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Learning Objectives

After completing this chapter, the reader should be able to

list the factors that affect nurse workload and
discuss the influence of nursing shorta

staff and on the ability of a healthcare
patient care;

staffing;

ges on the deployment of nursing
organization to deliver quality

compare and contrast the terms nurse workload and nurse staffing;
recognize the types of licensed and unlicensed nursing personnel
employed in patient care delivery, and describe how different types of
personnel affect nurse workload and staffing decisions;

identify three primary reasons for measuring nurse workload;

explain how an organization’s philosophy influences nurse workload and
staffing decisions, and be aware of various stakeholder perspectives on
staffing and workload issues;

understand how patient classification systems are used in calculating nurse
workload, and discuss the strengths and weaknesses of these systems;

be familiar with the types of information needed to calculate nursing
full-time equivalents and the process for acquiring and using this
information; and

address the impact of nurse workload and staffing on nurse stress and
burnout and on the quality of patient care.
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Nurses are the constant in healthcare organizations. They are on :l}:;: e
and at the point of care, 24 hours a day, 7 days a week. They are
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availability and work m-m‘mcs affect .lll‘l'.\“(}' ul:cnr.c and Patien, safy
A1, 2003a). Nurses are a primary deter it Satisfactiey, (cty Wikgy,
‘ and Berry 1987; Greeneich 1993, \.\llc)"cl al, 2()()4)~.m (Abm"‘”\ﬁ:t
takes high priority ina compenave """l‘l'c““‘f C"""'”l‘lmcm. (Ilcar(y a):"c‘"hc 'h:‘
motivated, and .\pp"’l’ﬁ"“-")' deployed .""N"‘g s'mﬂ have o Strop I
healtheare organization's ability to provide cﬂ.cc?l\'c and efficjen, Patien ..« 3

A critical problem for healthcare administrators i decidip ¢ Carg,
desloy murslng st ff while considering -thc qunl‘ny and cosgg besty,
This challenge is complicated by recurring nursing shortages and b Vereg
competition for these professionals. During shormgcs, hcalthcarc ad ]'c ﬁcrcc
tors often must take extraordinary steps (such as closing beds of hir'i“lmsm.
porary nurses) to ensure that sufficient numbers of nurses gre ‘“’ailabl:t tm.
for patients, and these steps arc often taken under constrained dgcto Care
without knowing the specific impact on patient outcomes, Managers o
aware of the implications of nurse workload and staffing decisions, particﬁt be
during times of nurse shortages, because such decisions may affect Staffmoarly
and increase turnover. A basic understanding of nurse workload ang staféak
issucs allows managers to meet day-to-day patient care requirements o wCllnas
changing patient care demands, personnel, reimbursement, and reg

This chapter provides an overview of nurse staffing, WOrkload, ad
measurement and the issues that pertain to nurse workload. An understan.
ing of these issues and how to address them is essential for managers w,
oversee the planning, staffing, budgeting, and evaluation of patient care de.
livery on units and in departments. Also, in this chapter, the types of nursing
professionals are discussed, the terms nurse workload and nurse staffing are
defined, the approaches used in different healthcare setting to measure nurse
workload are examined, the perspectives of different stakeholders on work-
load measurement are provided, and nurse staffing metrics are presented
along with examples of staffing calculations.
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Types of Nursing Personnel

In the United States, licensed and unlicensed nursing personnel differ in terms
of education; knowledge, skills, and abilities; and patient care rcsponsiblhtlzs-
These differences must be taken into account when planning nurse wok
and staffing. ific
Licensed nursing personnel include those who work under 2 spCCclau
scope of practice set by state and/or national regulatory requirements (I.SU;C
of Labor Statistics 2008). There are two types of licensed nurse.s: regist .
nurses (RNs) and licensed practical nurses (LPNs)! ; the educational, hccnsl:lf:};wc
practice requirements for one group differ from those of the other. H:liccnscd
organizations require proof of licensure from both types of nurses. by
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Nmarized iy [able 15.1,
escription of License : T .
ABLE 15.1 Descrip censed ang Unlicengeq Nursmg Staff
/
Licensed Nursing p Unlicensed Nursing
9 Personne| Personnel
- RN LPN
NA*
al -year diploma (hospital. - g )
Educatm{‘ ggse q prg rama()- pital 1-2 Years of training at a Varies; some healthcare
preparation g ; technical or vocational izations h
2-year associate d organizations have
4 o degree;  gegg) mandatory training
4-year baccalaureate .
degree® requirements and
certification requirements;
SaHa ter’ Some states have a
dgrcr:zorgla;rs;rsa?:sdalso registry of those certified
exist for entry-level
preparation
Licensure lssuefl by. states; Issued by states; Certification by an
Required €xamination required examination required accrediting body may or
may not be required
Duties Provide complex nursing Provide routine nursing Provide support services
care to promote patient care, which may include to licensed nurses and
health, prevent disease, taking patient vital signs,  other healthcare
and help patients cope administering professionals
with illness medications as regulated
by the state and/or Provide routine assistive
Observe, assess, and agency of practice, care to patients, such as
evaluate patient monitoring patient answering call lights,
conditions reactions to routine serving meals, assisting
medications and in patient feeding and
Work with patients, treatments, assisting hygjene care, .taking
families, and other with personal hygiene patient vital signs,
ey fessionals  and activities of daily preparing equipment for
healthcare pro ivi llecting patient  patient procedures and
lop and manage living, collecting p Gegie g
to;evelon samples, performing treatment, assisting with
patient plans of care Bt s certain procedures, |
teaching simple tasks to  stocking patient supplies,
Miay functior; tients and families, and performing some
independently, often work pad erioyiningisote clerical dutiss
in collaboration with i{‘eri(‘:)al Jutiss
physicians and other
healthcare professionals
\\
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NA*

N
RN LP

lng
ther In skilled nurs
s facilities, may evaluate

In skilled nursin
g facilj
develop 'e'a"OHShi;'sl'”es'
with patients ang familie
S

e d d unlicensed
continued) licensed an .

( nursing personnel patient needs
Supervised  May function RN:rat‘ci/oo;:;:Sicsu:n,
dependently within ma

" by ! other LPNs and/or

scope of practice, of
may be supervised by
other RNs and in some
cases physicians

unlicensed nursing
personnel

*NA represents pursing aides, nursing assistants, paticnt care assistants, and orderlics.
. The number of these programs has been in decline in the last three decades.
b. Advanced practice nurses (i.c., clinical nurse specialist, nursc practitioncr, pursc mi

higher-level degree and/or certification in nursing.

SOURCE: Bureau of Labor Statistics (2008)

RN and/or pm

sometimes by LPN

dwife, nursc anesthetist) require a master’s of

Healthcare organizations employ a mix of nursing personnel to meet
patient care needs. Decisions about the numbers and types of nursing person-
nel to hire reflect an organization’s philosophy about the role and importance
of nursing; patient safety and satisfaction; quality of care; and the job satisfac-
tion, perceived value, and safety of nurses and other nursing staff. In short,
nurse sfafﬁng decisions represent the value that the unit, department, or or-
ganization places on nursing practice and on patient care delivery (Van Slyck
1991). This value then is the foundation on which nurse workload and re-

source allocation decisions are based.

Definitions and Measurement

The terms 5
ably anr(rin i;czszisftwczlrkload and “nurse staffing” are often used interchangt-
ently. For the purposes of this chapter, the following defini-

tions will be used:

* Nurse workload means (

which nursing care s re
Organization or (2) the
nurse (i.c., often referred
Nurse staffing means (1)
staffing level) or (2)

of nursing personnel

1) .the number of patients or patient days for

quired on a unit or within a department Of

number of patients cared for by an individual

to as the patient-to-nurse ratio).

