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AFI1T/GSM/LSR/895-27

Abstract

The purpose of this study was to compare the ways in which nurse
staffing requirements are determined in Air Force and civilian
hospitals. Differences in staffing methods might point to ways in which
the Air Force could improve its nurse staffing process.

Data on Air Force hospitals' method of determining nurse
requirements was extracted from Air Force Manpower Standards 5286 and
52Q@7. Four civilian hospitalz, whose staffing methods varied
significantly, were used to represent the civilian sector. Methods were
compared across five elements of the staffing process: patient
classification systems, long-term requirements, short-term requirements,
short-term staff adjustment, and minimum staffing standards.

The most significant difference in staffing methods lies in the area
of patient classification systems. The iiterature and the civilian
hospitals examined confirm a movement to acuity-based measurement of
nurse workload using patient classification systems, though the Air Force
stiil determines nurse requirements based on average occupied bed days.
The Air Force is gradually implementing a classification system, the
Workload Management System for Nursing (WMSN), but there is currently no
headquarters-level program to oversee the implementation. The study
recommends creation of a program funded at the Air Force level to
accelerate the implementation of the WMSN in Air Force hospitals.

The other significant difference involves the hospitals' ability to

supplement their baseline staff vwhen necessary. Civilian hospitals




routinely use internal "float" pools and external agencies to temporarily
increase their nursing staff. Air Force hospitals’ ability to use such
measures is |imited, since funding must be provided by the individua!
hospital at the expense of some other budget item. The study recommends
that the Air Force pruvide separate, additicnal funding to hospitais for
use in hiring civil service or agency nurses when a temporary need is

identified. : . -




A COMPARISON OF NURSE STAFFING METHCDS
USED BY THE UN:TED STWTES AIR FORCE
AND SELECTED CIVILIAN HOSPITALS

L. INTRODUC™ : ON

Background
It is not difficult tc #.nd evidence of a nursing shoriage Eacr
year hundreds of journa! articies, surveys and studies are pub: .snec or

the subject (9:887-891). They approach the issue from a variety of
angles, including causes, effects, correcrive actions anc future Trencs.
Cespite the cifferent apgroacnes, virtuaiiy ali iiteraturc rov.ased ‘o
this study acknowiedges trat shortages and short-siaffing co oxlzt i

one form or another, and that the nurses themseives and the paticrts *o

whom they care stand to be mest adverse!y affected by such a 3 twat on.

informa! discussions with Air Force nurces have ndicates that

while many differences may exist between civilian and mii.tary nurs.ng.
y y g

the perception, and in many cascs reality, of snort-staffing is
Y

.

probiem both communities share. For Air Force nurses. wno incur a
minimum service commitment upcn accepting an officer's commiss. on,
encountering a short-staffed environment at their first oo can oe
especiaily discouraging. The new c'vilian nurse has the flexibility o

ceek another job immediately, but the military nurse does noi. 1t is

not hard to imagine a newly-commissioned second iieutenant wondering why

ner school (and recruiter) "ncver sa:d it would te !ike this." Shc wil:

serve ncr commitment, if for no other reason than that sne must; anag if




she perceives the ''grass is greener” clsewhere, sne may takc the tirst
available opportunity to teave the Air Force {(29). Greencr grass may 0r
may not be the case at her nex!t job, but one thing is certain. the
alreacy shart-staftfed uni*® sne teaves bchind i3 worse off untii sne can
pe rep.acec.

Though it obvious!y dces not necessariiy foliow trat a nurce

Working Inoar uncerstaffed un bt wi ! fgcave the Alr Force as scon as ne

at)

or she can, the short-staffing propiom 15 sufficiently iarge to concerr

5
the Cnief cf the Air Force Nurse Corps (32). inm aadition., the

Department of Healtn and =uman Serv:ces appuinted a special comm:ssian
to study thc nursing snortage (32). A recent survey of Air Force nurses
(288! reoporderts) y.cided tre fo ‘owing data. wnich 2 eariv ‘ngicates

the magrnituce cf tne situation: 4. 07 the respondents reporicd

averaging morec than 3@ nhours of wore per week . of tn,

[#3)
(s}
o)
o
pe}
£
$-

i t2ag

tne tack of otrer nurses ang toonricdl cersonne!l {(Lucn as nursces ' a,

(1
s
(4]

megical technicians, and 'icensed practical nurses) as tne ma:n roason
for working so much; 42. 0f the respondents feit the v woreload was 1oo

neavy, ard 3G . gercecived their duty section was understaffed (4

v
s

Statement of the Froblem

Short-staffing of hospital nurses 1s perceived to be a propies i1
the Air Force. Even nurses a4no work ‘N uwnits that are 169. mannec
against their regquired strength (as cetermined by tne manvower
standards) feel they are be:ng overworked and that tne.: units are
wnderstatfed.  The methods used tu gercrate those reauirements may
tnerafore pe inadeguate 'n osapturing tne amount arag types of wo's At

Force nurses arc actuar 'y corng: f 3o, these methogs cou ' d ungerstate




tre number of nurses required to do that work and create short-staffed

situations.

