknesses in the power grid.  The goal of the Puerto Rico government 
is to be able to restore power to 50 percent of the population by the end of November, and 
power to all by spring or summer 2018. With these broader issues in mind, major public health 
concerns on Puerto Rico post-hurricane include the following:

Mortality

The official death toll on Puerto Rico from Hurricane Maria, as of November 4, 
stood at 55, primarily from more immediate impacts, but this is widely understood to be 
an underestimate. Officials have stated that there were 472 additional deaths in 



September 2017 compared to September 2016, though the cause of many of these 
excess deaths or their potential link to the hurricane has not been certified. Barriers to an 
accurate and updated accounting of deaths include insufficient resources and 
challenges in transportation, communication, and organization in confirming and 
certifying causes of death. The official count of the number of deaths caused by the 
Hurricane is likely to increase over time as more deaths and their causes are counted 
and confirmed and longer term health complications set in.

Food, Water and Sanitation

Many island residents have had difficulties accessing groceries and fresh food, 
relying on meals provided by FEMA, the Red Cross, World Central Kitchen, and other 
entities. According to Puerto Rico officials, emergency responders are still providing 1 
million meals per day on the island as of the first week of November.  Lack of access to 
adequate food results in malnutrition, which can cause and exacerbate other health 
issues.  

Right after the storm, access to water was minimal, with water treatment and 
pumping stations knocked out by the storm. Even by October 1, almost two weeks later, 
it was still at less than 50%. Since that time, access has increased slowly. As of 
November 16, Puerto Rico’s water authority reports that 91% of the population had 
access to water, leaving about 9% (about 300,000 people) still without access. 

While the percentage with access in Puerto Rico has been improving over time, it 
is still variable across the territory. San Juan metro region has the highest percentage 
with access to potable water (97%), while the West region has the lowest (86%). While 
the water authority reports the water is safe to drink, the Puerto Rico health department 
is still recommending residents boil or otherwise disinfect all water before drinking or 
cooking.  

Some of those without access to safe water have been using natural fresh water 
sources such as ponds, lakes, and streams. Ingesting or other exposure to untreated 
fresh surface water is potentially dangerous due to possible contamination with disease-
causing microbes. 

While no official case numbers are available, there are many reports in the 
media, from health care providers on the island, and from government officials that there 
has been an increase in conditions related to unclean water, ranging from vomiting and 
diarrhea to conjunctivitis (pink eye), scabies and asthma. In addition, by the end of 
October Puerto Rico had already reported 121 cases and 4 confirmed deaths from 
leptospirosis since the hurricane (compared to about 60 cases in total in a regular year). 
One difficulty in diagnosing infectious diseases is that public health laboratory testing on 
the island has been interrupted due to damage from the storm.

Another concern is the leaching of raw sewage or other contamination into 
drinking water sources. A reported 20 of the island’s 51 sewage treatment plants were 
out of service as of October 17, due mainly to lack of power.  As a result, sewage has 
been identified as contaminating sources people are using for drinking water. In addition, 
the water authority briefly distributed water taken from a well at an EPA-designated 
groundwater contamination (“Superfund”) site, but this is no longer the case. Authorities 



have barred residents from accessing water at other groundwater wells with potentially 
dangerous levels of chemical or other contamination.

Health Care Infrastructure

Hospitals and other health care infrastructure suffered extensive damage from 
the storm, and most hospitals were left without electricity and with limited access to 
generators with fuel. Only three major hospitals were functioning on the island three 
days after the hurricane, but repair has progressed since then. At this point, while all 
hospitals tracked by the Puerto Rico government are open and functioning, 26 of the 65
hospitals (40%) with available information were still running on generators rather than 
regular electric power as of November 8. This means power may be available on an 
intermittent or limited basis (especially when generators fail or run out of fuel), which can 
result in the need to rely on alternative light sources such as flashlights when conducting 
surgery or providing other medical care. Community Health Centers (CHCs) have also 
been affected by the storm, with 10 of the 93 (11%) CHC sites reported closed as of 
October 20 (four weeks after the hurricane); it is unclear how many remain closed 
currently.

Given the high burden of diabetes on Puerto Rico, dialysis centers are an 
important part of the health care system. Almost all of the island’s 47 dialysis centers lost 
power after the Hurricane, though most of these centers have now re-opened. Still, 
many dialysis centers do not have regular electrical power and must rely on generators. 
Generator power has failed at some dialysis centers, and patients have been 
transported to other areas (including some to the continental U.S.) for treatment.

In another indicator of the challenges faced by Puerto Ricans in accessing health 
care on the island, the latest estimates from HRSA indicate that 1,689,212 people –
almost half of the population –lived in HPSAs as of November 7, with less than 2% of the 
need for physicians being met.

As a result, across Puerto Rico, community-based groups have transformed into 
de facto relief brigades, setting aside their missions to meet the most immediate needs 
of their communities, whether it's food, water, shelter, medicine, disinfectants or other 
life-and-death necessities.

Proyecto Enlace Del Caño Martin Peña is an alliance of community groups 
comprising eight neighborhoods along the channel. The group focuses on environmental 
restoration, anti-gentrification and poverty reduction. But these days they're patrolling the 
streets and helping wherever they're needed.

Whether it's because of poor planning by central authorities, the obliteration of 
telecommunication infrastructure at a time when it's most needed, or a bogged down 
response by government entities, community groups in Puerto Rico are turning to each 
other and coordinating help for communities in need.

Other Infectious Diseases

As mentioned above, Puerto Rico faces a number of endemic mosquito-borne 
diseases such as Zika, dengue, and chikungunya. Although it is common for mosquito 
populations to increase in the weeks after major rain events, raising the potential risk for 
mosquito-borne disease outbreaks, at this time there is no evidence that the island is 
experiencing any large-scale outbreaks of these diseases.  



Likewise, Puerto Rico faced a significant public health challenge from HIV prior to 
the hurricane, so there is increased concern about people living with HIV, and their 
access to medicines and other support services. While HIV program authorities on the 
island continue to face intermittent communication and power challenges, thus far no 
major interruptions in services have been reported or are evident and all Ryan White 
HIV/AIDS Program funded clinics are open.

Mental Health

Media reports, statements from public health officials, and NY RNs who have 
participated in medical missions on the island indicate that many Puerto Ricans are 
struggling with mental health issues in the wake of the hurricane. Thirty-two suicides 
have been reported and demand for mental health services has increased sharply in the 
nearly two months since the storm struck. Anxiety, PTSD, and depression are frequently 
reported, even by those who never experienced these issues before. 

An ongoing concern is lack of access to drug treatment and mental health services for 
those who need them. Mental health concerns may even increase over the coming 
months and years as people move beyond the immediate crisis and attempt to return to 
a normal life. Studies of those affected by Hurricane Katrina, for example, found that 
rates of mental illness remained elevated for more than a year after that disaster.

STATUS OF THE US VIRGIN ISLANDS BEFORE THE HURRICANE

In the USVI, 507 public health workers are employed by the U.S. Virgin Islands 
Department of Health (USVI-DOH), including those assigned to the local health agencies. 
According to its website, the USVI-DOH includes 3 health care facilities, 2 district offices and 
field offices, as well as the central office, located on St. Thomas. The current Commissioner of 
Health is Dr. Michelle Davis, PhD.  The USVI public health workforce functions as an allied 
health workforce, providing health care services in addition to public health services.

Some 28 health concerns and disparities in the USVI have been identified. The leading 
health concerns in the USVI centered on issues of access to quality health services for 1) heart 
disease and stroke, 2) cancer, 3) diabetes, and 4) HIV infection.

Heart Disease and Stroke

As with the mainland U.S., cardiovascular diseases are the leading causes of 
death in the USVI. According to the V.I. Bureau of Vital Statistics, cardiovascular 
diseases accounts for approximately 34 percent of all deaths in the Virgin Islands, a rate 
of 191.5 deaths per 100,000 population (USVI Department of Health, 2003).

Risk factors for cardiovascular diseases are widespread in the USVI. Although
most of the major risk factors for heart disease and stroke are modifiable or entirely 
preventable (Chyun, Amend, Newlin, Langerman, & Melkus, 2003), over 80 percent of 
Virgin Islanders report having at least one major risk factor for heart disease (USVI
Department of Health, 2003). These include tobacco use, physical inactivity, poor diet, 
and high blood pressure, high blood cholesterol, obesity, and diabetes. Several studies 
have reported racial, ethnic and socioeconomic disparities in the clustering of
cardiovascular disease risk factors (Graham-Garcia, Raines, Andrews, & Mensah, 2001; 
Sharma, Malarcher, Giles, & Myers, 2004).



Cancer

Cancer is the second leading cause of death in both the mainland U.S. and the 
USVI. The Cancer Facts and Figures 2003 from the American Cancer Society reports 
that about one-fifth of all deaths in the U.S. stem from cancer, and that cancer will 
eventually inflict one in every three Americans alive today. The mortality data in the 
USVI mirror national trends, with breast and prostate cancers being the most common 
for female and male cancer deaths respectively (USVI Department of Health, 2003).

Diabetes

According to the results of the Behavioral Risk Factor Survey 2009, 8 percent of 
Virgin Islanders have been told they have diabetes. Diabetes in the USVI affects more 
Black and Hispanic residents and is more common among older adults and persons with 
lower education and income levels (USVI Department of Health, 2003). These data 
show a need for healthier nutrition practices and more physical activity.

HIV Infection

At the end of 2007, there were 31.4 people per 100,000 residents living with 
AIDS in the USVI, compared to 12.5 in the U.S. as a whole (Centers for Disease Control, 
2010). Because of the lack of information about risk and transmission of the disease, 
and sexual mores, there is a high rate of other STDs as well, which increases the risk of 
HIV transmission. HIV infection is a stigmatized disease in the Territory, leading many to 
avoid testing for HIV, so that by the time they present for care, many patients have 
severe immuno-suppression, or AIDS. The most common risk factor for HIV infection in 
the USVI is unprotected heterosexual sex, and the number of men and women who 
have the disease is nearly equal. Substance abuse is also an important factor in 
transmission.

Persons of Afro-Caribbean descent make up 68 percent of those diagnosed with 
HIV, similar to their representation on the overall USVI population. On the other hand, 
approximately 28 percent of those diagnosed with HIV are Hispanic, a proportion that is 
double their proportion in the population. An estimated 55 percent of those patients were 
infected through heterosexual transmission, and women make up 43 percent of the 
patients in care.

POST HURRICANE PUBLIC HEALTH STATUS IN US VIRGIN ISLANDS

The members of IDSA and HIVMA are deeply concerned that the US Virgin Islands will 
face worsening public health crises in the wake of Hurricanes Maria and Irma.