' pf:)i number c.)f nurses deployed (also called :

Ly ess by which the appropriate number and 0P
eployed to satisfy nurse workload requireme”™
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workload thus refers to a quantity of nursing serv
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\ review of the literature .rcvca.ls that rescarchers define and me
qaffing in di‘ﬁ’crcnt ways. These include {1 ) the number of nursing per-
W™ oy type of nurse; (2) the type of nursing personnel hours (c.g., RN
e ’.15 a percentage of total nursing care hours; (3) the number of person-
pours head count) as a percentage of total nursing staff; (4) the number of

1C i \
“‘”(; (m".ﬁmc equivalent) for specific nursing personncl; and (5) the per-
¢.g., RN FTEs) (Mark,

e of total nursing FTEs, by type of nurse (
c:li;]is, and Jones 2004; Seago 2001). As discussed later in this chapter, the
:c;;tiox1sl1ip bcr.wccn HuiE staffing and advcrsc- patient cvents has been doc-
mented in various studies (see, for example, Integrative reviews conducted
by Kane et al. 2097; Lankshear, Sheldon, and Maynard 2005; and Thung-
i;rocnk‘ll, CummlngS, zllnd' Embleton 2007). However, comparing the find-
ings from these studies is difficult because of the inconsistencies and variation
in the definition and measurement used.

In addition, disagreement abounds in the nursing field about how to
best ensure that staffing levels are adequate to meet patient care demands and
o keep patients safe. According to the American Nurses Association (ANA
2008), three general approaches have been used to address the appropriate-
ness of nurse staffing levels. The first is a regulatory approach that holds
healthcare organizations accountable for establishing and implementing
suffing plans based on patient need and other nursing-related criteria, and
vith input from frontline staff nurses. The second is a legislative approach,
whereby specific nurse staffing ratios are mandated by state law. The third is a
combination approach that requires organizational nurse staffing plans to be
in accordance with specific, legislated nurse staffing ratios.

In 1999, California was the first state to pass nurse staffing legislation
for hospitals, setting a minimum nurse-to-patient ratio of 1:6 beginning in
2004, with the ratio declining to 1:5 in 2005. These ratios were established
on the assumption that higher nurse staffing levels would lead to improved
patient care. However, little or no evidence exists to support the specific ra-
tios selected, and disagreement about whether or not nurse staffing levels
should be legislated still exists. Recognizing these arguments, California fol-
lowed the 1999 staffing legislation with other bills that call for the evalua-
tion of the mandated ratios and the development of staffing plans in hospi-
tals. In 2005, California’s governor attempted to halt implementation of the
legislated nurse-to-patient ratio of 1:5, but this suspension was later over-
trned by the courts. Other states have taken similar actions by mtroducn-ng
legislation 1o mandate the development and implementation of specific

urse staffing plans, minimum staffing ratios, or some combination of both
ANA 2008),

ices, while
and costing aspects of pro-

asurc
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Lt
Stions.
e What numbers of nursing staffarc needed to l‘if“\'lllc care for Patienyy |
What types of nursing staff are needed to provide care for Patientgs :
9 h . - .

e What mix of nursing staff'is needed to provide quality care and CNsyre

patient safety? o _ e ‘ . ;
e What numbers, types, and mix of nursing staff can the Organization,
afford? . T mat ol ) ,
e How does the mix of nursing staft vary by patient care area

Finkler, Kovner, and Jones (2007) dcfine nursc workload as the vol.
ume of work required to deliver nursing care for a patient care unit or depay.
ment.? To facilitate the calculation of nurse workload, unidimensiong| met.
rics such as patients or patient days arc used. Hochcr, in using thi
approach, the manager should apprcciatc. that t.hcsc metrics c.io not captyre |
the complexity of nursing “work,” which is multifaceted, requires specializeq
knowledge and skills, and entails more than the amount of time spent with
patients. Unfortunately, we currently lack adequate quantitative tools to cap- |
ture the complexities of nursing work. This deficiency necessitates that the
unit manager take this complexity into account when dctcrmining nurse |
staffing and strive for a “balance of [nursing] job demands with sufficient re-
sources (adequate staffing, time available) to plan and carry out work” (Koe-
hoorn et al. 2002, 6).

Table 15.2 presents four scenarios to illustrate the basic components
of average nurse workload. Scenario 1 shows that, given a constant nurse
workload (number of patients), a decrease in nurse staffing (the number of
nurses) increases the average workload (the number of patients per nurse).
Scenario 2 shows that, given a constant nurse staffing, an increase in nurse
workload also increases the average workload. Scenario 3 shows that average
nurse workload does not change if the number of patients and the number of
staff change at the same rate. Scenario 4 shows that the average nurse work-
load increases if the number of patients increases at a rate faster than the num-
ber of staff. These scenarios illustrate the following points: (1) an increase in |
the average nurse workload may be the result of more patients, fewer nUISES, |

or both and (2) the average nurse workload is not reduced by an increase in
nurse staffing if the workload (number of patients) increases at a faster rate
Of course, in the real world, nurse workload is seldom constant and the work
of an individual nurse usually fluctuates as patients’ numbers and conditions

change. Nevertheless, the average nurse workload may be considered a cf ude
measure of the adequacy of nurse staffing,

i it A
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9 Basic Components of the Ay

5 crage Nursing Workload
Average
: wor.ssfv;‘g’ngg (I:IV urse Staffing Nurse Wogkload
g 0.0f Nurses)  (No. of Patients per Nurse)
ber of 2
Stant num " 5 6
’ ngent& decreasing 25 : e
ymber of nurses >0
ber of i >3
reasing number o 20
: I:actients. constant number 25 g 28
of nurses 30 5 6:0
increasing number of - 20
" patients and nurses with 25 g g'g
same rate of change 30 6 5:0
4. Increasing number of 20 4 5.0
patients and nurses with 25 4.5 5.6
different rates of change 30 5 6.0

Most healthcare organizations use formal nurse staffin

g processes to
reasonably, fairly,

and safely address nurse workload issues. These processes in-
cude the use of committees with nursing representatives, such as quality of
care and patient safety; the development and implementation of staffing poli-
ces and procedures, including standards for the number and skill mix of nurs-
ing staff; and the determination of hours-of-care requirements for different
types of patients. In addition, nurse staffing issues are usually part of the col-
lective bargaining agreement between employers and nurse unions.

Use of Measures

Nurse workload is measured for three primary reasons: (1) to inform the
budgeting process; (2) to meet regulatory and accreditation etandards; and
(3) to inform the development, implementation, and. evaluation of staffing
plans. The budgeting process necessitates the calculatmp of nurse workloed
to prepare an organization’s operating budget and, specifically, to determine
nursing personnel requirements and costs (Fm}dcr, Kovner, and Jones 20'07).
The budgeting process involves decision fnakmg about the level ?f}d mix of
Nurse staffing, the workload that nurses will assemc.,r and the allocation o'f re-
Sources. Regulatory requirements and eccrcdltano.n standards necessitate
that healthcare organizations compl}_f with regulations of thc.Centers f:or
Medicare & Medicaid Services and with the sta}ndards of the ]ou.lt Cj,ommls-
sion (2006). For example, in 2002, the Joint Cqmm1331on instituted a




: e S ou \ |

ospital accreditation, Nurse Wwo

< requirement for h

1 - Q rkl();\d
\ther stafting and outcomes data to docume

nt Conm.

staffing cftectivene
astems may be used to g
' cquirement. |
on the other hand, are blueprines for meet
nNp |
rSin
anagcrs t() !
a POsitiye
Alnties and

pliance with thisr

! 1 ans
Nurse staffing plans, rhan ' -
‘ ind regulatory requircments and for dcl’k)ymg fi

ind effectively. Staffing plans also enable m
able work schedules, which promote

specific patient care
personnel cthiciently

develop policies for reason

k environment, and for accommodating operational uncert
work env ; 4

contingencics.