Furpose of the Research

The purpose of this research is to attempt to identify variabiiity
‘n the way in which Air Force and civilian hcspitals determine nursc
manpower requirements. By comparing these hospitais' methods of
manpower determination, the researcher expects tc discover differences
among them. Al though such differences would not nécessariiy mean that
one staffing method is absolutely more effective than another, they may
in fact represent ways by which the Air Force could improve its nurse

staffing process.

Guiding Questions

The foilowing investigative questions wiil guide this research
effort:

1. rHow does the Air Force determine nurse manpower requirements?

2. How do civilian hospitals determine nurse manpower

requirements?

3. How do the manpower leve! determination methods of civiiian
hospitals differ from the Air Force method?

4. How do civilian hospitals differ from one another in their
nurse matpewer determination methods?

Scope and Limitations of the Researcn

The current Air Force method of determining nurse manpower levels
will re discussea in detail in Chapter !\V. It is bascd essentially on
Air Force Regulation (AFR) 25-5 and two Air Force Manpower Standards,
AFNIS 5206 and AFMS 52Q7 (26). Although the manpower standards apply to

a l Air Force hospitals and medical centers, there are relevant

3




differcnces in application of the standards that result from a paricular
hospital's size, location or range of services (such differences are
documented in the standards themselves). The rescarcher recognizes Ine
impracticality of discussing each one of these differences in detaii,
ang sSo has sciecteg a specific exampie (o demonstirate apppiication of
tre standards.

THe civilian nospitais analyzed in th:s study form wnat s inicnded
to De a representative sampie of the civilian ndrsing environment in
genera.. Due to the nature of the research, iiterally every nospita. s
a notentiar source of a new or different staffing method. or of other
‘~nformation that may be usefu! to the Air Force. However, the |imiteg
Z€Ss avaiiabie t0 the researcher necessitated ‘cokirg oniy at a

ac. ca. nurber of itnese nossitais.

Wriie tne Air Ferce nurse staffing method is characteristicatiy

tetarleg and cocumented, ‘ne researcner has observed significant

grsforgnces 10 the degree 1o whi

¢ch civiiian hospitais specify,
stargard:ze, document and regutate their nurse staffing methods. As a
resuit, the deitailt in which tney can be discussed here necessari 'y
varies. His fact hardiy uncermines the importance of (ooking at
ncspitais whose metnocs are ifess rigorous, however. On the contrary,
such hostitals are legitimate candidates for inciusion in this stucdv.
since *hey represent as much as any other hospital the "state of the

art" az far as nurse staffing is concerned. it is entirely poss.idle,
furthermore, that nospitals with statfing methods that lack extensive

£o iCy ang orocedure guideiines find tne results as satisfactory as

theze procuced by the most precice, sophisticated, reguiated mctnoas.




Definitions

Throughout this paper, the following definitions wiil be used
{unless otherwise noted):

Nurse. A registered nurse (R.N.), providing in-patient healtn care
in a hospital.

Shortage. "An inadequatc numper of nurses *o care for patients a-
some professiunaily determined leve: of adeguacy" (45:295). Shortage as
used in tnis study refers to an inability to fill existing positions,
which, if filled, would constitute adequate staffing. For exampie, if
all nursing vacancies were filled in a given unit, there wouid be no
shortage fors that unit. The concept of nursing shortage is not confined
to individuai units or hospitals, rowever; it applics naticnwige and
even worldwide.

Short-staffed. A condition such that, even if al! vacancies are
filled, there is stiil inacguate nurse manpower (O proviae patient care
"at some professicnalty determined ieve! of adequacy’” (45:203;. This
definition recognizes that tnc number of au‘norized nurses for a
particutar unit does not necessarily cqual the number of nurses regu.rec
by that unit,

Civiiian hospital. Any hospital not urder the direction or ine
Dcpea, tment of Defense (DCD).

Work center. "“A group of personne! that use similar machines,
processes, methods and operations to perform homogenous work usually
focated in a centralized arca. Personnc! within a work center perform

worw that basically contributes to the same end product or resuit. anc

their cuties arc simitar or c.oscly retated" (25:2).




Manpower standard. “Standard publication establishing a work
center description, workioad factors, manpower equaticn and a manpower
table by Air Force Specialty Code (AFSC)" (25:2).

Work center description. "A format that identifies work center
respoNnsib.lities structured for easy measurement of work categories,
tasks and subtasks" (25:2).

Manpower requirement. A unit of work, usually expressed in wno:¢
man-years, that has been recognized ... as a requirement for imiss.on
accompiishment" (25:1).

Manpower authcrization. A reccgnized mangower roguirsment fcf a
federal agency] that has been funded through the President's budget"
(25:15.

Additive. '"Work performed that is not part cf the basic work
center description and therefore not part of the basic work center
manpower standard” (25:1).

Manhour availability factor (MAF). "The average number of mannours

per month an assigned individuai is available to perform primary dutics.
Required manhours are divided by the MAF to dctermine manpower

requirements” {11:364).