Providing Health Services after the Storm in US Virgin Islands

A whole community effort is in full force to maintain medical care and public health 
support for survivors across the territory. Hundreds of healthcare professionals from the U.S. 
Department of Health and Human Services (HHS) and Department of Defense (DOD) have 
supported and augmented local medical staff who were working steady 12-hour shifts in the 
weeks since the hurricanes. Many continued to care for patients despite damage to their own 
homes and the need to evacuate their families.

What’s more, the three major hospitals throughout the territory were battered by severe 
winds and flooding. In response, the military’s 575th and 602nd Area Support Medical 



Companies (ASMC) established mobile medical units outside of St. Croix’s Gov. Juan Luis 
Hospital and Medical Center as well as St. Thomas’s Schneider Medical Center to offer backup 
support for patients needing medical care.

Personnel from the National Disaster Medical System (NDMS), part of HHS, provided 
medical care at St. John’s Myra Keating Smith Clinic before relocating to the Morris F. deCastro 
Clinic. NDMS staff also provided basic medical services at the fire station in Coral Bay, St. John. 
HHS and DOD workers provided basic healthcare services, such as triage and emergency 
medicine.

The U.S. Army Corps of Engineers is also contributing to the effort to ensure ongoing 
patient care. It will be setting up interim soft-walled durable structures or modular units at 
damaged hospitals on all the islands and at DOH facilities. These units can expand to capacity 
and allow additional space for surgery and post-op patient recovery. Among its many efforts on 
behalf of Virgin Islanders, DOH is providing recurring walk-in clinical services from a mobile 
medical van. The health department is also providing infant-toddler kits, prescription medicine
and family planning services.

HHS and DOD continue to evacuate patients who need critical care. So far, more than 
300 patients with critical care needs have been evacuated to the mainland for additional medical 
attention. HHS and DOD are following up with medical centers and local organizations in Atlanta 
and Columbia, S.C. for their care.

Because flooding offers a breeding ground for mosquitoes spreading waterborne 
viruses, staff from the Centers for Disease Control and Prevention (CDC) have been working 
with DOH on vector control issues. U.S. Public Health Service Commissioned Corps personnel 
have performed environmental health assessments at shelters, childcare, healthcare and 
educational facilities.  Infectious disease risks in the wake of these hurricanes include 
exposures to waterborne pathogens, the spread of infections in crowded shelters, food-borne 
illnesses, mosquito-borne infections and mold-related illnesses. 

Reliable access to medicines for patients with HIV and tuberculosis is also critical to 
preventing treatment disruptions that increase patients’ risks of serious illness, disease 
progression, and to avoid the emergence of drug-resistance or transmission of these infections.  
Health workers in the affected areas struggle with shortages of antibiotics and hydration 
solutions, and they are bracing for potential infectious disease outbreaks.  Ensuring that basic 
needs are met including access to clean water, safe food and sanitation is essential for infection 
control. 

CDC is also supporting DOH in getting health and safety information to communities 
about post-hurricane risks. Health advice focuses on promoting mental health in the storms’ 
aftermath, staying safe while cleaning mold, preventing carbon monoxide poisoning and more.

FEMA and Federal Partners Continue to Support Life-Saving and Life-Sustaining 
Efforts As of September 12, 2017, 9 a.m. 

FEMA is coordinating closely with the governor’s office in the Virgin Islands, its 
Emergency Management Agency and its federal partners to support life-saving and life-
sustaining operations on the islands. 
The priority is to support efforts by territorial, local, private sector and voluntary agency 
partners to help meet the needs of Hurricane Irma survivors and begin to restore basic 
services and communications capabilities. 



As of September 11th, FEMA had sent nearly 146,700 liters of water, 443,000 meals,
and 56 rolls of blue tarp, 13 infant/toddler kits to St. Thomas and St. John for the 
response effort. 

Federal Family Response 

The federal family -- including the Departments of Defense, Energy and Health and 
Human Services – is on the ground and strongly supporting response and recovery 
efforts in the Virgin Islands. 
A FEMA Urban Search and Rescue Incident Support Team-Advance element and 
Virginia Task Force Two (VA-TF2), Virginia Task Force One (VA-TF1), both as a NIMS 
type 1 task force, are on the ground in the U.S. Virgin Islands conducting operations. 
FEMA deployed additional US&R support including Canine Search and Logistics teams. 
The U.S. National Guard Bureau is conducting medical evacuations and moving critical 
disaster personnel and equipment to the U.S. Virgin Islands. 
Mobile Emergency Response Support (MERS) personnel continue to deploy to support 
communication needs for the U.S. Virgin Islands. A 20- person team with 
communications equipment and vehicles are present in St. Thomas. 
FEMA National Radio System is operable in St. John and St. Thomas to help provide 
essential emergency communication. 
Three Department of Energy (DOE) responders are on the ground in St. Thomas and St. 
Croix, for electricity restoration tracking and technical assistance. DOE responders are 
also working with the U.S. Army Corps of Engineers to coordinate emergency power 
generation in St. Thomas and St. John. 
The Corps of Engineers also has technical experts on the ground to assess 
requirements for debris cleanup, assess damages at critical facilities and assist in 
identifying power restoration and generator requirements, including for the power plant in 
St. Thomas. Corps subject matter experts are also identifying requirements for 
temporary roofing solutions. 
UACE has received a FEMA mission assignment to provide coordination and execution 
of debris removal for St. Thomas. 
The U.S. Coast Guard (USCG) is conducting search and rescue operations in the U.S. 
Virgin Islands. Additionally, USCG is conducting damage assessment overflights and 
port reconstitution efforts are underway. 
Coast Guard cutter crews have been arriving to support Hurricane Irma relief efforts in 
the U.S Virgin Islands. The Coast Guard cutter fleet from Sector San Juan, along with 
other Coast Guard cutters are supporting Hurricane Irma relief efforts in the U.S. Virgin 
Islands by providing maritime security, assisting with port assessments, as well as 
transporting supplies, equipment, Coast Guard teams and other government agency 
responders to St. John and St. Thomas. 
U.S. Northern Command (USNORTHCOM) is providing search and rescue capabilities 
to the U.S. Virgin Islands (USVI) to assist with lifesaving and life-sustaining efforts. 
The USS Wasp located near the USVI is conducting medical evacuations for critical care 
patients from St. Thomas to St. Croix and performing damage assessments in support of 
the local government. 
The Department of Health and Human Services (HHS) has medical teams providing 
care at a hospital emergency department on St. Thomas, and is sending personnel to St. 
John. 
Personnel from HHS and DOD are evacuating dialysis patients from St. Thomas, U.S. 
Virgin Islands, to San Juan, Puerto Rico, due to the extensive damage to the health care 
infrastructure on St. Thomas. 



Approximately 100 HHS medical personnel are deployed to Puerto Rico and the U.S. 
Virgin Islands to aid in patient evacuation and to assist USVI doctors and nurses in 
providing medical care in a hospital emergency department in St. Thomas. 
U.S. Customs and Border Protection (CBP) coordinated with the Coast Guard to deploy 
a 67-person Disaster Assistance Recovery Team (DART) for response and recovery in 
St. Thomas. CBP is supporting relief and recovery efforts in USVI. 
DOD Civil Authorities Information Support (CAIS) forward team and capabilities arrived 
Tuesday, September 12 on St. Thomas. Coordination efforts are underway to locate 
staging area. CAIS teams will coordinate with FEMA on broadcast and loudspeaker 
messaging in St. John and St. Thomas. 
The Department of Health and Human Services (HHS) has three medical teams that are 
providing care at a hospital emergency department on St. Thomas, U.S. Virgin Islands, 
and are helping evacuate dialysis patients. HHS Secretary Tom Price, M.D., signed 
public health emergencies declarations for Puerto Rico, U.S. Virgin Islands, Florida, 
Georgia and South Carolina, and the Centers for Medicare and Medicaid Services has 
made subsequent waivers available. 
The U.S. Coast Guard (USCG) is conducting search and rescue operations in the U.S. 
Virgin Islands. Additionally, USCG is conducting damage assessment overflights and 
port reconstitution efforts are underway. 
U.S. Northern Command (USNORTHCOM) is providing search and rescue capabilities 
to the U.S. Virgin Islands (USVI) to assist with lifesaving and life-sustaining efforts. The 
USS Wasp located near the USVI is conducting medical evacuations for critical care 
patients from St. Thomas to St. Croix and performing damage assessments in support of 
the local government. 
Three Department of Energy (DOE) responders are on the ground in St. Thomas, and 
St. Croix, for electricity restoration tracking and technical assistance.

SOCIAL DETERMINANTS OF HEALTH

Health starts in our homes, schools, workplaces, neighborhoods, and communities. We 
know that taking care of ourselves by eating well and staying active, not smoking, getting the 
recommended immunizations and screening tests, and seeing a doctor when we are sick all 
influence our health. 

Our health is also determined in part by access to social and economic opportunities; the 
resources and supports available in our homes, neighborhoods, and communities; the quality of 
our schooling; the safety of our workplaces; the cleanliness of our water, food, and air; and the 
nature of our social interactions and relationships.

Social determinants of health include:

Availability of resources to meet daily needs (e.g., safe housing and local food 
markets)
Access to educational, economic, and job opportunities
Access to health care services
Quality of education and job training
Availability of community-based resources in support of community living and 
opportunities for recreational and leisure-time activities
Transportation options
Public safety



Social support
Social norms and attitudes (e.g., discrimination, racism, and distrust of government)
Exposure to crime, violence, and social disorder (e.g., presence of trash and lack of 
cooperation in a community)
Socioeconomic conditions (e.g., concentrated poverty and the stressful conditions 
that accompany it)
Residential segregation
Language/Literacy
Access to mass media and emerging technologies (e.g., cell phones, the Internet, 
and social media)
Culture

Physical determinants of health include:

Natural environment, such as green space (e.g., trees and grass) or weather 
(e.g., climate change)
Built environment, such as buildings, sidewalks, bike lanes, and roads
Worksites, schools, and recreational settings
Housing and community design
Exposure to toxic substances and other physical hazards
Physical barriers, especially for people with disabilities
Aesthetic elements (e.g., good lighting, trees, and benches)

Health Care Problems in Puerto Rico

The six most important health issues identified in Puerto Rico, and seen by NY RNs on 
medical missions, were Heart Disease, Diabetes, Malignant Neoplasms, Arthritis, Asthma, and 
Alzheimer’s.  

Perceived Barriers to good health and good health care in Puerto Rico

There was concern for the health of women, overall, in Puerto Rico. Heart disease is 
greater in women whose household incomes were less than $15,000/year. Diabetes is prevalent 
in 1 out of 3 women over the age of 65 where household incomes were less than $15,000/year. 
Malignant neoplasms, arthritis, and Alzheimer’s disease is more prevalent in women over the 
age of 65 where household incomes were less than $15,000/year. Lastly, asthma is more 
prevalent in younger women where household incomes were less than $15,000/year. Also 
noted were patient dissatisfaction with the cultural competence of care given, low literacy levels, 
poor self-care, stress, anxiety and depression, and poor access to care.

