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Patient Care Staffing Levels and Facility Characteristics in
US Hemodialysis Facilities

Laura A. G. Yoder, RN, MS,” Wenjun Xin, MS,? Keith C. Norris, MD,? and
Guofen Yan, PhD?

Background: Higher numbers of registered nurses (RNs) per patient have been associated with improved
patient outcomes in acute-care facilities. Variation in and associations of patient care staffing levels and
hemodialysis facility characteristics have not been examined previously.

Study Design: Cross-sectional study using Poisson regression to examine associations between patient
care staffing levels and hemodialysis facility characteristics.

Setting & Participants: 4,800 US hemodialysis facilities in the 2009 Centers for Medicare & Medicaid
(CMS) End-Stage Renal Disease Annual Facility Survey (CMS-2744 form).

Predictors: Facility characteristics, including profit status, freestanding status, chain affiliation, and geo-
graphic region, adjusted for facility size, capacity, functional type, and urbanicity.

Outcomes: Patient care staffing levels, including ratios of RNs, licensed practical nurses (LPNs), patient
care technicians (PCTs), composite staff (RN + LPN + PCT), social workers, and dietitians to in-center
hemodialysis patients.

Results: After adjusting for background facility characteristics, ratios of RNs and LPNs to patients were 35%
(P<0.001) and 42% (P < 0.001) lower, respectively, but the PCT to patient ratio was 16% (P < 0.001) higher
in for-profit than nonprofit facilities (rate ratios of 0.65 [95% CI, 0.63-0.68], 0.58 [95% ClI, 0.51-0.65], and 1.16
[95% CI, 1.12-1.19], respectively). Regionally, compared to the Northeast, the adjusted RN to patient ratio was
14% (P < 0.001) lower in the Midwest, 25% (P < 0.001) lower in the South, and 18% (P < 0.001) lower in the
West. Even after additional adjustments, the large for-profit chains had significantly lower RN and LPN to
patient ratios than the largest nonprofit chain, but a significantly higher PCT to patient ratio. Overall composite
staffing levels also were lower in for-profit and chain-affiliated facilities. The patterns hold when hospital-based
units were excluded.

Limitations: Nursing hours were not available. Two part-time staff were counted as one full-time equivalent,
which may not always be accurate.

Conclusions: The significant variation in patient care staffing levels and its associations with facility
characteristics warrants inclusion in future large-scale hemodialysis outcomes studies. End-stage renal
disease networks and hemodialysis facilities should attend to quality assurance and performance improvement

initiatives that maximize licensed nurse staffing levels in hemodialysis facilities.
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Across the United States, approximately 400,000
patients with end-stage renal disease (ESRD)
undergo maintenance hemodialysis each year.' Medi-
care provides payment for services, while a health
care team organizes and delivers the hemodialysis
treatment. The universal payment from Medicare does
not vary by dialysis facility size, capacity, region,
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chain affiliation, or profit status.” Within each facility,
registered nurses (RNs), licensed practical nurses
(LPNs), and unlicensed patient care technicians (PCTs)
provide the direct care during hemodialysis. Nurses’
and technicians’ responsibilities include monitoring
the arteriovenous fistula or access device, physical
assessment, safe medication administration, psychoso-
cial and physical problem management, patient educa-
tion, and care planning and coordination.

Despite equal payment, equal outcomes have not yet
been realized. Prior studies have reported differences in
quality of care and outcomes such as mortality,” infec-
tion rate,® epoetin dosing,” adequacy of dialysis dose,’
and hospitalization.” Studies examining variation in out-
comes have included patient-level risk factors and facil-
ity characteristics, including chain affiliation and profit
status.™”®* Very few have considered nurse staffing mix
indicators or social worker or dietitian measures, al-
though these are key professionals providing direct care.
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In 2011, an article by Wolfe” gave a detailed review of
issues in dialysis facility staffing and quality of care. He
pointed to the need for further investigation of dialysis
facility staffing practices. Because the direct care provided
to patients in any setting is linked to the degree of expertise
and scope of practice of those providing care, and hospitals
with higher proportions of RNs experience better patient
outcomes,'” the regional and organizational variation of
nurse staffing mix in hemodialysis facilities warrants fur-
ther investigation. If there is significant variation in nurse
staffing mix in relation to facility characteristics, this hetero-
geneity must be considered in the identification of relevant
solutions for outcome disparities. Therefore, the first objec-
tive of this study was to examine the variation in nurse
staffing levels across US hemodialysis facilities and its
associations with facility characteristics and geographic
region. Our secondary objective was to examine whether
similar variation and associations exist in dietitian and
social worker staffing levels.

METHODS

Data Sources and Study Sample

We used data from the 2009 Centers for Medicare & Medicaid
(CMS) ESRD Facility Survey (CMS-2744 form; required annually
for all Medicare-certified dialysis facilities) in the US Renal Data
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System.'" The survey collects facility-level data, including profit
status, chain affiliation, services provided, number of patients
receiving care, and patient care staffing. We identified all outpa-
tient dialysis facilities and centers that completed the 2009 survey
form, were located in any of 50 states or the District of Columbia,
provided in-center hemodialysis, and did not offer transplantation
services (n = 5,068). Units were excluded if they provided only a
home dialysis program or reported zero patients at year end (n =
78). Additionally, units were excluded if they reported zero for
both RNs and LPNs (n = 27), profit status was not concordant with
chain profit status (n = 55), or no profit status was indicated (n =
108). The final study sample consisted of the remaining 4,800
hemodialysis facilities. The Institutional Review Board at the
University of Virginia approved the study.

Staffing Level Measures

We examined 6 different staff to patient ratios. The first 3 were
the ratios of full-time RN, full-time LPNs, and full-time PCTs to
total in-center hemodialysis patients (ie, excluding home dialysis
patients). The next 2 were ratios of full-time social workers and
full-time dietitians to in-center hemodialysis patients. For any
part-time staff, we converted 2 part-time staff to 1 full-time
equivalent (FTE). Finally, we calculated a composite staffing ratio
(FTE RNs + LPNs + PCTs to patients) to assess overall staff to
patient ratios. To depict variation in staffing mix, we calculated 3
proportions of total full-time nursing staff (defined as all RN,
LPNs, and PCTs) that were RNs, LPNs, and PCTs. All patient and
staffing numbers were based on end-of-year data.