HE LITERATURE

Short-staffing and the Nursing Shortage

Literature on the topic of the nursing shortage and short-staffing
can be found throughout professional hosptial administration and nursing
journals. While autnors may disagrec on the causes and ithe remedies.
few argue against the seriousness of the situation. in a recent po.! of
3023 nurses, 90% of whom were R.N.s working in hespitals, over 6980
reported having an increased workload and working more overtime in the
current year than in the past year (15:34,39). Mychelie Mowry and Ralpn
Korpman estimate tne current shortage is likely to be the rule ratner
than the exception in the coming vears, citing increasing vacancy rates
and decreasing cenroliment in nursing schoois. Tnis situaticn is much
worse than previous nursing shortages, because it has spread to ai!
sizes of hospitals, in all areas ¢t the country, in al!! nursing
speciaities (35:29). Mowry and Korpman report that the cemand for
nurses in the ycar 2009 is expected to exceced the availabie suppiy Dy
1.2 mitlion (35:21).

Genevieve Chandier would disagree with such a projection, though
she tco acknowiedges the basic probiem of getting nurses to fili the
vacancies. Chandlier contends that there are enough nurses alreaay
recruited and educated to alleviate the shortage, if onfy they couid be

brought back to work and retainzd at their places of employment (3:4).

The issue, she says, is '"the system ic killing them softly,; softiy
enough so it is difficult to identify a probiem" (3:4). Hospitais’

emphasis should be on reta'ning anurses, rather than recruiting and




marketing: "The plan of action would address how the hospital machine
can be made to stop chewing-up and spitting-out nurses and how the
system can be redesigned to retain nurses" (8:4).

Lois Friss suggests that the current nursing shortage stems from a

"self-reinforcing downward cycie of occupational attractiveness”

(18:235). Nurses enter the profession with a variety of educational
experience, but soon reach a salary ceiling (within a few years)
regardiess of their education level. This makes them relativeiy cheap
labor compared to potential technological investments such as bedside
computer terminais or information systems. As such, nurses are misused.
forced to do menial or clerical tasks for which they are grossly
overqualified in the name of short term economic efficiency. Nursing,
as a result, becomes less attractive as a career to both current and
potential nurses; those in the profession leave it or work only part
time, and those considering it choose other careers (18:234).

The effect on nurses who are forced to work in such an environment
of shortage and short-staffing, and on the patients for whom they care,
is as predictable as it is harmful. Lesley Mackay reports that 68 of 188
nurses she interviewed saw understaffing as the main cause of high
stress in their jobs, stress which ultimately gets communicated to the
patient (36:34). Nurses seldom have time to get "caught up", or to
double-check things they have done. Furthermore, nurses' potential for
injury is increased in an understaffed situation, both because they are
rushing to gei everything done, and because they attempt things they
would not otherwise have to do, such as turning a patient by themselves
because there is no one to help them (30:33). Prescott denounces
hospitals that, as a matter of policy, staff themselves so thinly that

8




"there were inadequate numbers of nurses to meet the ... neced even on
units wnere all vacant positions were filled” (45:288). As a result of
such policies, the nurses become "burned out” and the quality of the
care they can give suffers (45:2G8). Examples of affected patient care
include: patients being less carefully monitored; some treatments not
being completed, such as dressing changes and turning of patients; call
lights not being answered promptly; medications not being administered
on time; iittle psychosocial support; incompiete documentation; and more
frequent medication errors {48:35). Concern about this environment is
echoed by Elspeth Currie, who as a British nurse has been caught up in
the heavy cuts to the nursing force recently made by the British
government. According to Currie, these cuts are forcing nurses to make
"impossible choices between expediency and standards of care" (19:60).
A "climate of negligence” is created wherein the chances of disaster
increase. The painful irony in this, observes Currie, is that if
something does go wrong, the nurse will be blamed by the same
organization that created the climate in the first place (18:608).

Other authors take Currie’'s point further. More and more
fiterature is being written on the legal liabi!ity of nurses who are
made to perform their duties in a short-staffed situation. Ellen Murphy
discusses the consequences of patient injury precipitated by inadequate
nurse staffing. She points out that there are few cases thus far on
record where a nurse has been named as a defendant for something that
happened while and because her unit was short staffed (36:116). Some
general trends have emerged from these few cases, however. For example,
short-staffing will be considered in determining if the nurse in

question acted in a "rcasonabie" way. It will not, on the cther hand,




gxcuse the nurse who fails to do what a reasonabie nurse would have
done. If it is determined that the patient's injury would have been
prevented by adequate staffing, and that the nurse acted reascnably, the
hospital is more lixely than the nurse to be found liable (36:117).
Jearne Beliocg believes it is urlikely that a nurse wouid be suea
witnout the empioyer aiso being sued. This, she claims, is true for
several reasons, inctuding the "tremendous sympathy a nurse evokes" and
the public’'s perveption that '"the nurse is not solely responsibie for
the patient's care” (3:76). Regardless of whether the nurse is found
‘iable, or wheiher a case is even brought to court, the threat of
liability caused by wcrking in a short-staffed environment creates one
more emctioratl and menta! burden nurses do not need, but must bear.
They must be ever-cautious to aocument their action, and possibiy their
protestations, taking time that could better be spent caring for
patients (3:78).

Tony Delamothe perhaps best summarizes the demoralizing and
detrimental effect short-staffing has on nurses, who are more and more
being called upon to "shoulder an increased workload of nursing and
non-nursing tasks in an environment of diminishing resources” (14:35).
He points out that nurses are in the best position to know what
patients' needs are, and try to meet those needs, but cannot. And "when
the strain of endless falling below their standards becomes too much,

they leave” (14:184).