Health Care Problems in the US Virgin Islands

The five most important health issues identified in the US Virgin Islands, and seen by 
RNs on medical missions, were Diabetes, Heart Disease, HIV/AIDS, Asthma, and Hypertension. 
The majority of participants expressed concerns about limited resources and high costs, such 
as the Medicare gap, high cost of insurance and co-pay, large number of uninsured residents, 
and the overall cost of services.

Perceived Barriers to good health and good health care in US Virgin Islands

There was concern that health care providers from the U.S. mainland were not culturally 
competent, and about significant provider-patient communication obstacles based on patients’ 
use of language that providers may misunderstand. Second, some barriers to good health can 
be addressed by more rigorous enforcement of existing policies concerning patient 



confidentiality and privacy. Overall, trust and confidence in the health system is markedly low; 
concern for confidentiality is high. Third, some barriers could be addressed by better 
coordination, planning, and/or financing. Included here is confusion about where best to go to 
receive specific health services and doubt about the range and limits of services provided by the 
Department of Health. Some participants did not know which problems were best treated in 
local clinics or physicians’ offices vs. hospital emergency rooms.

NURSES ON MEDICAL MISSIONS CAN MAKE A DIFFERENCE

Nurses on medical missions can help to make a difference to address Common Chronic 
Diseases and post-hurricane public health issues in the Puerto Rican and US Virgin Islander 
population.  The following actions are recommended post-hurricane:

All flood-dampened surfaces should be cleaned, disinfected and dried as soon as 
possible. Follow these tips to ensure a safe and effective cleanup:
Open windows for ventilation and wear rubber gloves and eye protection when 
cleaning. Consider using a mask rated N-95 or higher if heavy concentrations of 
mold are present.
Use a non-ammonia soap or detergent to clean all areas and washable items 
that came in contact with floodwaters.
Mix 1-1/2 cups of household bleach in one gallon of water and thoroughly rinse 
and disinfect the area. Never mix bleach with ammonia as the fumes are toxic.
Cleaned areas can take several days to dry thoroughly. The use of heat, fans 
and dehumidifiers can speed up the drying process.
Check out all odors. It’s possible for mold to hide in the walls or behind wall 
coverings. Find all mold sources and clean them properly.
Remove and discard all materials that can’t be cleaned, such as wallboard, 
carpets and furniture, fiberglass and cellulose areas. Then clean the wall studs 
where wallboard has been removed, and allow the area to dry thoroughly.
Assess clients for wounds, illnesses, nutritional status, mental status, etc. and 
provide first aid relief and immunizations.  Make referrals when appropriate.  
Provide teaching when appropriate, such as importance for food hygiene, boiling 
water, creating a dedicated toileting area, etc.   
Provide equipment, supplies, and medicines to operate temporary clinics that 
come from donations through partnerships with pharmaceutical and medical 
supply companies, hospitals, and other health and development organizations, 
as well as donations from private supporters.
Promote resilience in patients by incorporating cultural dance, exercise, yoga and 
meditation, listening to music, reading, or photography, support groups, and 
journaling to improve coping skills. These programs should also be organized in 
institutions in the following months and patients and their caretakers should be 
encourage to attend them.

Major concerns of health care providers when going on medical missions include issues 
related to food, water, septic issues and water waste, home damage including flooding and how 
to clean it up and repair it, no electricity or heat, coping with the traumatic event, lack of medical 
supplies (medication, oxygen, equipment), and illness and injury prevention.

The following actions are provided by RNs on medical missions:

Assisting with basic medical tasks such as first aid or administering vaccines;



Taking vitals and building patient histories;
Performing day-to-day activities such as sterilizing instruments, completing 
paperwork, or readying clinics for intake;
Observing local medical staff to learn healthcare practices in developing 
countries or communities;
Conducting home visits and surveys to understand the most common or priority 
medical needs facing the community;
Educating individuals, families, and communities about hygiene, family planning, 
and other healthcare issues;
Arranging for support groups where clients can clearly express their problems, 
feelings and thoughts, share experiences with the other community members
experiencing similar problems and develop common methods to solve the 
problems.

Working with an ethical organization is one of the most important parts of mission work.      
Questions nurses should ask before deploying include:

Does the organization have an ongoing relationship with a hospital, agency, or 
clinic on the ground? 
Who provides follow-up care when we leave?
Why does a commitment to the community matter to the coordinating 
organization?  Is it for humanitarian, self-fulfilling, or profit-making purposes?
How skilled are the people I will be traveling with?  Will the care being delivered 
be substandard?
Will I likely be asked to do things that exceed my scope of practice in my home 
country?  How do I feel about that?
Are the supplies I am traveling with appropriate for the illnesses I am likely to 
encounter, or is the bag thrown together with medications and supplies that are 
likely to be useless in the communities I will be serving?
Will I feel comfortable if I am asked to participate in religious or cultural activities?
Will I feel comfortable working outside of my comfort zone and while learning
new things, both in the nursing/medical field and also culturally?
Will the organization support the nursing concept of non-interference in cultural 
matters (imposition of Western values in developing nations)?
Will the coordinating organization respect and maintain the local customs and 
beliefs that clashed with their own values? 
Does the coordinating organization provide me with safe food, clean drinking 
water, a place to stay, a translator, and a guide?  Will I be left on my own or 
traveling with a group?
What is the structure of the medical team?  What are the team responsibilities?
Will the organization facilitate psychological support for clients and aid workers 
during and post complex emergencies?
Will the organization provide for debriefing sessions so that there is an 
opportunity to discuss feelings such as lack of achievement regarding self and 
mission?
Will quality assurance and outcomes documentation be preserved and passed 
along to agencies for follow up care?

FOLLOW UP CARE 

Involvement in decisions and respect for preferences



Clear, comprehensible information and support for self-care
Emotional support, empathy and respect that is ongoing
Fast access to reliable health advice
Effective treatment, including treatment for PTSD
Attention to physical and environmental needs
Involvement of, and support for, family and caretakers
Continuity of care and smooth transitions

Summary 

The experience of providing humanitarian aid in countries following a natural and/or 
man-made disaster is culminated by recognizing the need to change one’s practice to align with 
the priorities, values, and resources within the local community. This often means accepting a 
focus on survival, for example, rather than providing for nutritional needs such as dieting. It also 
means feeling anxious and concerned about extending one’s practice beyond the scope and 
parameters previously practiced at home. Significantly, it is an experience of feeling rewarded in 
ways not previously imagined. The nurse’s practice is less constrained than in his/her own 
country, and this release of potential is not only what draws nurses to return, but also facilitates 
thoughts of what true independent practice looks like and feels like.

In conclusion, short-term medical missions currently fill an important niche in addressing 
the global health burden. They also provide opportunities for students and other providers to 
develop greater appreciation of the health care beliefs and practices of different cultures. Next 
steps in short-term medical missions include formulating alliances so that the health concerns 
that have been assessed by RNs on medical mission will continue once the medical mission 
team returns home.



Nurses medical missions to Puerto Rico and US Virgin Islands: What nurses need to 
know and do next.

Course Activity Exam

Instructions: Complete the exam questions below by marking your answers on the answer 
sheet provided. Be sure to complete the evaluation form on the back of the answer sheet. 

1. All of the following are focuses of public health EXCEPT:
A. Health promotion.
B. Epidemics.
C. Health insurance.
D. Reducing environmental hazards.

2. The populations that public health focuses on includes all of the following except:
A. Rising risk group.
B. Emergent risk group.
C. Low risk group.
D. High risk group.

3. All of the following health conditions pre-existed Hurricane Maria in Puerto Rico and the 
US Virgin Islands EXCEPT:

A. Conjunctivitis.
B. Zika.
C. HIV.
D. Low birth weight infants.

4. Social determinants of health include all of the following EXCEPT:
A. Language, literacy and quality of education and job training.
B. Transportation options and social norms and attitudes.
C. Resources to meet daily needs, safe housing, local food markets.
D. Mass media, emergency technologies, and motor vehicular laws.

5. Physical determinants of health include all of the following EXCEPT:
A. Physical barriers for people with disabilities.
B. Aesthetic lighting and roads.
C. Community artwork.
D. Housing, community designs, and green spaces (grass, trees).

6. TRUE or FALSE.  Community health workers can be a positive link by actively working 
in the community to help address common chronic diseases in Puerto Rico and the U.S. 
Virgin Islands, such as obesity, hypertension, asthma, cancer, and diabetes.

A. True
B. False



7. All of the following reflect deficiencies in chronic care delivery, EXCEPT:
A. Lack of care coordination and active follow-up to insure the best outcomes for 

patients.
B. Patients are unable to manage their illnesses because they are inadequately 

trained and have high health literacy.
C. Practitioners feeling rushed, or a lack of time to follow established guidelines to 

provide care.
D. Practitioners do not address the mental and/or PTSD issues in their patients.

8. Some strategies to improve communication and provide culturally competent care 
include all of the following EXCEPT:

A. Tailoring care plans to include patient’s needs and preferences.
B. Only asking the patient to be involved in any aspect of decision making.
C. Utilizing a patient centered care approach.
D. Making sure patient’s understand medical instructions by engaging patients in 

teach-backs.

9. TRUE or FALSE.  Limited health literacy is a condition that makes itself easily visible for 
nurses to see when doing an assessment.

A. True 
B. False

10. TRUE or FALSE.  The nurse, when teaching the Community Health Worker, needs 
emphasize techniques so the Community Health Worker will be able to help clients 
examine their current habits, values, and future goals.

A. True
B. False
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Introduction
Patients and their families are increasingly aware that hospitals do not have 
enough RNs to provide the life-saving treatment, medication and support that 
they need, especially since the average acuity of hospital patients is higher than 
ever.  So it is more important than ever for RNs and other healthcare 
professionals to review the latest evidence-based research on the impact on 
patients, RNs and hospitals of safe staffing and of unsafe staffing.

Purpose Statement:  Hospital patients are sicker, on average, and require 
constant monitoring by qualified licensed professionals.  Therefore, staffing in 
hospitals is more important now than ever. Patient acuity is on the rise, length of 
stay is shortened, and patients are discharged more quickly.  These are added 
reasons for legislated nurse-to-patient ratios.  This program is intended for 
registered professional nurses and other licensed healthcare professionals who 
want to be versed in the literature surrounding safe staffing and patient 
outcomes and the economic benefits of safe staffing.

