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Chapter 12          Approx 13-16 questions
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STAFFING

· Scheduling

· Determining how many staff are needed to care for a group of patients is dependent on a number of variables. 

· Mission & Philosophy:  You have been introduced to the importance of an organization’s mission and philosophy.  If the institution has stated that they value the ongoing development of its staff then they should build in staff development time into its staffing matrix.

· Staff mix:  How many RNs, LVNs, and Aides are employed - this will impact who is scheduled and when.

· Staff abilities:  What percentage of the staff are highly experienced?  If there were a lot of new graduate nurses this would impact staffing.

·   Staffing calculated retrospectively  
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Staffing calculated retrospectively  


· You’ve seen this formula before in your text.  You can pick up the staffing schedule for a prior day and calculate on average how many hours of care each patient received.  You would need to identify how many patient care staff worked during the 24 hour period (you include everyone involved in patient care, i.e. RNs, LVNs and PCAs).  
· How many hours did each staff person work?   If they all worked 12 hour shifts then you would multiple the # of staff x 12 to determine total hours worked (see formula above).

· The last thing you need to know is how many patients were cared for.  If you divide total hours worked by # of patients you get an average number of hours of nursing care hours each patient received that day (NCH/PPD)
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· In the prior slide we calculated that each patient on this unit received on average 6 hours of care in 24 hours.  If I were to take all of the time sheets for the past year - I could obtain an average NCH/PPD across 12 months.  In fact, this is what a lot of hospitals do when they get ready to do their personnel budget for the coming year.  They want to know what was needed last year.  If things are expected to stay the same in terms of census and acuity of patients then this is the figure that will be used for budget calculations.

· Can you see a problem with this process?

· Patient Classification Systems (PCS)

· Patient Classification: grouping of patients according to specific characteristics that measure acuity of illness, because using the numbers of patients alone has proved to be an inaccurate method for determining nursing care assignments
· PURPOSE - method of grouping patients according to the amount and complexity of their nursing care requirements.

· I do not need to tell you that acuity is the one big variable that determines how many hours of care a particular patient needs.  What if the acuity of the patients on a given unit has gotten higher but the same number of nurses are scheduled?  Using the historical system (going back and seeing how many nurses worked and the total number of patients they cared for) may give faculty information.  There might not have been enough nurses to begin with and patients might not be receiving the highest possible level of care.  Just taking an historical look is not enough. 

· It is also not helpful to ensure adequate staffing on a day-by-day bases.  All facilities therefore have a systematic way of assessing patient acuity.  If patient acuity varies dramatically from one day to the next you will find the unit manager or perhaps the staff using some predetermined mechanism to assess patient acuity on a daily bases.

· Two ways to Assess Patient Acuity: PROTOTYPE and FACTOR Classification Systems
· Prototype PCS

· Refer to pages 301+ in your text.  Table 12.1 is an example of a prototype patient classification tool.  The derivation of the tool is more of a qualitative approach.  Experienced nurses in the facility obtain a consensus on descriptors for patients at each of the categories 1-4.  Once that is determined they decide, on average, how many hours of care patients at each acuity level would require.  

· If a hospital has a prototype PCS it is unique to that hospital and probably even varies between units – describing characteristics unique to a specific population of patients.  This is the most commonly used PCS.

· Prototype is patient care based on using four levels of nursing care intensity: E.g.