Table 1. Distribution of Dialysis Facilities, Overall and by Size and RN to Patient Ratio

Size, Expressed as No. of HD Stations

RN to Patient Ratio?®

Characteristics Overall =10 11-25 =26 =6 >6

No. of facilities 4,800 623 (13.0) 3,652 (74.0) 625 (13.0) 2,336 (48.7) 2,464 (51.3)
Functional type

In-center HD only 62.3 82.3 62.5 411 67.5 57.4

In-center HD & home dialysis 37.7 17.7 37.5 58.9 32.5 42.6
Capacity

=4 patients/station 63.5 721 63.4 55.5 55.4 711

>4 patients/station 36.5 27.9 36.6 445 44.6 28.9
Geographic location

Urban 73.7 44.0 76.0 90.1 81.0 66.8

Rural 26.3 56.0 24.0 9.9 19.0 33.2
Profit status

For profit 84.2 64.8 87.9 82.7 93.7 75.3

Nonprofit 15.8 35.2 12.1 17.3 6.3 247
Facility type

Freestanding 91.7 73.7 94.5 93.9 98.1 85.6

Hospital based 8.3 26.3 5.5 6.1 1.9 14.4
Census region

Northeast 14.2 14.0 14.2 14.4 9.5 18.7

Midwest 23.6 41.4 21.7 17.0 19.1 27.9

South 44.7 29.2 46.3 51.0 51.6 38.2

West 17.5 15.4 17.8 17.6 19.8 15.2

Note: Number of facilities given as number (percentage); all other values given as percentages.

Abbreviations: HD, hemodialysis; RN, registered nurse.
#Median number per 100 patients.
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Facility Organizational Measures and Geographic Region

We examined the following facility organizational characteris-
tics: profit status (for profit/nonprofit); hospital based or freestand-
ing; chain ownership; facility capacity, defined as number of
in-center hemodialysis patients per station (=4 or >4); facility
size, determined by number of hemodialysis stations: small (1-10
stations), medium (11-25 stations), and large (=26 stations); and
functional type, defined by whether the facility offered home
dialysis services in addition to in-center hemodialysis. For chain
ownership, according to the 2009 survey, most chain-affiliated
facilities were associated with Dialysis Clinic Inc (DCI), DaVita,
Fresenius, and Renal Advantage Inc. We combined the other 8
chains into an “other chains” group. DCI was the only nonprofit
chain and was chosen as the referent category in all regression
analyses. Facilities not affiliated with a chain were categorized
further into freestanding and hospital based because all hospital-
based facilities reported no chain affiliation.

Facility urban/rural location was defined according to facility
location zip code using Rural-Urban Commuting Area Codes
developed by the US Department of Agriculture Economic Re-
search Service and University of Washington.'*'? Finally, we used
facility location zip code to assign each facility to 1 of the 4
standard US census regions (Northeast, Midwest, South, and
West).

Statistical Analyses

Poisson regression was used to examine the relationship be-
tween facility characteristics and geographic region with each staff
to patient ratio measure. Facility and geographic characteristics of
interest include profit status, freestanding/hospital-based status,
chain ownership, and geographic region. For each staff to patient
ratio, 3 sets of multivariate models were constructed. The first set
of multivariate models (model 1) examined the effect of each
predictor (profit status, freestanding status, geographic region, and
chain ownership) adjusted for the background variables (facility
size, urban/rural location, functional type, and capacity). Because
profit and freestanding variables were correlated highly with chain
ownership, the second model (model 2) included all predictors
except chain ownership, together with background variables. Thus,
this additionally adjusted model examined the effect of each
predictor (profit, freestanding, and region) while adjusting for all
others in the model, but not chain ownership. In model 3, profit and
freestanding variables were replaced with chain ownership. That
is, the effect of chain ownership was adjusted for all others, but not
profit and freestanding variables. We used overdispersed Poisson
regression models with confidence intervals (CIs) and P values
adjusted for overdispersion. All Poisson models used number of
facility staff members under investigation as the response and the
natural logarithm of number of facility in-center hemodialysis

Table 2. Distribution of Dialysis Facilities by Profit Status and Chain Ownership

Chain Ownership Status

Nonchain
Profit Status Nonprofit For-Profit Chain
Chain: Other Hospital
Characteristics Nonprofit For Profit DCI DaVita Fresenius RAI Chains  Freestanding Based

No. of facilities
Sized

=10 stations 29.0 10.0 12.8 1
11-25 stations 56.7 77.2 69.8 7
=26 stations 14.3 12.8 17.3 1
Functional type
In-center HD 65.5 61.7 65.4 5
In-center HD 34.5 38.3 34.6 4
& home dialysis
Capacity
=4 pts/station 62.4 63.7 82.7 5
>4 pts/station 37.6 36.3 17.3 4
Urban 62.3 75.8 67.6 7
Facility type
Freestanding 49.3 99.6 100.0 10
Hospital based 50.7 0.4
Census region
Northeast 24.3 12.3 24.0
Midwest 33.1 21.9 16.2 2
South 23.1 48.7 45.3 4
West 19.4 171 14.5 2

0.7
7.7
1.6

9.0
1.0

8.4
1.6

8.6

0.0

9.9
2.3
7.2
0.6

756 (15.8) 4,044 (84.2) 179 (3.7) 1,392 (29.0) 1,595 (33.2) 118 (2.5) 406 (8.5)* 712 (14.8)> 398 (8.3)°

7.6 1.7 9.9 17.3 41.2
77.6 79.7 79.3 69.6 49.2
14.8 18.6 10.8 131 9.6
65.8 50.8 59.4 61.2 66.6
34.2 49.2 40.6 38.8 33.4
69.6 61.9 59.1 61.7 56.3
30.4 38.1 40.9 38.3 43.7
70.8 83.9 81.8 76.7 54.3

100.0 100.0 100.0 100.0
100.0
111 — 19.7 16.9 31.2
22.8 18.6 17.0 23.9 42.7
53.3 49.2 38.2 40.4 14.3
12.8 32.2 251 18.8 11.8

Note: Values are given as number (percentage) or percentage.