Addressing the Situation
Siven the abundance of literature on the nature and conscguences of

short-staffing and the nursing shortage, it is not surprising to find a

18




correspondingly targe amount written on what can be done to resolive tne
situation. Authors range from nurses tnemseves to physicians to
academicians, reflecting a variety of angles and viewpoints. As is the
case with virtually any topic, an author's opinion on aileviating the
nursing shortage is susceptable to bias, gepending on his or ner
particular perspective. For example, a nurse who has recently worked on
a short-staffed unit might suggest higher nurse pay as a solution,
because he or she nnows several coileagues who quit to pursue other
{higher paying) careers. On the other hand, a hospital administrator
might focus on reallocation of existing nurse resources, because ne or
she believes there are encugh nurses to go around; they are simply being
used improperly. Whether the approach is bascd on systems management
and statistical anaiysis, or persona! experience and emotion, a common
thread ties the literature together: the situation must be resoived in
the best interests of the nurse., the hospital and most importantly. tne
patient.

Just as the !literature on addressing short-stafffing and tne
nursing shortage varies greatly in perspective, it varies greatly in
terms of scope. Again, depending on the author (and the target
audience), a journa! or magazine article may propose anything from a
"Here's what we did on my unit' approach to a national, indeed giobal,
strategy for deafing with the situaticn. Mary Maflison cautions against
relying on the latter approach too heavily:

We now know from the most recent [American Hospital Association]

survey, for example, that one in seven hospitais in this country

has no nursing shortage, whiile ancther one in seven has a shortage
so severe that beds have been closed or admissions have been

curtailed. We are not al! in the same boat. Answers arc often
hospital-specific, sometimes unit-specific. (31:845)

1t




Regardless of perspective, it is useful to recall here the distinction
between nurse shortage, i.e. the inability to get nurses to fill
existing positions, and short-staffing, which concerns whether those
positons are adequate, even if they are all filled. The rest oi this
section deals with the shortage itseif; the next section deals explictly
with staffing.

Much of the literature takes a broad, rather philosophical view of
the shortage, centering on both the actual and perceived roles of the
nurse. Darrel Follman, for example, believes that a significant
contributor to the shortage is the "misutilization" of nurses, who have
in recent years "returned to doing menial, mundane tasks for which
they're overprepared” (17:8). '"Who could imagine'", he asks, "a
nrofession that mandates 4 years' collegiate education so that its
graduates can clean tables, make beds, run bedpans, do heavy lifting,
stock shelves..., route telephone traffic?" (17:9)

Follman, then, doec noi reflexively call for more nurses to
aileviate the shortage; rather, he recommends a redefinition of nurses’
worklioad such that they can concentrate on the more cerebrai, more
challenging aspects of their profession. Implicit in his discussion is
the belief that the shortage can be at least partially reduced by
reducing the number of nurses needed to provide patient care.
Specifically, he recommends the "return to a division of labor whereby
skill and know!edge levels can be matched to patient care demands"
(17:18). Such a division would leave the routine, non-challenging jobs
to a "nonprofessional" level of worker, such as a nurse's aide, thereby
freeing the nurses themselves to focus on areas !ike "patient teaching,
nursing care planning and problem solving" (17:1 ,.

12
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implementing Follman’'s idea would require, by definition, removal
of some patient tasks from the direct influence of the nurse. He
acknowledges that many nurses would become uncomfortable with the
additional distance placed between them and their patients, but
emphasizes delegation as a key ability good nurses need to develop:

A nurse can be accountable by doing all things for all assigned

patients, or by delegating responsibilities appropriately. After

all, directors of nursing are held accountable - legally, in fact -
for care to all patients under their jurisdiction even though they
don't render it ... Because appropriate delegation for patient care
requires an intertwining of clinical prowess with administrative
savvy, delegation is a skill nurses must nurture, because the
administrative dimension imminently serves the nursing interest as

does the clinical. (17:18)

Mackay echoes the concern about the nurse's role. She cites a
study conducted in 1572 which "found fairiy high levels of misuse of
nurses regarding 'non-nursing chores'" (38:34), and ciaims the situation
has probably gotten worse since then. Besides the obvious fact that
wasting specialized, highly-schooled nursing talent worsens the shortage
situation, such misuse has a more subtle, but equally important,
consequence. New nurses, who learncd the theory of their profession in
schoo!, will see that its practice is quite different. They will absorb
what they see other nurses doing, and incorporate that into their
personal view of nursing. |f, as they enter the profession, they
witness other nurses having to do menial! or clerical tasks instead of
sitting with a patient for a few minutes, they "will accept without
question that nursing is merely doing things to people - cleaning,
feeding and giving medicine. Nursing as caring is much jess likely to
be iearned” (39:34). |If these ncgative effects are to be avoided,
nurses and their skilis will need to be applied more carefully in the

future (30:34).

