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BACKGROUND: Although it is plausible that nurse staff-
ing is associated with use of physical restraints in hospi-
tals, this has not been well established. This may be due
to limitations in previous cross-sectional analyses lacking
adequate control for unmeasured differences in patient-
level variables among nursing units.
OBJECTIVE: To conduct a longitudinal study, with units
serving as their own control, examining whether nurse
staffing relative to a unit’s long-term average is associated
with restraint use.
DESIGN: We analyzed 17 quarters of longitudinal data
using mixed logistic regression, modeling quarterly odds
of unit restraint use as a function of quarterly staffing
relative to the unit’s average staffing across study
quarters.
SUBJECTS: 3101 medical, surgical, and medical-
surgical units in US hospitals participating in the Nation-
al Database of Nursing Quality Indicators during 2006–
2010. Units had to report at least one quarter with re-
straint use and one quarter without.
MAIN MEASURES: We studied two nurse staffing varia-
bles: staffing level (total nursing hours per patient day)
and nursing skill mix (proportion of nursing hours pro-
vided by RNs). Outcomes were any use of restraint, re-
gardless of reason, and use of restraint for fall prevention.
KEY RESULTS: Nursing skill mix was inversely correlat-
ed with restraint use for fall prevention and for any rea-
son. Compared to average quarters, odds of fall preven-
tion restraint and of any restraint were respectively 16 %
(95 % CI: 3–29 %) and 18 % (95 % CI: 8–29 %) higher for
quarters with very low skill mix.
CONCLUSIONS: In this longitudinal study there was a
strong negative correlation between nursing skill mix
and physical restraint use. Ensuring that skill mix is
consistently adequate should reduce use of restraint.
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INTRODUCTION

Physical restraint is a common, undesirable occurrence in
health care.1–4 Defined by the Centers for Medicare and Med-
icaid Services (CMS) as Bany manual method, physical or
mechanical device, material, or equipment attached to or ad-
jacent to the resident’s body that the individual cannot remove
easily which restricts freedom of movement or normal access
to one’s body,^5 physical restraints can include belts, mittens,
vests, bedrails, geriatric chairs, and other devices. Use of such
devices has come under intense scrutiny, as physical restraint
can result in agitation, confusion, deconditioning, pressure
ulcers, strangulation, death, and adverse psychological
effects.3 Due to these serious consequences, physical restraint
use is part of public reporting for nursing homes through the
CMS Nursing Home Compare website,6 and researchers have
begun to examine correlates of restraint use in various
settings.1,2,7

Nurse staffing is a focus of patient outcomes research
because of nurses’ role in providing direct care to patients.
Nurse staffing variables have been linked to a number of
patient outcomes and to patient satisfaction.8–17 Researchers
have studied measures of both quantity and quality of staffing,
including nurse-to-patient ratios, nursing hours per patient
day, and nursing skill mix, typically defined as the proportion
of total nursing hours worked by RNs.18–20

Most studies examining nurse staffing as a correlate of
restraint use have focused on nursing homes.21–27 The relation
between staffing and restraint use in hospitals is not well
studied, and results of research to date are inconclusive, per-
haps because of inadequate control for unobserved differences
among units (e.g., patient mix).28–30 Our aim was to examine
associations of nurse staffing level and skill mix with use of
restraints.

METHODS

Sample and Data

The National Database of Nursing Quality Indicators
(NDNQI) provided quarterly data on restraints and monthly
data on nurse staffing from medical, surgical, and medical-
surgical units in US acute care hospitals for the 17-quarter
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study period October 2006–December 2010. NDNQI partici-
pation is voluntary. Data were collected with oversight from
the Human Subjects Committee at the University of Kansas
Medical Center.
NDNQI hospitals report nurse staffing data monthly for

participating units. These data include the monthly numbers
of nursing care hours worked (not scheduled) by RNs, li-
censed practical/vocational nurses, and assistive personnel
assigned to the unit. Hours worked by students and by nursing
personnel who do not spend >50 % of their time in direct care
are excluded. Hospitals also report the monthly patient census
for each unit.
NDNQI hospitals collect data on physical restraints during a

survey carried out quarterly on each participating unit. On the
designated survey day, unit personnel record the total number
of patients surveyed, the age and sex of each patient surveyed,
and the count of patients restrained. For each restrained pa-
tient, unit personnel indicate the clinical justification for re-
straint by choosing one or more of the following: prevent from
falling by getting out of bed without assistance, prevent from
removingmedical equipment or therapeutic modalities, reduce
potential for inflicting harm to others, reduce potential for
inflicting harm to self, other, and unknown. These data, along
with the unit census on the day of the survey, are reported to
the NDNQI.
Of 6279 units in the original data set reporting restraint data

during the study period, 5503 reported both restraint and
staffing data for at least two quarters. To allow us to explore
within-unit differences in staffing between quarters with and
without reported use of restraints with each unit serving as its
own control, the sample was further limited to units with at
least one quarter in which restraint use was reported for one or
more patients and at least one quarter in which restraint use
was not reported for any patient. Data from units excluded for
reporting no restraint use in any quarter or for using restraint in
every quarter were retained for comparison to the study sam-
ple, which comprised 3101 units from 869 hospitals.