Abbreviations: DCI, Dialysis Clinic Inc; HD, hemodialysis; pts, patients; RAI, Renal Advantage Inc.

@Nonprofit, 7.4%; for profit, 92.6%.
®Nonprofit, 23.0%,; for profit, 77.0%.
°Nonprofit, 96.2%; for profit, 3.8%.
9Number of HD stations.
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patients as an offset.'* Results are presented as rate ratios (RRs) in
comparison to the reference group. All models were performed
using SAS GENMOD procedures (SAS Institute Inc).

‘We conducted several sensitivity analyses to examine the robust-
ness of our main results. The first was to limit the study sample to
facilities that provided only in-center hemodialysis (62%; ie,
excluded facilities with a home program), followed by separate
analyses for facilities with small, medium, and large sizes (13%,
74%, and 13%, respectively). Then, we conducted the analysis
using the study sample that included facilities with profit status
corrected according to its chain affiliation (n = 4,855) and using
the study sample that included facilities that had not reported profit
status (n = 4,908). Finally, we analyzed only freestanding facili-
ties (n = 4,402) because hospital-based facilities were heavily
skewed to nonprofit.

RESULTS

Facility Characteristics

Of 4,800 facilities, most offered only in-center
hemodialysis (62.3%) and were midsized (74.0%),
urban (73.7%), for profit (84.2%), and freestanding
(91.7%; Table 1). Large facilities were more likely to
have a home dialysis program, have 4 or more pa-
tients per station, and be in an urban setting. Most
midsized and large facilities were located in the South,
whereas most small facilities were in the Midwest.
Characteristics of the facilities stratified by median
RN to patient ratio (=6 or >6 RNs per 100 patients)
also are listed in Table 1. Most facilities were chain
affiliated (76.9%; Table 2). Fresenius was the largest
for-profit chain (33.2%), followed by DaVita (29.0%).
Compared with other regions, the largest percentage
of for-profit facilities was located in the South (48.7%)
and the largest percentage of nonprofit facilities was
in the Midwest (33.1%). All hospital-based facilities
reported no chain affiliation and were skewed to
nonprofit status. Distributions of hospital-based and
freestanding facilities that were not affiliated with any
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chain also differed somewhat in size, urbanicity, and
region (Table 2).

Staffing Level Characteristics

Across the 4,800 facilities, there were a total of
20,709 FTE RN at the end of survey year 2009, with
an average of 4.31 (range, 0-40.5) per facility; 4,220
FTE LPNs, with an average of 0.88 (range, 0-31.0)
per facility; 30,290 FTE PCTs, with an average of
6.31 (range, 0-44.5) per facility; 3,893 FTE dietitians,
with an average of 0.81 (range, 0-10.5) per facility;
and 4,026 FTE social workers, with an average of
0.84 (range, 0-11.0) per facility. Figure 1 represents
mean proportions of different types of nursing staff
across facilities according to profit and freestanding
status and chain ownership.

Figure 2 presents distributions of RN, LPN, PCT,
and the composite staff to patient ratios across 4,800
facilities, showing that facilities differed greatly in
various staffing ratios. Mean and median values for
these staffing ratios and those of dietitians and social
workers are listed in Table 3. Staff to patient ratios
generally were higher in small than large facilities.
Nonprofit and hospital-based facilities had higher
licensed staff to patient ratios and lower PCT to
patient ratios than for-profit and freestanding facili-
ties. DCI facilities had higher numbers of RNs and
LPNs, but lower numbers of PCTs compared with
other chain-affiliated facilities.

Across the 4 geographic regions, the average RN to
patient ratio was highest in the Northeast and Mid-
west, intermediate in the West, and lowest in the
South (10.35, 10.11, 8.06, and 7.29 average RNs per
100 patients, respectively). In contrast, the average
PCT to patient ratio was lowest in the Northeast and
highest in the West (8.76 and 10.37 PCTs per 100
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category were included in the largest category. Abbreviations: LPN, licensed practical nurse; PCT, patient care technician; RN,

registered nurse.

patients, respectively). The average LPN to patient
ratio in the South was notably more than 3 times
higher than that in the West (1.9 and 0.62 LPNs per
100 patients, respectively). Interestingly, the compos-
ite staff to patient ratio showed less variation by
region. Facilities in the Midwest had the highest ratio
for both dietitians and social workers compared with
other regions.

Adjusted Associations Between Facility
Characteristics and Staffing Levels

Table 4 presents adjusted associations for RN,
LPNs, PCTs, and composite staff, and Table 5 pres-
ents adjusted associations for dietitians and social
workers. After controlling for facility size, urban/rural
location, functional type (in-center only or in-center
plus home dialysis), and capacity, the number of RNs
and number of LPNs (per 100 patients) were substan-
tially lower in for-profit facilities compared with non-
profit facilities (RRs of 0.65 [95% CI, 0.63-0.68; P <
0.001] and 0.58 [95% CI, 0.51-0.65; P < 0.001],
respectively). In contrast, the number of PCTs was
significantly higher in for-profit than nonprofit facili-
ties (RR, 1.16; 95% CI, 1.12-1.19; P < 0.001).
Numbers of dietitians and social workers in for-profit
facilities were 8% and 7% lower, respectively, than in

1134

nonprofit facilities (P = 0.001; Table 5). After addi-
tional adjustments for facilities’ freestanding status
and region (model 2), the profit-status associations
were attenuated but remained significant for each
individual staffing indicator (Table 4) except dieti-
tians and social workers (Table 5). Although variation
in the composite staffing ratio was less dramatic,
profit status remained a significant predictor of overall
lower nurse staffing ratios (P < 0.001). When hospital-
based facilities were removed from the analysis (Table
S1, available as online supplementary material), ef-
fects of profit status were virtually identical to the
original model 2 results (Tables 4 and 5).