Course Objectives

At the completion of this learning activity the learner will be able to:

Examine how safe staffing saves lives and is an economically beneficial way 
to improve patient outcomes 
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Please read the New York case study report “Safe Staffing in Hospitals:  Improved 
Outcomes for Patients, Nurses and Hospitals,” by the New York Campaign for 
Patient Safety, and then complete the Quiz for 1.0 CH.
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Nurses and Hospitals 

Course Activity Exam

Instructions: Complete the exam questions below by marking your answers on 
the answer sheet provided. Be sure to complete the evaluation form on the back 
of the answer sheet. For those members wishing to earn CHs for these courses, 
please return completed evaluation form and answer sheets to NYSNA no later 
than April 13, 2019.

1. In a 2015 survey, what percentage of New Yorkers said that New York 
hospitals do not have enough nurses?

A. 50%
B. 67%
C. 86%
D. None of the above.

2. Two comprehensive reviews of existing research concluded that adding one 
full-time RN per patient day was associated with:

A. A 6% reduction in the odds of death for medical patients.
B. A 9% reduction in the odds of death for ICU patients.
C. Neither.
D. Both.



3. Which of these statements are False?  
i. Peer-reviewed research found that Black patients are largely 

concentrated in a small number of hospitals, which have lower 
nurse staffing than hospitals with fewer Black patients.

ii. A 2012 study of the impact on safety-net hospitals of the Safe 
Staffing law found that the legislation increased nurse staffing 
“in those hospitals in which an improvement in staffing has 
historically been most difficult and most improvement was 
needed.”

A. (i)
B. (ii)
C. Neither.
D. Both.

4. According to data from the Centers for Medicare & Medicaid Services 
(CMS), New York’s hospital performance on hospital readmissions, 
compared to other states is:

A. Worse than every other state.
B. About average.
C. Better than average.
D. None of the above.

5. Medicare now financially penalizes hospitals with high rates of potentially 
avoidable infections and complications such as blood clots, bedsores and 
falls—outcomes that can be reduced with improved RN staffing.  Medicare 
is lowering 2016 payments by 1% for how many New York hospitals?

A. 26
B. 46
C. 86
D. None.



6. Peer-reviewed research has found that increases in hospital nurse staffing 
levels improved quality and reduced length of stay

A. But at a substantial additional cost
B. With no additional cost
C. With a much lower cost
D. None of the above

7. The 2004 Safe Staffing law in California had which outcome(s)?

A. Raised RN staffing levels
B. Improved patient outcomes
C. Maintained ancillary staffing levels
D. All of the above

8. When comparing the cost per life saved, how does decreasing the number 
of patients per RN from 7 to 6 compare to pharmaceutical thrombolytic 
therapy for acute myocardial infarction (heart attack):

A. Safe staffing costs more per life saved than thrombolytic therapy
B. Safe staffing costs the same per life saved as thrombolytic therapy
C. Safe staffing costs less per life saved than thrombolytic therapy

9. How did the operating profit margin change for California hospitals from 
2003—before the Safe Staffing law ratios took effect—to 2010—after the 
ratios had taken effect?

A. Decreased from 3.1% to 2.1%
B. Decreased from 3.1% to 0%
C. Stayed the same
D. Increased from 1% to 3.1%



10.In a 2015 survey, what percentage of New Yorkers said that they would 
support a minimum number of nurses on duty per patient at any given 
time?

A. 86%
B. 67%
C. 50%
D. None of the above
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Executive Summary
Patients and their families count on our hospitals to care for 
their loved ones when they are sick or injured. Nurses are a 
vital part of safe, successful hospitals. Th ey care for patients 
around the clock, providing life-saving treatment, medication 
and support. A safe staffi  ng ratio of nurses to patients is crit-
ical to ensuring every patient is properly cared for. 

Th e research is clear: Safe staffi  ng ratios save lives and improve 
patient outcomes. Safe staffi  ng ratios also reduce emergency 
room wait times, and lower costs for hospitals and the health 
system as a whole.

Conversely, research shows that short-staffi  ng can harm pa-
tients, as nurses must leave tasks undone to take on an in-
creased workload.

Safe staffi  ng is more important now than ever. On average, 
hospital patients are sicker, increasing demands on staff  and 
increasing workloads. Nurses report that understaffi  ng leads 
to patient deaths and complications,1 and most New Yorkers 
say that the state’s hospitals do not have enough nurses.2 Mean-
while, hospitals in New York State perform worse than hospitals 
nationally on key indicators of quality and patient safety.3, 4

Overwhelming evidence shows that:
• Safe staffi  ng saves lives. Peer-reviewed research fi nds that 

higher nurse staffi  ng is associated with lower mortality
rates. For example, adding one RN per patient day was
associated with a 16 percent decrease in failure to rescue
in surgical patients.5

• Safe staffi  ng improves patient outcomes. Studies have shown 
increased RN staffi  ng lowers the risk of a number of specifi c
patient outcomes and safety measures, including hospital-ac-
quired infections, hospital-acquired pneumonia and cardiac 
arrest.6 Higher nurse staffi  ng also reduces hospital readmis-
sions7 and emergency room wait times.8

• Safe staffi  ng is cost-eff ective. A 2009 analysis found that
the savings associated with lives saved per thousand hospi-
talized patients were greater than the increased cost of one

additional RN per patient day in intensive care, surgical and 
medical units.9

• Safe staffi  ng reduces nurse burnout, turnover and injuries.
Adding even one patient per nurse increased burnout by 23 
percent and job dissatisfaction by 15 percent in one study.10

Safe staffi  ng ratios in California were associated with an
occupational injury and illness rate 31.6 percent lower than 
what would have been expected without the law.11

California’s experience has shown safe staffi  ng laws work and 
that hospitals can thrive with safe staffi  ng in place. 

•  Since California’s law was implemented, nurses in California 
care for fewer patients, on average, than they did prior to the
legislation and fewer patients than nurses in other states.12

Legislation also increased nurse staffi  ng in safety-net hos-
pitals “in which an improvement in staffi  ng has historically
been most diffi  cult and most improvement was needed.”13

• Despite predictions, no hospitals closed in California fol-
lowing the implementation of minimum nurse ratios there,14

and hospital margins have actually improved since imple-
mentation.15 Nor did hospitals decrease ancillary staffi  ng.16

As reimbursements shift  to a value-based model, the im-
proved outcomes safe nurse staffi  ng can provide will direct-
ly translate into fi nancial benefi t for hospitals.

Despite the benefi ts of safe staffi  ng for patients and hospitals, 
patients in New York State currently have no legal protection 
against inadequate nurse staffi  ng. Th e state legislature’s pre-
vious eff orts to make hospital staffi  ng levels transparent have 
not succeeded, and even if information were available in a 
transparent fashion, many patients would not be able to 
choose a hospital based on adequate nurse staffi  ng due to 
geographical, insurance or fi nancial limitations.

Th rough the Safe Staffi  ng and Quality Care Act, lawmakers 
can improve the quality of New York hospitals, keep pace with 
changing health care needs, and create safe and equitable 
standards for patients across New York State. 
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INTRODUCTION
A Solution to the Crisis in 
Patient Care
Nurses in our hospitals provide essential patient care: monitor-
ing patients for changes in their condition, responding to requests 
for help, administering medications, and facilitating communi-
cation between patients and the rest of the care team. It is no 
surprise, then, that research shows that safe nurse staffing ratios 
can save lives, improve patient outcomes, reduce emergency room 
wait times, and reduce costs for hospitals and the overall health 
system. Research also shows that safe staffing is an economical 
way to improve patient outcomes, compared to other strategies. 
Conversely, short staffing is associated with nurses having to 
leave specific care tasks undone and worse patient outcomes.

As hospital patients are sicker, on average, and require constant 
monitoring by qualified, licensed professionals, staffing in hos-
pitals is more important now than ever. Patient acuity (a measure 
of the intensity of care required by patients) is on the rise as 
lengths of stay are shortened and pa-
tients discharged more quickly to post-
acute care like skilled nursing facilities 
and home health care. This means only 
the sickest patients remain in the 
hospital.17 Additionally, higher pa-
tient turnover—due to shorter hos-
pital stays—generates more work for 
nurses, who must help transition pa-
tients in and out of the hospital. In an 
intensive care unit (ICU), nurses report 
that the administrative work of admitting or discharging a single 
patient can take two hours—nearly 20 percent of a 12-hour shift. 

Despite rising levels of acuity and the documented benefits of safe 
staffing, nurses and patients report that worsening understaffing 
is hurting patients. In a 2015 survey of nurses in Massachusetts, 
one in four nurses reported patient deaths directly attributable to 
having too many patients to care for at one time, and 61 percent 
reported complications for patients due to unsafe patient assign-
ments.18 Similarly, in a 2013 national survey, 66 percent of registered 
nurses (RNs) surveyed say limited coverage and clinical support 
mean nurses have to divide their time between more patients.19

New Yorkers agree. In a 2015 survey, 67 percent of New Yorkers 
said that New York hospitals do not have enough nurses, and 
86 percent support a minimum number of nurses on duty per 
patient at any given time.20

New York hospitals lag in quality, 
patients left unprotected
Currently, patients in New York State have no legal protec-
tion against inadequate nurse staffing. The state legislature’s 

previous effort to at least make hospital staffing levels trans-
parent, by requiring hospitals to provide ratio information 
upon request, has failed because hospitals do not provide 
meaningful, comprehensible data in a timely fashion. Hos-
pitals are allowed to use self-reported data that is averaged 
over three to 12 months. This renders the staffing informa-
tion meaningless in terms of any particular patient’s experi-
ence, even though every short-staffed shift increases the 
likelihood of death or adverse outcomes and makes it diffi-
cult to compare across institutions. 

Additionally, hospitals are not required to post the information 
online and have 30 days to respond to requests for staffing data, 
which is hardly timely for patients and their families. A 2015 
study by New Yorkers for Patient and Family Empowerment 
found that of four hospitals from which ratio information was 

requested, not one provided all the in-
formation requested within 30 days.21

Even if a patient were able to get access 
to accurate, comparable ratio data in a 
timely fashion, many patients cannot 
afford to choose a hospital based on its 
staffing, due to geography, insurance or 
cost.

Meanwhile, New York hospitals per-
form worse than hospitals nationally 

on key indicators of quality and patient safety. The Leapfrog 
Group, using data from federal agencies, its own survey and 
the American Hospital Association, ranks New York 34th in 
the nation in hospital safety.22 According to data from the Cen-
ters for Medicare and Medicaid Services (CMS), New York 
performs worse than every other state in the country on hos-
pital readmissions. One in three New York hospitals measured 
has a rate of readmissions worse than the national average—
more than any other state in both proportion of hospitals and 
raw numbers.23

The Safe Staffing and Quality Care Act (A08580-A/S782) pro-
tects patients through minimum staffing requirements in our 
state’s hospitals and nursing homes. Similar legislation im-
plemented in California in 2004 has succeeded in raising RN 
staffing levels, maintaining ancillary staffing levels and im-
proving patient outcomes, all while hospitals improved their 
operating margins. Through the proposed legislation, law-
makers can improve the quality of New York hospitals, keep 
pace with changing health care needs, and create safe and 
equitable standards for patients across New York State. 