Variables

Outcomes. We examined two dichotomous outcomes in the
study: one indicator of whether restraint use for any purpose
was reported for at least one patient on the unit in the quarterly
survey, and one indicator of whether restraint use for the
purpose of fall prevention was reported. For descriptive
purposes we also computed each unit’s overall restraint
prevalence (proportion of total patients assessed during the
study who were restrained) and fall prevention restraint
prevalence (proportion of patients assessed who were
restrained for fall prevention).

Nurse Staffing Variables. As a measure of staffing level we
computed quarterly total nursing hours per patient day
(TNHPPD) for each unit as the sum of total nursing care hours

for the quarter divided by total inpatient days for the quarter. In
addition to computing each unit’s mean staffing level across
quarters, we categorized each unit’s quarterly staffing level
based on its distance in standard deviations (SDs) above or
below this mean. Quarters were then classified as Baverage^ for
levels within 0.5 SDs of the mean, Blow^ (Bhigh^) for levels
0.5–1.25 SDs below (above) the mean, and Bvery low^ (Bvery
high^) for levels >1.25 SDs below (above) the mean.
We computed each unit’s quarterly skill mix as the propor-

tion of quarterly total nursing care hours provided by RNs. As
with TNHPPD, these values were standardized for each unit to
reflect the difference in SDs between the quarterly skill mix
and the unit’s mean skill mix across study quarters and used to
classify each quarter as Bvery low,^ Blow,^ etc.

Covariates. Hospital demographic variables included US
census region, bed size (<300 or ≥300 beds), teaching status,
and location (metropolitan or non-metropolitan). Two indicator
variables for unit type were used to compare odds of
restraint for medical, surgical, and medical-surgical units. To
provide some control for within-unit differences in patient
mix, we computed the mean age of patients assessed and the
proportion of patients assessed who were male from the quar-
terly survey for each unit quarter. Mean age and proportion
male were coded as missing for quarters in which the relevant
information was available for fewer than 25 % of patients
assessed. Patient volume was measured as quarterly patient
days.

Analyses

Restraint for Any Reason. In the first analysis we analyzed
data for the full study sample (units having at least one quarter
with and one quarter without restraint use). Using mixed
logistic regression models fit with the GLIMMIX Procedure
in SAS 9.4, we estimated the odds of a unit reporting restraint
use in a quarter as a function of staffing level and skill mix.
Random unit and hospital intercepts were included to account
for correlation due to clustering. Explanatory variables
included hospital characteristics (census region, bed size,
teaching status, and location), patient volume, mean staffing
level (TNHPPD), staffing level category (very low, low, etc.),
mean skill mix, skill mix category, unit type, average age, and
proportionmale. Year and quarter were included as classification
variables to control for time trend and seasonality.
Staffing level category and skill mix category were treated

as classification variables to allow for easily interpretable non-
monotonic associations between staffing and odds of restraint.
For both variables we set Baverage^ as the referent category
and estimated odds ratios for the other four categories. Be-
cause these classification variables were based on standardized
values of TNHPPD and skill mix, they reflected only within-
(not between-) unit differences among study quarters.

36 Staggs et al.: Physical Restraint and Nurse Staffing JGIM



Restraint for Fall Prevention. In the second analysis we
modeled the odds of a unit reporting restraint use for fall
prevention in a quarter. To allow each unit to serve as its own
control, this analysis was limited to units having at least one
quarter in which restraint use for fall prevention was reported
and one quarter in which it was not. This analysis was identical
to the first except for the outcome variable and sample.

RESULTS

Of 39,322 total quarters in the sample data set, 891 (2.3 %)
were missing staffing data and 1598 (4.1 %) were missing
restraint data. Hospitals enter and leave the NDNQI over time,
and units start and may stop reporting restraint data at different
times; thus, only quarters with missing restraint data between a
unit’s first quarter and last quarter of restraint data reporting
during the study period were counted as missing restraint data.
Mean age and proportion male were missing for 624 (1.7 %)
and 583 (1.5 %) of the 37,724 quarters in which restraint data
were reported. Excluding quarters with missing restraint, staff-
ing, mean age, or proportion male data left 36,202 (92.1 %)
quarters available for statistical modeling.
There were 3101 units from 869 hospitals in the study

sample. Among the 853 hospitals for which demographic data
were available, 790 (93 %) were located in metropolitans
areas, 411 (48 %) were teaching facilities, and 523 (61 %)
had fewer than 300 beds. The Northeast, Midwest, South, and
West census regions accounted for 212 (25 %), 99 (12 %), 415
(49 %), and 127 (14 %) hospitals, respectively.
Descriptive statistics for the study sample, the set of units