	Area of Care
	Category I
	Category II
	Category III
	Category IV

	Eating
	Feeds self or needs little food
	Needs some help in preparing; may need encouragement
	Cannot feed self but is able to chew and swallow
	Cannot feed self and may have difficult swallowing

	Grooming
	Almost entirely self-sufficient
	Needs some help in bathing, oral hygiene, hair combing, and so forth
	Unable to do much for self
	Completely dependent

	Excretion
	Up and to bathroom alone or almost alone
	Needs some help in getting up to bathroom or using urinal
	In bed, needs bedpan placed or urinal place; may be able to partially turn or lift self
	Completely dependent


This sample goes on to rate the patient’s needs in the following categories: Comfort, general health, treatments (e.g. foley cath care, VS Q4 hrs, etc), Medications, and Teaching &Emotional Support.  See pg. 301-02  for the complete example

· Factor PCS

· As opposed to the prototype system the factor system is very quantitative.  The basic unit is the determination of mean times for the majority of things staff have to perform for patients.  The times for each of the applicable items for a particular patient are then summed and placed in a formula that takes into consideration all the other things not timed (talking with the family, phoning the doctor, walking down to the lab, etc).  The formula then determines how many hours of care that patient will need.  

· Because the determination of mean times for such things as medication administration, feeding, helping a patient with his morning bath or changing a dressing can be very complex, companies have developed Factor PCS and in turn sell them to hospitals.  Two of the most commonly used are GRASP and Medicus.  The facility who purchases a Factor based PCS would have to have someone who can help validate the mean times for their hospital and add any unique tasks not included in the times purchased.  

· The good thing about this type of PCS is that it allows for a very objective and defensible staffing tool.  The down side is the initial expense involved in purchasing and starting up the tool and then the ongoing monitoring needed to maintain validity.  Technology is constantly providing more efficient ways of doing things.  While a mean time for taking a temperature back in 1980 was 3.5 minutes, today it is less than one.  

· Uses of PCS

· Staffing/scheduling– PCS can be used to determine the number of staff needed, but if the number used is wrong – if it is believed patients on a given unit need on average 4 hours of care in 24 hours and in actuality they need 4.5 – that can make a big difference in staffing.  The next slides provide an example.

· Patient assignments—also used for making patient assignments—making sure one person does not get all the most acutely ill patients

· Budgeting (personnel)

· Research

· Validity and reliability of PCS—whichever tool is used to assess the patients’ acuity levels, the tool must be reviewed periodically and adjusted if necessary.  Internal and external forces affecting unit needs that may not be reflected in the organization’s patient care classification system may change the effectiveness and reliability of the PCS tool.  Examples of such forces: sudden increase in nursing or medical students suing the unit, a lower skill level of new graduates, ( (Not possible!), or cultural and language difficulties of recently hired foreign nurses.

· In order for a PCS to be taken seriously it must be both valid and reliable.  Valid meaning that it measures what it is suppose to measure and reliable in that the same result is obtained at the same point in time by different people.   Testing for both of these needs to be done at appropriate intervals to ensure staffs are used efficiently.

· STAFFING ACTIVITY

· 12 hour shifts;  60% care on days (7a-7p) 

40%  care on nights (7p-7a)

· NCH/PPD = 6.0 hours of care per patient

· Midnight census  =  26

QUESTIONS: (answer these questions)

· NCH in 24 hours?

· NCH for 7a - 7p?

· # staff scheduled for 7a - 7p?

· Answers

· 6.0 x 26 = 156 hours of care in 24 hrs (# of hours per pt x pt. census = NCH)

· 156 x 60% = 93.6 hours on days  (156 x 0.6 (60%) = 93.6 hours)

· 93.6/12 = 7.8 nurses on days

*If you were to calculate # of hours on night shift it would be the following:

· 6.0 x 26 = 156 hours of care in 24 hours

· 156 hours x 40% = 62.4 hours on evening

· 62.4/12 hour shift = 5.2 nurses needed on evenings

· Staffing Activity cont’: Instead of saying - on average each patient needs 6 hours of care, use this prototype PCS and determine exactly how many hours of care are needed.

· Category   I acuity level   3.2 NCH/PD

· Category  II acuity level   5.6 NCH/PD

· Category III acuity level   7.0 NCH/PD

· Category IV acuity level 10.0 NCH/PD

*How many NCH are needed for the next 24 hours?

· Category I 3.2 NCH/PD  X 3 pts.

· Category II 5.6 NCH/PD  X 7 pts.

