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DISCLAIMER  

This document was developed under a project supported by the Saudi Patient Safety 
Center (SPSC), the Saudi Commission for Health Specialties (SCFHS), and the Saudi 
Nursing Association (SNA). This project is part of a larger initiative that aims to 
promote work settings that ensure the health, safety, and personal well-being of 
healthcare professionals and support the provision of quality patient care. 



 
 

“Over 150 years ago, Florence Nightingale conducted the first research on nursing outcomes. 
She believed that highly trained nurses made the difference in creating a safe care 
environment that vastly improves patient outcomes in hospitals. Since the modern era of 
nursing, the evidence supporting the need for proper nurse staffing ratios to ensure the 
safety of patients hasn't stopped accumulating.” 

Saudi Patient Safety Center, 2019 1 

“Nursing is a practice discipline and occurs one nurse and one patient, family, or community 
at a time. The encounter between a nurse and a patient forms a fundamental bond that 
defines not only nursing as a profession, but each individual nurse as a provider of care. 
Nursing practice drives value, and nurses have a direct and intimate influence on the 
quality, safety, and cost of patient-centered care.” 

Pappas & Welton, 2015, p.26 2 

“This fundamental shift to capture the patient or consumer impact of nursing care is an 
important expansion of how nursing value is quantified. This will require rethinking how we 
view nursing care delivery beyond solely measuring nursing in terms of tasks or ratios and 
staffing levels, to one that recognizes the individual and collective accomplishments and 
results provided by each nurse across the broad spectrum of care. True nursing value can 
only be described by measurement of the clinical and financial impact of nursing care.” 

Pappas & Welton, 2015, p.26 2 

“Midwives make a vital contribution to the quality and safety of maternity care. They 
combine clinical knowledge, understanding, and skills with interpersonal and cultural 
competence. They make an important contribution to population health and understand 
social and health inequalities, and how to work to mitigate them through good midwifery 
care. They provide health education, health promotion and health protection to promote 
physiological and physical health and well-being and prevent complications. Evidence shows 
the positive contribution midwives make to the short- and long-term health and well-being 
of women, newborn infants, and families. Midwives provide and evaluate care in partnership 
with women, and their partners and families if appropriate, referring to and collaborating with 
other health and social care professionals as needed.” 

 
NMC, UK Standards of proficiency for Midwives, 2019 3 
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Executive Summary 

Safe nurse and midwife staffing unequivocally saves patients' lives. 

Legislation mandating safe nurse/midwife-to-patient ratios is a major strategic intervention 

to improve the safety of patients and staff. It is also considered the only mechanism to 

safeguard adequate staffing at all times, in all settings. Currently, there is a vast variation in 

staffing levels at healthcare organizations throughout the Kingdom. Such variation in staffing 

levels negatively impacts the provision of care, resulting in missed care, medical errors, and 

adverse events leading to preventable patient harm, including patient death. Variation in 

staffing levels also negatively impacts nurses and midwives, with increased levels of work-

related injuries and burnout. Therefore, legislation to ensure adequate staffing across the 

private and public sectors is required to guarantee the safety of healthcare professionals and 

patients. Without a full analysis, mandated ratios can be erroneously viewed as financially 

counter-intuitive. However, there is overwhelming evidence showing that safe staffing 

legislation results in cost savings. 

Safe staffing is achieved when an appropriate number of nurses and midwives are available 

at all times throughout the continuum of care with the correct education, skills, and 

experience to deliver safe patient care. The evidence is clear. Research shows that 

institutions with adequate staffing ratios have lower costs through decreased length of stay, 

prevention of hospital-acquired infections, reduction in pressure injuries, fewer medication 

errors, lower staff turnover, and increased patient and staff satisfaction. Therefore, safe 

staffing levels are the most cost-effective approach to bringing about improvements in 

patient safety and the quality of care. 

Legislative bodies across numerous continents, i.e., the State of California in the United 

States and the Province of Victoria in Australia, have been bold enough to enact mandated 

nurse/midwife-to-patients ratios and continue to reap the benefits across the entire 

spectrum of stakeholders: patients, families, nurses, midwives, healthcare organizations and 

society. Yet, no country has taken the helm to legislate mandated ratios at a national level to 

date. The Kingdom of Saudi Arabia stands at the crossroads of an opportunity to be the first. 
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The proposed ratios are timely, given that the global community is in the midst of the COVID-

19 pandemic. The pandemic has claimed the lives of numerous healthcare professionals and 

has affected tens of thousands more, highlighting the importance of having national-level 

policies addressing workforce safety. Countries that continue to choose to under-invest in 

nurses and midwives not only endanger the health of their citizens, but they become more 

vulnerable to crises, such as the current pandemic and its corresponding devastating 

economic global disaster.4 Safe staffing enhances patient safety, ensures the protection and 

growth of the nurse and midwifery workforces, and promotes economic growth by elevating 

the Kingdom's health. 

This document provides a blueprint and rationale, inclusive of the positive economic impact 

of achieving or exceeding the financial goals of healthcare organizations and contributing to 

the Kingdom's economic prosperity. Enacting safe staffing ratios will be the platform on 

which national decision-makers, executive leaders, and healthcare professionals will secure 

patient and staff safety. 
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1. Unequivocally, Safe Staffing Saves Lives 

The number of saved lives is the pre-eminent measurable outcome of mandated safe 

staffing levels through nurse/midwife-to-patient ratios. In order to provide the delivery of 

safe, effective, and efficient health care, appropriate, safe nurse and midwife staffing is 

required at every practice level and in every setting.5 The benefits of safe staffing are well 

documented across the care continuum, in all settings, and for all stakeholders, beginning at 

the patient and family level, up to society, the country-at-large, and the global community. 

Furthermore, the benefits overwhelmingly outweigh any possible drawbacks, which are few 

and can be mitigated and managed effectively for the greater good of improving patient 

safety, saving patients' lives, and achieving or exceeding the financial goals of the 

organization. 
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2. Status of Nursing and Midwifery in the Kingdom of 

Saudi Arabia 

Since the Kingdom's inception and decision to embark on a highly specialized modern 

healthcare system, the country has long struggled to build an adequate domestic nurse and 

midwifery workforce of Saudi nationals, and, as such, has been and continues to be 

dependent upon a nursing and midwifery workforce of foreign nationals while facing 

healthcare infrastructure, population, and health demographic challenges.6 Consequently, 

the Saudi society and its healthcare workforce, specifically nurses and midwives, encompass 

specific demographics, trends, and characteristics, as detailed below: 

 The Kingdom continues to experience a country-wide nurse and midwife shortage. 

Data from 2017 reported that only 32.7% of all nurses in the Kingdom were Saudi 

nationals.6 In 2019, only 19% of registered midwives in Saudi Arabia were Saudi 

nationals.7 

 Within the Middle East and North Africa (MENA) region, the nurse and midwife 

shortage in the Kingdom is at a critical level. Out of 17 countries within the MENA region, 

Saudi Arabia is ranked 5th in terms of experiencing a critical shortage of nurses, with only 

Yemen, Morocco, Iraq, and Iran experiencing worse shortage levels.8 

 Saudi Arabia is experiencing dramatic demographic changes. The general population 

has been and will continue to grow, with sub-category spikes in both the young and the 

elderly. The Kingdom's growing population, which is the highest in the region, creates the 

current and future healthcare demands, requiring a restructuring of the health sector and 

securing an adequate workforce.6 

 Projections for Saudi Arabia's population growth predict it will reach 39.8 million by 

2025 and 54.7 million by 2050.6 In 2014, every 1000 population was served by 11 

healthcare professionals in Saudi Arabia, which is half the average rate of 22 healthcare 

professionals per 1000 population within the G20 countries.6 Mandated staffing ratios 

have the potential and have been proven to stabilize the nursing and midwifery workforce 

and meet society’s evolving healthcare demands. 
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 Compounding these demographics are significant increases in non-communicable 

diseases (NCD) and the overall disease burden within the Kingdom. In addition, chronic 

and lifestyle diseases such as diabetes, hypertension, and coronary artery disease are 

increasing rapidly and linked to elevated inactivity, obesity, and smoking.6 Each of these 

factors drives the requirement for a twenty-five percent (25%) increase in the Kingdom's 

nurse workforce by 2030.6 

 The current and impending global nurse and midwife shortage, where the demand 

projects the need for an additional 9 million nurses and midwives by 2030, has and will 

continue to negatively impact the Kingdom's workforce supply.9 Therefore, policies and 

calls to action are required to urgently mitigate the country's risks associated with an 

inadequate supply of nurses and midwives. 