reporting zero restraint use, and the set of units reporting
restraint use in every quarter are provided in Table 1. Com-
pared to units in the study sample, units never reporting
restraint use tended to be smaller, a larger percentage were
surgical units, and a smaller percentage were medical units.
Units in the study sample reported 15,014 patients restrained
(1.6 %) out of 923,556 patients assessed. Fall prevention was

reported as a justification for 7604 (51 %) of these restraints.
The average number of patients assessed for restraint per
quarterly unit survey was 24.5.
Descriptive statistics by staffing category for unit quarters in

the two analysis samples are provided in Table 2. There were
1120 (816) medical units, 620 (409) surgical, and 1338 (941)
medical-surgical units represented in the first (second) analy-
sis. Restraint rates were highest in quarters for which staffing
level or skill mix was below unit average. There was little
evidence of association between staffing level and skill mix;
correlations between quarterly TNHPPD and skill mix were
negligible (r<0.04 in both samples).
We found statistically significant effects of skill mix cate-

gory on odds of any restraint (p < 0.001) and odds of fall
prevention restraint (p = 0.035). Compared to quarters with
average skill mix, adjusted odds of any restraint use were
11 % and 18 % higher, respectively, for quarters with low
and very low skill mix (see Table 3). Odds of fall prevention
restraint were 9 % and 16 % higher, respectively, for quarters
with low and very low skill mix. Mean skill mix was also a
significant predictor of both types of restraint; a unit with 10
percentage points higher skill mix than an otherwise equiva-
lent unit was estimated to have 13 % lower odds of any
restraint and 7 % lower odds of fall prevention restraint.
To examine how the effects of skill mix category were

influenced by the presence of various explanatory variables,
we fit the following models for comparison: a base model
(including year, quarter, patient volume, mean skill mix, and
skill mix category as explanatory variables), base model plus
hospital variables (census region, bed size, location, teaching
status), base model plus unit variables (unit type, mean
TNHPPD, TNHPPD category), base model plus patient mix
variables (mean age, proportion male), and a full model in-
cluding all explanatory variables. Odds ratios for skill mix
category changed very little across models (see Table 4).
Although adjusted odds of fall prevention restraint were 9–

12 % higher in quarters with below-average staffing levels,
staffing level category was not a statistically significant pre-
dictor of fall prevention restraint (p = 0.160) or of any restraint
(p = 0.250). Associations between mean TNHPPD and odds
of restraint use were also non-significant.
Study year was a statistically significant predictor of fall

prevention restraint and any restraint (ps < 0.001). As shown
in Table 3, odds of both types of restraint decreased each year,
as did restraint prevalence rates, which fell by about 50 %
during the study period (see Table 2). Quarter also predicted
use of fall prevention (p = 0.004) and any restraint (p < 0.001).
This effect was driven by higher odds of restraint in the first
quarter (see Table 3).

DISCUSSION

Using longitudinal data from over 3000 units, we found that
odds of physical restraint use were lower for units with higher

Table 1 Descriptive Statistics for Study Sample, Units Reporting no
Restraint Use, and Units Using Restraint Each Quarter

Study sample Units
reporting no
restraint use

Units using
restraint
each quarter

Units 3101 2276 63
Medical 1130 (36 %) 637 (28 %) 22 (35 %)
Surgical 622 (20 %) 671 (29 %) 5 (8 %)
Medical-surgical 1349 (44 %) 968 (43 %) 36 (57 %)

Unit census 25.8 ± 9.7 20.5 ± 8.8 27.9 ± 9.7
Patient age 62.1 ± 7.6 60.5 ± 9.5 62.1 ± 9.6
Percent male 45.8 ± 10.9 42.8 ± 14.6 51.4 ± 15.3
TNHPPD 8.5 ± 1.4 8.9 ± 1.8 8.5 ± 1.7
Skill mix 65.3 ± 9.4 66.4 ± 10.6 66.3 ± 10.6
Prevalence,
any reason

1.8 ± 1.9 0 8.5 ± 4.9

Prevalence, fall
prevention

0.9 ± 1.4 0 4.0 ± 3.5

Mean ± SD computed across units

37Staggs et al.: Physical Restraint and Nurse StaffingJGIM



mean skill mix. Further, restraint odds were higher when a
unit’s quarterly skill mix was below its average level across
study quarters, but not significantly lower when a unit’s skill
mix was high or very high relative to average. These findings
held for both fall prevention restraints and restraints in general.
Consistent with one previous study,28 our findings suggest that

skill mix, not total staffing level, is the more important predictor
of restraint use and that patient care quality may suffer when unit
staffing models cannot respond to changes in patient volume or
RN availability except by increasing non-RN hours. This is
further evidence that the type of nursing staff, not just the number
of staff per patient, can be important for patient outcomes.21,22,31–
33 Nurses must obtain a physician order for restraint, and having
an adequate proportion of RNs apparently reduces the likelihood
of nursing staff requesting such an order, perhaps because RNs
are better trained to find alternatives to restraint. In any case,
restraint involves both nurses and physicians, and reduction in
restraint use must be a collaborative effort.
We found little evidence that higher total staffing levels are

associated with lower odds of restraint use. In California, the
impact of mandated minimum nurse-to-patient ratios on qual-
ity has been mixed,34–36 and studies of the effect of staffing
levels on restraint use have yielded inconclusive results.29,30,37