13




Some argue that a change in the perception of the nurse’'s role must
be preceded by a change in the perception of the nurse herself/himse!f.
As discussed above, nurses are often viewed as relatively low cost
sources of productivity when compared to more technoiogical alternatives
like computers or information systems (18:234). The impacts of
increased workload, long shifts, and a generaliy high stress levei take
their toll on these resources, to the point where they become overloaded
and react by quitting the hospital or the nursing profession altogether.
Pameia Maraldo, Executive Director of the National League for Nursing,
believes that hospitals perceive nurses simply as "widgets", and the
public perceives them as "the loyal, courageous foot soidier who is
always there when they need us" (43:88). Although neither of these
perceptions is particularly malicious, a view which more accurately
reflents reality is needed if nurses are expected to enter and remain in
the nursing profession. According to Roy Mercer, the solution to the
nursing shortage

requires a change in the attitudes and actions of administrators

and physicians. It requires the recognition of the value and

contributions of those who reaily deliver health care, and ... a

orofessional partnership with nurses even when we don't have

nursing shortages (33:6Q).

in addition to such abstract approaches to the nursing shortdge,
there are plenty of specific, ciearcut recommendations to dealing with
the probiem. Not surprisingly, the call for higher nurse wages is at or
near the top of many lists (18:234; 34:158; 44:19; 46:7; 48:36). Both
Trinosky-Lind and Friss make the point that nurses' pay is comparable to
what new baccalaureate graduates make in other fields, but because
nurses' pay pecaks sooner, there is less incentive to make a long-term

commitment to nursing (48:36; 18:234). Furthermore, the compact salary

14




structure within the nursing profession blurs the distinction between
new and experienced nurses, becausec there is a relatively small wage
difference between these two groups (18:233). Friss calls for an
increase in the number of pay steps within an nurse's career, based on
education and experience, so that "a nurse with 15 toc 28 years of
experience and demonstrated competence [would] have the opportunity to
earn at least twice the saiary of a new graduate” (13:233). Generally
higher pay, with a stratified salary structure, wou!d make nursing more
attracive as a long-term proposition for current nurses and encourage
new nurses to enter the profession (483:36).

Other specific recommendations for recruiting and retaining nurses
include: reimbursement of tuiticon expenses for continuing education
{24:1206); pay bonuses for signing-on, referring new nurses and
retention (24:1206; 44:18); better imformation systems (46:7; 34:358);
payment of malpractice insurance (48:36); extensive orientation for
nurses new to an organization (44:19); child care services (24:.1206;
48:36); elimination of mandatory "float" policies, which require nurses
to fill in on other units (24:1286),; and reimbursement for unused sick
time (24:1286). Trinosky-Lind points out, as others do, that some
hospitals do provide a few of the services listed above, but a hospital
that provides most of them is an exception. These practices need to be
adopted on a widespread basis in order to enhance the image of nursing
as a desirable profession (48:36; 44:19).

While the above recommendations are understandable and refatively
straightforward, thc most controversial attempt to cope with the nursing
shortage is a proposal made by the American Medical Association (AMA) to
createc a new category of health care worker, the registered care
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technologist (RCT). The RCT would be purel!y a bedside caregiver,
recruited directly out of high schoo! and trained in nine months to
perform tasks |ike passing oral medication under supervision and
accessing the unit computer to retrieve patient information (1:18;
40:1). An additional! nine months of training weculd aliow an RCT to be
certified as "advanced", after whicn he or she couid administer routine
‘ntraverous (:V) medications under supervisicn and perform sophisticated
monitoring and patient care (40:1).

The propcsal has sparked outrage in the nursing community. Susan
Adelman notes that nurses feel the their profession is 'downgraded" by
the suggesticn implicit in the proposal that "minima.ly trained peopie
can do the samec work as highly trained nurses without a loss in qua::ty"
{1:18). At the pbiennial meeting of tne American Nurses Associaticn
{ANA} in June 1838, the 615-member House of Delegates unanimous vy
"cpposed the creatior. of reg'stered care technologists on tne basis that
they wou'd be unsafe, dupiicat:ve, costiy, and confusing to an aircacy
confusec health-care cystem” (34:158). Conn:ie Curran, former
vicg-president of the Amcr.can Hospital Association (AHA) Tivizion of
Nursing, oeiieves the pian was "bad!y researcheg” and wouid nave zer:ods
negative impacts on nospita's {44:2). Curran does not feel that trore
are enough young people "who have the literary skiils, trne human

retaticns skiils, and the work natits™ to fill RCT positions (44

ro

"1f McConaid's can't find peopie to flip burgers for $6.353 an hour" . sno
asks, "who's going to find RCTs to turn paticnts for $4.58 an hour?”
(44:2).

The AMA, on the other hand, conterds that many R.Ns arec scrious'y
interested in the proposal, because thcy scc that the creation of RCTs
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may help relieve nurses of some cf their too-heavy burden (40:2).