After controlling for background facility character-
istics, numbers of RNs and LPNs in freestanding
facilities were 45% and 53% lower (both P < 0.001)
and the number of PCTs was 26% higher (P << 0.001)
than those in hospital-based facilities (Table 4). Dieti-
tian numbers were 10% lower (P = 0.001) and social
worker numbers were 12% lower (P < 0.001). All
patterns except for dietitians remained statistically
significant after additional adjustment for profit status
and geographic region. The composite staff to patient
ratio was 16% lower (P < 0.001) in freestanding
facilities after controlling for background variables,
as well as profit-status and region.

Am J Kidney Dis. 2013;62(6):1130-1140
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Table 3. Staffing Levels by Facility Characteristics
Composite Dietitian to Social Worker
RN to Patient LPN to Patient PCT to Patient  Staff to Patient Patient to Patient
Characteristics Mean Median Mean Median Mean Median Mean Median Mean Median Mean Median

Overall 8.52 6.12 1.45 0.00 9.66 9.38 19.63 16.67 1.78 1.20 1.81 1.22
Size?

=10 stations 20.57 9.09 2.1 0.00 10.51 8.70 33.20 20.00 426 227 425 227

11-25 stations 6.89 595 1.35 0.00 9.54 938 17.79 16.67 147 1.18 1.51 1.20

=26 stations 5.80 538 1.37 0.84 9.44 9.62 16.61 16.23 1.01 097 1.08 1.01
Functional type

In-center HD 8.02 588 1.31 0.00 9.60 9.38 1893 16.38 180 124 185 1.27

In-center HD & home dialysis 9.36 6.56 1.68 0.55 9.75 940 20.79 1734 173 115 175 1.18
Capacity

=4 pts/station 9.89 6.59 1.61 0.00 9.95 943 2145 1739 218 1.41 223 147

>4 pts/station 6.15 548 1.17 0.56 9.15 9.23 16.47 1591 1.07 0.98 110 1.01
Geographic location

Urban 8.55 580 1.32 0.00 9.91 948 19.78 1646 1.69 1.12 1.73 1.16

Rural 8.45 714 1.83 0.00 8.94 890 19.23 17.86 2.02 1.56 2.05 1.56
Profit status

Nonprofit 15.67 9.09 228 0.68 8.43 8.15 26.39 19.76 2.32 1.33 244 142

For profit 7.19 579 1.30 0.00 9.89 952 1837 16.38 1.67 1.19 1.70 1.20
Facility type

Freestanding 7.42 588 1.32 0.00 9.81 9.47 1854 16.50 1.68 1.19 1.70 122

Hospital based 20.77 1111 2091 0.94 8.00 700 3168 2174 287 156 3.05 1.61
Chain ownership status

DCI 10.11 755 217 1.60 8.23 853 2051 1850 158 122 170 1.33

DaVita 6.56 541 1.47 0.75 9.40 9.02 17.44 1586 1.77 1.22 1.78 122

Fresenius 6.80 577 066 000 10.09 10.00 1756 16.36 149 114 156 1.18

RAI 5.61 520 153 1.1 9.40 923 16,55 16.27 1.38 1.16 1.39 1.12

Other chains 8.03 6.19 129 0.61 9.46 9.38 18.78 16.67 1.60 1.15 1.59 1.18

Nonchain freestanding 9.75 6.63 226 058 10.61 952 2262 1795 203 1.26 198 1.30

Nonchain hospital based 20.77 1111 291 0.94 8.00 700 3168 2174 287 156 3.05 1.61
Census regions

Northeast 10.35 6.98 1.39 0.00 8.76 8.57 20.51 16.93 1.52 1.09 1.62 1.13

Midwest 10.11 6.94 126 0.00 9.90 9.09 2127 1717 223 137 224 141

South 7.29 571 190 1.1 9.53 9.38 18.72 16.67 1.72 1.22 1.77 127

West 8.06 566 0.62 0.00 10.37 10.00 19.05 16.67 150 1.09 1.50 1.09

Note: Values are expressed as number of specified staff per 100 patients.
Abbreviations: DCI, Dialysis Clinic Inc; HD, hemodialysis; LPN, licensed practical nurse; PCT, patient care technician; pts, patients;

RAI, Renal Advantage Inc.; RN, registered nurse.
#Number of HD stations.

Compared to the Northeast, after adjusting for
background characteristics, numbers of RNs were
14% lower in the Midwest, 25% lower in the South,
and 18% lower in the West (all P < 0.001; Table 4).
Numbers of LPNs were 23% lower (P = 0.002) in the
Midwest and 47% lower (P = 0.001) in the West, but
17% higher (P = 0.02) in the South. In contrast, PCT
to patient ratios in these 3 regions were all signifi-
cantly higher than in the Northeast (P < 0.001). The
composite staffing ratio differed significantly in only
the South (5% lower; P < 0.001) and was no longer
significant after additional adjustment for profit and
freestanding status. Compared to the Northeast, after

Am J Kidney Dis. 2013;62(6):1130-1140

adjusting for background characteristics, only those in
the Midwest had higher ratios of dietitians (6%; P =
0.06) and social workers (8%; P = 0.007; Table 5). In
the sensitivity analysis in which all facilities offering
home programs were excluded (Table S2), the North-
east had even higher RN to patient ratios.