One possible explanation for mixed results in studies of
staffing level and restraint use is lack of control for

unmeasured differences among units. Perhaps some units have
both higher staffing levels and higher restraint rates simply
because they have sicker patients, resulting in a spurious,
positive correlation between staffing and restraints. Whatever
the explanation, the difficulty of establishing an adequate risk
adjustment model for a complex phenomenon such as restraint
use highlights the advantage of our approach, in which units
serve as their own control.
Restraint prevalence and odds of restraint decreased sub-

stantially during the study period, suggesting that efforts to
reduce restraint use have met with some success. Whether this
encouraging trend has continued since 2010 is a question for
further study. We also observed a seasonal trend, with elevated
prevalence and odds of restraint in the first quarter. Rates of
hospital-acquired pressure ulcers are also highest in the first
quarter,38 suggesting patients tend to be sicker during these
winter months.

Limitations

One limitation of our study is the non-random sample, which
may not be representative. Larger hospitals and Magnet-
designated facilities are disproportionately represented in the
NDNQI, for example. However, we controlled for several
hospital characteristic variables in our study, and we doubt

Table 2 Descriptive Statistics for Quarters in Analysis Samples

Any restraint Fall prevention restraint

TNHPPDa Skill mixb Ratec (%) TNHPPD Skill mix Rated (%)

Unit type
Medical 8.5 ± 1.5 65.1 ± 9.7 1.9 ± 4.7 8.4 ± 1.5 64.8 ± 9.5 1.2 ± 3.4
Surgical 8.6 ± 1.4 65.8 ± 9.1 1.4 ± 4.2 8.6 ± 1.4 65.7 ± 9.1 1.0 ± 3.8
Medical-surgical 8.5 ± 1.6 65.6 ± 10.3 1.8 ± 4.7 8.5 ± 1.6 65.5 ± 10.3 1.3 ± 4.0

TNHPPD categorye

Very low (z < −1.25) 7.5 ± 1.3 65.8 ± 10.9 2.1 ± 6.0 7.5 ± 1.3 65.4 ± 10.8 1.5 ± 5.0
Low (−1.25 < z < −0.5) 8.0 ± 1.3 65.9 ± 10.1 1.8 ± 4.9 8.0 ± 1.3 65.7 ± 10.1 1.3 ± 4.6
Average (−0.5 < z < 0.5) 8.5 ± 1.4 65.4 ± 9.5 1.7 ± 4.2 8.5 ± 1.4 65.2 ± 9.5 1.1 ± 3.2
High (0.5 < z < 1.25) 9.0 ± 1.5 65.3 ± 9.5 1.7 ± 4.3 9.0 ± 1.5 65.1 ± 9.4 1.1 ± 3.2
Very high (1.25 < z) 9.6 ± 1.8 64.6 ± 9.7 1.7 ± 4.2 9.6 ± 1.7 64.5 ± 9.7 1.1 ± 3.2

Skill mix categorye

Very low (z < −1.25) 8.6 ± 1.6 60.6 ± 9.9 2.2 ± 6.6 8.6 ± 1.6 60.3 ± 9.8 1.5 ± 4.6
Low (−1.25 < z < −0.5) 8.5 ± 1.5 62.3 ± 9.6 2.0 ± 5.1 8.5 ± 1.5 62.1 ± 9.5 1.4 ± 4.3
Average (−0.5 < z < 0.5) 8.5 ± 1.5 65.4 ± 9.1 1.6 ± 3.9 8.5 ± 1.5 65.2 ± 9.1 1.1 ± 3.4
High (0.5 < z < 1.25) 8.5 ± 1.5 68.6 ± 9.1 1.6 ± 4.0 8.4 ± 1.5 68.4 ± 9.0 1.1 ± 3.4
Very high (1.25 < z) 8.4 ± 1.6 70.5 ± 9.6 1.6 ± 4.3 8.4 ± 1.6 70.2 ± 9.7 1.1 ± 3.5