Nurse workload measurcs differ across types of healthcare scttings, B,
A ‘ |

example, nurse workload can be mc.asurcd in tcrms'ofthc n.umbcr of patieng
or number of patient days in hospitals, the nfln?b.cr of rC.SlantS or resideny
days in long-term-care facilitics, the number of clinic visits in ambulatory lip,.
ics., the number of home visits in home health care services, t.hc number of de.
liverics in maternity wards, and the number of procedures in day surgery or
operating rooms (Finkler, Kovner, and Jones 2097). McaSL'lrcmcnt systems
have been developed to assess nurse workload in these different settings,
These systems (usually electronic) capture the variable nature of nursing care
rcquircr'ncms across different types of patients and healthcare settings, angd
thev are used to determine the number of nurses required to care for differ-
cnt'rypcs of patients (Edwardson and Giovannetti 1994). In short, these sys-
tems provide critical information that aids in decision making and in nursing

resource allocation (O’Brien et al. 2002).

Perspectives of Stakeholders

Obviously, patients and their families want to be assured that a sufficient num- |
ber of nurses is available and appropriate patient-nurse ratios are in place so |
that they can receive individualized care and timely, relevant communications
about their condition and treatment (O’Brien et al. 2002). Patients’ percep-
tions are therefore important to healthcare organizations. However, nurse
workload measures or systems do not take into account consumers’ prefer-
ences and desires.

Healthcare administrators, including patient care unit or nursing man-
agers, are concerned about nurse workload measurement for several reasons
First, they are responsible for allocating nursing resources—a decision that ¢0°
sures patient care needs are met. For example, on a day-to-day basis, nurse
ma.nagcr s* must modify staffing levels as necessary to meet nurse workload re-
quirements. This may mean using agency or per diem nursing staff to cover
f?f permanent staff who call in sick or are on vacation, to cover ongoing P%
sxltlon vacancies that result from turnover or the development of new staffing

. . e costs of delivering I™
care with organizationg] reimbursements. If the nursing staff is too large (i€

_4
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sdand staffing also increases the costs of coverage, which are then passed
Jong [0 CONSUMETS. In turn, employers and co

) nsumers need to make a deci-
jon about whether or not to retain coverage with the insurer, and if so,
shether to keep the same level of coverage.

Policymakers view nurse workload in terms of ensuring that nursing re-
sources are sufficient in providing safe, effective care to communities and in
meeting changing patient care demands. For example, the aging U.S. popu-
lation means that, in the future, more nursing resources will be needed to care
for the elderly and long-standing nursing shortages in many geographic areas
will increase the gap between supply and demand. Policymakers must see to
itthat government and industry workforce policies recognize changing demo-
graphics and support human resources adjustment, such as providing incen-
tives to nurses and other healthcare providers to enter the geriatric care field
and educating nurses and other caregivers about long-term care. In addition,
policymakers must develop guidelines to ensure that nurse staffing levels are
safe and do not place patients at risk of harm or injury.

Nurses view many aspects of workload and staffing in tcrms' of how
they are directly affected. These include volume of work; responsibility to
their patients, themselves, and their unit; multiple, concurrent, and. F)&cn
ompeting demands on their time; their feelings of ovcrloafl ar-ld 1nabﬂ1Fy t(?
©mplete work; having to deal with uncxpcctcc'i events or Wltl':) ;Et.erru[fmi;lls,
their familiarity with and support of work requirements; the akl udes om:’_mtc;
@regivers with whom they work; the degree to which th.c Zlvorxhc;istsizn from
their personal lives; their level of emotional and p?ysmooc(:)

Work; and their lack of control over workload (Gaudine 2000).

Measurement of Nurse Staffing

bers and types of nursing person-
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th center. Decisions
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Full-Time Equivalent

Ihe metng for determiningt the numlwu'.lml types of nurses is t.hc r"""imc
cquivalent or FTE. Nursing FTE calculations arc used ;” tlctcrml.nc unit ang
departmental wafting needs and arc the kr.j_v u'\{mt to the l.mdg.ctmg Process,
An FTE is based on the concept of one individual wn.rkmg'lull time for ,
vear—or 40 hours a week, 2,080 hours fora 52-week pcm‘)d (Finkler, Kf)vnc,-’
;!Hd Jones 2007 )4 FTE calculations include both prm.!ncnvc and nonprodyc.

s productive time as time spent on providing

time. Strasen (1987) define: .
roductive time as time spent not gving care. Nop.

productive time includes sick, vacation, holiday, and professional development
davs as well as other paid ime off that is part of the employment benefit. The
amount of nonproductive time for different types of personnel is based on or.

d with the individual’s length of sery.

ganizational policy and may be associate
ice to the organization. Although the amount of nonproductive time paid
varies by organization, only productive time is used in calculating the amount

of nurse workload available to deliver care to patients. For example, if organi-
zational policy indicates that 90 percent of nurses’ paid time is considered pro-
ductive, and 10 percent is vacation, sick time, professional development, and
non-patient-care time, then there is 0.90 X 2,080 hours paid/FTE = 1,872
productive hours/FTE.
Today, 12-hour shifts and other flexible schedules are commonplace.
Under these arrangements, nurses may actually work less or more than 40
hours per week (Strasen 1987). Thus, the number of hours worked must be
considered along with the policy regarding paid hours (i.e., productive and
nonproductive, or total hours), and the number of productive hours per
FTE must be taken into account when calculating unit FTEs (Finkler,
Kovner, and Jones 2007). Nurse staffing calculations must take into account
tFxc fact that not all nursing personnel work full time. Many nurses work part
time, pr.oviding managers with some degree of flexibility in staffing a patient
care unit. On any particular patient care unit, FTEs may be composed of
glal:;?r::z:? :x;iy, part-time staff onJy? or most likely a mix of full-time and
ST s olezo.; Zﬁillslg};; ona patient care ur.n't where full-time nl‘lr.SCS
i ifts in a 2-week pay period, the time per position

tive
care to patients and nonp

12 hours/day X 7 days = 84 hours in 2 weeks /80 hours in 2 weeks
= 1.05 FTE.

Alt i . .
i ;;r;;n:;l.y, if full-time 1-1urscs on a patient care unit work 6 days of 12-hour
week pay period, the time per position is less than 1 FTE:
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sday X 6 days = 72 hours in 2 weeks /80 hours in 2 weeks

s
12ht = 0.90 FTE.

varous data are needed to determine nursing FT'Es and stafting (Fin-
it Kovners and Jones 2007):
i,
| I“‘,rh‘frd patient days. A palicnf day is an accounting term that
E cpresents the concept of 1 patient that is cared for during a 24-hour
sod. Projected patient days are an estimate of future workload needs.
\ursing are hours (productive time) per patient day. This is time spent
Jelivering carc to patients during a 24-hour period and is generally
reported as 2 monthly average.
, Saffing mix. This is the proportion of RNs, LPNs, and unlicensed
nursing personnel used to provide care in a 24-hour period.

For llustration purposcs, consider this example: A paticnt care unit that
serages 25 patients per day during a 30-day month pays for 6,000 RN hours,
of these 6,000 RN hours, 90 percent are considered productive. What are the

id nursing hours per day and per patient day? How many nursing care hours
pet patient day are involved? Here are the calculations:

o Paid nursing hours

6,000 nursing hours paid per month /30 days in the month =
200 paid nursing hours per day

200 hours of nursing care per day/25 patients per day =
8.0 nursing hours paid per patient per day

s Nursing care hours

6,000 nursing hours paid per month X 90 percent productive =
5,400 nursing care hours per month

5,400 nursing care hours per month/30 days in the month =
180 nursing care hours per day

180 hours of nursing care per day/25 patients per day =
7.2 nursing care hours per patient per day

Patient Classification System

Another important source of workload data is the patient classification or acu-
ity system. Patient classification systems (either a manual, paper-and-pencil
tool or an electronic system) categorize individual patient demands and nurs-
ing care requirements (Huckabay 1984) based on patient acuity or severity of
illness,® not on diagnostic category. These systems provide a standard meas-
ure of nursing care for classes of patients (generally measured in hours of nurs-
ing care required per patient day) and provide a way of matching patient needs
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The pmcmi-\l for patient classific y S 18 great bee