Adelman notes that the nursing profession cannot have it both ways; by

seeking higner pay and moving toward a more highly educated membership,

nurses are inviting hospitals to find less costly ways to perform manv

patient care tasks. She writes-
Hospitals will not only seek to hire registerced care technoiogists,
but also will decvelop monitoring specialists, fluid balance
technicians, medication administrators, general ward corpsmen,
advanced cancdy stripers, and anybody else whe can be given an
upscale name and paid tc do parts of the job once done chegapiy and
well only by nurses. (1:18)

Despite the stiff oppositon presented by the nursing community (and

"lukewarm support from sor * physicians'™), the AMA voted in Octobcr 1588

‘o procede with pilot RCT programs {(41:1). Up to four pifot projeccts

will bcgin in Juty 1988, at hospitais sclected by the AMA, where nurses
and physicians wili support the effort. Data on the programs will be
coliected in carly 1988, and recomendations will pe made to the AMA

Board of Trustcos on the future of RCTs by June 1880 (41:1).

staffing and Fatient Ciassification
Whiie the nursing community as a whole is committed to finding
relief from thne nursing shortage, individual nurses arc |ikely to be
mare concerned with the area of staffing, beccause 't affects literaliy
every minute of their shift (22:26). The number of nurses working on a
given unit, with a given number of patients requiring some varying
levels of nursing care, relates directly to any one nurse’s ability o
do nis or her job (38:25). 7o address thec shortage, one must ast '"How
many nurses do we need to filti ci! the staff positions, and how do we
gct them?™" To address the issuc of staffing, however, anc must ask,

"How many postions do we nceed to providce adequate patient carel”.
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I ¥ the person{s) responsible for determining nurse manpower
requirements for a hospital unit (usually a human resource manager
and/or nurse administrator) could see into he future, he or she would
know with certainty the two pieces of imformation most crucial to duing
kis or her job: how many patients the unit will have at any one time,
and how sick eacn of them will be. The value of knowing the number of
patients, or census, at any given time is cbvious; a higher census is
directly linked to a higher number of nurses required to provide patient
care. What may not be so obvious, however, is that each patient wil!l
require a different amount of nursing attention based on acuity (i.e.,
the severity of his or her illness) (38:25). Two nurses, each caring
for five patients, might therefore have work!oads so dramatically
different that while one is reilatively comfortable in performing his or
her job, the other is serious!y overburdened. Thus, acuity must be
considered in determining nurse staffing requirements. As Lois Nauert
puts it, "individual patients have varying degrees of nursing needs;
therefore patient assignment based [solely] on census is not an
appropriate method for distributing individual nurse reources" (38:25%).

Unfortunately, those tasked with budgeting for nurse requirements
sver an upceming year do not have the luxury of actually knowing how
many nurses will be needed during that time. Still, a core, or
bascliine, staff must be identified and employed based on a hospital's
projected census and some historical trend of acuity (6). It is
essentially the variation between this projection of nurse demand and
actuai! demand for a certain period that sets the stage for a
short-staffed situation, though short-staffing does not necessarily
result. tf a hospital has the ability to make virtually immediate (and
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presumably more accurate) nurse requirement projections {say, for the
next 24 hours), and has the resource flexibility to supplement the
basefine staff if necessary, short-staffing can be avoided.

At the heart of a hospital's effort to determine adequate
short-term nurse staffing levels is often some form of patient
classification system (37:105). Nagaprasanna defines patient
ciassification as "categorization of patients according to some
assessment of their nursing care reguirements over a specified period of
time", and cites an unofficial count of some 1,888 hospitals presently
using some system to classify patients (37:185).

Gallagher describes two general types of patient classification
system design: prototype evaluation and factor evaluation (18:45). The
prototypec evaluation model is based on categories which represent
increasing amounts of required nursing care. Characteristics of
patients (prototypes) who would fit into each of the categories are
identified, on the assumption that the categories are both exhaustive
and mutually excliusive. When the time comes for a nurse to classify a
particular patient, that patient's characteristics are compared to the
prototypes to determine the category in which the patient should be
placed. Gallagher notes that this mode! is subject to criticism as
being "subjective and too easily interpreted differently by different
nurse evaluators”™ (19:45).

The factor evaluation model is intended to eliminate much of the
subjectivity of the prototype evaluation design. With the factor
evaluation model, patients are ciassified according to specific factors
of care or nursing activities (such as feeding, bathing. administration
of medication, etc.) they require. An assessment is made of each
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patient’'s needs, from which an overall rating of total required nursing
care can be obtained (19:45-486).

Regardless of the patient classification design used, nurse
workioad must somehow be quantified, either for the categories of the
prototype method, or for the individual factors of the factor methoa.
Gallagher describes two common methods for quantifying or estimating the
nursing care needed for each "critical indicator of care”, defined as an
activity which, if it occurs, "will have the greatest impact on nursing
care time" (19:46). For the prototype design, estimates of nursing time
assignable to each category are determined by sampling the time spent on
patients within that category, and caiculating an average time.
(Remember, patients are initially placed in the same category if they
require the same type cf care.) The approach for the factor design
involves determining a standard time for each activity, and multiplyinrg
it by the number of times that activity occurs. The resultant times are
then totaled for each patient, to determine reguired nursing time
{19:48). The problem with quantifying nurse workload using the
"category" mcthod is, as Gal'lagher points out, "largely one of
precision”, especially when the range of criteria for inclusion in the
category is broad (19:46). He cites the example of a unit that has
previous.y calculated an average of 2.5 required hours per shift for
patients in a particular category. |(f all of the patients currently in
that category turn out to need 3 hours of care per shift, the unit could
be understaffed. Understaffing can also occur when a number of patients
in 2 particular category falls just short of gualifying for the next
higher catcgory, and consequently of qualifying for additional staff

(19:46).