All of the 3 large for-profit chains (DaVita, Frese-
nius, and Renal Advantage Inc) and the small chains
had a significantly lower number of RNs and LPNs
than DCI, the largest nonprofit national chain, but
significantly higher number of PCTs after adjustment
for background variables (Table 4). Numbers of dieti-
cians and social workers in all other chain categories,
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Table 4. Adjusted Associations Between Facility Characteristics and Geographic Region With Nurse Staffing Levels

Characteristics

RN to Patient Ratio

LPN to Patient Ratio

PCT to Patient Ratio

Composite Staff to Patient Ratio

Model 12

Model 2 or 3°

Model 12

Model 2 or 3°

Model 12

Model 2 or 3°

Model 12

Model 2 or 3°

For profit vs nonprofit
Freestanding vs hospital based
Census region®

Midwest

South

West

Chain ownership®
DaVita
Fresenius
RAI
Other chains
Nonchain freestanding
Nonchain hospital based

0.65 (0.63-0.68)
0.55 (0.52-0.58)

0.86 (0.81-0.91)
0.75 (0.71-0.79)
0.82 (0.78-0.87)

0.72 (0.67-0.79)
0.78 (0.71-0.85)
0.71 (0.62-0.80)
0.79 (0.72-0.87)
0.90 (0.82-0.98)
1.43 (1.31-1.57)

0.82 (0.78-0.87)
0.68 (0.64-0.73)

0.91 (0.86-0.96)
0.84 (0.80-0.88)
0.90 (0.85-0.95)

0.74 (0.68-0.81
0.79 (0.73-0.86
0.72 (0.63-0.83
0.80 (0.72-0.88
0.90 (0.82-0.98
1.40 (1.27-1.53

oo

0.58 (0.51-0.65)
0.47 (0.41-0.54)

0.77 (0.65-0.91)
1.17 (1.02-1.34)
0.53 (0.44-0.63)

0.67 (0.55-0.83
0.30 (0.24-0.37
0.69 (0.49-0.96
0.64 (0.50-0.82
0.81(0.65-1.01
1.23(0.97-1.55

R BN

0.68 (0.58-0.79)
0.61 (0.50-0.74)

0.84 (0.71-0.99)
1.43 (1.24-1.65)
0.62 (0.52-0.74)

0.66 (0.54-0.81
0.28 (0.23-0.35
0.73 (0.54-1.00
0.65 (0.51-0.82
0.82 (0.67-1.02
1.31(

_ 2=

1.05-1.63

1.16 (1.12-1.19)
1.26 (1.20-1.32)

1.09 (1.05-1.13)
1.10 (1.06-1.13)
1.19 (1.15-1.23)

1.04-1.18)
1.15-1.31)
1.02-1.23)
1.06-1.23)
1.08-1.24)
0.85-0.99)

o~ o~ o~~~

1.08 (1.03-1.12)
1.15 (1.09-1.22)

1.08 (1.04-1.12)
1.06 (1.03-1.10)
1.16 (1.12-1.20)

1.09 (1.02-1.16
1.22(1.14-1.30
1.07 (0.98-1.17
1.13 (1.05-1.21
1.15(1.08-1.24
0.93 (0.86-1.01

— TS0

0.86 (0.84-0.88)
0.79 (0.76-0.82)

0.97 (0.94-1.00)
0.95 (0.92-0.98)
0.98 (0.95-1.01)

0.89 (0.84-0.94)
0.92 (0.87-0.97)
0.89 (0.82-0.96)
0.93 (0.87-0.99)
1.00 (0.94-1.06)
1.17 (1.10-1.25)

0.94 (0.90-0.97)
0.84 (0.80-0.88)

0.99 (0.96-1.02)
0.99 (0.96-1.02)
1.01 (0.98-1.05)

0.89 (0.84-0.94)
0.92 (0.87-0.97)
0.88 (0.81-0.96)
0.93 (0.87-0.99)
1.00 (0.94-1.06)
1.17 (1.10-1.25)

Note: Values are given as rate ratio (95% confidence interval).
Abbreviations: LPN, licensed practical nurse; PCT, patient care technician; RAI, Renal Advantage Inc; RN, registered nurse.

2Each individual predictor is adjusted for the background variables (facility size, urban/rural location, functional type, and capacity).

PResults for profit, freestanding, and region are from model 2 that included these 3 predictors and the background variables, and results for chain ownership are from model 3 that included
chain ownership, region, and the background variables.

°Northeast is reference.

9Dialysis Clinic Inc is reference.
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Table 5. Adjusted Associations Between Facility Characteristics and Geographic Region With Dietitian and Social Worker

Staffing Levels

Characteristics

Dietitian to Patient Ratio

Social Worker to Patient Ratio

Model 12

Model 2 or 3°

Model 12

Model 2 or 3°

For profit vs nonprofit
Freestanding vs hospital based
Census region®

0.92 (0.88-0.97)
0.90 (0.84-0.95)

0.94 (0.89-1.00)
0.94 (0.87-1.02)

1.07 (1.01-1.13)
1.05 (0.99-1.10)
1.00 (0.94-1.06)

0.93 (0.89-0.97)
0.88 (0.83-0.93)

1.08 (1.02-1.14)
1.04 (0.98-1.09)
0.98 (0.93-1.04)

0.97 (0.91-1.03)
0.89 (0.83-0.97)

1.09 (1.03-1.15)
1.06 (1.01-1.12)
1.00 (0.95-1.06)

Midwest 1.06 (1.00-1.12)
South 1.03 (0.97-1.08)
West 0.98 (0.93-1.04)

Chain ownership?

DaVita 1.04 (0.94-1.15)
Fresenius 0.94 (0.85-1.04)
RAI 0.99 (0.86-1.14)

Other chains
Nonchain freestanding
Nonchain hospital based

1.03 (0.93-1.15)
1.08 (0.98-1.20)
1.13 (1.01-1.26)

1.03 (0.94-1.14) 0.99 (0.90-1.08) 0.98 (0.89-1.07)
0.93 (0.84-1.02) 0.92 (0.84-1.01) 0.91 (0.83-1.00)
0.99 (0.86-1.14) 0.94 (0.82-1.07) 0.93 (0.81-1.07)
1.03 (0.93-1.15) 0.95 (0.85-1.05) 0.95 (0.86-1.05)
1.07 (0.97-1.19) 1.03 (0.93-1.13) 1.02 (0.93-1.12)
1.12 (1.01-1.26) 1.11 (1.00-1.23) 1.10 (0.99-1.22)

Note: Values are given as rate ratio (95% confidence interval).
Abbreviation: RAI, Renal Advantage Inc.

2Each individual predictor is adjusted for the background variables (facility size, urban/rural location, functional type, and capacity).
PResults for profit, freestanding, and region are from model 2 that included these 3 predictors and the background variables, and
results for chain ownership are from model 3 that included chain ownership, region, and the background variables.