· Category III 7.0 NCH/PD  X 12 pts.

· Category IV 10.0 NCH/PD X 4 pts.

· Answers:


· Category   I  3.2 NCH/PD  X 3 pts.  =   9.6 NCH 

· Category  II  5.6 NCH/PD  X 7 pts.  = 39.2 NCH

· Category III  7.0 NCH/PD  X 12 pts.= 84.0 NCH

· Category IV 10.0 NCH/PD X 4 pts.  = 40.0 NCH   
        172.8 NCH     

 
*How many are needed for 7a - 7p?


· 172.8 hrs.  X  60% (days) = 103.68 NCH

·  103.68/12 = 8.64 nurses needed on day shift

*for evenings:

· 172.8 hrs X 40% (evenings) = 69.12 NCH

· 69.2/12= 5.77 nurses needed on evening shift

· 8.64 versus 7.8(comparing the staffing calculation techniques for day shift

· 5.77 versus 5.2(comparing the staffing calculation techniques for evening shift

· Comparing the two calculations – when taking in to account acuity of the patients - this unit needed an additional staff on the day shift.  \

· Utilizing patient acuity rating scales allows for more accurate assessment of personnel needs.

· Scheduling

· If nurses do not have input into their work schedules, they may feel demoralized as a result of lack of control.  This feeling of powerlessness contributes to increased feelings of anger among professional nurses.

· Scheduling factors significantly in promoting job dissatisfaction or satisfaction and subsequent nurse retention.

· Types of Schedules Available:

· Traditional (7-3; 3-11; 11-7)

· 10-hour; 12 hour

· Increasing 8hours to 10 or 12 may result in increased clinical judgment errors as nurses become fatigued

· Many organizations limit the number of consecutive days a nurse can work extended shifts b/c of this.
· Flextime: system that allows employees to select the time schedules that best meet their personal needs while still meeting work responsibilities

· Variable start times; longer or shorter than 8 hour days

· May be difficult for the manager to coordinate and could easily result in over or understaffing

· Baylor plan—premium pay for weekend work.  E.g. In the medical center, there are still weekend positions where the RN works 36 hours and gets paid for 40 with full benefits.  12 hours Friday, Saturday and Sunday.

· Self scheduling: process that employees use to implement the work schedule collectively

· Not an easy concept to implement—success depends on the leadership skills of the manager to support the staff and demonstrate patience and perseverance throughout the implementation

· Cyclic scheduling—allows long-term knowledge of future work schedules because a set staffing pattern is repeated every few weeks.

**Book suggests that there be a 6-month trial of new staffing and scheduling changes, with an evaluation at the end of that time to determine the impact on financial costs, retention, productivity, risk management, and employee and patient satisfaction!

· Staffing Considerations


· Economic

· Legal

· Ethical

· Quality/Safety

Unit Checklist of Employee Staffing Policies:  P. 299

1. Person responsible for the staffing schedule and the authority of that individual if it is other than the employee’s immediate supervisor

2. Type and length of staffing cycle used

3. rotation policies, if shift rotation is used

4. fixed shift transfer policies, if fixed shifts are used

5. time and location of schedule posting

6. when shift begins and ends

7. Day of week schedule begins

8. Weekend off policy

9. Tardiness policy

10. Low census procedures

11. policy for trading days off

12. Procedures for days-off requests

13. Absenteeism policies

14. Policy regarding rotating to other units

15. Procedures for vacation time requests

16. Procedures for holiday time requests

17. Procedures for resolving conflicts regarding requests for days off, holidays or requested time off

18. Emergency request policies

19. Policies and procedures regarding requesting transfer to other units

· The Relationship between Staff Mix, Assignment Methods, and Staffing
· Must examine the staff mix and patient care assessments to ensure that appropriate changes are made in staffing and scheduling policies

· E.g. Decreasing licensed staff, increasing numbers of unlicensed assistive staff, and developing new practice models have a tremendous impact on patient care assignment methods