“New York [ranks] 
thirty-fourth in 
the nation in 
hospital safety.”
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“ Safe nurse staffing ratios 
can save lives, improve 
patient outcomes, reduce 
emergency room wait times, 
and reduce costs for 
hospitals and the overall 
health system.”
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Patient days are the number of census days that admitted inpatients spend in the hospital. 
Findings of an analysis combining results from 28 studies of the impact of nurse staffing on 
patient outcomes. R. Kane, et al, “The Association of Registered Nurse Staffing Levels and 
Patient Outcomes: Systemic Review and Meta-Analysis,” Med Care 2007;45:1195-1204.

Surgical
Patients

Intensive
Care
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Medical
Patients

More Nurses, More Survivors
Increased Likelihood of Patient Survival with One 
Additional RN per Patient Day

SECTION ONE:
Safe staffing saves lives and 
improves patient outcomes
Peer-reviewed studies consistently report that higher RN staff-
ing is related to lower hospital-related mortality.24

• Higher RN staffing saves lives, according to two comprehen-
sive reviews of existing research. Adding one full-time RN
per patient day was associated with a 6 percent reduction
in odds of death for medical patients and a 9 percent reduc-
tion for ICU patients, in a 2007 analysis combining data from
28 studies.25 A 2011 analysis of 17 studies—10 of which were
not included in the 2007 study—concluded that 14 out of 17
studies found a statistically significant relationship between
higher nurse staffing and lower mortality rates.26

• Adding one RN is associated with a 16 percent decrease in 
failure to rescue in surgical patients.27 Failure to rescue
refers to a death after a treatable complication and is an
important measure of patient safety. For example, a patient 
may develop a bedsore that, if unnoticed or untreated, could 
develop into a life-threatening sepsis infection.

Increased RN staffing lowers the risk of a number of specific 
patient outcomes and safety measures, including hospital-ac-
quired infections, hospital-acquired pneumonia and cardiac 
arrest, according to multiple studies.28

• An increase of 1 percent in RN staffing reduced adverse
events by 3.4 percent, and a 5 percent increase in RN staff-
ing reduced adverse events by 15.8 percent, according to a 
two-year study covering nearly 35,000 patients in 11 medi-
cal-surgical units across four hospitals.29

• Higher RN staffing was associated with fewer bloodstream 
infections in children, according to a study of seven chil-
dren’s hospitals.30

• Higher nurse staffing also reduces hospital readmissions.
Increasing RN staffing by 0.75 hours per patient day was
linked with a 4.4 percentage point drop in probability of
readmission in a study of nearly 3,000 hospitals.31

• Safe staffing standards can be particularly important as
patient acuity rises. One study noted that, as acuity rose in 
California, the state’s safe nursing ratio law may have pre-
vented patient outcomes from worsening.32

Meanwhile, lower nurse staffing is associated with higher risk 
of death and worse patient outcomes:

• A patient’s risk of death increased by 2 percent for every

below-target, or short-staffed, shift to which he or she was 
exposed, according to a four-year study of over 190,000 
admissions to a hospital. The study estimated that the risk 
was even higher for patients exposed to short-staffing in the 
first five days of hospitalization.33

• Adding even one patient per nurse is associated with a 7
percent increase in the likelihood of patient death within 
30 days of admission and a 7 percent increase in the failure 
to rescue, according to a study of 168 hospitals in Pennsyl-
vania.34

• Understaffing in neonatal intensive care units is associat-
ed with hospital-acquired infections among infants with 
very low birth weights.35
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Study found that odds of patient mortality increased by a factor of 1.07 with the addition of one patient per nurse over the average ratio of one nurse to four patients, by a factor of 1.14 with the addition of 
two patients per nurse, 1.22 with the addition of three patients per nurse and 1.31 with the addition of four patients per nurse. L. Aiken, et al, “Hospital Staffing and Patient Mortality, Nurse Burnout, and 
Job Dissatisfaction,” JAMA 2002;288(16)1987-93.

Higher Workloads, More Deaths
Odds of Patient Mortality Go Up with Each Patient Added to a Nurse's Workload 
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Improved nurse staffing improves patient outcomes by ensur-
ing that nurses are able to complete all necessary nursing tasks 
for each patient and adhere to best practices that benefit all 
patients. For example, lower nurse staffing hours are associ-
ated with nurses missing specific care tasks (such as providing 
ambulation).36 Understaffing can also limit time for commu-
nication with patients and their families, which could result 
in inadequate education on post-hospital care.

Although less research is available on the impacts of Licensed 
Practical Nurse (LPN) and Certified Nurse Assistant (CNA) 
staffing in hospitals, a 2011 study found that total hours of 
nursing care (including care from RNs, LPNs and assistants) 
was associated with lower rates of congestive heart failure, 
mortality and failure to rescue.37 This underlines the impor-
tance of maintaining LPN and nurse assistant staffing. After 
the passage of safe staffing standards in California, most nurs-
es reported that LPN and nurse assistant staffing were main-
tained or increased, and this may have contributed to im-
proved patient outcomes observed there.38

Safe staffing can improve outcomes for poor patients 
and patients of color
While 92 percent of New Yorkers say there should be consistent 
staffing levels at all New York hospitals,39 it appears that staffing 
varies widely. A 2012 study of over 3,000 U.S. hospitals found 
that hospitals with the best staffing had more than twice the 

nursing staff as hospitals with the worst staffing (9.7 nurses per 
1,000 patient days versus 4.6 nurses per 1,000 patient days).40

In general, safety-net hospitals have worse staffing levels and 
serve sicker, poorer patients.41 This can contribute to health 
disparities. While affluent families can afford to hire private 
nurses to augment inadequate staffing, most patients at pub-
lic hospitals cannot. 

There is also evidence that inadequate staffing dispropor-
tionately affects outcomes for patients of color. Research has 
shown that black patients are largely concentrated in a small 
number of hospitals and that these hospitals have lower nurse 
staffing than hospitals caring for fewer black patients.42 Ad-
ditionally, a study of more than half a million patients over 
65 having general, orthopedic or vascular surgery found that, 
controlling for location, black patients experienced higher 
odds of death with each additional patient per nurse compared 
to white patients.43 This suggests that safe staffing standards 
could contribute to better outcomes for patients of color.

Safe staffing laws have been shown to improve staffing at 
safety-net hospitals. A 2012 study of the impact of Califor-
nia’s safe staffing law found that the legislation increased 
nurse staffing “in those hospitals in which an improvement 
in staffing has historically been most difficult and most im-
provement was needed.”44
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In the ICU: More Nurses, Safer Patients
Decreased Likelihood of Adverse Events for ICU Patients with One Additional RN per Patient Day

Pulmonary Failure

Reduction in Likelihood of Adverse Events

Unplanned Extubation

Hospital-Acquired
Pneumonia

Cardiopulmonary
Resuscitation

Patient days are the number of census days that admitted inpatients spend in the hospital. Findings of an analysis combining results from 28 studies of the impact of nurse staffing on patient outcomes. 
R. Kane, et al, “The Association of Registered Nurse Staffing Levels and Patient Outcomes: Systemic Review and Meta-Analysis,” Med Care 2007;45:1195-1204.

Patient days are the number of census days that admitted inpatients spend in the hospital. Findings of an analysis combining results from 28 studies of the impact of nurse staffing on patient outcomes. 
R. Kane, et al, “The Association of Registered Nurse Staffing Levels and Patient Outcomes: Systemic Review and Meta-Analysis,” Med Care 2007;45:1195-1204.

After Surgery: More Nurses, Safer Patients
Decreased Likelihood of Adverse Events for Surgical Patients with One Additional RN per Patient Day

Surgical Wound 
Infection

Hospital-Acquired
Bloodstream Infection

Failure to Rescue

Cardiopulmonary
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Reduction in Likelihood of Adverse Events After Surgery
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SECTION TWO:
Safe staffing ratios will save 
money as well as lives
New York’s hospitals need to improve care to reduce readmis-
sions and improve outcomes for patients, and research shows 
that safe staffing is an economical way to make those improve-
ments. There is significant evidence that improved nurse staff-
ing can save money for hospitals, and the health system over-
all, by improving patient outcomes, especially those that are 
increasingly tied to hospital reimbursements, and reducing 
costly nurse turnover and injuries.

Safe staffing is a cost-effective way to improve 
patient outcomes
• Increases in hospital nurse staffing levels improved qual-

ity and reduced length of stay at no additional cost in one 
four-year study. Researchers also found that increasing the 
number of registered nurses reduced costs.45

• The money saved when patient lives are saved outpaces the 
cost of increased staffing. A 2009 study found that the val-
ue of lives saved per 1,000 hospitalized patients was 2.5 times 
higher than the increased cost of one additional RN per
patient day in ICUs; 1.8 times higher in surgical units; and
1.3 times in medical units.46

• In another study, decreasing the number of patients per
nurse from seven to six cost $63,900 per life saved—while
other measures cost far more. By way of comparison, it not-
ed that thrombolytic therapy (the breakdown of blood clots 
by pharmacological means) in a case of acute myocardial
infarction (heart attack) costs $182,000 per life.47

Safe staffing is common sense in light of new 
reimbursement rules 
Improved nurse staffing makes even greater economic sense in 
the context of changing Medicare reimbursement processes 
under the Affordable Care Act (ACA). Medicare’s Value-Based 
Purchasing programs reward hospitals that provide quality care 
by tying reimbursements to rates of hospital readmissions, 
hospital-acquired infections and patient outcomes.48

As noted above, the quality measures Medicare considers in its 
reimbursements are improved by safe nurse staffing. A 2013 
study found that under the Affordable Care Act’s Hospital Re-
admissions Reduction Program (HRRP), hospitals with high-
er nurse staffing had 25 percent lower odds of being penalized 
for excessive readmissions compared to otherwise similar hos-
pitals with lower staffing.49 Researchers noted that investment 
in nursing is a potential system-level intervention to reduce 
readmissions that policymakers and hospital administrators 
should consider in the new regulatory environment. 