In addition to the aforementioned points, mandated safe staffing ratios must be viewed in 

the context of an effort to improve and stabilize the nursing and midwifery workforce, 

specifically at both the organizational and national levels to (1) increase interest in the 

disciplines of nursing and midwifery, (2) re-engage Saudi nurses and midwives who have 

chosen other careers or have chosen to no longer be employed in the healthcare workforce, 

(3) increase the enrolment numbers in nursing and midwifery programs, and (4) entice 

expatriate nurses, until no longer needed, to choose the Kingdom over other Gulf Cooperation 

Council (GCC) countries or even Western countries, based primarily on the protected work 

environment of mandated safe staffing ratios. 

Unfortunately, the Kingdom's surge in demand is timed simultaneously with the intense and 

worsening global shortage in nurses and midwives’ supply. Moreover, Saudi Arabia is 

experiencing a regional and country-specific market share loss of the already limited global 

pool of nurses and midwives due to Western countries pulling migrant nurses away from 

their historical and preferred trajectory to the Middle East.10 
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3. The Rationale for National Regulations Safe 

Staffing Ratios 

In accordance with the Constitution of the Kingdom of Saudi Arabia, adopted by Royal decree 

by King Fahd in March 1992, specifically article 31, the State shall take care of health issues 

and provide healthcare for each citizen, and the Saudi Vision 2030, healthcare transformation 

is crucial to (1) ease access to health services, (2) improve the quality and efficiency of 

healthcare services and (3) promote prevention against health risks.11,12 Moreover, the Saudi 

Central Board for Accreditation of Healthcare Institutions (CBAHI) mandates that (1) 

sufficient nurses must be available to meet the needs of patients, including the estimation of 

the number of staff needed per shift (CBAHI 3rd edition Standard NR.6), and (2) sufficient 

staffing should be based on evidence that considers all relevant factors, such as patient 

acuity, patient volumes, patient care hours, nurse competence and skill, the size of the 

hospital, and the scope of services provided (CBAHI 3rd edition Standard NR.6.2).13 

Considering the global need for an additional 9 million nurses and midwives by 2030, the 

current and impending global nurse/midwife shortage has and will continue to negatively 

impact the Kingdom’s workforce supply.9 In addition, The Kingdom’s surge in demand is, 

unfortunately timed simultaneously with the intense and worsening global shortage of 

nurses’ and midwives’ supply. Moreover, Saudi Arabia is experiencing a regional and country-

specific market share loss of the already limited global pool of nurses, with Western countries 

pulling migrant nurses away from their historical and preferred trajectory to the Middle 

East.10 Therefore, policies and calls to action are required to urgently mitigate the country’s 

risks associated with an inadequate supply of nurses and midwives.  

Within this context, legislation mandating safe staffing ratios for both nurses and midwives 

is a prerequisite to (1) achieve optimum health and well-being for each citizen within the 

Kingdom, (2) provide consistency, and (3) eliminate the unjustified variation between 

healthcare facilities in their nurse/midwife ratios required to provide safe patient care. In 

addition, each stakeholder will benefit from mandated safe staffing ratios in the following 

ways: 
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3.1. Stakeholder [#1]: Patient and Family 

According to the World Health Organization (WHO), nurses play an essential role in ensuring 

patient safety by (1) monitoring patients for clinical deterioration, (2) detecting errors and 

near misses, (3) understanding care processes and weaknesses inherent in some systems, 

and (4) performing numerous other actions to ensure patients receive high-quality care.9 

3.1.1. Decreased Morbidity and Preventable Adverse Events or Errors 

Mandating minimum nurse-to-patient ratios has been effective in reducing the rate of 

preventable medical errors. For example, after California mandated nurse-to-patient 

ratios in 2004 (California Nurse-to-Patient Ratio law A.B.394 1999-2000 Reg. Sess. (Cal. 

1999)), the state had the lowest predicted preventable medical error rate compared to 

two other states without mandated ratios:14 

a) Preventable medical errors result in approximately 1 million hospital injuries per 

year.14,15 

b) When a high number of registered nurses are employed, there are significant 

reductions in gastrointestinal (GI) bleeding, sepsis, shock, pulmonary failure, 

pressure injuries, and falls.16 

c) When a hospital increases its numbers of registered nurses, the following outcomes 

are reported: 

 Decreased wound infections.17 

 Decreased medication errors:17 

 Every 1000 adverse drug events will result in 12 additional deaths.18 

 The average cost per adverse drug event is USD 5,000 (equivalent to SAR 

18,750), and it may reach as high as USD 15,000 (equivalent to SAR 56,250) per 

event.18 

In addition, adequate numbers of appropriately distributed nurses positively impact the 

following patient outcomes, which are considered nurse-sensitive clinical indicators: 

Reduction in Hospital-Acquired Conditions (HAC): Healthcare facilities with adequate or 

generous nurse-to-patient ratios reported fewer Hospital-Acquired Infections (HAIs) 

compared to healthcare facilities with inadequate or less generous nurse staffing.1,5,19 
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A. Central-Line Associated Blood Stream Infections (CLABSI) 

 When Intensive Care Units (ICU) have a minimum of 20 direct nursing hours per 

patient day (NHPPD), equivalent to 1 nurse-to-1.2 patients, there are at least 60% 

fewer CLABSIs compared with fewer nursing hours per patient day or lower nurse-

to-patient ratios.20 

 Every 1,000 CLABSI cases will result in 150 additional deaths.18 

 The average cost per CLABSI is USD 48,000 (equivalent to SAR 180,000), and it may 

reach as high as USD 90,000 (equivalent to SAR 337,500) per CLABSI.18 

B. Catheter-Associated Urinary Tract Infection (CAUTI) 

 With each additional patient assigned to a nurse above the average of 5.7 patients 

per nurse, there was an increase in the rate of CAUTI of nearly 1 per 1,000 patients.21 

 Every 1,000 CAUTI cases will result in 36 additional deaths.18 

 The average cost per CAUTI is USD 13,700 (equivalent to SAR 51,375), and it may 

reach as high as USD 22,500 (equivalent to SAR 84,375) per CAUTI.18 

C. Reduction in Falls 

 Appropriate nurse staffing ratios reduce patient falls.22 

 Every 1,000 fall cases will result in 50 additional deaths.18 

 The average cost per fall is USD 6,694 (equivalent to SAR 25,102.50), and it may 

reach as high as USD 14,665 (equivalent to SAR 54,993.75) per fall.18 

D. Reduction in Pressure Injuries (PI) (pressure ulcers/bed sores) 

 Appropriate nurse staffing ratios reduce pressure injuries.22 

 The proportion of qualified nurses (i.e., with greater than three years of education 

and pressure injury training) was positively related to the prevention and 

development of hospital-acquired pressure injuries in German hospitals.23 

 Every 1,000-pressure injury will result in 41 additional deaths.18 

 The average cost per pressure injury is USD 14,500 (equivalent to SAR 54,375), and 

it may reach as high as USD 41,300 (equivalent to SAR 154,875) per pressure 

injury.18 
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 The cost of treating a pressure injury is nearly nine times the cost of preventing it 

with adequate safe staffing: 

 Costs associated with preventing pressure injuries (at all levels of care) are 

approximately EUR 195.27 – EUR 291.33 million (equivalent to SAR 869.09 million 

– SAR 1.296 billion) annually.24 

 The cost associated with treating pressure injuries (at all levels of care) ranges 

between EUR 121.44 million – EUR 2.59 billion (equivalent to SAR 540.49 million 

– SAR 11.527 billion) annually.24 

E. Obstetric Adverse Events (OBAE) refers to pregnancy adverse events, including 

infection/sepsis, hemorrhage/blood transfusion, eclampsia/hypertensive 

complications, amniotic fluid embolisms, anesthesia complications, and other 

events.18 

 Every 100,000 deliveries will result in 688 OBAE.18 

 Every 1,000 OBAE will result in 41 additional deaths.18 

 Midwife-Led Continuity of Care (MLCC) reduces OBAE while improving over fifty 

maternal and infant outcomes, including, but not limited to the following:9,25,26 

 Reduction of maternal and newborn mortality and stillbirths by 80%. 