3 - : se the
ating needs, develop unit budgets, ¢

" . YC.]
be used to project nurse st Stablig . "

for nursing services, and inform risk management and qualjpy, im Cogyy
0 : ’ ' . -V slvie

initatives (DeGroot 1989; Seago 20015 Van Slyck 2000). Unfory,, ey
tient classification systems are often not used to their potentig), 3 VP

distrusted by nurses and ;\dn1ir1'istmt().r-‘: ® I“)L-rCIiablc or valid, ap, c'c‘:‘:"y
quently are often not employed in dccnsu:n o .MOflc SPC,CIﬁca"y, Paticn;
classification scores are based on nurses” ratings of. paticnts \:h:n-actc,istic
severity of illness, and required number and c‘omplcxlt).' of treatmeng i"tcfvn:’
tions (‘Van Ruiswyk ct al. 1992). Because of the way - which patie '
are obtained, some claim that nurses may actually inflate patient Fating,
(which is also known as acuity or classification creep) to increase unit staff,
(hence reducing nurse workload) or to prevent staff from being pyle & g
work on another unit that may be understaffed (Malloch and Conovylof
1999). On the other hand, some nurses believe that managers are NOt respop.
sive and do not increase the number of staff when ratings suggest that moy,
nurses are needed. Patient classification systems generally do not take into a¢.
count the nurses’ educational level, years of experience, or knowledge g
cannot match the skills of individual nurses with the needs of individug| pa-
tients. Thus, while these systems may be commonly used to estimate staffing
and workload, they do not replace a manager’s judgment and staff input for
day-to-day or shift-to-shift staffing (Seago 2001).

nt ScOl.cS

Historical Data

Other information is needed to inform staffing assessment and measurement.

Historical data help to understand variations in patient care on a unit, such as
the following:

*  Utilization data

—Average daily census (the average number of patients cared for per
day over a defined time period) helps in determining a staffing
standard on numbers and mix of nursing personnel by shift.

—Occupancy rate (average daily census or average number of patient
days divided by the number of beds on the unit) aids in examining the
extent to which unit capacity is reached.

—Admissions, discharges, and transfers and information on short-s%Y
patients provide insight into patient turnover and work requir ement™

—Temporal variations in care reveal factors that may affect patient
admissions and requirements. For example, the flu season may
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case admissions on certain units, especially on units that provide

incr=
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‘ 1\10” 3 “Hve time 3 ooy

B P"Pmducn\'c and nonproductive time paid data assist in determining

e ;id hours per patient day.

¢ carc.

Huma yesourees dara

' guffing vacancies or the number of open positions help in estimating

ature staffing needs.

__Nurse turnover rates, or the number of nursing staff who leave over a
defined time period, facilitate the estimates of the percentage of

productive hours and determine budget adjustments for the time period.
_Collective agreements account for personnel contract changes.
_ Numbers of new versus experienced nurses aid in identifying
productivity differences between new and experienced staff.

ynit and Organizational Knowledge

gfiicient nurse staffing hinges on unit and organizational knowledge. First,
fowledge of clinical policies is critical. For example, a manager who is
qffing an oncology unit must be aware of the unit’s clinical policy about pa-
gents on certain chemotherapeutic agents, the type of nursing personnel re-
quired to observe patients during treatment, the number of patients who typ-
ially receive these medications and treatments during a period of time, and
the associated risks of the treatment. Second, knowledge of internal organiza-
tional changes in care delivery is needed to estimate the effect of changes in
programs, procedures, or treatment protocols on staffing requirements. For
eumple, if a new clinical guideline is developed regarding treatment of a par-
ticular type of oncology patient, the manager must understand the implica-
tions of guideline implementation on the numbers and types of staff required
aswell as their educational needs.

Third, knowledge of collective agreements is needed to ensure that
staffing is in compliance with provisions agreed upon. For example, if staff
on the oncology unit can work no more than 60 hours per week and if there
are staffing vacancies, the manager will need to develop a plan in accordance
with policy that covers shifts when unit needs e:xcccd the supply and availabil-
ity of existing staff. Fourth, knowledge of the internal and external organiza-
tional environment, such as anticipated structural changes or policy develop-
ments, is important. For example, if 2 sc.cond oncology unit will be opening
to provide care to a specific group of patlcr.lts, a plan must be in place to tran-
sition relevant existing staff to the new unit, cover the original unit, and hire
additional staff as nceded. Each .of these pieces of information should be
taken into account when calculating Hse staffing needs. Appendix B (see
the end of the chapter) provides a detailed example of FTE and nurse staffing

calculations.
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FIGURE 15.1
Key Issues in
Managing
Nurse Staffing

Key Issues in Managing Nurse Stafﬁng and WOrk
lOad

When organizational revenues fall short ()(’cxpcndimrcs 5
costs rise, labor—a large expense for healtheare org““ilﬂtions\mn hcah
a target of budget cuts. Organizations have ngaged i
plementing nurse staffing plans that reduce the n
nurse workloads, or increase the number of hours Worked by nlscs, ing
ing overtime). In the long run, these s'rratcgics may be Counte rl(:scs (in
may negatively affect a manager’s ability to appropriat cly Stafy gy
Managers should consider several issues as the recongj nit,
and staffing issues, which are outlined in Figure 151 and disCUSs:d 'Udgqary
detail in the following sections. Healthcare administrators, CSPCCialll Bre
patient care unit or nurse managers, should be aware of such iSSucsr ;
impact of staffing decisions on nurses and nurse perception, S wel the
tients, care delivery, and overall organizational performance. on p,.
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Workload Stress and Burnout

Workload is one of the most significant predictors
comes, stress, decreased job satisfaction, and burnout. Burke (200 il dig

the relationship between changing nurse-patient ratios and nurse Perccptio:u

of workload, job satisfaction, psychological well-being, anq CffCCtivancss o

their institutions. According to this study, nurses who are assigned high "

tient-nurse ratios report heavier workloads, lower job satisfaction, pogpey pyy-
chological health, and decreased view of hospital effectiveness. This study s
gests that when nurses perceive excessive workloads (that is, they fee| thy
have too much work to complete during work hours), they become stressed
and burned out, which, in turn, lead to feelings of anger. Nurses in this sity-
ation may be more likely to call in sick or leave the organization altogether,
High nurse workloads also have been associated with higher 30-day patient
mortality and increased levels of nurse burnout and dissatisfaction (Adken et
al. 2002); high levels of nurse burnout and emotional exhaustion have been
linked to low levels of patient satisfaction (Vahey et al. 2004).

of negatiye health out.

Workload stress and staff burnout

Staff turnover, recruitment, and retention
Aging of the nursing workforce

The nature of nursing work

Union versus nonunion environment
Nurse-physician relationship

Workforce diversity

Balancing quality and costs of care e e S
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|theare MANAGETs must be sensitive to the potential effects of nurse
Hc.\m:ss and burnout. They must design staffing strategics that mini-
lc‘:nial lapses in patient care quality and patient satisfaction. Follow-
e ?“.c w simple approaches to address staff conce

rns about workload and
g are ‘{( Gaudine 2000; Prescott and Socken 1996):
& ad (G

colve nurses in unit decision making,
e fo‘»riatc workloads.
1 U

L

including the establishment of

Engage nurses in contingency planning on how to deal with sudden
g

hanges in patient care needs or conditions and to manage fluctuations
-h X :

, «affing (¢.&., call outs, vacations, educational leaves).

mns =

Be aware of changes in clinical practice policies and providers that can
]
affect nurse workload.

gramine workload and quality data to help make a case for adequate
¢ L -
qursing resource allocation.

, Provide adequate and less costly support staff (e.g., clerks) who can assist
nursing personnel in carrying out non-nursing tasks and thus relieve
nurses to care for patients.

» Develop strategies to give nurses as much control as possible over their
workload to reduce their perception of overload. For example, ask nurses
for input on the timing of patient admissions, the temporary closing of
beds, and approaches to staffing and scheduling.

