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Patient safety: the value of the nurse
The nursing profession has never been more visible, 
thrust into the spotlight of the COVID-19 pandemic. 
This focus has not only brought gratitude and fleeting 
displays of public support for so-called health-care 
heroes, but also vulnerability for patients and nurses 
alike.1 The importance of a competent, confident, and 
credentialled nurse has never been more crucial, yet in 
many settings, a robust nursing workforce and a safe 
health system are elusive.

Nurses comprise more than half the skilled health-
care workforce worldwide and have an essential role in 
patient outcomes, yet their contribution is not always 
valued or acknowledged.2,3 In the past 150 years, there 
has been a rapid change from apprenticeship and 
traineeship to the current, predominantly university-
educated nursing workforce. This professional transition 
has been neither smooth nor globally equitable. Across 
the world, there is heterogeneity in the education and 
preparation of nurses, and their roles and competencies 
are highly variable. WHO’s State of the World’s Nursing 
Report 2020 underscored the challenges in the nomen-
clature surrounding the professional title of nursing and 
the heterogeneity of educational pathways, as well as 
the importance of nurses in achieving the Sustainable 
Development Goals and universal health coverage.3

Patients enter health-care settings with an 
expectation of safety. In The Lancet, Matthew McHugh 
and colleagues4 show again that nurses are a key 
resource to achieve this safety. In Queensland, Australia, 
minimum nurse-to-patient ratios were implemented 
in selected hospitals in 2016. McHugh and colleagues 
obtained data on patient characteristics and outcomes 
for more than 400 000 medical–surgical patients 
and survey data from 17 010 nurses in a panel of 
27 intervention and 28 comparison hospitals before 
and after policy implementation. 231 902 patients 
(142 986 in intervention hospitals and 88 916 in 
comparison hospitals) were assessed at baseline (2016) 
and 257 253 patients (160 167 in intervention hospitals 
and 97 086 in comparison hospitals) were assessed in 
the post-implementation period (2018). Compared with 
patients in comparison hospitals, those in intervention 
hospitals were slightly younger (mean age 57·7 years, 
SD 19·9, vs 63·4 years, 17·6) and less likely to be women 
(143 928 [47·5%] vs 95 106 [51·1%]). The policy of 

minimum nurse-to-patient mandates in intervention 
hospitals was associated with reductions in 30-day 
mortality (adjusted odds ratio (0·89, 0·84–0·95, 
p=0·0003), whereas 7-day readmissions remained 
unchanged (1·00, 0·95–1·04, p<0·92), with the effect 
evident cross-sectionally (between participant and non-
participant hospitals) and longitudinally. Hospital length 
of stay decreased in both groups, but the reduction was 
greater in intervention hospitals than in comparison 
hospitals (adjusted incident rate ratio 0·95, 95% CI 
0·92–0·99, p=0·010). This research is strengthened by 
its pragmatic approach; however, participation in the 
study groups was not randomly assigned, rather it was 
assigned by the government without matching for key 
hospital and patient characteristics, limiting reliability. 
The policy was feasibly and sustainably implemented 
within the government-run, publicly funded health-
care system, with considerable cost-saving implications. 
Other health-care systems should take note.

So, why haven’t things already changed? Advocacy for 
and evidence surrounding nursing workforce policies 
and patient safety have been increasing for decades. 
Building on decades of work by Aiken and colleagues, 
the landmark 2014 Lancet paper opened a floodgate of 
expectations of data-driven workforce planning aligned 
with patient outcomes.5 Subsequent studies have 
shown improved outcomes associated with higher levels 
of nursing education, but these have been primarily 
confined to acute care.6,7 As the largest workforce in 
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health care, nurses continue to be the target of short-
term cost-saving measures.8

The potential explanations for why this evidence for 
an optimal nursing workforce has not been translated 
into practice are complex and multifaceted. They include 
supply and demand at local and global levels, as well 
as policy and regulatory factors.3 We cannot consider 
the labour force external to macroeconomic factors or 
the geopolitical and sociocultural factors affecting the 
world. COVID-19 has taught us that.

Health is not just about the hospital, but the majority 
of health workforce and educational preparation studies 
have focused on acute care. Other areas that require 
urgent attention include residential elder care, non-
communicable diseases, and mental health, where it 
is important to coordinate between health and social 
sectors. The devastation witnessed in the elder care 
sector during the COVID-19 pandemic is a clear signal of 
the challenges of staffing and workforce composition.9 
Further workforce studies in community and primary 
care settings are urgently needed.

So, how do we future proof the nursing workforce? 
COVID-19 might be the first pandemic of the 
21st century, but it will not be the last health challenge 
we face. The ageing of the population, the rising burden 
of chronic illnesses, and increasing health disparities are 
major challenges facing society. Integrated workforce 
strategies are desperately needed to create a balance 
between population needs and availability of clinicians.10 

The work of McHugh and colleagues4 provides important 
lessons in what it takes to ensure patient safety, and 
these lessons should be considered in the context of 
a broad workforce strategy. Building a robust nursing 
workforce is inextricably linked to patient outcomes and 
should be central to health services planning.
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