 Reduction of preterm labor and preterm births by 24%, with the average cost of 

neonatal intensive care for premature birth estimated to be USD 41,610 

(equivalent to SAR 156,037.50) per case. However, if the baby is born at 26 weeks, 

the cost can quickly rise to USD 250,000 or more (equivalent to SAR 937,500 or 

more).27 

 Reduction in the use of unnecessary, high-risk interventions, resulting in fewer 

cesarean sections. A cesarean section costs upwards of USD 20,000 (equivalent 

to SAR 75,000) more than an uncomplicated vaginal delivery.28 

3.1.2. Decreased Mortality 

When a hospital increases the number of registered nurses, the following outcomes are 

reported: 

a) Decreased mortality within 30 days of admission.29 
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b) In the surgical setting, for every additional patient assigned to a nurse over four (4) 

patients, the following adverse outcomes are reported: 

 A seven percent (7%) increase in the risk of death within 30 days of admission.30 

 A seven percent (7%) increase in failure to rescue (i.e., patient death) from 

complications such as pneumonia, shock or cardiac arrest, upper gastrointestinal 

bleeding, sepsis, or deep vein thrombosis.30 

 For every additional patient assigned to a nurse over four (4) patients, the risk of a 

cardiopulmonary resuscitation (CPR) event increases by sixteen (16%) percent.31,32 

 For every 1,000 patients, there is a risk of 2.3 additional patient deaths. If the 

nurse-to-patient ratios across every facility during the study were 1:4, 1000 

deaths could have been avoided.32 

c)  In the pediatric medical setting, every additional patient assigned to a nurse over 

four (4) patients is associated with an eleven percent (11%) increase in the 

readmission rate within 15-30 days.33 

d) For every increase of one (1) registered nurse for every ten (10) hospital beds, there 

is a direct correlation in decreased mortality by 11-28% for the patient post-

cardiovascular accident (CVA) at 30 days post-stroke and by 8-12% within the 

immediate 12 months following the stroke.1,34 

e) Almost every single patient admitted to an ICU inevitably suffers a preventable 

adverse event; preventable, in part, by safe staffing ratios. Studies have revealed 

that adequate staffing in ICUs reduced mortality by 10-30%.24 

3.1.3. Reduced Costs and Reduced Length of Stay (LOS) 

a) Fifteen percent (15%) of healthcare expenditure (USD 670 billion, equivalent to SAR 

2.5125 trillion) across the Organisation for Economic Co-operation and 

Development (OECD) countries is attributed to patient harm each year.24 

b) The annual cost of common adverse events in England is equivalent to 3,500 

hospital nurses each year.24   

c) Multiple international studies support the significance of nurse staffing as related to 

patient LOS: 
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 Increasing one (1) nursing care hour per patient day resulted in a predicted 0.5-day 

reduction in the average LOS.35 

 Extrapolating this data to 100 patient episodes results in 50 additional days of bed 

availability to provide care for new patients.35 

d) Midwife-Led Continuity of Care (MLCC) resulted in decreased lengths of stay and 

lowered costs with comparable outcomes in the hospital setting among other 

providers.36 

3.1.4. Increase in Patient and Family Satisfaction  

Studies that measure patient satisfaction, such as the Consumer Assessment of 

Healthcare Providers and Systems survey (CAHPS), have reported that higher nurse-to-

patient ratios and a better work environment are associated with higher levels of patient 

satisfaction.37 

3.2. Stakeholder [#2]: Nurses and Midwives 

The crucial relationship between nurses' and other healthcare professionals' well-being and 

patient safety has been long recognized by global experts and is now well reflected in the 

Institute for Healthcare Improvement (IHI) triple aim initiative, which seeks to optimize health 

system performance. The triple aim has been recently updated as a quadruple aim to 

specifically include the importance of clinicians and staff satisfaction (i.e., nursing) and the 

work environment to elevate levels of patient care:5 

Aim #1: Improve patients' experience of care (including quality and satisfaction). 

Aim #2: Improve the health of populations. 

Aim #3: Reduce the per capita cost of health care. 

Aim #4: Address clinician and staff satisfaction and work-life balance. 

3.2.1. Increased Nurse Satisfaction and Retention/Decrease in Turnover 

a) After the state of California mandated nurse-to-patient ratios, the reported overall 

nurse satisfaction increased significantly among nurses working directly with 

patients in acute care settings.38 
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b) Mandated and implemented nurse ratios in California resulted in increased job 

satisfaction and a decreased nurse turnover rate for four (4) consecutive years 

(2004-2008).39 

c) The cost of nurse turnover (i.e., the cost of replacement), on average, ranges from 

USD 22,000 (equivalent to SAR 82,500) to over USD 64,000 (equivalent to SAR 

240,000) per nurse:22 

 These costs include, but are not limited to, terminations, unfilled positions, 

advertising and recruiting, new hiring, training, and orientation costs.22 

 A hospital, on average, loses USD 300,000 (equivalent to SAR 1,125,000) per year 

for each percentage point of annual nurse turnover. The average nurse turnover 

rate in the hospital setting (in the U.S.) is 16.4%, costing hospitals approximately 

USD 5 million (equivalent to SAR 18.75 million) per year.22 

3.2.2. Decreased Nurse Burnout 

a) The evidence linking high levels of burnout to negative patient safety outcomes is 

clear. Significant burnout levels among healthcare professionals are mostly 

associated with increased workloads, long working shifts, and ineffective 

interpersonal work relationships. These negatively affect workflow and 

consequently put patient safety practices at risk.40 

b) In the non-critical care setting, every additional patient assigned to the nurse over 

four (4) patients was directly linked to a 23% increase in the likelihood of nurse 

burnout.30 Thus, nurse retention and turnover are directly and negatively influenced 

by burnout. 

c) Effectively addressing nurse burnout and turnover through safe staffing levels, a 

healthcare organization can realize a savings of almost USD five (5) million 

(equivalent to SAR 18.75 million).1,41 

3.2.3. Increased Nurse Safety 

a) Inadequate staffing levels and/or poor working environments increase the risk of 

needle stick injuries and other injuries.1,42 
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b) One-third (1/3) of all nursing work-related injuries are linked to ergonomics.1,42 

Therefore, safe staffing levels are imperative to reduce nurse-related ergonomic 

injuries. 

c) After California enacted the nurse-to-patient ratios, studies revealed that 

mandated ratios were associated with a statistically significant reduction (up to 30%) 

in nurse-related injury.43 

d) In 2011, healthcare worker injuries cost the industry an estimated USD 13.1 billion 

(equivalent to SAR 49.125 billion) and more than 2 million lost workdays.44 However, 

at the hospital level, the annual loss is estimated to be USD 6.2 billion (equivalent to 

SAR 23.250 billion) and at least 926,000 lost workdays. Each healthcare 

professional with a lost-time injury costs the organization an estimated USD 73,000 

(equivalent to SAR 273,750).44 

3.3. Stakeholder [#3]: Nursing & Midwifery Professions 

All evidence points to the net positive effects of mandated nurse/midwife-to patient ratios 

on the nursing and midwifery profession in terms of (1) increasing initial interest/entry into 

the profession, (2) increasing re-entry into the profession, (3) increasing re-entry into the 

workforce (including more hours worked) and/or (4) retention of existing employed nurses. 

a) Despite the strict nurse-to-patient ratios mandated by California, it has not resulted 

in any medical center staffing violations or closures. On the contrary, the number of 

individuals obtaining nurse licensure increased by more than 60,000.39 

b) The state of California reported effective problem-solving related to the imbalance 

between the supply and demand of nurses in the workforce, specific to demographic 

trends, and the state's nurse-licensure rate grew one year after the law (A.B.394 

1999-2000 Reg. Sess. (Cal. 1999)), by more than 60% compared to other states 

without safe staffing laws.39 

c) The enactment of mandated nurse-to-patient ratios in the Australian province of 

Victoria has mitigated and reversed its regional nursing crisis to the point that it 

considered itself protected from the global nursing shortage.45 As a result, province-

wide, hospital vacancies decreased, and its full-time nursing workforce increased 
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and stabilized, re-employing 20,000 nurses who had previously left the 

profession.45 

3.4. Stakeholder [#4]: Healthcare Organizations 
The American Nurses Association (ANA) states that "appropriate nurse staffing must be 

considered an asset to ever-evolving healthcare systems, rather than simply a cost factor."5 

Hence, higher numbers of employed nurses and midwives within a healthcare organization 

benefits the entire organization, particularly its financial growth. 

3.4.1. Reduction in Healthcare Organization Costs 

a) Mandated nurse-to-patient ratios are considered cost-effective. 

b) The frequency and severity of complications, as well as the length of stay (LOS), are 

reduced, minimized, or possibly eliminated with effective safe staffing.1,46 

c) The Australian province of Victoria implemented mandated nurse/midwife-to-

patient ratios amid a national staffing crisis, not unlike the current crisis the Kingdom 

of Saudi Arabia is experiencing. On average, 400 hospital beds were closed daily 

during the Australian crisis due to a shortage of nurses and midwives, while 20,000 

licensed nurses chose to no longer practice nursing. After the enactment of 

mandated ratios, the following outcomes were reported:45 

 One hundred and fifty-one percent (151%) increase in patients’ receiving same-

day treatment, 

 The emergency department (ED) bypass was reduced from 3.8% to 1.8% due to 

more available hospital beds, and 

 Twenty percent (20%) increase in urgent and semi-urgent elective surgeries. 

d) Hospital readmissions are costly and negatively impact patient and family 

satisfaction/experience with Medicare readmissions costing the United States (U.S.) 

approximately USD 26 billion (equivalent to SAR 97.5 billion) per year. However, it is 

well documented that mandated nurse-to-patient ratios reduce readmission 

rates.1,47 

e) ICU admissions have been reduced by forty percent (40%) with a shorter length of 

stay in hospitals that invest in more nurses.1,48 
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3.4.2. Improvement of Healthcare Organization Patient/Family Ratings 

a) The higher the composition of professional registered nurses in a healthcare 

organization's workforce results in the patient rating the healthcare organization 

approximately ten percent (10%) higher.1,49 

b) The nurse-to-patient workload (i.e., ratios) is significantly associated with a patient’s 

rating of the healthcare organization and their recommendation or non-

recommendation to others:37 

 With each additional patient assigned per nurse there is a corresponding 1.44% 

decrease in patients’ recommendation of the healthcare organization to others. 