Staff Turnover, Recruitment, and Retention :
Staff retention and turnover become a primary concern for unit managers dur-
ing times of staff shortages. When staff are in s.hort supply, m.orc.]ob-cI};ang'cf
opportunities are available within and outside th.c. organization. But ;f
urnover becomes excessive, it may bring about additional turl?ovcr, as sta
lose their valued friends and colleagues, work teams bccomf: disrupted, and
staff reflect more on their work environment and wa.gcs relative to those pro-
vided by competitors in the market (Jones 200.4)..H1gh levels of turﬁovc:h can
also make recruiting new staff into a w.ork unit dlfﬁC}llF, bccaus.c w tﬁn ere
are so many vacancies, working conditions s?uffer; this 1nf(?rmanon elr: gets
communicated into the market through SOCl:.ll and proff:ssxonal networks.
More importantly, however, turnove¥ is costly, with some cgtlr;iztc.s in-
dicating that the cost per nurse turnover 1s.more thzjn $60,000 ( 2\8i)%ry
Board Company 1999) or 1.3 times a departing nurse’s salary g.one's ).
In addition to its quantifiable costs, turnover .also presents qt;flltanve ?Sts_,
such as those that affect quality of care and patient safety :li sta ; t;:la}\lrie an ;rcxr
ter patient care teams. For example, a nurse who lcav.cs takes wi him orth
valuable human capital in the form of knowledge, s@ls, and experiences that
e ork unit and the patient populations served by the organ-
.arc spcc1rf; - 1thz :Vhen affects the work of the entire team until or unless a
1zation, This los
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comparable replacement is hired. While aspects of this human capiy loss 5
antifiable (e.g., the costs of advertising for a replacement), other clen

quan N N ‘ ) L -

]rc harder to put a dollar-figure on—that is, we cannot measure the ¢

a .\ L

. 1 ; e N Ces,

losing an individual's knowledge, skills, and experience ' |
® : o several steps that healthcare administrators ¢y 1 ;
Following are several SICj ke tg |

Mo

deal with stafl tumover:

Become familiar with oran nizational systems for rmrf'f’ny I{ut‘n trnoyey,
These systems are often mnnim.rcd by tl.lc human ruourcgs dcp;\rlmcm'
but linc. managers typically receive ongon.lg reports that compare their
unit’s turnover rate with that of other units :u.\d even other Organization
Establish a unit-level database with more dcmflefi nur;er‘fnrno.pcr
information that can be used in mm{annw existing s:r{ljj, looking for
appropriate replacements, and :{Ittxrg/j’:r::q oppormmnf-; Sfor gro‘wtb_
Organizational systems to monitor smﬂ. turnover rarcly contain ﬁ;.,c_
grained data, such as the level of expertise that is lost when a particyly,

i

PR E———

staff member leaves. N |
Create a process for tracking resention and determining a retention yap,,

This is a different process than tracking turnover. Examining retentiop
requires that the manager follow individuals (or cohorts of individuals)
over time, beginning at their initial employment date (Waldman and

Arora 2004).
o Establish a mechanism for gathering ongoing feedback about why nuyses

leave, why they stay, and their perceptions of the work environment. This
will help the manager understand staff concerns, examine trends over

time, and identify areas for future improvement.

Aging of the Nursing Workforce
A great deal has been written about the aging of the nursing workforce, high-
lighting the fact that the current number of younger nurses is insufficient to
replace those who will retire over the next 20 years. According to a nationally
representative sample of U.S. nurses in a 2004 study, the average age of RNs
was 47, with 41 percent older than age 50 and only 8 percent under age 30
(Bureau of Health Professions 2006). These numbers reflect a dramatic shift
in the nursing workforce since 1980, when only 25 percent of the workforce
were older than 50 years and 25 percent were younger than 30 years. In fact,
aging of the nursing workforce has been cited as a reason that the current
nursing shortage is different and perhaps more severe than past shortages
(Buerhaus, Staiger, and Auerbach 2000, 2004).

Ffff thC' first time in nursing history, four different generations of nurses
are working side-by-side: Gen Yers (or Nexters), born before 1980; Gener®
tion Xers, born between 1960 and 1980; baby boomers, born between 1943
and 1960; and veterans, born between 1922 and 1943 (Swearingen and
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n 2004). Members (?t'cacla gencration pose different needs and de-

15“““; Jrive their expectations about work and the workplace. They also
artt :}:ﬁ.mnt perspectives on and degree of comfort with technology. Some
h.m‘ :"“se e-mail of other clectronic sy.stf:ms during the process of routine ac-
.cl““_"‘ while others tote personal digital assistants and specific pieces of
ﬁ‘“?c'n']cm in caring for patients. In turn, these gencrational differences in
ol“'g Jesires, and expectations may create conditions that bring out inter-
; nc‘r;ﬁonal conflicts (Greene 2005; Swearingen and Lieberman 2004).
K Ageand generational issues, combined with chan ges in healthcare organ-
ions and pati.cnt populationst require special attention from the manager.
for euample, patients today are sicker, have shorter lengths of stay, and require
qore intensive nursing care than patients in the past. This change in patient
eds is the result of many factors, including technological capabilities that en-
ble the delivery of more complex care; an increase in obesity rate, which leads
o health problems; and a longer life expectancy, which typically means addi-
sonal health concerns. These and other factors combine to exert more physical
gress and strain on nurses and put them at risk for physical injury.

Creating a positive work environment for nurses requires sensitivity to
generational needs. Following are some strategies toward that end (Greene
2005; Swearingen and Lieberman 2004):

+ Conduct an ergonomic evaluation of the work environment and address
necessary COncerns.

+ Give adequate support in terms of patient transportation, lifting, and
moving.

+ Offer adequate training on the multitude of technological devices and
equipment used on the unit.

* Provide adequate staffing so that meals and “mental” breaks can be
taken from the sometimes relentless bombardment of cognitive and
physical demands. : . .

* DPuta process in place to stay in touch with generational perceptions and

expectations of nurses pertaining to such issues as types of rewards and
recognition, job satisfaction, and organizational commitment (Kovner et
k]

al. 20006).

The Nature of Nursing Work

Nurses® work has been characterized .as complex, fragmented, and unpre-
dictable (Tucker and Spear 2006); ambiguous and dangerous (.Philbin 2007);
and physically demanding. Potter and.colleagucs (2004) cgmbmcd qualitative
and human factors methods to examine Fh.c wgrk of nursing. They reported
that nurses often traverse long and’ rcpetxtTve dlstftnccs, even when based on
2 single patient care unit. Nurses’ work is also intellectually, emotionally,

and psychologica

lly demanding because of its composition and context. For
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ironment is often chaotic, rcquiffllg nurses 1 oy l
he work cn"c level and to make numerous judgmengg by, " j
at an imcnsc.cugmm " fwhich arc of an urg(fm nature and mygy |, m:’: ]
tients’ cundi"‘"“.‘ m pursing judgments cn(ﬂ.ll actions that myg, be ¢ cc
under P'c““‘_‘rc' .:“m‘c whiic (:xhcr judgments involve colitacting angd intcrn q
on behalf of pa"'cj‘,”; nd other care providers to respond tq Ch“"ging pa. _
acting with P"-"""’"‘.'f' .dinl' to Potter and collcagues, nurses’ w ‘
tient conditions. ,\\wi(h ';umcr""s interruptions, which thege fescary, A
and I plaguer \I\tlc use of cognitive mapping. Nurses jugg|e Mumey,
determined th.m}:g!t td“ri,@ a shift, and the order of priotities i
competing ,arfvxrnlf,ts‘ snditions change. In fact, Wolf and collcagucs
quickly as patients: con¢ -ring and qualitative methods to study the
used human factors engince .dk(‘h“t nurses often “stack” up to ten or mo
of nursing work and rcp‘()f‘t,cncc more than three interruptiong per hol::
tasks at onc time and C'\pc-n- yns that are conducive to mistakes and opy; '
Such practices creatc conditior s

ork i

lincar mCrouS
Changc
Natyr,

- . | | |
- i he effects of work strains that Prevent nyr,
Others studics report on t s

saining sufficient rest. Winwood ang .
from recovering from work 3;: d ﬁ?',?:?pizcd work environment cxacc:;ftts
ington (2006) fou':(:[:zi:i twl:ich!ipnhibit their ability to sleep and potentially
uses ]psyd-lt(:-lr(;?l:ialdl prc;blcms and withdrawal from the workforce. Other
ls:(cjiitcz :l;]s%rvcd that nurses’ work hours (f.r equently 12-hou.r shifts or longer)
and the subsequent fatigue jeopardize quality of care and patient safety (Dean,
Scott, and Rogers 2006; Rogers et al. 2004; Scott et al. 2006).