Year
2006 8.3 ± 1.6 62.6 ± 9.9 2.9 ± 7.4 8.3 ± 1.5 62.5 ± 9.7 3.0 ± 5.4
2007 8.3 ± 1.5 63.5 ± 9.8 2.4 ± 6.3 8.3 ± 1.5 63.3 ± 9.6 2.8 ± 6.6
2008 8.5 ± 1.6 64.4 ± 9.9 1.8 ± 4.2 8.4 ± 1.6 64.0 ± 9.8 2.1 ± 4.6
2009 8.6 ± 1.5 66.2 ± 9.9 1.6 ± 4.3 8.6 ± 1.5 66.0 ± 9.9 1.9 ± 4.8
2010 8.6 ± 1.4 67.2 ± 9.2 1.4 ± 3.4 8.6 ± 1.4 67.2 ± 9.3 1.6 ± 3.4

Quarter
1 8.3 ± 1.5 65.5 ± 9.8 1.9 ± 4.4 8.3 ± 1.5 65.3 ± 9.7 2.2 ± 4.9
2 8.5 ± 1.5 65.2 ± 9.8 1.7 ± 4.8 8.5 ± 1.5 65.0 ± 9.8 2.0 ± 5.1
3 8.6 ± 1.5 65.4 ± 9.8 1.7 ± 5.0 8.6 ± 1.5 65.2 ± 9.8 2.1 ± 5.5
4 8.6 ± 1.5 65.7 ± 9.8 1.7 ± 4.2 8.6 ± 1.5 65.5 ± 9.8 2.0 ± 4.1

Mean ± SD computed across unit-quarters
aTNHPPD= total nursing hours per patient day
bSkill mix =% of nursing care hours provided by registered nurses
cRate =% of patients restrained, any justification
dRate =% of patients restrained for fall prevention
eCategory defined by standardized distance from unit mean: very low (>1.5 SDs below), low (0.5–1.25 SDs below), average (within 0.5 SDs), high (0.5–
1.25 SDs above), and very high (>1.5 SDs above)
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that staffing-restraint associations differ enough across hospi-
tal sizes and types for the non-random nature of our sample to
undermine the generalizability of our basic findings.
Our quarterly data had limited granularity. The size of the

effects we observed despite this limitation suggests a robust
association between skill mix and restraint use. We would

expect analyses of week- or shift-level data to yield similar
results, but the NDNQI does not collect data at this level, so
this is a question for further research.
Another study limitation was the lack of data on potentially

important covariates, including patient acuity and fall risk,
units’ use of non-nursing staff such as sitters to prevent falls,
and the presence of family in the patient’s room. We could not
fully control for between- or within-unit differences on these
covariates, but our use of each unit as its own control makes
this less of a concern. Moreover, the effect of skill mix cate-
gory was remarkably constant regardless of the covariates
included in the model, despite some of these covariates having
substantial effects in their own right (see Table 4).
Our approach of using each unit as its own control required

each unit analyzed to have at least one quarter with and one
quarter without restraint use, limiting our sample of units.
However, our study sample was comparable in most respects
to the set of units excluded for never reporting restraint use,
and we think the staffing-restraint use association we found
likely holds quite generally among units where restraints are
used at least on occasion. In future research, examination of
data from units reporting restraint use in every quarter would
likely yield further insight into the relation between staffing
and restraint use.

Strengths

In addition to the very large sample size, our methodological
approach is an important strength of this study. Nurse staffing
research typically involves cross-sectional comparisons of
staffing levels across units, which tend to reflect between-
unit differences in patient mix (e.g., average risk of adverse
outcome). By contrast we examined the effects of within-unit
differences in quarterly staffing, effectively using each unit as
its own control, by computing each unit’s quarterly nurse
staffing level and skill mix based on standard deviations from
the unit’s average, thereby allowing for comparisons that
implicitly take into account unmeasured unit characteristics.
This approach alleviates the confounding that occurs when
effects due to between-unit differences in patient mix are
attributed to between-unit differences in staffing. Of course,
patient mix can change from quarter to quarter on a given unit,

Table 3 Results of Full Logistic Regression Models for Odds of
Restraint Use

Variable Level Any restraint Fall prevention
restraint

Adjusted OR
(95 % limits)a

Adjusted OR
(95 % limits)b

TNHPPD
category

Very low 1.06 (0.96–1.16) 1.12 (1.00–1.26)
Low 1.07 (1.00–1.14) 1.09 (1.00–1.19)
Average Referent Referent
High 1.06 (0.98–1.13) 1.02 (0.93–1.11)
Very high 0.99 (0.91–1.09) 1.05 (0.93–1.18)

Skill mix
category

Very low 1.18 (1.08–1.29) 1.16 (1.03–1.29)
Low 1.11 (1.04–1.19) 1.09 (1.00–1.19)
Average Referent Referent
High 1.03 (0.96–1.10) 1.00 (0.91–1.09)
Very high 0.98 (0.89–1.08) 0.98 (0.86–1.10)

Mean
TNHPPD

1.02 (0.98–1.05) 0.97 (0.93–1.01)