 The percentage of patients who would recommend a given healthcare 

organization was higher in better care environments that (1) improved the nurse 

work environments from ‘poor’ to ‘better’ and (2) reduced nurses' workloads by 

even just one (1) patient per nurse assignment. Therefore, these organizations 

could expect significant results, moving from the sixteenth (16th) percentile to the 

fiftieth (50th) percentile in terms of the percentage of patients who would ‘definitely 

recommend’ their hospital. 

3.5. Stakeholder [#5]: National & Global Community 

Global health and economic security are interrelated and dependent on an adequate number 

of nurses and midwives: 

3.5.1. An adequate supply and appropriate distribution of nurses and midwives allow for 

improved access to safe universal healthcare.9 

3.5.2. Global health security is improved when individual and population-based health is 

achieved through nurse and midwife-led care. 

3.5.3. Nurses and midwives, by (1) the nature of their work, i.e., health promotion, 

disease prevention, and providing primary and community-based health care and 

(2) their numbers, comprising fifty percent (50%) of the global healthcare 

workforce, potentially impact individual and community health more than any 

other healthcare profession:9 
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 Nurses and midwives provide ever-adapting, patient-centered care embedded at 

the level of the community,9,50 

 In many communities, the first and only healthcare professional an individual may 

see is a nurse or midwife,50 and  

 One-third (1/3) of the total global burden of disease for women of childbearing age 

is poor sexual and reproductive health outcomes, most of which are preventable.51 

3.5.4. For effective prevention, containment, and treatment of emerging infectious 

diseases, i.e., MERS-Cov, Ebola, and novel Coronavirus (COVID-19), an adequate, 

well-trained, and equitably distributed nurse and midwifery workforce are 

required. Countries choosing to under-invest in nurses and midwives not only 

endanger the health of their communities, but they become more vulnerable to 

crises, as demonstrated during the Ebola epidemic and the current COVID-19 

global pandemic.4 

3.5.5. Midwives and nurses, including up to advanced practice nurses (APN), provide 

healthcare at lower costs with equal or better outcomes. As a result, each of these 

roles contributes to lower healthcare costs (in general), lower gross domestic 

product (GDP) percentage spending on healthcare, and per capita spending on 

healthcare, thus providing economic stability and growth: 

 Midwife-Led Continuity of Care (MLCC) results in decreased length of stay and lower 

costs with comparable outcomes in the hospital setting,36 

 Nurse-related reductions in morbidity, mortality, and readmissions and their ability 

to directly impact nurse-sensitive clinical indicators and reduce social determinants 

of health lead to lower healthcare costs,30 

 In the United States, each additional patient added to a nurse's average 

workload/ratio increases the 30-day readmission rates by 6-9% for elderly patients 

with heart failure, acute myocardial infarction (MI), or pneumonia, 22 and 

 Nursing care that is "missed" or "omitted" during the hospitalization of a patient with 

heart failure, i.e., teaching, care coordination, care planning, and treatments, is 

associated with a 2-8% increased readmission rate.22 
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3.5.6. A healthy populace, measured by each additional year of life expectancy for the 

country, increases the GDP by 4%.4 Therefore, economies cannot grow until their 

population realizes good health. 

3.5.7. Investing in the healthcare workforce is not, as previously thought, a “drag” on the 

economy. It is, in fact, a net positive for both the economy and society:4,52 

 In the Organisation for Economic Co-operation and Development (OECD) countries 

alone (2000-2014), the health and social sectors increased by 48%, while the 

industry and agriculture sectors decreased. 

 It is estimated that each educated and trained healthcare professional is supported 

by two additionally employed non-healthcare professionals.4 

 Countries that invest in healthcare workers will have healthier people, translating 

into a more robust and sustainable economy.4 

 In low- and middle-income countries (LMIC), an estimated 25% of economic growth 

has been attributed solely to the value of improvements in health at the individual 

level.4 

 The expected return on investment in health, including healthcare and its workforce, 

is nine to one (9-to-1).4 
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4. Concerns and Challenges 

4.1. Delays in Admission and Transfer 

Delays in inpatient admissions and/or transfers, even when beds are available, are possible 

with mandated nurse/midwife-to-patient ratios. However, this has been mitigated or 

avoided effectively in other countries through improved recruiting and retention outcomes of 

the nurse and midwife workforce (i.e., reducing vacancies) directly linked to mandated nurse-

to-patient ratios. 

4.1.1. After the enactment of mandated ratios in the province of Victoria in Australia, the 

following positive outcomes were reported:45 

a) One hundred and fifty-one percent (151%) increase in patients’ receiving same-day 

treatment, 

b) The emergency department (ED) bypass was reduced from 3.8% to 1.8% due to more 

available hospital beds, and 

c) Twenty percent (20%) increase in urgent and semi-urgent elective surgeries: 

 For most healthcare centers, nearly 50% of their revenue comes from surgical 

admissions.53 

 Healthcare organizations typically earn USD 700 or more (equivalent to SAR 2,625) 

on an elective admission than an emergency admission.53 

4.2. Increased Costs for the Hospital 

The perception of the costs associated with investing in nurses and midwives and/or 

maintaining an adequate nurse and midwife workforce can no longer be viewed solely as 

costs. 

4.2.1. When a healthcare organization does not adequately invest in its nurse and 

midwife workforce, its overall operational costs increase, over the long term, as a 

result of (1) higher turnover, (2) higher costs for recruiting and training its 

workforce, (3) costs associated with increased morbidity, mortality, adverse 

events/errors and poor patient outcomes, as well as the (4) loss of future revenue 

with decreased patient/family recommendations. 
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4.2.2. The annual cost of common adverse events in England is equivalent to 3,500 

hospital nurses each year.24 The more appropriate and ethical cost is for the nurse 

workforce, not the adverse events. 

4.2.3. The initial added costs associated with an investment in the nurse and midwife 

workforce: (1) lower recruitment, retention, and training costs while (2) increasing 

revenue from all clinical and operational aspects. Essentially, the money will be 

spent regardless, either upfront on manpower or later negative consequences of 

inadequate manpower. Therefore, mandated ratios guide the healthcare 

organization to spend the money upfront on nurses and midwives for the most 

positive impact on the nurses, patients/families/clinical outcomes, the 

organization, and the national and global community. Moreover, according to the 

preliminary results from a study conducted in Chile, savings offset the cost of 

adding more nurse positions by avoiding readmissions and preventing expensive 

complications such as HAIs.48 
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5. Nurse/Midwife-to-Patient Ratios in the Kingdom of 

Saudi Arabia 

5.1. Hospitals shall include at least one nurse executive (Chief nursing officer (CNO) or 
equivalent role) or a senior nurse executive/leader with relevant clinical and 
operational experience in its permanent governing body. 

5.2. All hospitals shall maintain the following policies and procedures: 
5.2.1. Float policy, 

5.2.2. Cross-training policy, 

5.2.3. Clinical competencies by service and clinical area, 

5.2.4. Shared governance or shared decision-making policy, and 

5.2.5. Anti-retaliation policy to protect individuals who raise or report ethical violations, 

legal wrongdoings, and/or safety concerns within an organization, specifically 

unsafe staffing violations of mandated ratios, from retaliation or mistreatment 

(i.e., loss of pay, demotion, slander, non-contracting, termination, etc.). 

5.3. Hospitals shall provide only SCFHS-licensed registered nurses and midwives to 
all clinical areas within the scope of their licensure and practice, in accordance 
with the attached nurse/midwife-to-patient ratios (see Appendix A: 
Nurse/Midwife-to-Patient Ratios). 

5.4. No hospital shall assign a SCFHS-licensed nurse or midwife to a unit, clinical area, 
or a patient as the primary accountable nurse/midwife unless the nurse or 
midwife has demonstrated and documented valid competencies. 