°Northeast is reference.
“Dialysis Clinic Inc is reference.

compared to DCI, were not significantly different.
Finally, we found that even after additional adjust-
ment for region (model 3), the composite staff to
patient ratio was 7%-11% lower (P < 0.02) in chain-
affiliated facilities and 17% higher (P < 0.001) in
nonchain hospital-based facilities compared to DCI.

Results of sensitivity analyses were similar to these
main results. Notably, even after removing hospital-
based facilities entirely from the regression analyses,
results remained virtually identical to the main results
in the additionally adjusted models (models 2 and 3;
compare Tables 4 and 5 with Table S1).

DISCUSSION

Our findings show that dialysis facilities for in-
center hemodialysis differed substantially in RN, LPN,
and PCT staffing levels. The differences were associ-
ated strongly with facility characteristics (profit sta-
tus, freestanding status, and chain affiliation) and
geographic region after controlling for background
variables such as facility size, functional type, number
of patients per station, and urbanicity. There was less
variation in dietitians and social workers across the
US facilities. More specifically, there were higher
levels of RNs and LPNs in nonprofit facilities, includ-
ing DCI, whereas numbers of PCTs were lower in
these facilities. Total numbers of nurses also were
higher in nonprofit/DCI facilities. The lower numbers
of RNs and LPNs and higher number of PCTs in
for-profit facilities are not a completely unexpected

Am J Kidney Dis. 2013;62(6):1130-1140

finding because the cost of employing a licensed nurse
is higher than employing an unlicensed PCT. How-
ever, the large magnitude of the differences was
surprising. It should be noted that the higher number
of PCTs in for-profit facilities did not offset the lower
number of RNs and LPNs, as indicated by the overall
lower composite nurse to patient ratios in these facili-
ties.

With fixed reimbursement, all dialysis facilities
face the challenge of balancing outcomes and costs.
The practice of replacing licensed nurses with unli-
censed assistive personnel does not necessarily im-
prove cost efficiency in the organization.'> Further-
more, replacing licensed nurses with PCTs may
jeopardize long-term patient outcomes.” Even when
the unlicensed technicians are functioning under the
direct supervision of a licensed nurse, having fewer
licensed nurses per patient increases the demands on
the licensed nurse.'®

After controlling for all background facility charac-
teristics plus geographic region, some chains differed
by up to 26% for number of RNs, with higher levels in
DCI facilities (Table 4). Differences between the
chains’ staffing levels could be attributable to pres-
sure to sign noncompete clauses and difficulty recruit-
ing licensed nurses.'” Moreover, it is likely that profes-
sional nurses will not want to work in settings with
limited support for continuing education and profes-
sional advancement or the time to practice the full
scope of their skills.'® As expected, higher numbers of
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RNs and LPNs were observed in hospital-based facili-
ties. This could be attributed to the portion of these
facilities that might regularly enhance their licensed
staff levels to provide care for acutely ill (ie, hospital-
ized) patients under a dialysis center certification.
Regionally, the number of RNs was substantially
lower in the 3 regions other than the Northeast,
whereas the South had substantially higher numbers
of LPNs (Table 4). There were fewer regional differ-
ences in overall composite staffing levels. Regional
differences in staffing mix could be due to the hiring
availability of licensed personnel with adequate previ-
ous experience'® or the availability of training pro-
grams to become a licensed nurse within a given
region. Although area population contributes to the
number of available nurse training programs, it is
notable that a Southern state such as Mississippi has
approximately 21 available RN training programs,
whereas Ohio has approximately 90 programs.?® In
essence, the regional differences could be driven by
the supply of RNs or variations in state nurse practice
regulations; however, most states do not specify regu-
lations for nurse staffing mix in hemodialysis facili-
ties, and of the 5 that do (Massachusetts, Connecticut,
New Jersey, Texas, and Georgia), none of the desig-
nated ratios differentiate between RNs and LPNs.”
Some policy implications may be drawn from these
findings. The 2008 CMS hemodialysis facility regula-
tions list requirements for nurse staffing and qualifica-
tions of the nurses and PCTs.>' They do not discuss
nurse to patient ratios and overall staffing mix. Zhang
et al® recently reported significantly higher mortality
rates in for-profit facilities after controlling for numer-
ous patient and facility characteristics. Our study
identified strong associations between for-profit status
and lower numbers of RNs and LPNs per patient.
Although we cannot conclude that increased mortality
is a direct effect of RN and LPN staffing mix, it is
possible that patient care staffing mix in for-profit
facilities influences mortality rates. Lee et al’ found
significant differences in numbers of days that pa-
tients were hospitalized depending on facility profit
status, but did not include staffing measures. Man-
dated nurse to patient ratios is a controversial issue
across the nation.”> However, hospitals are beginning
to act on the findings of the 2007 Agency for Health-
care Research and Quality report that describes the
positive effects on patient outcomes related to in-
creased numbers of RNs at the bedside.'® Regional
ESRD networks might assess the barriers to employ-
ing more RNs. Supporting specific recommendations
for facilities’ quality assurance and performance im-
provement initiatives concerning nurse-friendly work
environments could be another approach to attracting
licensed nurses to hemodialysis nursing. Finally, for-

1138

profit chains and freestanding facilities should exam-
ine the ways in which employing more RNs could
improve their facilities’ attractiveness to patients and
nurses, the efficiency with which care is planned and
delivered, and their patients’ outcomes.

Several limitations of our study need to be consid-
ered. First, we were unable to account for actual
nursing hours per patient, a common measure used to
evaluate nursing effects. This information cannot be
ascertained from the facility survey. Second, our study
cohort did not exclude hospital-based units because
our purpose was to provide a more complete assess-
ment of US dialysis facilities. Although the adjusted
findings in models 2 and 3 should remove the con-
founding from inclusion of hospital-based units, there
may still be some residual confounding not accounted
for by the models. To further assess this, we per-
formed sensitivity analysis that excluded hospital-
based units. We found that results were similar to the
main results. Third, the data are subject to reporting
error because of the survey techniques. To overcome
this limitation, we did sensitivity analyses and deter-
mined that any identifiable reporting error had no
significant effects on results. Finally, we are aware
that our use of 2 part-time staff as 1 FTE person has
limitations. However, this was the most accurate way
we could identify the number of nurses per patient
using the available data.