The "time per activity" approach reduces some of the uncertainty of
the category approach, but is not without shortcomings of its own.
Gallagher states that a major reason for its (historically) |imited
usefulness is the failure to recognize that the same activity may
require a different time on different units or even different shifts. A
second reason is the failure to distinguish between high and iow impact
activities, i.e., which factors te include in the evaluation and which
to leave out. |f too many are included, classification becomes too
"encumbering" and time consuming (19:46).

Edward Halloran et al. criticize the factor evaluation model of
patient classification as being too simplistic to be of much use:

Patient classification scherss traditionaliy conceptualize nursing

as the completion of somne standard work complex or task pattern

(defined in time intervals) associated with sefected patient demand

attributes. Assumed in these staffing methodologies is the

existerce of a standard value which dcfines the nurse-patient ratio
appiicable to all situations ... Differences among nurses, in
organizational support systems, tradition (past practices) and
e.onomics play no part in determining staff size and composition in

these methodologies. (23:28)

Halloran et al. suggest that a mcre accurate method of patient
classification is one that captures not only the physical aspects of
nursing, but the "intel!lectual" aspects as well (23:29). Since a
nurse's assessment of a patient is a large determinant of the care that
will foltow, a classification system should iicorporate that assessment.
Such a "nursing diagnosis-baced” system defines the relative need for
nursing care by capturing information on a patient's "conditions" on a
daily basis. These conditions are assessed by the nurse (essentially a
"yes/no" judgement) and are intended to form a complete picture of the
patient from which required nursing care can be determined. Examples of

conditions include: potential for injury; iess nutrition than required;
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activity intolerance; impaired mobility; discomfort; pain; knowledge
deficit; anxiety; and potentiai for growth in family coping (23:37-38).

Halloran et al. contend that the nursing diagnosis classification
system, if implemented properly, provides information sufficient not
only to insure adequate numbers of staff, but also to optimize the matcnh
between patieint and nurse {(23:40). As part of the implementation,
information is maintained on the avaiiable nursing staff, such as
"education, experience, capability to perform physical and psychoiogical
aspects of care, and salary rate™ (23:41). Management can thus review
the personnel on upceming shifts and assign them to those patients whose
conditicns they can best handle.

An important part of any patient classification system is its
interrater reliability. Phyiiis Giovanneti defines interrater
relaibility as "the result of two or more persons classifying tne same
patient at the same time'" {20:8). She notes that reliability is a
matter of degree, and that high reliability must be pursued continuaily:

High interrater reliability coefficients provide assurance tnat ine

same category of care will be determined for tne same patient oy
different nurse raters. A high reliability coefficient does not
mean that the instrument will be rciiable forever... The most

effective way to ensure a high coefficient of equivalence, or
interrrater reliability, is to provide an inservice educatiaon
program for all members of the nursing staff who may classify
patients... Once an acceptable level of retiability has been
achieved, periodic checks should be made to ensure that reliapility
continues. (20:6-7)
Nagaprasanna points out tnat the number of patient ciassification
systems currently in use is unknown, but a recent survey of hospitals
indicated that 42% (of 231 respondents) used an internaily developed

system (37:106). Sixteen percent reported using commercial sysioms,

such as CASH, MEDICUS and the University of Saskatchocwan system
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(37:185). While some patient classification systems are usable
throughout the entire hospital, others may be unit-specific, as in the
case of the Therapeutic Intervention Scoring System (TiISS). TISS is a
simple-to-score system designed to measure patient care needs on an
intensive care unit (ICU) (28:79). It makes use of over seventy
therapeutic interventions (ICU nursing tasks or diagnoses), each of
which has an associated point value ranging from 1 to 4, depending on
the intensity of nurse involvement. An ICU nurse classifies a patient
by totaling the applicable points every 24 hours, and places him or her
in one of four categories which reflect amount of required nursing care.
According to Rena Litt, TISS can be used "to determine the severity of
illness, establish nurse-patient ratios in the ICU, ... analyze the cost
of intensive care in relation to the extent of care offered, and ... for
comparing similar data from other hospitals" (28:78). iIn addition, TiSS
can be used to determine if a patient needs to be admitted to the ICU in
the first place, or if continued stay is necessary (28:79).

A classification system of particular interest to the Air Force is
the Work!oad Management System for Nursing (WVNS), developed by the
Department of Defense. It is a two-part system which enab!zs managers
both to categorize patients according to required nursing care, and to
allocate nursing resources (58:288). Details of the WNS will be
discussed in Chapter |V,

Regardiess of what type of patient ciassification system a hospital
chooses to use, the system's primary purpose is to determine staffing
requirements, usually in the very near term (37:185). When the
projected staff requirements excced the baseline staff employed for a
particular unit, the hospital may have to make a temporary staff
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adjustment. Available options inciude increased overtime, using an
internal “fioat” pool, or niring from an external agency (27).

Short-term staff adjustments will be discussed in Chapter V.