· The Impact of a Shortage of Nursing Staff upon Staffing
· Cross-training: involves giving personnel the skills necessary to move between units and function knowledgeably

· Effective in areas where there is some similarity: e.g. perinatal units or critical care units

· Methods to deal with an unexpected short supply of staff:

· Mandatory overtime:  

· Using a central pool of nurses from which to draw additional staff

· Requesting volunteers to work extra duty

· Closed-unit staffing:  when the staff members of a unit make a commitment to cover all absences and needed extra help themselves in return for not being pulled from the unit in time of low census.

· Criteria that must be met to deal with inadequate number of staff:

· Decisions made must meet labor laws and organizational policies

· Staff must not be demoralized or excessively fatigued by frequent or extended overtime requests

· Long-term as well as short-term solutions must be sought

· Patient care must not be jeopardized

Leadership Roles and Management Functions Associated with Staffing and Scheduling p. 293

	Leadership Roles
	Management Functions

	1. Identifies creative and flexible staffing methods to meet the needs of the patients, staff and the organization
	1. Provides adequate staffing to meet patient care needs according to the philosophy of the organization

	2. Is knowledgeable regarding contemporary methods of scheduling and staffing
	2. Uses organizational goals and patient classification tools to minimize understaffing and overstaffing as patient census and acuity fluctuates

	3. Assumes a responsibility toward staffing that builds trust and encourages a team approach
	3. Schedules staff in a fiscally responsible manner

	4. Periodically examines the unit standard of productivity to determine if changes are needed
	4. Develops fair and uniform scheduling policies and communicates these clearly to all staff

	5. Is alert to extraneous factors that have an impact on staffing
	5. Ascertains that scheduling policies are not in violation of local and national labor laws, organizational policies, or union contracts

	6. Is ethically accountable to patients and employees for adequate and safe staffing
	6. Assumes accountability for quality and fiscal control of staffing

	7. Plans for staffing shortages so patient care goals will be met
	7. Evaluates scheduling and staffing procedures and policies on a regular basis


Notes from Book:

STAFFING

· Centralized staffing: where staffing decisions are made by personnel in a central office or staffing center.  

· Advantages:

· Fairer to all employees b/c policies tend to be employed more consistently and impartially

· First-level manager is free to complete other mgmt functions and is more cost effective to the organization

· Disadvantages:

· Does not provide as much flexibility for the worker

· Cannot account for a worker’s desires or special needs

· Managers may be less responsible to personnel budget control if they have limited responsibility in scheduling and staffing matters

· Decentralized staffing: the unit manager is often responsible for covering all scheduled staff absences, reducing staff during periods of decreased patient census or acuity, adding staff during periods of high patient census or acuity, preparing monthly unit schedules, and preparing holiday and vacation schedules.

· Advantages:

· Unit manager understands the needs of the unit and staff intimately which leads to increased likelihood that sound staffing decisions will be made

· Staff feels more in control of their work environment b/c they are able to take personal scheduling requests directly to immediate supervisor

· Leads to increased autonomy and flexibility

· Disadvantages

· Risk that employees will be treated unequally or inconsistently, which may result in negative staff reaction

· Unit manager may be viewed as granting rewards or punishments through staffing schedule

· More time consuming for the manager and often promotes “special pleading” than when staffing is centralized

· Difficulty in ensuring high-quality staffing decisions throughout the entire organization

**In order to have good staffing, nurses must link:

· Numbers of staff

· Staffing mix (types of personnel) available   AND

· Changing severity of the patient population with the quality of patient outcomes

************************************************************************

The biggest thing that is happening right now regarding staffing is: 

· the push to disallow mandatory overtime (i.e.. Where the hospital automatically schedules you for more than 80 hours a pay period [every two week]) http://www.nursingworld.org/about/summary/sum00/overtme.htm
Brief Summary of that Webpage:

2000 ANA House of Delegates
	SUBJECT:
	Opposing the Use of Mandatory Overtime as a Staffing Solution
(Action Report)

	RELEVANT CORE ISSUE:
	Appropriate Staffing

	INTRODUCED BY:
	Ann H. Cary, PhD, MPH, RN, A-CCC
Chair, Congress on Nursing Practice & Economics (CNPE)

	ACTION:
	The ANA House of Delegates agreed to: 

1. Oppose mandatory overtime.

2. Provide a tool which defines the rights and responsibilities of nurses faced with overtime.

3. Declare that refusal to accept additional hours does not constitute patient abandonment, and provide support to CMAs in developing strategies to provide for state regulatory definitions that support this position.

4. Build upon research that examines the relationship between hours worked and the ability to provide safe care. 



EXECUTIVE SUMMARY: Shortages of available or experienced nurses have added another dimension to the inadequate staffing brought about through purposeful restructuring, downsizing and substitution of registered nurse staff in hospitals. The use of mandatory overtime as a solution to the shortages is rampant today and is pushing nurses beyond their capacity to work safely and to provide appropriate and safe care to patients. The absence of prohibitions or limitations on overtime work may contribute to health care error, as well as work-related illness and injury among nursing staff, and is made easier because of the limited research done in this area. Proposed ANA actions on this issue include taking positions in opposition to mandatory overtime except in cases of defined emergencies; and defining limits equitable distribution of overtime when required; requiring mandatory time off after overtime worked; and coordinating research to better define the relationship between time worked and working safely.

RECOMMENDATION(S):
That the American Nurses Association:
1. Oppose mandatory overtime except in cases of defined emergencies. 

2. Develop a model process for assignment of mandatory overtime during defined emergencies which would include: 

· equitable rotation among all unit RN staff; 

· minimum time off before returning to work; 

· work only on units for which the RN has experience, orientation, and competence to provide safe patient care; 

· rescheduling of subsequent shifts in order to accommodate non-work priorities and demands displaced by mandatory overtime; 

· and limits on mandatory overtime worked within a defined period. 

3. Define patient abandonment based on the ANA Code for Nurses, current case law, and advisory opinions and position statements from other appropriate sources.

4. Define the rights and responsibilities of nurses faced with mandatory overtime.

5. Promote research that examines the relationship between hours worked and the ability to provide safe care.

6. Advocate for involvement by nurses providing direct care in developing agency specific guidelines related to mandatory overtime.

************************************************************************

· maximum staffing ratios being introduced in California

http://www.calnurse.org/cna/12202/
Brief (?)Summary of that Webpage:

What is the ratio law?

AB 394, the Safe Staffing Law, requires minimum nurse-to-patient ratios for general acute care hospitals in California. The law also requires additional staff as needed based on individual patient care needs, establishes limits on the unsafe use of unlicensed assistive personnel and unsafe assignment of RNs (floating), and affirms legal scope of practice for licensed nurses. The law is similar to minimum safety standards in other areas of public life, such as staffing ratios for airlines and day care centers and limits on class sizes.

The California Nurses Association sponsored AB 394, part of a 10-year campaign by CNA for safe staffing ratios. The law was signed by Governor Gray Davis in October 1999 and authored by now State Sen. Sheila Kuehl (D-Los Angeles). AB 394 stipulated that the Department of Health Services would determine the specific ratios, which were announced by Gov. Davis on January 22, 2002.

2. Why is AB 394 significant, and why was the law needed?

California is the first state in the nation to require minimum nurse staffing ratios that are binding on hospitals. The ratios are a direct response to the erosion of patient care standards in hospitals, and the exodus of nurses who will no longer work in unsafe hospitals. Nurses and policy makers across the U.S. who face a similar nursing care crisis are closely monitoring California, and California's ratio law could well become the model for the nation.