Hemodialysis outcomes of interest include mortal-
ity,>*?° transplantation,”’ quality of life,”® hospitaliza-
tion rates,””" and adequate dialysis.”' Arteriovenous
fistula use,’” pre-ESRD nephrologist care,” regional
intensity of care,” ESRD network,** chain status,’ and
for-profit status’ of dialysis facilities have explained
some of the variation in these outcomes, even after
accounting for patient case-mix. Fortunately, physi-
cian prescribing practices, quality improvement ef-
forts, advances in technology, and updated quality
measures” are helping to enhance hemodialysis ser-
vices. Unfortunately, the contribution of licensed and
unlicensed nursing staff in these processes remains
underinvestigated. To our knowledge, the present study
is the first to systematically examine the variation in
patient care staffing levels across US hemodialysis
facilities by facility characteristics and geographic
region. We found that RN, LPN, and PCT staffing
levels differed substantially across US dialysis facili-
ties. There are intangible elements of care that occur
in the nurse-patient relationship that have been shown
to improve outcomes.'® Future studies that examine
dialysis patient outcomes should include processes of
dialysis care, quality of life, medical conditions, socio-
economic influences, and facility staffing ratios to
better understand the unique interactions of these
elements. This will provide the requisite foundation

Am J Kidney Dis. 2013;62(6):1130-1140
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for better understanding of optimal staffing ratios and
the impact of different health care providers in various
dialysis facility settings. The CMS, ESRD networks,
and hemodialysis facilities should attend to the poli-
cies, regulations, and performance improvement initia-
tives that support advancing the role of and exploring
the relationship between dietitians, social workers,
and licensed nurses in structurally different hemodialy-
sis facilities.

ACKNOWLEDGEMENTS

The authors thank Debbie Cote, RN, MS, CNN, at the Univer-
sity of Virginia for discussion about general staffing practices in
dialysis facilities; Ervie Glick, PhD, professor emeritus, Eastern
Mennonite University, for editorial services; and Wei Yu, MS,
University of Virginia, for programming support. Additionally, we
are grateful for the helpful comments and editorial suggestions
from the reviewers and the editorial committee of AJKD in
strengthening the presentation of our results.

Support: This work is funded by National Institutes of Health
(NIH)/National Institute of Diabetes and Digestive and Kidney
Diseases grant SRO1DK084200-02. In addition, Dr Norris is sup-
ported in part by NIH grants U54MDO007598, ULITR000124,
P30AG021684, and P20-MD000182. The content is solely the
responsibility of the authors and does not necessarily represent the
official views of the NIH.

Financial Disclosure: The authors declare that they have no
other relevant financial interests.

SUPPLEMENTARY MATERIAL

Table S1: Adjusted associations in analyses including freestand-
ing facilities only.

Table S2: Adjusted associations in analyses that excluded all
facilities with home dialysis program.

Note: The supplementary material accompanying this article
(http://dx.doi.org/10.1053/j.ajkd.2013.05.007) is available at
www.ajkd.org.

REFERENCES

1. National Kidney and Urologic Diseases Information Clear-
ing House. Kidney and urologic diseases statistics for the United
States. Updated November 15, 2012. NKUDIC website. http://
kidney.niddk.nih.gov/KUDiseases/pubs/kustats/index.aspx#10. Ac-
cessed September 26, 2012.

2. Centers for Medicare & Medicaid Services. ESRD payment.
CMS.gov website. Updated March 23, 2012. http://www.cms.gov/
Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/
index.html. Accessed January 10, 2013.

3. Zhang Y, Cotter DJ, Thamer M. The effect of dialysis chains
on mortality among patients receiving hemodialysis. Health Serv
Res. 2011;46(3):747-767.

4. Saxena AK, Panhotra BR. The impact of nurse understaffing
on the transmission of hepatitis C virus in a hospital-based hemodi-
alysis unit. Med Princ Pract. 2004;13(3):129-135.

5. Thamer M, Zhang Y, Kaufman J, Cotter D, Dong F, Hernan
MA. Dialysis facility ownership and epoetin dosing in patients
receiving hemodialysis. JAMA. 2007;297(15):1667-1674.

6. Miller JE, Kovesdy CP, Nissenson AR, et al. Association of
hemodialysis treatment time and dose with mortality and the role
of race and sex. Am J Kidney Dis. 2010;55(1):100-112.

7. Lee DKK, Chertow GM, Zenios SA. Reexploring differ-
ences among for-profit and nonprofit dialysis providers. Health
Serv Res. 2010;45(3):633-646.

Am J Kidney Dis. 2013;62(6):1130-1140

7

8. O’Hare AM, Rodriguez RA, Hailpern SM, Larson EB,
Kurella Tamura M. Regional variation in health care intensity and
treatment practices for end-stage renal disease in older adults.
JAMA. 2010;304(2):180-186.

9. Wolfe WA. Adequacy of dialysis clinic staffing and quality of
care: a review of evidence and areas of needed research. Am J
Kidney Dis. 2011;58(2):166-176.

10. Kane R, Shamliyan T, Mueller C, Duval S, Wilt T. Nurse
Staffing and Quality of Patient Care. Rockville, MD: Agency for
Healthcare Research and Quality; 2007. AHRQ publication 07-
EO005.

11. US Renal Data System: USRDS 2011 Annual Data Report:
Atlas of Chronic Kidney Disease and End-Stage Renal Disease in
the United States, Bethesda, MD, National Institutes of Health,
National Institute of Diabetes and Digestive and Kidney Diseases,
2011.

12. US Department of Agriculture. Economic research service-
rural-urban commuting area codes. http://www.ers.usda.gov/
data-products/rural-urban-commuting-area-codes.aspx. Accessed
September 24, 2012.