New York hospitals are already being penalized for high rates 
of potentially avoidable infections and complications such as 
blood clots, bedsores and falls. In December 2015, Medicare 
announced it would lower 2016 payments by 1 percent for 46 
New York hospitals—approximately one out of four hospitals 
in the state. More than half of these facilities were also penal-
ized in 2015.50

Nurse turnover and burnout are costly
The high cost of nurse turnover is well documented, with 
studies putting the cost of turnover between $22,000 and over 
$64,000 per nurse.51 PricewaterhouseCoopers estimated in 

Injury rate, 2000-2003

Adjusted injury rate, 2005-2008

Graphs show difference in nurse injury rates directly attributable to safe staffing ratios after 
implementation of safe staffing legislation, controlled for the general decline in nurse 
injuries over the same time period. J.P. Leigh, C.A. Markis, A. Iosif, P. Ramano, “California’s 
nurse-to-patient ratio law and occupational injury,” International Archives of Occupational 
and Environmental Health 2015:88(4)477-484.
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Higher Staffing
Protects Nurses
Reduction in Nurse Injury Rates in California 
Attributed to Safe Staffing Ratios



10

2007 that hospitals with low nurse retention rates spend, on 
average, $3.6 million more per year than hospitals with high 
retention rates, and that every percent increase in nurse turn-
over costs an average hospital about $300,000 annually.52

Despite this, nurse turnover is on the rise. In a 2014 survey of 
141 facilities, covering nearly half a million health care workers 
and over 100,000 RNs, facilities reported a turnover rate for 
bedside RNs of 16.4 percent—up from 11.2 percent in 2011. 
Even higher rates of turnover are seen in behavioral health (49.2 
percent), emergency services (21.7 percent), medical/surgical 
(20.7 percent), and step down (18.5 percent). Researchers report 
that without intervention, these areas will turn over their RN 
staff every two to 5.4 years.53

Turnover is largely driven by burnout and workload, suggesting 
that improved safe staffing will keep experienced nurses on the 
job. Burnout is the frustration, loss of interest, decreased pro-
ductivity, and fatigue caused by overwork and prolonged stress. 
A study in Pennsylvania found that an increase of one patient 
per nurse increased burnout by 23 percent and job dissatisfac-
tion by 15 percent. In turn, 43 percent of nurses who reported 
high burnout and were dissatisfied with their job intended to 
leave in the next year, while only 11 percent of those who were 
not dissatisfied intended to leave.54

Safe staffing can also reduce injuries that cause nurses to be 
away from work. The Occupational Safety and Health Ad-
ministration reports that RNs and nurse aides suffer more 
injuries than almost any other occupation nationwide, and 
more injuries that keep them away from work.55 A 2014 study 
of the impact of California’s ratio law on occupational injury 
found that the ratios were associated with 55.57 fewer occu-
pational injuries and illnesses per 10,000 RNs per year, which 
is 31.6 percent lower than the number of injuries otherwise 
expected based on a comparison with national averages.56

The Government Accountability Office has found that job 
dissatisfaction, driven by inadequate staffing, heavy work-
loads, and increased use of overtime, is a major obstacle to 
increasing the supply of nurses into the workforce.57 Safe staff-
ing standards can improve these conditions and bring nurses 
back to the bedside. 

CASE STUDY: 
California Hospitals Thrived 
Under Safe Staffing Legislation
In 2004, California became the first state to implement 
statewide minimum nurse-to-patient staffing requirements. 
Prior to the adoption of these standards, there was consid-
erable concern that safe staffing legislation would cause 
hospitals to close, hurt hospitals’ bottom line, gut support 
staff and not improve patient outcomes.58

Those concerns are being echoed by New York hospital 
management in their lobbying campaign to kill safe staffing 
legislation in Albany. But these fears have been shown to 
be unfounded—research in California has demonstrated 
that patients have benefited and hospitals have thrived 
since safe staffing legislation was enacted.

Nurses in California now care for fewer patients, on average, 
than they did prior to the legislation—and fewer patients 
than nurses in other states. The greatest improvements were 
found in hospitals with the lowest and the highest pre-man-
date staffing ratios.59

The lower ratios required by the California staffing law 
resulted in improved patient outcomes—despite increasing 
acuity.60

• Failure-to-rescue rates improved significantly more in
California hospitals than in comparable hospitals in oth-
er states. Hospitals that were the most understaffed prior 
to regulatory implementation saw a significant decrease
in pulmonary embolism/deep vein thrombosis.61

• Emergency room wait times fell after the new require-
ments went into effect,62 and fewer patients left emergen-
cy departments without being seen, according to other
studies.63

Critically important to the New York debate over staffing 
legislation, the implementation of the California law did 
not negatively affect hospital financial performance. 

• No hospitals have closed in California due to the imple-
mentation of its safe staffing law.64

• Staffing requirements had at most a marginal impact
on hospital financial stability, according to a California
Healthcare Foundation study five years after the ratios
were implemented.65 The median operating margin for
California hospitals tripled from 1 percent in 2003, the
year before the ratios went into effect, to 3.1 percent
in 2010.66

“The money saved when 
patient lives are saved 
outpaces the cost of 
increased staffing.”



11

The operating margin is the percentage of operating revenue that remains as income after operating expenses have been deducted. The total margin is the percentage of all revenue that remains as income after 
all expenses have been deducted. Source: California Healthcare Foundation, “California Hospitals: Buildings, Beds, and Business,” January 2013. Based on OSHPD Hospital Annual Financial Data, 2001-2010.
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• Increasing RN staffing does not have a significant impact 
on hospital profits, according to academic research.67

Nor was ancillary staffing reduced as a result of improved 
nurse staffing.

• Employment of licensed vocation nurses (LVNs) and aides 
has remained stable under the new law.68

• There was little change overall in LVN, nurse aide or cler-
ical staffing between 2000 and 2006, after the California
law was implemented, according to a 2012 study. Data on
staffing levels through 2014 demonstrates that LVN and

nurse aide staffing levels have continued to be relatively 
steady in California hospitals.69

• The same study documented an increase in diagnostic ra-
diology and respiratory therapy staffing.70

• In a survey, 73 percent of nurses reported that levels of
support staff either stayed the same or increased after the 
law was implemented.

• Additionally, 66 percent of respondents reported that the 
levels of unlicensed assistive personnel, such as nursing
assistants, increased or stayed the same.70
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CONCLUSION: 
Safe staffing benefits patients, 
nurses and hospitals
Hospitals and patients face significant challenges, nationally 
and in New York State. Patients are sicker, nurses report ”burn-
out” and are more likely to leave the profession, and hospital 
finances are increasingly tied to patient outcomes. New York 
hospitals are ranked below the national average in key measures 
of quality patient safety, and most New Yorkers say that hospi-
tals do not have enough nurses.

Safe staffing will address these challenges. Overwhelming 
evidence shows that higher nurse staffing saves lives, improves 
patient outcomes and reduces hospital readmissions. The Cal-
ifornia experience shows legislation establishing safe staffing 
ratios is an effective way to improve staffing, even in those 
hospitals that traditionally have the worst staffing and treat 
the poorest, sickest patients, making safe staffing a matter of 
health care equity. Nor did the California law reduce essential 
ancillary staffing.

Hospitals can thrive by improving staffing. There is also ample 
evidence that the savings associated with saved patient lives 
and improved outcomes from additional nurse staffing signifi-
cantly outpace the costs of that staffing. As reimbursements 
shift to a value-based model, the improved outcomes resulting 
from safe nurse staffing will directly translate into financial 
benefit for hospitals. Even before the widespread introduction 
of outcome-based reimbursements, the California example 
showed hospitals succeeding with safe staffing. No hospitals 
closed in California following the implementation of minimum 
nurse ratios there, and hospital margins have actually improved 
since the years prior to implementation.

New Yorkers deserve the protection of minimum staffing stan-
dards in our hospitals, for ourselves and our loved ones. 

ENDNOTES
1 Survey of Massachusetts registered nurses, conducted by Anderson 

Robbins Research on behalf of the Massachusetts Nurses 
Association in April 2015. Most respondents (61 percent) had no 
affiliation with the MNA. Available at http://www.massnurses.org/
news-and-events/p/openItem/9463.

2 Survey of New York State voters, conducted by The Mellman Group 
on behalf of the Communications Workers of America in 
November 2015.

3 The Leapfrog Group, “Hospital Safety Score,” available at http://
www.hospitalsafetyscore.org/your-hospitals-safety-score/state-
rankings. For information on methodology, see http://www.
hospitalsafetyscore.org/your-hospitals-safety-score/about-the-score.

4 Centers for Medicare and Medicaid Services, “Readmissions and 
Deaths- State,” available at https://data.medicare.gov/Hospital-
Compare/Readmissions-and-Deaths-State/bs2r-24vh.

5 R. Kane, et al, “The Association of Registered Nurse Staffing Levels 
and Patient Outcomes: Systemic Review and Meta-Analysis,” Med 
Care 2007;45:1195-1204.

6 Kane, et al, supra n5 and J. Needleman, et al, “Nurse Staffing and 
Inpatient Hospital Mortality,” N Engl J Med 2011;364:1037-45. 

7  M. Weiss, et al, “Quality and Cost Analysis of Nurse Staffing, 
Discharge Preparation, and Postdischarge Utilization,” Health Serv 
Res 2011;46(5): 1473–1494, 1483-86.

8 T. Chan, et al, “Effect of Mandated Nurse-Patient Ratios on Patient 
Wait Time and Care Time in the Emergency Department,” 
Academic Emerg Med 2010;17(5)545-552.

9 T. Shamliyan, et al, “Cost Savings Associated with Increased Staffing 
in Acute Care Hospitals: Simulation Exercise,” Nursing Econ 2009 
Sep-Oct;27(5):302-14, 331. 

10 L. Aiken, et al, “Hospital Staffing and Patient Mortality, Nurse 
Burnout, and Job Dissatisfaction,” JAMA 2002;288(16)1987-93.

11 J.P. Leigh, C.A. Markis, A. Iosif, P. Ramano, “California’s nurse-to-
patient ratio law and occupational injury,” 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.

12 B. Mark, et al, “California’s Minimum Nurse Staffing Legislation: 
Results from a Natural Experiment,” Health Serv Res 2013;48(2 Pt 
1):435-54, 447-48. M.D. McHugh, M. Brooks Carthon, D.M. 
Sloane, E.S. Wu, L. Kelly, L.H. Aiken, “Impact of nurse staffing 
mandates on safety-net hospitals: Lessons from California.” The 
Milbank Quarterly 2012;90, 160-186. 

13 McHugh, supra n12.
14 In 2005, the Superior Court of California found that, despite the 

California Department of Health Services’ report that the ratios 
were cited as a cause in hospital closures, there was no evidence 
that the ratios requirements were the proximate cause of any 
closures. See California Nurses Association v. Schwarzenegger, et al,
Superior Court of California for Sacramento County, case number 
04CS01725. See also R. Nelson, “California’s Ratio Law, Four Years 
Later,” American Journal of Nursing 2008;108(3)25-26.