In enacting AB 394, the California legislature and Gov. Davis found that "Quality of care is jeopardized because of staffing changes implemented in response to managed care." A decade of market-driven changes in health care prompted the layoffs of thousands of registered nurses, and their replacement often with lesser skilled staff. Additionally, many frustrated RNs left, unwilling to work in hospitals they feared jeopardized their patients and themselves. 

As a result, California is now second to last in the nation in the number of nurses to patients, and has among the highest RN vacancy and turnover rates in the U.S. Many hospitals are unable to staff beds, or entire units, due to the shortage, leading to long patient waits for access to medical care in emergency rooms, critical care units, and other hospital areas. Nurses in many hospital units have far more patients than they can safely care for, and patients in hospitals are placed at risk due to lack of staffing or the increase in medical errors made more likely by inadequate staffing.

3. What are the specific ratios?

Minimum ratios are established for approximately 20 different units. They include Medical-Surgical units, 1:5 after an initial phase in period of 1:6 for the first 12-18 months; Emergency Rooms, 1:4 with a mandatory triage RN not counted in the ratio; Step-Down/Telemetry, 1:4; and Pediatrics, 1:4. For a complete list, see the official DHS ratio chart on the CNA website, www.calnurse.org.

The ratios are the same for all shifts, 24 hours a day, 7 days a week.
RATIOS:

ICU/CCU/Neo-natal Intensive Care 1:2 
BurnUnit 1:2 
OR/PACU 
Under anesthesia 1:1 
Post anesthesia 1:2 
ER (Triage RNs not counted in ratios)
General 1:4
Critical care 1:2
Trauma 1:1
Medical and Surgical (Initial ratio) 1:6
12 to 18 months phase-in 1:5
Step-Down/Intermediate Care/DOU 1:4 
Step-Down/Telemetry 1:4 
Telemetry 1:5
Oncology/Speciality Care 1:5
Labor and Delivery 1:2 
Post Partum* 
Couplets 1:4
Mothers only 1:6
Pediatrics 1:4
Intermediate Care Nursery 1:4
Well Baby Nursery 1:8
Psychiatric/Behavioral Health 1:6 
Mixed Units (Initial ratio) 1:6
12 to 18 months phase-in 1:5

Notes:
* If Maternal Child has ante partum and post-partum - 1:3 

Visit the sites noted above to obtain additional information about these issues.

Complete the learning exercises in chapter 12.
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                         Nursing hours worked in 24 hours 

NCH/PPD =            Patient census





 15 staff x 12 hours each  =    180 hrs

                  30                                30     



                                         =        6.0  NCH/PPD

		  Staffing calculated retrospectively  





You’ve seen this formula before in your text.  You can pick up the staffing schedule for yesterday and calculate on average how many hours of care each patient received.  You would need to identify 

		  how many patient care staff worked during the 24 hour period (you include everyone involved in patient care, i.e. RNs, LVNs and PCAs).  

		How many hours did each staff person work.  If they all worked 12 hour shifts then you would multiple the # of staff x 12 to determine total hours worked (see formula above).

		The last thing you need to know is how many patients were cared for.  If you divide total hours worked by # of patients you get an average number of hours of nursing care hours each patient received that day (NCH/PPD)
















_1113299105.ppt


 NCH/PPD can be used to project daily staffing:

		  30 pts * 6 hrs/pt = 180 hrs of care/day

		 180/12hr shift  = 15 nurses needed 



                         Nursing hours worked in 24 hours 

NCH/PPD =            Patient census

                         Nursing hours worked in 24 hours 

          6.0  =                  30



In the prior slide we calculated that each patient on this unit received on average 6 hours of care in 24 hours.  If I were to take all of the time sheets for the past year - I could obtain an average NCH/PPD across 12 months.  In fact, this is what a lot of hospitals do when they get ready to do their personnel budget for the coming year.  They want to know what was needed last year.  If things are expected to stay the same in terms of census and acuity of patients then this is the figure that will be used for budget calculations.



Can you see a problem with this process?