Mean skill mix 0.87 (0.82–0.92) 0.93 (0.88–0.98)
Patient days 1.33 (1.26–1.39) 1.24 (1.17–1.31)
Average age 1.02 (1.02–1.03) 1.02 (1.01–1.02)
Proportion
male

1.65 (1.34–2.02) 1.44 (1.12–1.85)

Unit type Medical-
surgical

1.35 (1.22–1.49) 1.25 (1.12–1.41)

Medical 1.31 (1.19–1.44) 1.16 (1.03–1.29)
Surgical Referent Referent

Bed size ≥300 beds 1.11 (0.99–1.26) 1.08 (0.96–1.22)
Location Metropolitan 1.37 (1.07–1.74) 1.18 (0.90–1.54)
Teaching status Teaching 1.22 (1.08–1.38) 1.12 (0.99–1.26)
Census region West 1.46 (1.17–1.82) 1.37 (1.09–1.73)

South 1.27 (1.06–1.52) 1.20 (0.99–1.44)
Midwest 1.05 (0.86–1.28) 1.02 (0.83–1.26)
Northeast Referent Referent

Year 2006 1.92 (1.62–2.27) 1.87 (1.52–2.30)
2007 1.59 (1.47–1.73) 1.64 (1.49–1.82)
2008 1.25 (1.16–1.35) 1.31 (1.19–1.44)
2009 1.07 (1.00–1.15) 1.16 (1.06–1.27)
2010 Referent Referent

Quarter 1 1.17 (1.09–1.26) 1.15 (1.05–1.26)
2 1.02 (0.95–1.10) 0.99 (0.90–1.08)
3 1.02 (0.95–1.09) 1.02 (0.93–1.12)
4 Referent Referent

aC-statistic = 0.77
bC-statistic = 0.73

Table 4 Adjusted Odds Ratios (95 % Limits) for Skill Mix Categories Across Comparison Models

Skill mix category Base Base + Hospital Base + Unit Base + Patient Base + All

Any restraint
Very low 1.17 (1.07–1.28) 1.17 (1.07–1.28) 1.17 (1.07–1.28) 1.18 (1.08–1.29) 1.18 (1.08–1.29)
Low 1.11 (1.04–1.19) 1.11 (1.04–1.19) 1.11 (1.04–1.19) 1.11 (1.04–1.19) 1.11 (1.04–1.19)
Average Referent Referent Referent Referent Referent
High 1.03 (0.96–1.11) 1.03 (0.96–1.10) 1.03 (0.96–1.10) 1.03 (0.97–1.11) 1.03 (0.96–1.10)
Very high 0.99 (0.91–1.09) 0.99 (0.90–1.09) 0.99 (0.90–1.09) 0.99 (0.90–1.09) 0.98 (0.89–1.08)

Fall prevention restraint
Very low 1.17 (1.04–1.30) 1.16 (1.03–1.30) 1.16 (1.04–1.30) 1.17 (1.04–1.30) 1.16 (1.03–1.29)
Low 1.09 (1.00–1.18) 1.09 (1.00–1.18) 1.09 (1.00–1.18) 1.09 (1.00–1.18) 1.09 (1.00–1.19)
Average Referent Referent Referent Referent Referent
High 1.01 (0.92–1.10) 1.00 (0.92–1.10) 1.00 (0.92–1.09) 1.01 (0.92–1.10) 1.00 (0.91–1.09)
Very high 0.98 (0.87–1.11) 0.99 (0.88–1.12) 0.97 (0.86–1.10) 0.98 (0.87–1.11) 0.98 (0.86–1.10)
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but this within-unit variability is arguably less of a confounding
concern than the variability among units. This approach allowed
us to move beyond comparisons of units with higher versus
lower staffing levels or skill mix to identify quarters with
below-average skill mix as having higher rates of restraint use.

CONCLUSION

We found that when unit skill mix was low, hospital staff were
apparently more likely to use restraints, including restraints for
fall prevention. Above-average skill mix, however, was not
associated with reduced restraint use. The key seems to be
ensuring that the skill mix is consistently adequate.
US hospitals have little buffer for surges in demand for

nurse staffing.39 In light of a projected RN shortage, future
research on nurse-sensitive outcomes, including restraint use,
should focus on optimizing available nursing hours at the
bedside through innovative staffing models and improvements
in the work environment.40,41

Acknowledgments: Partial support for this work was provided by
the National Institutes of Health (NIH/NIA R01-AG033005).
All authors participated in study design, data interpretation, and
revision of the manuscript. The first two authors were primarily
responsible for drafting the manuscript, the first author carried out the
statistical analyses, and the senior author conceived the study and
participated in data preparation and statistical design.

Corresponding Author: Vincent S. Staggs, PhD; School of Medicine,
University of Missouri-Kansas City, 2401 Gillham Road, Kansas City,
MO 64108, USA (e-mail: vstaggs@cmh.edu).