To address the complexity of nurses’ work, managers can engage nurses
in a dialogue to gain insights into current pr<.)ces'scs and systems that SUI?POH
or impede nurses’ ability to do their job. This dlatlogue can be used to Tdcn-
tify strategies to reduce the number of intcrrupu‘ons that. nurses experience
and to give nurses the tools to minimize the cognitive stacking of a great num-
ber of tasks and prioritics. Many nurses do not get meal or short breaks dur-
ing their shift or skip breaks to complete their work. Strategies can be devel-
oped to ensure that a sufficient number of staffis available to cover breaks and

mealtimes so that nurses can get a mental respite and better focus on meeting
patient needs.

Union Versus Nonunion Environment
Approximately 19 percent of the
union agreement, and 38
(Center for American N
without detractors, who

U.S. nursing labor market is covered bY‘:
percent of hospitals operate under a union contraCt
urses 2005; Lovell 2006). Nursing unions are 10

- S Gt e . : vities i
claim that nurses’ participation in union activiti ;
i 1 ’ . B . ra
unprofessional and associated with decreased job satisfaction and mo

(Seago and Ash 2002 Fitzpatrick 2001). However, the following concern®
converged in the late 19905 and early 2000s to bring about nurses’ reneWe
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2001’) For a detailed discussion of uniopiyari.. : g . Steltzer
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: A : re, see Ch;
Several interesting obscr\'atlons I ’ Sk
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| about unionizatio

- rsing. Lovell (2006) reported thye unions i e
s Increase wages for both union

jon nurses in certain Cographi el
~ pdnonun gcographic markets. Lovell’s study indicated

gt RUISES who work in the MOSt unionized stapes carn roughly 28 percent
e than nurses who work in the least

unionized states, Similarly, Lovell
qegested that the presence of unions incr S
.IS. percent MOre nurses work in the mq
gnionized i which in turn improves the quality of care. Another study
hss found this same correlation Seag

0 and Ash (2002) examined the rela-
gonship between the presence of 5 union and the

St unionized cities than in the least

which patient outcomes may be affected include staff stability, staff auton-
omy, and nurse—physician relationships, all of which improve the work envi-
ronment and ultimately care delivery.
Unionization is typically viewed as the result of an adversarial relation-
ship or irreconcilable differences between management and staff. Unfortu-
nately, as Forman and Davis (2002, 377) report, nurses have “identified their
manager as their greatest source of stress—even greater than heavy patient
loads.” Managers, whether in a union organization or not, should realize that
nurses typically seek out unions when they believe that thcy. do not ha\.'c a
voice in issues that pertain directly to their work and 'the delivery of patient
are (Schraeder and Friedman 2002; Forman and .Daws 2002). I.n fect, many
staffing concerns are focused on issues t}.mt pertain to commumcanor.m, such
slack of input into decision making, feeling undcrvz.ilucd, fmd perceptions of
fear and intimidation from organizational lcadcre (Fitzpatrick 2001).
Managers in unionized hospitals must ol.)\-rlously undcrstend the collec-
tive bargaining process and the terms and conditions of the speC1ﬁc fagrcement
i ization. They also need to dcvclf)p astrong relationship with the
&t their organization nt and consult with its personnel to address staff
uman resources dc? i eement. Managers must also be knowledge-
Questions that pertain to tl-lc ag;d grievance and disciplinary processes, and
Bble about dispute rCSOlunor-lth addressing disagreements that may arise be-
they must be comforta‘:fd‘:hlc union (Forman and Davis 2002). In the worst

tWeen the organization be resolved and a strike ensues, managers should

S .g cannot
f disputes €ca in place.
;asc, ori ﬁnl;cn staffing plan in place. _
ave a con .. ;

/ Staffing,and Measurement
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frontline managen ¢ e . : .
recmment, is 1o maintain open, honest, and consisteny .

(Schracder and Fricdman 2002), T'his simple st

yav divert union disagreements, -‘"‘k"“"“r union-organizing ﬂcti:-(c
work in unionized hospitals should be awqpe ""nr"
at nurses initiate a umm'u campaign Within the ; ;
1 2003). The bottom line is to keep the o
atient care, protecting the safe

Time and 2

rode iy shapingt

dor a unon ag
with the nursing staft
alone n
Managers who do not
i7ing sctivitics in the event th
witution (Forman and Powel tin ;

communication open; to tocus on p Sakety, secyrj,
ing of patients and nurses; and to always take the high road by, ’
15-

data and acting in a professional manner (Block ang J“mcrson
2005). Porter-O'Grady (2001) recommends fhat managers view the upjq,, &
a partner instead of an adversary and work from the mutual llndcrstandin

that both sides can achicve positive outcomes and benefits. By doing S0, man.
agers and their organizations can take advantage of what nurses actually seel
tlhnmuuh unionization activities—namely, improving the work CNnvironmeng
nurscltaﬂing levels, and the quality of care received by patients, ’

ics,

and well-be
ing factual

Nurse-Physician Relationship

The nurse-physician relationship is a key ingredient in sustaining a hcalthy
work environment but is one of the greatest impediments to an improved
workplace. When nurse-physician relationships are collegial, collaborative,
and founded on open communications, nurses tend to be more satisfied with
their work environment and are more likely to remain in their positions (Jan-
sky 2004; O’Brien-Pallas et al. 2005). When nurse—physician relationships are
caustic, over time, nurses become dissatisfied, demoralized, undervalued, and
burned out—feelings that may cause them to leave their jobs. In the long run,
patient care may suffer.

Because both nurses and physicians work for the good of the patients
and to promote quality care, one would expect their relationships would be
positive. However, nurse—physician relationships, in general, have been char-
acterized as dysfunctional and in some cases pathologic (Stein 1967). A recent
meta-analysis reported a strong and inverse relationship between nurse-physician
collaboration and nurse job stress (right behind nurse job satisfaction) (Zan-
garo and Soeken 2007). Schmalenberg and colleagues (2005) argue that, al-
though both nurses and physicians rate their relationship as important, litera-
ture on the topic has appeared primarily in nursing journals. Another study of
nurses and physicians reported that both groups acknowledged the presence
of disruptive physician behavior in their organization (Rosenstein 2002)
However, in a follow-up study conducted in 50 hospitals, nurses were ¢
ported to misbehave almost as often as physicians, and respondents believed
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' + 2005; Laschin
® . ~2006), which may be attributed to nurse percepti ger and
ca they arc frequently involved in negative and emot;

ons with physicians. Pc.)c.n' nurse~-physician relationships place an added
;d cn on nurses and physicians, often requiring additi

1tional communications,
_necessary follow-up, and perhaps even disciplinary actions for those who

inown to be poor, other units likely kno
sreads, potential new hires may be deterre
Despite the hardships that a poor rel

dsinvolved, the bigger concern is that it affects the quality of patient care.
Rosenstein and O’Daniel (2005) report that nurses and physicians perceived
that negative relationships potentially affect patient care and outcomes, result-
ing in adverse events, medical crrors, compromised patient safety, increased
patient mortality, and lowered patient satisfaction. Other studies have found
alink between good relationships and high patient satisfaction, minimized pa-
tient mortalitics, fewer ICU readmissions, decreased length of stay, lowered
costs, and perception of higher quality of care (O’Brien-Pallas et al. 2005;
Schmalenberg et al. 2005).