15 California Healthcare Foundation, “California Hospitals: Buildings, 
Beds, and Business,” January 2013. P. 30.

16 California Healthcare Foundation, “Issue Brief: Assessing the 
Impact of California’s Nurse Staffing Ratios on Hospitals and 
Patient Care,” February 2009. T. Serratt, et al, “Staffing Changes 
Before and After Nurse-to-Patient Ratios in California’s Hospitals,” 
Policy Politics Nursing Practice 2011;12(3) 133-140. Available at 
http://ppn.sagepub.com/content/12/3/133

17 J. Needleman, “Increasing Acuity, Increasing Technology, and the 
Changing Demands on Nurses,” Nurs Econ. 2013;31(4):200-
202. Available at http://www.medscape.com/viewarticle/812000_1.

18 Survey of Massachusetts registered nurses, supra n1.
19 “Trend Watch 2013: Practice & Bedside Trends of Hospital-based 

RNs,”Jackson Healthcare. Available at http://www.
jacksonhealthcare.com/media-room/surveys/rn-practice-trends-
bedside-2013-study/.

“Hospitals can thrive by 
improving staffing.”



13

20 Survey of New York State voters, supra n2.
21 S. Mattei, All Hands on Deck: Why New York Patients and Their 

Families Need to Know More About Nursing Staffing Levels in 
Hospitals. New Yorkers for Patient & Family Empowerment. May 
2015. Available at http://patientandfamily.org/news/741/.

22 The Leapfrog Group, supra n3. 
23 Centers for Medicare and Medicaid Services, supra n4.
24 P. Shekelle, “Nurse-Patient Ratios as a Patient Safety Strategy: A 

Systemic Review,” Ann Intern Med 2013;158(5 Pt 2):404-09.
25 Kane et al, supra n5.
26 A.E. Tourangeau, Mortality rate as a nurse-sensitive outcome. In: 

Doran DM. Nursing Outcomes: The State of the Science. Sudbury, 
MA: Jones & Bartlett; 2011. 

27 Kane, et al, supra n5.
28 Needleman, et al, supra n6.
29 K. Frith, et al, “Effects of Nurse Staffing on Hospital-Acquired 

Conditions and Length of Stay in Community Hospitals,” Quality 
management in Health Care 2010;19:147-55.

30 K. Stratton, “Pediatric Nurse Staffing and Quality of Care in the 
Hospital Setting,” Journal of Nursing Care Quality 2008;23(2)105-
114.

31  Weiss, et al, supra n7. 
32 N. Donaldson and S. Shapiro, “Impact of California Mandated 

Acute Care Hospital Nurse Staffing Ratios: A Literature Synthesis,” 
Policy Politics Nurs Pract 2010;11:184.

33  Needleman, supra n6. 
34 Aiken, et al, supra n10.
35 J.A. Rogowski, et al, “Nurse Staffing and NICU Infection Rates,” 

JAMA Pediatr 2013;167(5)444-50.
36 B. Kalisch, et al, “Missed Nursing Care, Staffing, and Patient Falls,” J

Nurs Care Quality 2012;27(1):6-12.
37 M. Blegan, et al, “Nurse Staffing Effects on Patient Outcomes: 

Safety-Net and Non-Safety-Net Hospitals,” Med Care
2011;49(4)406-14.

38 L. Aiken, et al, “Implications of the California Nurse Staffing 
Mandate for Other States,” Health Serv Res 2010;45(4):904-921.

39 Survey of New York State voters, supra n4.
40 P. Chatterjee, K.E. Joynt, E.J. Orav, A.K. Jha, “Patient Experience in 

Safety-Net Hospitals: Implications for Improving Care and Value-
Based Purchasing,” Arch Internal Med 2012;172(16):1204-1210.
Available at: http://archinte.jamanetwork.com/article.
aspx?articleid=1217207.

41 Ibid.
42 A.K. Jha, E.J. Orav, Z. Li, A.M. Epstein, “Concentration and 

Quality of Hospitals That Care for Elderly Black Patients,” Arch 
Intern Med 167(11):1177-1182 (2007). Available at: http://www.
ncbi.nlm.nih.gov/pubmed/17563027.

43 J.M. Brooks Carthon , A. Kutney-Lee, O. Jarrin, D.M. Sloane, L.H. 
Aiken, “Nurse Staffing and Postsurgical Outcomes in Black Adults,” 
Journal of American Geriatrics Society 2012;60, 1078-1084.

44 M.D. McHugh, M. Brooks Carthon, D.M. Sloane, E.S. Wu, L. Kelly, 
L.H. Aiken, “Impact of nurse staffing mandates on safety-net 
hospitals: Lessons from California.” The Milbank Quarterly
2012;90, 160-186.

45 G.R. Martsolf, et al, “Examining the Value of Inpatient Nurse 
Staffing: an Assessment of Quality and Patient Care Costs,” Med 
Care 2014 Nov;52(11):982-8. Available at:
https://www.researchgate.net/publication/266743458_Examining_
the_Value_of_Inpatient_Nurse_Staffing_An_Assessment_of_
Quality_and_Patient_Care_Costs.

46 Shamliyan, et al, supra n9. 
47 M.B. Rothberg, I. Abraham, P.K. Lindenauer, D.N. Rose, 

“Improving nurse-to-patient staffing ratios as a cost-effective 
safety intervention,” Med Care 2005 Aug;43(8):785-91.

48 Centers for Medicare and Medicaid Services, “Linking Quality to 
Payment.” Available at https://www.medicare.gov/
hospitalcompare/linking-quality-to-payment.html.

49 McHugh, et al, “Hospitals with higher nurse staffing had lower 
odds of readmissions penalties than hospitals with lower staffing,” 
Health Aff (Millwood) 2013 Oct;32(10):1740-7.

50 J. Rau, “758 Hospitals Penalized for Patient Safety in 2016: Data 
Table,” Kaiser Health News, December 10, 2015. Available at http://
khn.org/news/758-hospitals-penalized-for-patient-safety-in-2016-
data-table/.

51 C. Bland Jones and M. Gates, “The Costs and Benefits of Nurse 
Turnover: A Business Case for Nurse Retention,” OJIN: The Online 
Journal of Issues in Nursing 2007:12(3). Available at: http://www.
medscape.com/viewarticle/569393_6.

52 PricewaterhouseCoopers’ Health Research Institute, “What Works: 
Healing the healthcare staffing shortage,” 2007. 

53 NSI Nursing Solutions, Inc., “2015 National Healthcare Retention 
& RN Staffing Report,” 2015. Available at http://www.
nsinursingsolutions.com/files/assets/library/retention-institute/
NationalHealthcareRNRetentionReport2015.pdf.

54 Aiken, supra n10.
55 Occupational Safety and Health Administration. “Caring for Our 

Caregivers: Facts About Hospital Worker Safety,” September 2013.
56 Leigh, et al, supra n11.
57 Government Accountability Office, “Nursing Workforce: Emerging 

Nurse Shortages Due to Multiple Factors,” GAO-01-944, July 2001.
58 California Department of Health Services, “Final Statement of 

Reasons” for regulations pursuant to AB 394, March 25, 2003.
59 Mark, et al, supra n12. See also McHugh, supra n44; Aiken, supra 

n38.
60 Aiken, et al, supra n38.
61 Spetz, et al, “Using Minimum Nurse Staffing Regulations to 

Measure the Relationship between Nursing and Hospital Quality 
of Care,” Med Car Res & Rev 2013;70(4):380-399.

62 Chan, et al, supra n8.
63 L. Weichenthal and G. Hendey, “The Effect of Mandatory Nurse 

Ratios on Patient Care in an Emergency Department,” J Emerg 
Med 2011;40(1):76-81.

64 In 2005, the Superior Court of California found that, despite the 
California Department of Health Services’ report that the ratios 
were cited as a cause in hospital closures, there was no evidence 
that the ratios requirements were the proximate cause of any 
closures. See California Nurses Association v. Schwarzenegger, et al,
Superior Court of California for Sacramento County, case number 
04CS01725. See also R. Nelson, “California’s Ratio Law, Four Years 
Later,” American Journal of Nursing 2008;108(3)25-26.

65 California Healthcare Foundation, “Issue Brief,” supra n16. 
66 California Healthcare Foundation, “California Hospitals,” supra 

n15.
67 M. McCue, et al, “Nurse staffing, quality, and financial 

performance,” Journal of Health Care Finance 2003;29.4, 2003, 54-
76.

68 California Healthcare Foundation, supra n16.
69 California Office of Statewide Health Planning and Development, 

Hospital Annual Financial Data Pivot Profiles, 2002-2014. 
Productive hours per adjusted days.

70 T. Serratt, et al, “Staffing Changes Before and After Nurse-to-
Patient Ratios in California’s Hospitals,” Policy Politics Nursing 
Practice 2011;12(3) 133-140. Available at http://ppn.sagepub.com/
content/12/3/133. See also Teresa Serratt. “Changes in Staffing 
Patterns Before and After California’s Nurse-to-Patient Ratios” 
APHA 140th Annual Meeting & Expo. San Francisco, CA. Oct. 
2012. Available at: http://works.bepress.com/teresa_serratt/3/.

71 Aiken, et al, supra n38.



“ Through the Safe Staffing and 
Quality Care Act, lawmakers can 
improve the quality of New York 
hospitals, keep pace with changing 
health care needs, and create safe 
and equitable standards for 
patients across New York State.”



New York State AFL-CIO
Mario Cilento 

President

NYS Nurses Association 
Jill Furillo, RN 

Executive Director

Communications Workers of America, 
District 1 

Debora Hayes
Health Care Workers Director

NY Statewide Senior Action 
Maria Alvarez 

Executive Director

Public Employees Federation
Wayne Spence 

President

Citizen Action of New York
Karen Scharff 

Executive Director

NYS Alliance for Retired Americans
Barry Kauffmann

President

Coalition for Economic Justice
Kirk Laubenstein

Executive Director 

Working Families Party
Bill Lipton

Executive Director

Make the Road NY
Deborah Axt

Co-Executive Director

New York Communities 
for Change 

Jonathan Westin 
Executive Director

Metro New York 
Healthcare for All

Mark Hannay 
Director

Committee of Interns and Residents / 
SEIU Healthcare

Tim Foley 
Policy Director



 campaignforpatientsafety.org



































































































Nurses Improving New York’s Healthcare System Disaster Response 
Planning and Preparedness 

NYSNA Continuing Education

The New York State Nurses Association is accredited as a provider of continuing 
nursing education by the American Nurses Credentialing Center’s Commission on 
Accreditation. 