5.5. Ancillary staff or non- SCFHS-licensed staff shall not be included in the 
nurse/midwife-to-patient ratios: 

5.5.1. Ancillary staff are considered as support staff to nurses and midwives and are 

above and beyond (i.e., supernumerary) the ratios, 

5.5.2. Ancillary staff shall never be a replacement for a SCFHS-licensed nurse or 

midwife, and 

5.5.3. In instances when the unit or hospital has no ancillary staff, ratios may be/shall 

be modified more generously considering all the influencing factors (refer to 

influencing factors in Definitions and Terms). 
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5.6. The nurse/midwife-to-patient ratios represent the maximum number of patients 
which shall be assigned to a SCFHS-licensed nurse or midwife. 

5.7. When assigned to the charge role, charge nurses and midwives shall not be 
included in the nurse/midwife-to-patient ratios. Charge nurses and midwives are 
the first line of replacement and/or relief for the primary nurse or midwife and 
should maintain full competency in their assigned clinical areas: 

5.7.1. As a replacement, when assigned a patient allocation as a primary nurse/midwife, 

charge nurses/midwives are included in the nurse/midwife-to-patient ratios. 

5.7.2. As relief for direct patient care, both staff and charge nurses/midwives' duties 

may include but are not limited to the following: coverage for breaks, 

transport/care of the patient off the unit, support for tasks, and monitoring in high 

acuity/high-stress situations, without being given a patient allocation. 

5.8. The following nurse positions and roles shall not be included in the 
nurse/midwife-to-patient ratios: nurse administrators and executives, head 
nurses, nurse managers, nurse supervisors, clinical educators/clinical resource 
nurses, clinical instructors, and advanced nurse specialists or equivalent with the 
following exceptions: 

5.8.1. Based on clinical experience, current competence, and order of ascension on the 

organization chart, these roles are considered the second (2nd) line for 

replacement and/or relief of primary nurses and midwives and the first (1st) line 

for replacement and/or relief of charge nurses and midwives. 

5.8.2. When assigned a patient allocation as primary nurse/midwife, they are included 

in the nurse/midwife-to-patient ratios. 

5.9. Nothing shall prohibit a SCFHS-licensed nurse or midwife from assisting with 
specific tasks within the scope of their practice for a patient assigned to another 
nurse or midwife. The term "assist" shall mean that a SCFHS-licensed nurse or 
midwife may provide direct patient care or support for patient care/relief beyond 
their assignment(s) if it is task-specific and time-limited. 

5.10. Hospitals shall provide evidence of shared decision-making, inclusive of nurses 
and midwives who provide direct patient care in the process of drafting well-
developed staffing guidelines and operationalizing staffing ratios, specifically 
considering the influencing factors: 
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5.10.1. Registered nurses at all levels within a healthcare organization should have an 

active, documented role in staffing decisions to ensure nurses' and midwives’ 

roles and responsibilities are taken into account to meet patient care needs.5 

5.10.2. Overtime, especially mandatory overtime, is not considered an efficient or suitable 

operational mechanism to comply with the mandated nurse/midwife-to-patient 

ratios. 

5.11. Hospitals and nurse executives/leaders are encouraged to proactively collaborate 
to meet the mandated nurse/midwife-to-patient ratios. 

5.12. Nurse/Midwife-to-Patient Ratios 

The below ratios are based on (1) the white paper on safe nurse-to-patient ratios released 

by SPSC in collaboration with the International Council of Nurses (ICN),1 (b) the recommended 

staffing ratios by the Saudi Ministry of Health (MOH), (c) the California Nurse-To-Patient 

Ratio Bill California law A.B.394 1999-2000 Reg. Sess. (Cal. 1999), (d) available evidence-

based reports linking a positive association between ratios and the safe delivery of 

healthcare for both patients and nurses and (e) consideration of the context of the healthcare 

delivery model in Saudi Arabia through expert opinion. In addition, the recommendations, and 

insights from in-country nurse experts, based on years of experience, were utilized to ensure 

these recommendations meet the practical standards for successful application in daily 

operations. 

Furthermore, the nurse/midwife-to-patient ratios consider numerous patient factors, nurse 

factors, and unit factors that influence nurse staffing needs, and including, but are not limited 

to, (1) patient complexity, acuity, or stability; (2) the number of admissions, discharges, and 

transfers; (3) professional nursing and other staff skill level and expertise; (4) physical space 

and layout of the nursing unit; and (5) availability of or proximity to technological support or 

other resources (refer to influencing factors in Definitions and Terms). 

Note: Any clinical unit or area not explicitly included in this document should utilize the 

influencing factors listed, as well as other specialty-specific influencing factors and evidence-

based information to determine safe staffing ratios. 
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5.12.1. Adult Intensive Care Unit (ICU) and Cardiovascular ICU Unit (CV-ICU) 

5.12.1.1. Adult Intensive Care Unit (ICU) refers to fully equipped, separate, and self-

contained areas of a healthcare facility with specialty-trained staff dedicated to 

managing and monitoring adult patients with life-threatening conditions. It 

provides special expertise and the facilities for the support of vital functions and 

uses the skills of medical, nursing, and other personnel experienced in the 

management of these conditions.54,55 

Adult Cardiovascular ICU Unit (CV-ICU) refers to fully equipped, separate, and 

self-contained areas of a healthcare facility with specialty-trained staff 

dedicated to caring for critically ill adult patients with cardiovascular disease who 

need medical and surgical management of their illness. It provides special 

expertise and facilities for the support of vital functions and uses the skills of 

medical, nursing, and other personnel experienced in the management of these 

conditions.55 

5.12.1.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. Ratios can be either 

1:2, 1:1, or 2:1 or more if needed. 

5.12.1.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.1.4. One charge nurse or more shall be on duty 24/7. 

5.12.2. Pediatric Intensive Care Unit (PICU) and Cardiovascular PICU Unit (CV-PICU) 

5.12.2.1. Pediatric Intensive Care Unit (ICU) refers to fully equipped, separate, and self-

contained areas of a healthcare facility with specialty-trained staff dedicated to 

managing and monitoring pediatric patients (≤ 14 years) with life-threatening 

conditions. It provides special expertise and facilities for the support of vital 

functions and uses the skills of medical, nursing, and other personnel 

experienced in the management of these conditions.55 

Pediatric Cardiovascular ICU Unit (CV-ICU) refers to fully equipped, separate, 

and self-contained areas of a healthcare facility with specialty-trained staff 

dedicated to caring for critically ill pediatric patients (≤ 14 years) with 
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cardiovascular disease who need medical and surgical management of their 

illness. It provides special expertise and facilities for the support of vital 

functions and uses the skills of medical, nursing, and other personnel 

experienced in the management of these conditions.55 

5.12.2.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. Ratios can be either 

1:2, 1:1, or 2:1 or more if needed. 

5.12.2.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.2.4. One charge nurse or more shall be on duty 24/7. 

5.12.3. Neonatal Intensive Care Unit (NICU-Level 3) 

5.12.3.1. Neonatal Intensive Care Unit (Level 3) refers to fully equipped, separate, and 

self-contained areas of a healthcare facility with specialty-trained staff 

dedicated to providing continuous life support and comprehensive care for 

extremely high-risk newborn infants and those with a complex and critical 

illness.55 

5.12.3.2. The licensed nurse-to-patient ratio shall be 1:1. A ratio of 1:2 may be considered 

if the patient's acuity allows it. 

5.12.3.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.3.4. One charge nurse or more shall be on duty 24/7. 

5.12.4. Neonatal High Dependency Unit (HDU) 

5.12.4.1. Neonatal High Dependency Unit (HDU) refers to a fully equipped, separate, and 

self-contained area of a healthcare facility with specialty-trained staff dedicated 

to providing observation, treatment, and monitoring for premature and ill 

newborn babies falling short of intensive care (NICU - Level 3) but exceeding 

standard routine care in the well-baby nursery.55 

5.12.4.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 

5.12.4.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 
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5.12.4.4. One charge nurse or more shall be on duty 24/7. 

5.12.5. Coronary Care Unit (CCU), Stepdown (Intermediate) Care Unit, High Dependency 

Unit (HDU), and Special Care Unit 

5.12.5.1. Coronary Care Unit (CCU) refers to a fully equipped, separate, and self-

contained area of a healthcare facility with specialty-trained staff dedicated to 

providing care, diagnosis, and treatment of adult and pediatric patients with 

acute cardiac disorders requiring close monitoring and support.55 

Stepdown (Intermediate) Care Unit refers to fully equipped areas of a 

healthcare facility with specialty-trained staff dedicated to providing 

comprehensive care, close supervision, and specialist interventions for adult 

and pediatric patients due to clinical instability.55 

High Dependency Unit (HDU) refers to fully equipped, separate, and self-

contained areas of a healthcare facility with specialty-trained staff dedicated 

to providing comprehensive care, close supervision, and specialist 

interventions for adult and pediatric patients due to clinical instability, typically 

as a result of a single organ failure.55,56 

Special Care Unit refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to providing continuous comprehensive care 

for pediatric and adult patients and those with complex and critical 

illnesses.55,57 

5.12.5.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 

5.12.5.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.5.4. One charge nurse or more shall be on duty 24/7. 