Compliance with Ethical Standards:

Conflict of interest: The authors have participated inwork funded by
the National Database of Nursing Quality Indicators, which is owned
by Press Ganey Associates, Inc. The authors report no other conflict of
interest.

Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a link
to the Creative Commons license, and indicate if changes were made.

REFERENCES
1. Minnick AF, Mion LC, Johnson ME, Catrambone C, Leipzig R.

Prevalence and variation of physical restraint use in acute care settings
in the US. J Nurs Scholarsh. 2007;39(1):30–7.

2. Rose L, Burry L, Mallick R, Luk E, Cook D, Fergusson D, et al.
Prevalence, risk factors, and outcomes associated with physical restraint
use in mechanically ventilated adults. J Crit Care. 2016;31(1):31–5.

3. Rakhmatullina M, Taub A, Jacob T. Morbidity and mortality associated
with the utilization of restraints : a review of literature. Psychiatr Q.
2013;84(4):499–512.

4. Zuidema S, Koopmans R, Verhey F. Prevalence and predictors of
neuropsychiatric symptoms in cognitively impaired nursing home patients.
J Geriatr Psychiatry Neurol. 2007;20(1):41–9.

5. Centers for Medicare and Medicaid Services. Glossary [Internet]. 2006
[cited 2015 Sep 18]. Available from: https://www.cms.gov/apps/glossary/
default.asp?Letter=R&Language=

6. Centers for Medicare and Medicaid Services. The Importance of Quality
Measures to Long-Stay Residents [Internet]. [cited 2016 May 23]. Available

from: https://www.medicare.gov/NursingHomeCompare/About/Long-
Stay-Residents.html

7. Kvale E, Dionne-Odom JN, Redden DT, Bailey FA, Bakitas M, Goode
PS, et al. Predictors of physical restraint use in hospitalized veterans at
End of life: an analysis of data from the BEACON trial. J Palliat Med.
2015;18(6):520–6.

8. Blegen M, Goode C, Spetz J, Vaughn T, Park S. Nurse staffing effects on
patient outcomes: safety-net and non-safety-net hospitals. Med Care.
2011;49(4):406–14.

9. Kane RL, Shamliyan TA, Mueller C, Duval S, Wilt TJ. The association of

registered nurse staffing levels and patient outcomes: systematic review

and meta-analysis. Med Care. 2007;45(12):1195–204.
10. Lang TA, Hodge M, Olson V, Romano PS, Kravitz RL. Nurse-

patient ratios: a systematic review on the effects of nurse staffing on
patient, nurse employee, and hospital outcomes. J Nurs Adm.
2004;34(7–8):326–37.

11. Lankshear AJ, Sheldon TA, Maynard A. Nurse staffing and healthcare
outcomes: a systematic review of the international research evidence. ANS
Adv Nurs Sci. 2005;28(2):163–74.

12. Needleman J, Buerhaus P, Pankratz VS, Leibson CL, Stevens SR,
Harris M. Nurse staffing and inpatient hospital mortality. N Engl J Med.
2011;364(11):1037–45.

13. Stone PW, Mooney-Kane C, Larson EL, Horan T, Glance LG, Zwanziger
J, et al. Nurse working conditions and patient safety outcomes. Med Care.
2007;45(6):571–8.

14. Cho E, Sloane DM, Kim E-Y, Kim S, Choi M, Yoo IY, et al. Effects of

nurse staffing, work environments, and education on patient mortality: An

observational study. Int J Nurs Stud. 2015;52(2):535–42.
15. Aiken LH, Sloane DM, Bruyneel L, Van den Heede K, Griffiths P, Busse

R, et al. Nurse staffing and education and hospital mortality in nine
European countries: a retrospective observational study. Lancet.
2014;383(9931):1824–30.

16. Wiltse Nicely KL, Sloane DM, Aiken LH. Lower mortality for abdominal
aortic aneurysm repair in high-volume hospitals is contingent upon nurse
staffing. Health Serv Res. 2013;48(3):972–91.

17. Aiken LH, Clarke SP, Sloane DM, Lake ET, Cheney T. Effects of hospital
care environment on patient mortality and nurse outcomes. J Nurs Adm.
2008;38(5):223–9.

18. Choi J, Staggs VS. Comparability of nurse staffing measures in examining
the relationship between RN staffing and unit-acquired pressure ulcers: a
unit-level descriptive, correlational study. Int J Nurs Stud.
2014;51(10):1344–52.

19. Butler M, Collins R, Drennan J, Halligan P, O’Mathúna DP, Schultz TJ,
et al. Hospital nurse staffing models and patient and staff-related out-

comes. Cochrane Database Syst Rev. 2011;7, CD007019.
20. Unruh L, Russo CA, Jiang HJ, Stocks C. Can state databases be used to

develop a national, standardized hospital nurse staffing database? West J
Nurs Res. 2009;31(1):66–88.