13. University of Washington. Rural Health Research Center.
Rural urban commuting area codes. WWAMI RUCA website.
http://depts.washington.edu/uwruca/index.php. Accessed Decem-
ber 13,2012.

14. Fleiss JL, Levin B, Paik MC. Statistical Methods for Rates
and Proportions. 3" ed. Hoboken, NJ: John Wiley & Sons; 2003.

15. Ozgen H. Does chain affiliation make a difference in
efficiency of dialysis providers in the USA. Soc Sci Med. 2006;
62(9):2112-2124.

16. Flynn L, Thomas-Hawkins C, Clarke SP. Organizational
traits, care processes, and burnout among chronic hemodialysis
nurses. West J Nurs Res. 2009;31(5):569-582.

17. Price Rabetoy C. Non-compete clauses: are they an appro-
priate business strategy? ANNA J. 2005;32(5):553-554.

18. Thomas-Hawkins C, Flynn L, Clarke SP. Relationships
between registered nurse staffing, processes of nursing care, and
nurse-reported patient outcomes in chronic hemodialysis units.
ANNA J.2008;35(2):123-130, 145.

19. Sephel A. Nurse excess or shortage? The effect on a new
nurse. J Prof Nurs. 2011;27(6):390-393.

20. Nursing Schools Directory. Nurses Link website. http://
nurseslink.org/. Accessed November 23, 2012.

21. Department of Health and Human Services, Centers for
Medicare & Medicaid Services. 42 CFR Parts 405, 410, 413, et al.
Medicare and Medicaid Programs; Conditions for Coverage for
End-Stage Renal Disease Facilities; Final Rule. CMS Web site.
http://www.cms.gov/Center/Special-Topic/End-Stage-Renal-Disease-
ESRD-Center.html. Updated 2008. Accessed December 12, 2012.

22. Unruh L. Nurse staffing and patient, nurse, and financial
outcomes. Am J Nurs. 2008;108(1):62-71.

23. McClellan WM, Wasse H, McClellan AC, Kipp A, Waller
LA, Rocco MV. Treatment center and geographic variability in
pre-ESRD care associated with increased mortality. J Am Soc
Nephrol. 2009;20(5):1078-1085.

24. McClellan WM, Soucie JM, Flanders WD. Mortality in end-stage
renal disease is associated with facility-to-facility differences in adequacy
of hemodialysis. J Am Soc Nephrol. 1998;9(10):1940-1947.

25. Streja E, Kovesdy CP, Molnar MZ, et al. Role of nutritional status
and inflammation in higher survival of African American and Hispanic
hemodialysis patients. Am J Kidney Dis. 2011;57(6):883-893.

26. Ricks J, Molnar MA, Kovesdy, CP, et al. Racial and ethnic
differences in the association of body mass index and survival in mainte-
nance hemodialysis patients. Am J Kidney Dis. 2011;58(4):574-582.

27. O’Hare AM, Johansen KL, Rodriguez RA. Dialysis and
kidney transplantation among patients living in rural areas of the
United States. Kidney Int. 2006;69(2):343-349.

1139


http://dx.doi.org/10.1053/j.ajkd.2013.05.007
http://www.ajkd.org
http://kidney.niddk.nih.gov/KUDiseases/pubs/kustats/index.aspx%2310
http://kidney.niddk.nih.gov/KUDiseases/pubs/kustats/index.aspx%2310
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/index.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/index.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/index.html
http://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx
http://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx
http://depts.washington.edu/uwruca/index.php
http://nurseslink.org/
http://nurseslink.org/
http://www.cms.gov/Center/Special-Topic/End-Stage-Renal-Disease-ESRD-Center.html
http://www.cms.gov/Center/Special-Topic/End-Stage-Renal-Disease-ESRD-Center.html

AJKD

Yoder et al

7

28. Mentari EK, DeOreo PB, O’Connor AS, Love TE, Ricanati
ES, Sehgal AR. Changes in Medicare reimbursement and patient-
nephrologist visits, quality of care, and health-related quality of
life. Am J Kidney Dis. 2005;46(4):621-627.

29. ServillaKS, Singh AK, Hunt WC, et al. Anemia management and
association of race with mortality and hospitalization in a large not-for-
profit dialysis organization. Am J Kidney Dis. 2009;54(3):498-510.

30. Johansen KL, Zhang R, Huang Y, et al. Survival and
hospitalization among patients using nocturnal and short daily
compared to conventional hemodialysis: a USRDS study. Kidney
Int. 2009;76(9):984-990.

31. Fink JC, Blahut SA, Briglia AE, Gardner JF, Light PD.
Effect of center- versus patient-specific factors on variations in
dialysis adequacy. J Am Soc Nephrol. 2001;12(1):164-169.

1140

32. Wasse H, Speckman RA, McClellan WM. Arteriovenous
fistula use is associated with lower cardiovascular mortality com-
pared with catheter use among ESRD patients. Semin Dial. 2008;
21(5):483-489.

33. Kinchen KS, Sadler J, Fink N, et al. The timing of specialist
evaluation in chronic kidney disease and mortality. Ann Intern
Med. 2002;137(6):479-486.

34. Szczech LA, Klass PS, Chua B, et al. Associations between
CMS’s Clinical Performance Measures project benchmarks, profit
structure, and mortality in dialysis units. Kidney Int. 2006;69(11):
2094-2100.

35. Stivelman JC. Monitoring quality of care at dialysis facili-
ties: a case for regulatory parsimony—and beyond. Clin J Am Soc
Nephrol. 2012;7(10):1673-1681.

Am J Kidney Dis. 2013;62(6):1130-1140



	Patient Care Staffing Levels and Facility Characteristics in US Hemodialysis Facilities
	Methods
	Data Sources and Study Sample
	Staffing Level Measures
	Facility Organizational Measures and Geographic Region
	Statistical Analyses

	Results
	Facility Characteristics
	Staffing Level Characteristics
	Adjusted Associations Between Facility Characteristics and Staffing Levels

	Discussion
	Acknowledgements
	Supplementary Material
	References