5.12.6. Hemodialysis Unit 

5.12.6.1. Hemodialysis Unit refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to providing renal replacement therapy-

using a dialysis machine for patients with acute or chronic renal failure.55 

5.12.6.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 
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5.12.6.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.6.4. One charge nurse shall be on duty. 

5.12.7. Cardiac Telemetry (Monitoring) Unit 

5.12.7.1. Cardiac Telemetry (Monitoring) Unit refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to evaluating, 

monitoring significant and life-threatening variations in a patient’s cardiac 

rhythm, and facilitating early therapeutic interventions.55,58 

5.12.7.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.7.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.7.4. One charge nurse shall be on duty for each shift. 

5.12.8. Acute Respiratory Care Unit 

5.12.8.1. Acute Respiratory Care Unit refers to fully equipped, separate, and self-

contained areas of a healthcare facility with specialty-trained staff dedicated 

to evaluating and treating patients with severe respiratory conditions.55 

5.12.8.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.8.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.8.4. One or more charge nurse(s) shall be on duty 24/7. 

5.12.9. Adult and Pediatric Emergency Rooms 

5.12.9.1. Adult and Pediatric Emergency Rooms refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to providing 24-hour 

emergency care to diagnose and treat acute and urgent illnesses and injuries 

for adult and pediatric patients. Services include prioritizing patient care based 

on the severity of injury/illness, prognosis, availability of resources, immediate 

care of patients and victims of cardiac arrest, airway, breathing, and circulation 

compromise, and treatment of acute and urgent illness and injuries. 

5.12.9.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 
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5.12.9.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.9.4. One charge nurse or more shall be on duty 24/7. 

5.12.10. Emergency Room for Adult and Pediatric ICU patients 

5.12.10.1. Emergency Room for adult and pediatric ICU patients refers to a fully 

equipped area of a healthcare facility with specialty-trained staff dedicated to 

providing care for any patient admitted to an ICU bed but, due to unavailability, 

remains in the emergency department. 

5.12.10.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.10.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.10.4. One charge nurse or more shall be on duty 24/7. 

5.12.11. Adult and Pediatric Emergency Rooms for Trauma Patients/Resuscitation 

5.12.11.1. Adult and Pediatric Emergency Rooms for Trauma Patients/Resuscitation 

refers to a fully equipped area of a healthcare facility with specialty-trained 

staff dedicated to providing care for all patients with impending, ongoing, or 

immediate post-resuscitation or life-threatening trauma, including 

emergency delivery. 

5.12.11.2. The licensed nurse-to-patient ratio shall be 1:1 or 2:1 or more. 

5.12.11.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.11.4. One charge nurse or more shall be on duty 24/7. 

5.12.12. Adult Medical Unit 

5.12.12.1. Adult Medical Unit refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to evaluating, providing care, and treating 

adult patients with medical conditions or disorders that do not require 

advanced monitoring. 55 

5.12.12.2. The licensed nurse-to-patient ratio shall be 1:5 or fewer. 
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5.12.12.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for further description of ancillary staff). 

5.12.12.4. One charge nurse or more shall be on duty 24/7. 

5.12.13. Adult Surgical Unit 

5.12.13.1. Adult Surgical Unit refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to evaluating and providing daily 

comprehensive care to adult surgical patients, including preoperative and 

postoperative care.55 

5.12.13.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.13.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.13.4. One charge nurse or more shall be on duty 24/7. 

5.12.14. Pediatric Medical Unit 

5.12.14.1. Pediatric Medical Unit refers to a fully equipped area of a healthcare facility 

with specialty-trained staff dedicated to evaluating, providing care, and 

treating pediatric patients (≤ 14 years) with medical conditions or disorders, 

that do not require advanced monitoring. 55 

5.12.14.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.14.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.14.4. One charge nurse or more shall be on duty 24/7. 

5.12.15. Pediatric Surgical Unit 

5.12.15.1. Pediatric Surgical Unit refers to a fully equipped area of a healthcare facility 

with specialty-trained staff dedicated to evaluating and providing daily 

comprehensive care to pediatric surgical patients (≤ 14 years), including 

preoperative and postoperative care.55 

5.12.15.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.15.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 
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5.12.15.4. One or more charge nurse(s) shall be on duty 24/7. 

5.12.16. Ambulatory Surgery (Day Surgery) 

5.12.16.1. Ambulatory Surgery (Day Surgery) refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to providing 

optimum same-day surgical care, including preoperative and postoperative 

care requiring a stay of less than 24 hours' duration.55 

5.12.16.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.16.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.16.4. One or more charge nurse(s) shall be on duty 24/7. 

5.12.17. Operating Room/Theatre (Moderate and Major Procedures) 

5.12.17.1. Operating Room/Theatre (Moderate and Major Procedures) refers to fully 

equipped, separate, and self-contained areas of a healthcare facility with 

specialty-trained staff dedicated to the performance of surgical operations.55 

Moderate Procedure a moderately invasive surgical procedure associated 

with an expected blood loss of 500-1500 mls that poses a moderate risk to 

patients independent of anesthesia and might require a one-night stay in a 

healthcare facility.59 
Major Procedure a highly invasive surgical procedure associated with an 

expected blood loss greater than 1500 mls, significant fluid shifts, poses 

major to critical risk to the patient independent of anesthesia, and typically 

requires at least one night stay in the ICU for invasive monitoring.59 
5.12.17.2. The licensed nurse-to-patient ratio shall be 3:1 or more (inclusive of 

circulating and scrub duties). 
5.12.17.3. Only the scrub nurse can be substituted with ancillary staff such as a scrub 

technician. 
5.12.17.4. One charge nurse or more shall be on duty. 
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5.12.18. Operating Room/Theatre for Minor Procedures including Endoscopic Services, 

Interventional Radiology Services, Cardiac Catheterization Lab 

5.12.18.1. Operating Room refers to fully equipped, separate, and self-contained areas 

of a healthcare facility with specialty-trained staff dedicated to the 

performance of surgical operations.55 

Minor Surgery a minimally invasive surgical procedure associated with an 

expected blood loss of less than 500 mls, poses minimal to mild risk 

independent of anesthesia, minimal fluid shifts, and is typically done on a day 

surgery basis.59 

Endoscopic Services refers to a fully equipped area of a healthcare facility 

with specialty-trained staff dedicated to performing minimally invasive 

procedures to examine internal organs, acquire specimens, and perform 

minimal or more advanced invasive procedures.55 

Interventional Radiology Services refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to performing 

minimally invasive and image-guided procedures to diagnose and treat 

diseases in nearly every organ system.55,60 

Cardiac Catheterization Lab refers to a fully equipped area of a healthcare 

facility with specialty-trained staff dedicated to performing minimally 

invasive and image-guided procedures to access the heart for diagnostic or 

therapeutic purposes.55 

5.12.18.2. The licensed nurse-to-patient ratio shall be 2:1 or more. 

5.12.18.3. Only the scrub nurse can be substituted with ancillary staff as a scrub 

technician. 

5.12.18.4. One charge nurse or more shall be on duty. 

5.12.19. Post-Anesthesia Care Unit/Recovery Room (PACU/RR) 

5.12.19.1. Post-Anesthesia Care Unit/Recovery Room (PACU/RR) refers to a fully 

equipped area of a healthcare facility with specialty-trained staff dedicated 

to providing monitored and transition post-procedure care, including 
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assessment and close monitoring of the hemodynamic status, analgesia, and 

general preparedness for rapid and optimal recovery.61 

5.12.19.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.19.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.19.4. One charge nurse or more shall be on duty. 

5.12.20. Antepartum Unit 

5.12.20.1. Antepartum Unit refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to providing specialized care for women 

experiencing high-risk pregnancies, such as premature labor, gestational 

diabetes, and pregnancy-induced hypertension.55 

5.12.20.2. The licensed midwife/nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.20.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.20.4. One charge midwife/nurse shall be on duty 24/7. 

5.12.21. Labor & Delivery Room (Not in Active Labor) 

5.12.21.1. Labor & Delivery Room (Not in Active Labor) refers to a fully equipped area 

of a healthcare facility with specialty-trained staff dedicated to providing care 

to women, not in established labor. 

5.12.21.2. The licensed midwife/nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.21.3. No ancillary staff. 

5.12.21.4. One charge midwife/nurse or more shall be on duty 24/7. 

5.12.22. Labor & Delivery Room (Active Labor) 

5.12.22.1. Labor & Delivery Room (Active Labor) refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to providing care to 

women in established labor. 