Following are important recommendations for managers to improve
nurse-physician relationships on their unit or in their organization:

W about it; as this information
d from working on the unit.
ationship creates for the individu-

* Conduct training workshops on interdisciplinary collaboration,

communication, and coordination (O’Bricn-Pallas et al. 2005).
Hold joint, interdisciplinary staff meetings, rounds, and /or case reviews
(O’Brien-Pallas et al. 2005; Schmalcx?bcrg et al, 2095?, o
Articulate expectations clearly regarding nurse—physician relationships
(Matthews and Lankshear 2003; Schmalenberg et al. 2005).
* Facilitate the development of joint critical pathways and protocols

. 2005).
. (]Zc(‘_:,m;lt:;‘:riz :}z t?u: sthrcd, superseding goal (Schmalenberg et al.

’ ?)0 051) : p and articulate clear processes for conflict resolution
evelo X

o o Ct nl' 2005)'
. ﬁdmml"ég::;{im constructively when they occur (Schmalenberg et al.
anage .

2005).
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with physicians and the medicy)

itive interactions
Role-model positive interacti
. .

hmalenberg ct al. 2005).

director (0 yrough educational offerings (Schiy,

Foster nurse competence ol
. 2005). . s |
cral. 2 itive culture that puts patients first, cmpowers nyrgeg o
reate a pos el . o .
¢ Ot ‘g | "r onfidence, values teamwork and collegiality, builgs trusy
ilds thar ¢ . i
i wh individual (Schmalenberg ct al. 2005),

Rlcnbc,g

and respects ¢

Walking rounds by the manager will also provide opportunitjes to 0}
alkin s by iy .

yrse-physician interactions and to address concerns that may affecy i

scr"c l " . ‘ Y Lt - o A . € b .
k environment. Above all; managers play a fundamental role fosteriy

work . s . B ¢
sositive nurse-physician relationships, W hich in turn affects patiengs and po,
po | y
tentially future unit staffing.

Workforce Diversity

One of many recommendations for addrc-ssing the nursing shortflgc has beep,
to increase diversity in the nursing workforce (AACN 2001;”Jomt Commis.
sion 2002). In fact, the “Nursing’s Ag.cnda f?r t!lc Future”—a documen;
compiled by 19 U.S. nursing organizat.lons., with mput.from more t.han 60
public and private organizations—lists diversity as .onc of its tc.:n strategic goqls
for 2010 (Nursing’s Agenda for the Future Steering Com.ml.ttcc 2002). The
Joint Commission (2002, 24) also recommends diversifying the nursing
workforce as a recommendation for addressing the nursing shortage “t
broaden the base of potential workers and to improve patient safety and health
care quality for patients of all origins and backgrounds.”

Nursing always has been and still is predominantly composed of white
females. Currently only about 5.8 percent of the nursing workforce is made
up of males (Bureau of Health Professions 2006). While this number repre-
sents a 14.5 percent increase in male nurses since 2000 (and a 273 percent
increase since the baseline National Sample Survey of Registered Nurses
conducted in 1980), males still represent a very small percentage of the
nursing workforce overall. Additionally, approximately 11 percent of the
nursing workforce is made up of nonwhite Latino, which is a decline from
the 12.4 percent reported in 2000 (Bureau of Health Professions 2006).’
Like the percentage of males in nursing, however, nurses of diverse racial
and ethnic backgrounds sti]] Tepresent a very small proportion of the over-

all nursing workforce. This does not mirror the composition of the U.S.
population at large.

care professionals wh
healthcare professionals

from their own racial b

o share their racial background and that
Are¢ more sensitive to the values and beliefs of patients
ackground (Coffman, Rosenoff, and Grumbach 2001;

P —




er 15: Nurse Workload,

St i !H
C/" afflng,and Measurement
¢

owever, much is unknown, and
sisis an area ripe for research.

Several documents offer recommendatj
nanagers toward building a more diverse wo
2004; Nursing’s Agenda for the Future Sgee

ons for healthcare leaders and
rkplace (Institute of Medicine
ring Committee 2002):

+ Create diversity and cultural com

s petence through educational programs
and standards.

o Provide opportunities for individuals of diverse racial and ethnic
backgrounds to receive mentorin

and different backgrounds.
* Recognize the value of diversity on the
diversity through hiring practices.
Engage staff in developing a unit-based diversity plan.
Seck information from nurses of diverse backgrounds to target
recruitment and retention programs to diverse populations.
Involve staff in recruitment and hiring decisions.
Create leadership career paths for nurses from diverse backgrounds.

g and guidance from leaders of similar

patient care team, and promote

Balancing Quality and Costs of Care

Healthcare organizations are feeling increasing pressure to improve the qual-
ity of care while at the same time operating under a constrained financial en-
vironment, Also, during times when organizational revenues fall short of ex-
Penditures and /or healthcare costs rise, labor often becomes the target of
blldget cuts. This cost-cutting measure pu.ts pres§ure on nurse.s be.cause they
e typically the largest group of professionals in the org;}mz‘auO‘n. Nurse
staffing often comes under scrutiny in cases when the organization is consid-
ering whether the number of nurses candbe reduced or whether the nurse
rs can be increased.
Worklolaqduj:l: S\t‘;?;li;‘ (k):s received a great deal of attention in the last decade
because of society’s increasing concerns ab.out patient safety and the high-
profile reports that document thcj. relationship between low nurse-staffing lev-
ls and adverse patient events (Aiken etal. 2002, 2003b; Kovner and Gergen
1998: Kovner et al. 2002; Mark,_f_iaﬂcss’ and Berman 2907 ; Mark et al. 2004;
he e 1. 2003; McGillis Hall, Doran, and Pink 2004; Needleman
Mc?nl;; (gallzzto‘;) For example, Aiken and colleagues (2003b) document
¢t al. 5 :
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to-nurse ratios arc associated with'a higher risk of Morty).
ng surgical patients. Spccnﬁ-cally, thF risk of deat}
i higher in hospitals where workload§ or ra.nos are Six or more p,.
is 14 percent hig and this risk is 31 percent higher in hospitals with work-
tients pcr.onc nllr:(c):_; patients per onc nurse, relative to hospitals where Nurse
loads of cight (;l':r or fewer patients per one nursc. This study also dOCUmcnts
\\-'orkk.)adslﬂ.rc b(Zt\\'Ccn nurses’ educational level and patient mortality, Citing
a rclano"frlllf that employ higher numbers of nurses with a baccalaureate (or
::;lt] i\:;ﬁg:grc ¢ have lower patient mor.tality rates than hospitals that employ
fc:\'cr nurses with a baccalaureate (or higher) dcgr?c. .
Pay-for-performance (P4P? Programs:, wh{ch Strive to compensate
healthcare providers based on achieving certain paticnt outcomes, are becon,.

ing commonplace in the U.S healthcare system. For.cxartlplc, the Centers for
Medicare & Medicaid Services (CMS) oversees M?dlcare : P4_P program. The
Hospital Quality Alliance program rewards hospitals on achieving a certajy
threshold on a set of ten quality indicators (e.g., care for rI.lyo.cardial infarc-
tion) (CMS 2005). Hospitals that submit data on these ten' indicators receive
full, DRG-based (diagnosis-related groups) payment. Premier Hospital Qual-
ity Demonstration reimburses hospitals based on 34 quality measures in five
broad categories (acute myocardial infarction, congestive heart failure, coro-
nary artery bypass graft, pneumonia, and hip and knee replacement); hospi-
tals that score in the top 10 percent receive an added bonus of 2 percent, and
hospitals that score in the second 10 percent receive a 1 percent bonus. Con-
flicting evidence exists regarding the effectiveness of P4P, but given that pri-
vate groups, such as the Leapfrog Group, are also reimbursing providers based
on a P4P system, this payment scheme will likely become the standard for re-
imbursing hospitals in the future.