21. Castle NG, Anderson RA. Caregiver staffing in nursing homes and their
influence on quality of care: using dynamic panel estimation methods. Med
Care. 2011;49(6):545–52.

22. Wagner LM, McDonald SM, Castle NG. Nursing home deficiency citations
for physical restraints and restrictive side rails. West J Nurs Res.
2013;35(5):546–65.

23. Wan TTH, Zhang NJ, Unruh L. Predictors of resident outcome improve-
ment in nursing homes. West J Nurs Res. 2006;28(8):974–93.

24. Heeren P, Van deWater G, De Paepe L, Boonen S, Vleugels A, Milisen K.

Staffing levels and the use of physical restraints in nursing homes: a

multicenter study. J Gerontol Nurs. 2014;40(12):48–54.
25. Heinze C, Dassen T, Grittner U. Use of physical restraints in nursing

homes and hospitals and related factors: a cross-sectional study. J Clin

Nurs. 2012;21(7/8):1033–40.
26. Arling G, Kane RL, Mueller C, Bershadsky J, Degenholtz HB. Nursing

effort and quality of care for nursing home residents. The Gerontologist.
2007;47(5):672–82.

27. Pekkarinen L, Elovainio M, Sinervo T, Finne-Soveri H, Noro A. Nursing
working conditions in relation to restraint practices in long-term care

units. Med Care. 2006;44(12):1114–20.
28. Aydin C, Donaldson N, Aronow HU, Fridman M, Brown DS. Improving

hospital patient falls: leveraging staffing characteristics and processes of

care. J Nurs Adm. 2015;45(5):254–62.
29. Whitman GR, Davidson LJ, Sereika SM, Rudy EB. Staffing and pattern

of mechanical restraint use across a multiple hospital system. Nurs Res.
2001;50(6):356–62.

40 Staggs et al.: Physical Restraint and Nurse Staffing JGIM

https://www.cms.gov/apps/glossary/default.asp?Letter=R&Language
https://www.cms.gov/apps/glossary/default.asp?Letter=R&Language
https://www.medicare.gov/NursingHomeCompare/About/Long-Stay-Residents.html
https://www.medicare.gov/NursingHomeCompare/About/Long-Stay-Residents.html


30. Benbenbishty J, Adam S, Endacott R. Physical restraint use in intensive
care units across Europe: the PRICE study. Intensive Crit Care Nurs.
2010;26(5):241–5.

31. Staggs VS, Dunton N. Associations between rates of unassisted inpatient
falls and levels of registered and non-registered nurse staffing. Int J Qual
Health Care. 2014;26(1):87–92.

32. Staggs VS. Injurious assault rates on inpatient psychiatric units: associ-
ations with staffing by registered nurses and other nursing personnel.
Psychiatr Serv. 2015;66(11):1162–6.

33. Lake ET, Cheung RB. Are patient falls and pressure ulcers sensitive to
nurse staffing? West J Nurs Res. 2006;28(6):654–77.

34. Donaldson N, Shapiro S. Impact of California mandated acute care
hospital nurse staffing ratios: a literature synthesis. Policy Polit Nurs
Pract. 2010;11(3):184–201.

35. Serratt T. California’s nurse-to-patient ratios, Part 1: 8 years later, what do
we know about nurse-level outcome? J Nurs Adm. 2013;43(9):475–80.

36. Serratt T. California’s nurse-to-patient ratios, Part 2: 8 years later,
what do we know about hospital level outcomes? J Nurs Adm.
2013;43(10):549–53.

37. Unruh L, Joseph L, Strickland M. Nurse absenteeism and workload:
negative effect on restraint use, incident reports and mortality. J Adv Nurs.
2007;60(6):673–81.

38. He J, Staggs VS, Bergquist-Beringer S, Dunton N. Unit-level time trends
and seasonality in the rate of hospital-acquired pressure ulcers in US acute
care hospitals. Res Nurs Health. 2013;36(2):171–180.

39. McHugh MD. Hospital nurse staffing and public health emergency pre-
paredness: implications for policy. Public Health Nurs. 2010;27(5):442–9.

40. Langley G, Schmollgruber S, Egan A. Restraints in intensive
care units—a mixed method study. Intensive Crit Care Nurs.
2011;27(2):67–75.

41. Lai CKY. Nurses using physical restraints: are the accused also the
victims? A study using focus group interviews. BMC Nurs. 2007;6:5.

41Staggs et al.: Physical Restraint and Nurse StaffingJGIM


	Nursing Skill Mix, Nurse Staffing Level, and Physical Restraint Use in US Hospitals: a Longitudinal Study
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	Sample and Data
	Variables
	Analyses

	RESULTS
	DISCUSSION
	Limitations
	Strengths

	Conclusion

	References