5.12.22.2. The licensed midwife/nurse-to-patient ratio shall be 1:1 or fewer. 

5.12.22.3. No ancillary staff. 

5.12.22.4. One charge midwife/nurse or more shall be on duty 24/7. 
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5.12.23. Postpartum Integrated Mother-Baby Model of Care 

5.12.23.1. Postpartum Integrated Mother-Baby Model of Care refers to a fully 

equipped area of a healthcare facility with specialty-trained staff dedicated 

to providing care to women and their newborns after birth and up to 

discharge from the healthcare facility.55,62 

5.12.23.2. The licensed midwife/nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.23.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.23.4. One charge midwife/nurse shall be on duty 24/7. 

5.12.24. Postpartum Mother Only Model of Care 

5.12.24.1. Postpartum Mother Only Model of Care refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to providing care to 

women following birth and up to discharge from the healthcare facility.55,62 

5.12.24.2. The licensed midwife/nurse-to-patient ratio shall be 1:6 or fewer. 

5.12.24.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.24.4. One charge midwife/nurse shall be on duty 24/7. 

5.12.25. Well-Baby Nursery 

5.12.25.1. Well-Baby Nursery refers to a fully equipped area of a healthcare facility with 

specialty-trained staff dedicated to evaluating and providing postnatal care 

to healthy newborns and up to discharge/care by the mother.55 

5.12.25.2. The licensed midwife/nurse-to-patient ratio shall be 1:8 or fewer. 

5.12.25.3. No ancillary staff. 

5.12.25.4. One charge midwife/nurse shall be on duty 24/7. 

5.12.26. Adult and Pediatric Oncology Units 

5.12.26.1. Adult and Pediatric Oncology Units refers to fully equipped areas of a 

healthcare facility with specialty-trained staff dedicated to evaluating and 

providing care to adult and pediatric patients with medical and/or surgical 

conditions related to their malignancy.55 Treatments may include but are not 
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limited to chemotherapy/biotherapy along with post-infusion supportive 

care, monitoring for oncology and non-oncology diagnoses, radiation 

therapy, and other oncology treatment modalities. 

5.12.26.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 

5.12.26.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.26.4. One charge nurse or more shall be on duty 24/7. 

5.12.27. Adult and Pediatric Transplant Unit, Bone Marrow Transplant Unit 

5.12.27.1. Adult and Pediatric Transplant Unit, Bone Marrow Transplant Unit refers 

to fully equipped areas of a healthcare facility with specialty-trained staff 

dedicated to providing care and a treatment option for adult and pediatric 

patients with malignant and non-malignant hematological disorders, in 

addition to some solid tumors.55 The patient will receive chemotherapy, 

biotherapy +/- radiotherapy in the pre-transplant phase, receive a stem cell 

infusion on Day Zero, then wait for bone marrow engraftment. During this 

period, the staff will manage the chemotherapy and stem cell infusion-

related symptoms. 

5.12.27.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.27.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.27.4. One charge nurse or more shall be on duty 24/7. 

5.12.28. Palliative Care Unit 

5.12.28.1. Palliative Care Unit refers to fully equipped areas of a healthcare facility 

(which may or may not be a separate area of a healthcare facility) with 

specialty-trained staff dedicated to evaluating and providing supportive end-

of-life care for patients diagnosed with life-limiting (terminal) conditions.55 

5.12.28.2. The licensed nurse-to-patient ratio shall be 1:4 or fewer. 

5.12.28.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 
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5.12.28.4. One charge nurse or more shall be on duty for each shift. 

5.12.29. Adult Psychiatric Unit 

5.12.29.1. Adult Psychiatric Unit refers to a fully equipped area of a healthcare facility 

with specialty-trained staff dedicated to evaluating and providing acute care 

to adult patients (≥ 18 years) with primary acute psychiatric or behavioral 

disorders based on the International Statistical Classification of Diseases-10 

(ICD-10).55 Various treatment modalities are applied, including 

pharmacotherapy, individual and group psychotherapy. 

5.12.29.2. The licensed nurse-to-patient ratio shall be 1:3 or fewer. 

5.12.29.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.29.4. One charge nurse shall be on duty for each shift. 

5.12.30. Adolescent Psychiatric Unit 

5.12.30.1. Adolescent Psychiatric Unit refers to a fully equipped area of a healthcare 

facility with specialty-trained staff dedicated to evaluating and providing care 

to adolescent patients (10 - 18 years) with primary acute psychiatric or 

behavioral disorders based on ICD-10.55 Various psychiatric treatment 

modalities are applied, including pharmacotherapy, individual and group 

psychotherapy. 

5.12.30.2. The licensed nurse-to-patient ratio shall be 1:2 or fewer. 

5.12.30.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.30.4. One charge nurse or more shall be on duty 24/7. 

5.12.31. Pediatric Psychiatric Unit 

5.12.31.1. Pediatric Psychiatric Unit refers to a fully equipped area of a healthcare 

facility with specialty-trained staff dedicated to evaluating and providing care 

to pediatric patients (< 10 years) with primary acute psychiatric or behavioral 

disorders based on ICD-10.55 

5.12.31.2. The licensed nurse-to-patient ratio shall be 1:1. 
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5.12.31.3. Ancillary staff shall not exceed twenty percent (20%) of the staff on duty (refer 

to point 5.5 for a detailed description of ancillary staff). 

5.12.31.4. One charge nurse or more shall be on duty 24/7. 

5.12.32. Psychiatric Suicide Unit (all areas) 

5.12.32.1. Psychiatric Suicide Unit (all areas) refers to a fully equipped area of a 

healthcare facility with specialty-trained staff dedicated to evaluating and 

providing care to psychiatric patients with medium to high levels of suicide 

risk.63 

5.12.32.2. The licensed nurse-to-patient ratio shall be 1:1 or more. 

5.12.32.3. Ancillary staff shall not exceed twenty (20%) of the staff on duty (refer to point 

5.5 for a detailed description of ancillary staff). 

5.12.32.4. One charge nurse or more shall be on duty 24/7. 

5.12.33. Forensic Center (Clinic) 

5.12.33.1. Forensic Center (Clinic) refers to a fully equipped area of a healthcare facility 

with specialty-trained staff dedicated to evaluating and providing medical 

forensic technical tasks accompanied by the forensic doctor, including cases 

of sexual assaults, child abuse, domestic violence, and physical assaults, as 

well as assisting the forensic doctor with inspecting the stage of death, 

apparent detection, and autopsy. 

5.12.33.2. The licensed nurse-to-patient ratio shall be 2:1 or more. 

5.12.33.3. Ancillary staff shall not exceed ten percent (10%) of the staff on duty (refer to 

point 5.5 for a detailed description of ancillary staff). 

5.12.33.4. One charge nurse or more shall be on duty at all times during operating hours. 

5.12.34. Rehabilitation, Transitional Care, Long-Term Care, Extended Care and/or 

Long-Term Acute Care 

Each of these units/clinical areas includes complex nursing care models with 

highly varying acuity levels. While these clinical areas were not the focus of the 

document, the influencing factors listed, as well as other influencing factors 



 

38 | S a f e  S t a f f i n g :  N u r s e / M i d w i f e  t o  P a t i e n t  R a t i o s  
 

specific to each sub-specialty, should be considered to determine safe staffing 

ratios. 

5.12.35. Outpatient Clinics 

In traditional outpatient clinics, nurses should be utilized at their highest level of 

education, credentialing, and training for direct patient care. Special attention 

should be made to not under-utilize nurses’ education and skill set(s) and replace 

them whenever safely feasible with non-nursing staff. 