This course has been awarded .5 contact hours and is intended for RN’s and other 
healthcare providers. In order to receive contact hours participants must read the 
course material, complete and return the post-test answer sheet with a score of 
80% or better, and submit the completed evaluation for this course.  The 
completed post-test answer sheet and evaluation must be returned to NYSNA no 
later than January 26, 2021.

All American Nurses Credentialing Center (ANCC) accredited organizations' 
contact hours are recognized by all other ANCC accredited organizations. Most 
states with mandatory continuing education requirements recognize the ANCC 
accreditation/approval system. Questions about the acceptance of ANCC contact 
hours to meet mandatory regulations should be directed to the professional 
licensing board within that state.

NYSNA wishes to disclose that no commercial support was received.



Introduction and Purpose Statement

Since 1970, records show an escalation in the intensity of tropical cyclone activity 
in the North Atlantic, which scientist suggests correlates to the increase in sea
surface temperatures due, in large part, to manmade greenhouse gas emissions.
The change in climatic temperatures has also been associated with heavy rains 
extending hundreds of miles inland further increasing flood risk.

Using the historical occurrence, a future probability and average annual losses 
analysis was determined for hurricane events in New York State. The number of 
years recorded was divided by the number of occurrences, resulting in a simple 
past-determined recurrence interval. 

From the historical records, the following can be expected on average in a typical 
year in New York State: 

3.23 hurricane events 
Nearly $1.5 million in property and crop damage 
1 Injuries 
.24 Fatalities 

Based on hurricane probability models derived from historical frequency, Suffolk 
County has the highest chance of being impacted by a hurricane during any given 
season. From previous occurrences of hurricane related hazard events, the 
counties with the highest probability of future occurrences, based on 
recurrence interval, are Suffolk (21%), Nassau (19%), and Bronx (17%). 

Hurricane Sandy’s profoundly destructive track stands alone in the historical 
record dating back to 1851, although its track is estimated as an event that would 
occur about once every 714 years. However, that does not mean that a storm like 
Sandy won’t affect New York for another 714 years, but rather that the average 
annual probability of another Hurricane Sandy occurring is .14 percent. That 
being said, global warming-related sea level rise is likely to make destructive 
storm surges like Hurricane Sandy’s much more common in the next few decades, 
regardless of whether storms follow a path similar to Sandy.

The importance of a vibrant civil society to disaster relief efforts can neither be 
under-stated nor under-estimated. Nongovernmental organizations (NGOs), faith-
based organizations and churches, hospitals, schools, parent groups, community 
advisory boards, and businesses all play roles that governments cannot fulfill on 



their own. Due to the bureaucratic nature of government responses, these 
organizations play a crucial role in reaching out to the victims of disaster in a 
rapid, responsive, and adaptive manner. Any disaster response must include such 
organizations, since they are often the greatest source of relief in the immediate 
aftermath of a disaster. Furthermore, these organizations are often not only the 
first responders, but they are also central to long-term relief and rebuilding 
efforts.

Evidence and real-world events have illustrated that hospitals cannot be 
successful in response to climate change disasters without robust community 
healthcare coalition preparedness—and engaging critical partners. Critical 
partners include emergency management, public health, mental/behavioral 
health providers, as well as community and faith-based partners. Together these 
partners make up a community’s healthcare community coalition. A key goal of 
nurses is to strengthen the capabilities of the healthcare community coalition, not 
just the individual hospital in which the nurse is employed. Healthcare community 
coalitions are part of a community-wide planning for healthcare resiliency.  

Course Objectives

At the completion of this learning activity the learner will be able to:

Recognize the risks of climate change disasters in NYS 

Understand why healthcare organizations, community and government 
groups need to join together to meet the needs of the community in the 
event of a disaster
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Key Principles

1. A rapidly increasing percentage of the U.S. population is located on or 
near the coast.

2. Storm occurrences in the New York State region date back as far as 1821, 
yet the first named storm to hit the area were not until Hurricane Carol 
in 1954.

3. Coastal storms, including Nor’easters, tropical storms, and hurricanes 
can, either directly or indirectly, impact all of New York State. More 
densely populated and developed coastal areas, such as New York City, 
are the most vulnerable to hurricane-related damages. 

4. Before a storm is classified a hurricane, it must pass through four distinct 
stages: tropical disturbance, tropical depression, tropical storm and 
lastly a hurricane. 

5. Key terms related to hurricanes, tropical storms, coastal storms and 
nor’easters include:

Nor’easter- An intense storm that can cause heavy rain and snow, 
strong winds, and coastal flooding. Nor’easters have cold, low 
barometric cores.
Tropical Storm- An organized system of strong thunderstorms 
with a defined surface circulation and maximum sustained winds 
of 39-73mph.
Tropical Cyclone- An organized, rotating, low-pressure weather 
system of clouds and thunderstorms that develops in the tropics.
Tropical Depression- A tropical cyclone with sustained winds of 38 
mph or less.
Hurricane- Tropical cyclones, formed in the atmosphere over 
warm 
ocean areas, in which wind speeds reach 74mph or more and blow 
in a large spiral around a relatively calm center or “eye”. 
Circulation is counterclockwise in the Northern Hemisphere.
Storm Surge- A dome of water pushed on shore by hurricane and 
tropical storm winds Storm surges can reach 25 feet high and be 
50-100 miles wide.
Storm Watch- A warning issued by the National Weather Service 
indicating that Hurricane/ Tropical Storm are possible in the 
specified area, usually within 36 hours.
Storm Warning- A warning issued by the National Weather Service 
indicating that Hurricane/ Tropical Storm conditions are expected 
in the specified area usually within 24 hours. 



6. Since 2011, the State of New York has experienced a tropical storm, two 
hurricanes, two mandatory evacuation ordinances, and billions of dollars 
in damages.

7. Considering Hurricane Sandy alone, the governor’s office estimates that 
305,000 homes have been destroyed primarily from storm surges.

8. New York City’s Office of Management and Budget, appraises the total 
damage including private, public, and indirect cost to be $19 billion 
($4.5 billion to city agencies; $5 billion to New York City Metropolitan 
Transit Authority (MTA), and $2.5 billion in supplementary 
transportation infrastructure).

9. Presidential Declared Disaster totals by county for hurricane events for 
the period of 1954 through July 2013 reveal Suffolk, Ulster, Nassau, and 
Orange Counties have had the highest number of hurricane declarations.
Suffolk, Nassau, and Putnam Counties are the top three counties with 
the highest total property loss ($58 -80 million).

10. Since Hurricane Irene and Hurricane Sandy, evacuation zones for the 
City of New York have been updated. The final updates were made in 
June of 2013 and announced by the City of New York which included 
evacuation zones for 600,000 more residents who were not covered in 
previous zoning systems

Adapted from: 2014 New York Hazard Mitigation Plan.  Online article retrieved July 18, 2014 from  
http://www.dhses.ny.gov/oem/mitigation/documents/2014-shmp/Section-3-12-Hurricane.pdf. 











Total Deaths in NYS Caused by Tropical Storms

Name
Yea

r

Number
of 

deaths

New England Hurricane of 1938 1938 60

Hurricane Sandy 2012 53

Hurricane Edna 1954 29

1821 Norfolk and Long Island 
hurricane

1821 17

Hurricane Five 1894 10

Hurricane Agnes 1972 6

1944 Great Atlantic Hurricane 1944 6

Hurricane Irene 2011 5

Tropical Storm Cristobal 2002 3

Tropical Storm Beryl 1994 2

Hurricane Bob 1991 2

Hurricane Floyd 1999 2

Hurricane Belle 1976 1

Hurricane Gloria 1985 1

Hurricane Isabel 2003 1

Hurricane Frances 2004 1

Tropical Storm Tammy 2005 1
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Course Activity Exam

Instructions: Complete the exam questions below by marking your answers on 
the answer sheet provided. Be sure to complete the evaluation form on the back 
of the answer sheet. For those members wishing to earn CHs for these courses, 
please return completed evaluation form and answer sheets to NYSNA no later 
than January 26, 2021.

1. From historical records, New York State residents can expect more than 2 
hurricane events and over $1 million dollars in property and crop damage in 
a typical year.

A. True
B. False

2. Based on hurricane probability models derived from historical frequency, 
Staten Island has the highest chance of being negatively impacted by a 
hurricane during any given season.

A. True
B. False

3. Global warming due, in large part, to manmade greenhouse gas emissions, 
is likely to make destructive storm surges like Hurricane Sandy’s much more 
common in the next few decades.

A. True
B. False

4. Presidential Declared Disaster totals by county for hurricane events for the 
period of 1954 through July 2013 reveal that Suffolk, Nassau, and Staten 
Island Counties have the highest number of hurricane declarations and the 
highest total property loss.

A. True
B. False



5. Since Hurricane Sandy, evacuation zones for the City of New York have 
been updated and include more than 1/2 million more residents who were 
not covered in previous zoning systems.

A. True
B. False

6. A category 4 storm is defined as one with major damage to lower floors of 
structures near the shore and with an estimated affected population of 
3,225,374.

A. True
B. False

7. When sheltering in place is safer for patients/residents compared to 
evacuation, proactive actions include moving patients away from windows, 
making changes to ventilation supply/exchanges, and closing doors and 
curtains.

A. True
B. False

8. Hurricane Sandy affected more than 280,000 residents in areas that were 
unexpectedly flooded during the storm.

A. True
B. False

9. LaGuardia and JFK Airports will not be affected by projected floodplains 
until the year 2050.

A. True 
B. False

10.  Hurricane Sandy caused the greatest numbers of NY deaths in NYS history.

C. True
D. False
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Answer Sheet
CODE: 

Please print legibly and verify that all information is correct.
First 
Name: MI:

Last 
Name:

Street Address:

City: State: Zip Code:

Daytime Phone Number (include area code):

E-mail:

Facility: NYSNA Member #:

For those members wishing to earn CHs for these courses, please return completed evaluation form 
and answer sheets. Please print your answers in the spaces provided below.  There is only one answer 
for each question. All answers are located within the course content.

1. ________

2. ________

3. ________

4. ________

5. ________

6. ________

7. ________

8. ________

9. ________

10. ________

Please complete the course evaluation on the back.



Nurses Improving New York’s Healthcare System Disaster Response Planning and Preparedness: Evaluation 

Thank You!

Please use the following scale to rate statements 
1-7 below: Poor Fair Good Very Good Excellent

1. The content fulfills the overall purpose of the 
course.

2. The content fulfills each of the course objectives.

3. The course subject matter is current and 
accurate.

4. The material presented is clear and 
understandable.

5. The teaching/learning method is effective.

6. The test is clear and the answers are 
appropriately covered in the course.

7. How would you rate this course overall?

8. Was this course fair, balanced, and free of commercial bias? Yes  /   No (Circle One)

9.  Comments:

10. Do you have any suggestions about how we can improve this course?
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