Evidence that suggests that the lowest cost mix of nursing staff may not
be the best option to improve quality of care and patient outcomes is grow-
ing. In fact, Needleman and colleagues (2006) provide what they call an “un-
equivocal” business case for nurse staffing. Using existing data, they con-
ducted three different nurse staffing simulations to determine associated
costs: (1) increasing the proportion of RN nursing care hours per day to the
75@ percentile for hospitals below that level; (2) increasing the number of
:;:;né rc?lrcfsh'(:lrsbpcr day to the 7 5:Eh percentile for both RNs and LPNS,
o t%)l s below that percentile; and (3) using a combination of Fhe

ptons. The results of these simulations indicate that increasin

that higher patient-
ity and failurc to rescue amo
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olleagues (2005) suggest, if one considers all of the patient safety mcasures
oty being implemented, none of them can substitute for adequate nurse
| f“m og. To ensure adequate staffing, managers can take several steps:
st

' Managers should stay “P-'tO-datt.: On current research to be familiar with
cvidence that can help build their case for justifying changes or
modifications in nurse staffing.

3, Managers should v:zork with financial staff to develop and put in place a
process for cva.luatmg staffing costs relative to patient outcomes and
quality. This kind of evaluation can be used to determine returns on
investments made in modifying staffing levels and to develop a business
case for modifying nurse staffing levels. It will also help managers
understand how variations in staffing may affect patient and
organizational outcomes.

3. Managers must involve staff in any attempts to address quality of care or
cost concerns through modifications in nurse staffing. By involving staff in
decisions regarding a change in the numbers and /or types of unit-based
staff, the manager will gain insights from front-line caregivers regarding
how potential staff changes may affect patient care and staff. The net
result likely will be an improved overall staffing strategy for the unit.

Future Directions and Challenges

Measuring nurse workload and staffing and acting on the results are issues that
have occupied healthcare administrators and researchers for decades. As Ed-
wardson and Giovannetti (1994) suggest, many thought that patient classifi-
cation systems would identify the right numbers of staff to provide care for
certain patients. However, these systems have proven to be problematic, es-
pecially in terms of their reliability and validity, leaving managers faced with
the need to establish nurse workloads and calculate nurse staffing needs for
their units. Also, many healthcare organizations still lack the ability to free
nurses from non-nursing tasks (¢.g., retrieving medications from tch phar-
macy) that further increase nurse workloads but do not require specific nurs-
ing knowledge to carry out (Moody 2004). .

Moody (2004) advocates a nurse workload approach th.at‘ is 'grou{mded
in human capital theory. This approach uses a nursing Pfodu.ctmty index thfft
takes into account nurses’ knowledge, skills, and abilides (1&‘:-, human capi-
tal) and the needs of patients for whom they provide care. This type of work-
load model is based on Peter Drucker’s (1994) knowle-dge worker COI;cte}i).t
that values nurses based on their thought processes e ]udgmegi‘:::mpl;z
System, although difficult to quantify, more ade.quatczjlylrcﬂicl:lt:cs oo i
Mature of nursing work. Moody proposcs o csir;atioml resouf & i
tient intensity, nurse staffing, infection and error rates, orga ‘
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(financial and human), patient (.mtcnmcs.l[?-?tilt“m‘?l’.l!i:‘)’ l(; Provige Sclr’carc
ider outcomes. In addition, Moody ac \m..m:s or the cogg (lfnurs' '
ol be included in the workload model (because nurse Wrnoye, ref] :
;";;:‘,:“:: 'i".u:!:“"“‘ that should be cnnsi.dcredrin \'.lllli.l?}: nurses ang t; ci:
work) and for determining rcpl.‘!ccmcm u)_?t:‘ ln: nurses wh |c.1vc I“nu
2005). Details of this valuation are "f" B u-‘- -)f'\t-t.l-w C(.".wcm ”r"-‘lllin
I‘:m\.ill}l work based on knm\-lcdg'c. skills, and ‘.llnlltlt‘.\ is mfum\‘cly Ppealiy, :
Various nurse stafling studies have documented the 'Mportang p
' outcomes, yet furthe

: iy,
ship between nurse staffing and p.mm.t carc | " Fescarcy :
‘1 fed to explain this relationship. For example, conceptually cogent e
NCCUcy AP 4

consistent measures of nurse staffing i) fhfi‘limtc .rhc comparison Ofﬁndin& |
across studies and the identification of s.p€c1f|c patlf-nr outcomc.s that are sen.
sitive to changes in nurse staffing for dlﬂL:rcnt patient populations, Furthe,. |
more, much of the nurse staffing rescarch is generally atheoreticy], Thus, the. |
ory-driven rescarch in this arca is direly needed to help explain the how and
wh.\' behind the relationship between nurse staffing and patient Outcomeg
(M:'nrk, Hughes, and Jones 2004).

Nurse workload systems are necded that take into account ShOrt-term
staffing contingencies and variability in patient demand, improve the dCPIOy.
ment of nursing personnel, and facilitate the development of long-term
staffing plans. Moreover, information systems that link nursing workloads and
patient outcomes are needed to improve the quality of patient care, Litvak anq
colleagues (2005) address the challenges that managers face in managing yp-
certainty and unnecessary variability in patient demands, which stresses
staffing plans, adds strain to nurse workloads, and may compromise patient
safety. Litvak and colleagues suggest that variability in hospital workload cap
be attributed to natural or uncontrollable variability that is largely patient and
disease driven (such as patient admissions through the emergency dcpartmcnt)
and to controllable variability that is largely imposed by providers (such as
scheduling elective surgeries and hospital discharges). These types of variability

translate into necessary and unnecessary resources and dollars spent on health-




>

|
V/ pter 15 Nurse Workload
a

" 3 Staffing, and Measurementﬂ
/ \

a5 predicting elective procedures,
¢

Possit::]anag ement techniques can be used ¢

e O understand and manage variabil-
goﬂs " ooth the extremes of demand, and re

M’d or minimizing the controllable variability (e.g., appropriate use of
ind : icians’ ati : : ;

l ock schcdu.lmg for phys NS operating room time, more coordinated dis-
harg¢ planmng), the organization can thep, better staff for the uncontrollable
o ent-driven demand.

0P i ekard and Warner (2007)

present a demand management model to
tient outcomes, measured in real time, and
term patient demand (i.e., days). These re-

. sion-support system that uses electronically
aptured data. iIthlS apl?roach forecasts demand for controllable and uncon-
rollable variability by incorporating Progress patterns for different types of

atients; scheduled and predicted unscheduled admissions (based on staff in-
put and historical data); and staffing information to help identify demand by
unit, by day, and by hour and shift, which can be used in turn in making short-
rerm staffing projections. Staffing is continuously updated based on patient
outcomes and progress.

Although electronic systems such as the demand management system de-
scribed earlier will become commonplace in the future, there is no substitute for
the critical judgments of managers, who possess unique knowledge of nurse
workload measurement, the work of nurses, clinical care processes, and the pa-
tients whom nurses serve. Healthcare administrators can contribute unique in-
sights into nurse staffing to proactively plan and ensure that (1) nurses are in-
volved in decisions that affect unit operations and nurse workloads, (2) adequate
nursing resources are available to provide patient care, and (3) adequate support
services are in place to support nurses and relieve them of performing nonessen-
tial tasks (Burke 2003).

patis used to project future short-
t

Summary

Niifeciabe key members of the hc:althcacrlc tcarrT. Un.dcrstandjng h0\fv best to
deploy nurses while ba]an.cmg T i anc cocglis T P oreomg -
i e administrators that may be especially challenging during pe-
tl.on for hcalt.hcaf hortage, when adequate numbers and types of nurses needed
rods of nursing Sl. Ocry of, safe, high-quality care may be in short supply. This
to ensure th? deliv overview of important tools and techniques that calculate
chapter provides and it presents examples to illustrate these calculations. Use of
nurse workload, anhniqucs aids in the routine planning of patient care delivery,
these tools and tccnit and organizational budgets, and the equitable distribu-
dcvclopmcr?t of l;ff More importantly, however, use of these practices will fos-
tion of nurSlI?g ot f.an environment that increases nurse job satisfaction and
ter the crcan(()ind::t decreases the stress and burnout often associated with high
well-being an :