5.12.36. Primary Health Care Centers 

Primary Health Care Centers (PHCs) are an emerging model of health care delivery 

with varying levels of nurse education, credentialing, autonomy, and privileging. As 

such, staffing guidelines for PHCs are not included in this document. 
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Appendix A: Nurse/Midwife-to-Patient Ratios Table 

Patient Care Area Nurse/Midwife-to-
Patient Ratio 

Adult Intensive Care Unit (ICU) 
Cardiovascular ICU (CV-ICU) 1:2 or fewer 

Pediatric Intensive Care Unit (PICU) 
Pediatric Cardiovascular ICU (CV-ICU) 1:2 or fewer 

Neonatal Intensive Care Unit (Level 3) 1:1 
Neonatal High Dependency Unit (HDU) 1:3 or fewer 
Coronary Care Unit 
Stepdown (Intermediate) Care 
High Dependency Unit (HDU) 
Special Care Unit  

1:3 or fewer 

Hemodialysis Unit 1:3 or fewer 
Telemetry/Cardiac Monitoring Unit 1:4 or fewer 
Acute Respiratory Care Unit 1:2 or fewer 
Adult and Pediatric Emergency Room 1:3 or fewer 
Emergency Room for ICU Adult and Pediatric Patients 1:2 or fewer 
Emergency Room for Adult and Pediatric Trauma 
Patients/Resuscitation Unit 1:1 or 2:1 or more 

Adult Medical Unit 1:5 or fewer 
Adult Surgical Unit 1:4 or fewer 
Pediatric Medical Unit 1:4 or fewer 
Pediatric Surgical Unit 1:4 or fewer 
Ambulatory Surgery Service (Day Surgery) 1:4 or fewer 
Operating Room/Theatre (Moderate and Major Procedures) 3:1 or more 
Operating Room/Theatre (Minor Procedures) Endoscopy 
Interventional Radiology 
Cardiac Catheterization Lab 

2:1 or more 

Post-Anesthesia Care Unit/Recovery Room (PACU/RR) 1:2 or fewer 
Antepartum Unit 1:4 or fewer 
Labor & Delivery Room (Active Labor) 1:1 or fewer 
Labor & Delivery Room (Not in Active Labor) 1:2 or fewer 
Postpartum Integrated Mother-Baby Model of Care 1:4 or fewer 
Postpartum Mother OnlyModel of Care 1:6 or fewer 
Well-Baby Nursery 1:8 or fewer 
Adult and Pediatric Oncology Unit 1:3 or fewer 
Adult and Pediatric Transplant Unit, Bone Marrow Transplant Unit 1:2 or fewer 
Palliative Care Unit 1:4 or fewer 
Rehabilitation/Transitional Care/Long-Term/Extended Care Unit 1:5 or fewer 
Adult Psychiatric Unit 1:3 or fewer 
Adolescent Psychiatric Unit 1:2 or fewer 
Pediatric Psychiatric Unit 1:1 
Psychiatric Suicide Unit (all areas) 1:1 or more 
Forensic Center (Clinic) 2:1 or more 
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Definitions and Terms 

Ancillary Clinical Staff refers to all SCFHS-registered and licensed clinical staff (non-nursing 

and non-midwifery) who provide delegated clinical care under the supervision of a registered 

healthcare professional. Job titles may include but are not limited to nursing care assistant, 

midwife care assistant, health care support worker, or patient care assistant/technician 

(PCA/PCT). 

Ancillary Non-Clinical Staff refers to any non-registered and non-licensed employee (porter, 

ward clerk, unit assistant) who performs non-clinical duties but within the clinical setting. 

Catastrophic Event refers to any natural or man-made incident which results in 

extraordinary levels of mass casualties, damage, or disruption severely affecting the 

population, infrastructure, environment, economy, and/or government functions. 

Hospital refers to any healthcare facility which provides acute care. 

Influencing Factors refer to any factors that can affect/adjust the nurse-to-patient ratios to 

be more generous than the recommended mandate. The following list includes the known 

influencing factors that should be considered when determining or operationalizing safe 

nurse-to-patient ratios.1,22,64 

a. Patient Factors: 

 Individual patients' needs (i.e., acuity and dependency) must be the main factor for 

determining the nurse-to-patient needs for a specific unit. 

 A holistic assessment via valid and reliable tools must be conducted to determine 

patients' needs (acuity and dependency) as well as other factors that may impact 

nursing staffing requirements, for example, difficulties with cognition or confusion, 

end-of-life care, higher risk for clinical deterioration, and the need for permanent 

vigilance by a nurse. 

 Culture and language. 

b. Unit Factors: 
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 The anticipated patient turnover rate in the unit during a 24-hour period. One should 

consider planned and unplanned admissions, discharges, and transfers. 

  The physical layout of the unit. One should consider the safety of patients who may 

require closer proximity as well as the distance that staff must travel to access 

resources within the unit. 

 Availability of or proximity to technological support, automation, and/or other 

resources including, but not limited to, electronic medical record (EMR), Pyxis 

systems, pneumatic tube systems, and pharmacy staff to prepare medications. 

c. Nurse Factors: 

 Activities that require nursing input (in addition to direct patient care) may include, and 

are not limited to, communicating with relatives and sitters, unit and team daily 

management, supervision and mentoring of nursing staff and nursing students, 

provision of clinical support to all healthcare staff involved with the care of patients in 

the unit, and the performance of quality audits and staff performance appraisals. 

 Ancillary clinical staff availability and the percentage (%) composition of on-duty 

nurses and midwives. 

 Availability of ancillary non-clinical staff (porters, unit clerks, etc.). 

 Nurse or midwife education/knowledge, skill level, competence, and expertise. 

Nurse Sensitive Clinical Indicators (Nurse Sensitive Patient Outcome Measures) refers to 

the value of nursing’s contributions by measuring elements of patient care, and outcomes 

that are directly affected by the nursing practice, including, but not limited to the following: 

mortality, failure to rescue (FTR), hospital-acquired sepsis, shock (including sepsis 

resuscitation), cardiac arrest, unplanned extubating, hospital-acquired pneumonia, 

respiratory failure, surgical bleeding, heart failure/fluid overload, catheter-associated urinary 

tract infection (CAUTI), pressure sores/injuries/ulcers, wound infections, patient falls, central 

line-associated bloodstream infection (CLABSI), medication error(s), length of stay (LOS), 

deep vein thrombosis (DVT), pulmonary failure, and metabolic derangement.65,66 

Nurse-to-Patient Ratios refer to the number of nurses or midwives working on a particular 

ward, unit, or department, in relation to the number of patients they care for, expressed as 
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the maximum number of patients who can safely be cared for by one (1) nurse (through a 

primary nurse assignment) or the minimum number of nurses required to care for one (1) 

patient (i.e., reverse ratio). The number of patients assigned to a nurse on any given shift or 

time period may vary depending on the influencing factors.67 

Note: All inpatient areas follow this rule except for reverse ratios for critically ill patients who 

may require two (2) or more nurses temporarily or permanently assigned to one (1) patient: 

(2:1 or more). 

Example of Nurse-to-Patient Ratios: One (1) nurse assigned as the primary nurse to a 

maximum of 4 patients or fewer patients is expressed as the following ratio: 1:4 or fewer. 

Example of Reverse Nurse-to-Patient Ratios: In the OR and procedural areas, the ratios 

are reversed with two (2) or more nurses assigned to one (1) patient expressed as the 

following ratio: [2:1 or more]. 

Registered Nurse refers to an individual who has successfully completed a nationally 

recognized accredited nursing education program and has acquired the requisite 

qualifications to be registered by the authorized regulatory authorities to practice nursing 

legally. In Saudi Arabia, this regulatory body is the Saudi Commission for Health Specialties 

(SCFHS). 

Patient Movement (Patient Turnover) refers to the movement of patients in and out of a 

unit (i.e., admissions, discharges, and unit-to-unit transfers and transfers to and from 

procedures/diagnostics). Research has established that each admission, unit-to-unit 

transfer, or discharge requires 60-120 minutes of nursing time per patient. Therefore, nurse 

staffing models should contemplate patient turnover as turnover affects patient care 

demand and clinical indicators. These may be negatively impacted if adequate resources are 

not provided, such as safe staffing numbers.68 

Primary Nursing Care Model refers to a model where a single registered nurse assumes full 

responsibility and accountability for all nursing care aspects to a strictly limited number of 

patients during their hospital stay. 
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Registered Midwife refers to an individual who has successfully completed a nationally 

recognized accredited midwifery education program and has acquired the requisite 

qualifications to be registered by the authorized regulatory authorities to practice midwifery 

legally. In Saudi Arabia, this regulatory body is the Saudi Commission for Health Specialties 

(SCFHS). 

Safe Nursing Care is achieved when reliable systems, processes, and practices are in place 

to meet required care needs and protect patients from missed care and avoidable harm. 

Shared Governance refers to an innovative, organizational, and best practice management 

model and culture which includes the structures and the processes of shared decision-

making at all levels (i.e., at the level of direct patient care to the governing body). Shared-

decision making is achieved through stakeholder engagement and empowerment, resulting 

in stakeholder decisions, actions, accountability, and outcomes.69 

Staffing Crisis Situation (SCS) refers to an unavoidable situation that occurs when patient 

care needs cannot be fully met with the current nurse/midwife staffing levels or patterns due 

to a catastrophic event. In the event of SCS, whenever the ratios cannot be met, each 

healthcare facility shall adjust the Nursing Delivery Care Model (NCDM) while making every 

effort to ensure staff safety and patient safety. The adjustment of the NCDM must consider 

the following aspects, but not limited to the scope of the Catastrophic Event, overtime 

utilization, education and training, reassignment of nursing roles, relocation of staff, ongoing 

re-evaluation of essential and non-essential nursing activities, and documentation. 
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