Summary

The current nursing shortage affects nurses, patients and tne
health care industry as a whoie. The chapter discussed the causes cof.
impacts from and sclutions to the shortage, but virtually ali authors
agree something must be done to rectify the situation. The creation of
RCTs is the AMA's most current, most controversial large-scale approacn
to the problem. On a lesser but no less important scale, nurses are
concerned with the staffing levels on their own unit, whicn may or may
not be sufficient to provide adequate nursing care, even it ali staff
positions are filled. Patient classification systems, inciuding the
Workiocad Management System for Nursing (WMSN) developed by the
Department of Defense. are a popular means of determining nurse staffing
requirements in the short term. When a system indicates a need for more
staff on a unit than is scneduiled for that unit, a hospital can mecet the
need by increasing covertime, using nurses from an internal! "fioat" poo;

or hiring nurses from an agency.
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1. METHODOLOGY

Research Design

C. William Emory igentifies seven different perspectives from
which research designs can be viewed (16:59). Two of these perspectivcs
are particularly reievant to tne design of this research: 1} the methoa
of data co!lection and 2; the type of study, determined ty the study's
purpose (16:59).

Data Collection. (n discussing methcds of data collection, Emory

distinguishes between "observational and survey data coilection
processes' (16:6Q). As part of the observational process, the
researcher simply watches and collecis information; he or sne does not
interfere or intcract with the subjects of the research. To gather data
by survey, however, the researcher must interact with the-subjects,
"interrogating" them and recording their responscs (16:68). Emory cites
"a traffic count at an .intersection {and] a search of a library
coliection" as examples of observation, and suggests "mail, teiephone or
personal interview" as different media for conducting surveys (16:60).
Given the right circumstances, the task of collecting data on
hespitais' nurse staffing methods could conceivably be accomp!ishea by a
purely observational (as defined by Emory) process. The staffing
methods would have to be either simple enough to be describabie soiely
from watching their appiication, or documented thoroughiy enough to be
comprehensive and perfectly self-expianatory. The guestion of adequate
documentation was answered eariy in this study. The Air Force manpower

standards and their guidelines for application are quite cxplicit {with




supporting information available in AFR 25-5); as such, they surrender a
great deal of useful data to observation. On the other hand, many
civilian staffing methods are noticeably lacking in written detail.
Informal, prefiminary telephone conversations with severa! civilian
nurse administrators indicated that their staffing methods were
certainiy understood by the peopie in their hospitals who used them.
Outsiders, however, could not understand the methods based solely on
what was documented, since many parts of the process were either not
written down at all, or written too vaguely to be of much use.

Directly observing the application of the staffing methods requires
both time and timing, neither of which could be guaranteed to the
researcher for any given hospital. For example, in order to watch a
nurse administrator develop an annuai nurse staffing budget and then be
able to describe the process thoroughly, one must be available at the
time (of year) and for the whole time the budget is being worked on.
Coupled with the fact that many elements of the staffing process may be
too subtle for an outsider to detect independentiy, and compounded by
the number of hospitals addressed in the study, the issues of time and
timing made data collection purely by direct observation infeasible, if
not impossible.

To overcome the limitations of the observation process in
supporting the objectives of this study, the researcher found it
reasonable to conduct surveys in the form of personal interviews. The
interviews were ve%y loosely structured, since the variety of both
staffing methods and staffing terminology among hospitals made a highly
structured, generic questionnaire impractical. Telephone interviecws
were considered, since they would allow a greater range and number of
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data points. However, the researcher learned from the preliminary
conversations discussed above that integral parts of the staffing
process such as budget reports, manpower tables and patient
ctassification systems need to be seen to be truly understood.
Teiephone interviews were thus of insufficient value as a primary means
of data collection, though the researcner found them helpful in getting
clarification and follow-up information when necessary.

In summary, the researcher used both observation and survey
processes in colilecting data for this study. Observation was most
useful in anaiyzing the Air Force method for determining nurse staffing
requirements. Surveys, in the form of personal and telephone
interviews, were usec to obtain analagous data from tne civitian
hospitals. The procedure for seiecting hospitals for the study is
described later in this chapter.

Type of Study. Emory categorizes studies as eitner descriptive or
causal. The difference between them, he writes,

...lies in tneir objectives. If the research is concerned witn

finding out who, what, where, when or how much, then the study is

descriptive. if it is concerned with iearning why, i.e., how one

variabie affects another, it is causal. (16:860)

Using Emory's distinctions as a guide, this study must be classified as
descriptive. I[ts purpose, as stated in Chapter |, is to identify how
Air Force and civilian hospitals determine nurse staffing requirements,
and to examine areas where their methods differ. To that end, much of
the anatysis (s dedicated to describing, in considerable detail, tne
results of the data collection process discussed above. The remainder

of the analysis focuses on guaiitatively comparing the subject




hospitals' cifferent ways of dealing with various eiements of nurse
staffing, and suggesting some positive and negative conseguences of

gach method.

w

eiection of Hospitals
in a study such as this, where one Intentionaily seews var:ety in
the sample. iiterally every member of the poputation merits
consiqeration for inclusion. It is impossible to know, witnout
sampling every hospital, the number.of different methods used to

determine nurse staff requirements. The differences may be great or

slight, but even the slight differences may have a significant impact

on the resuits. Therefore, only a sample size as large as the number of
hospitais wili insure that ali metnods are analyzed. Whiire a mucn
smailcr sample size will support statistical inference, quantitative
generalizations to certain population parameters do not scrve the
interests of this stucy.

Limited resources dictated that researcher estabiisn priorities as
to which hospitais would be represented in the analysis. He determined
that hospitals demonstrating differences within significant eiements of
the statfing process should compcse the sample. Early telephone
inguiries and the first formal interview were used 10 categorize the
data into four generai staffing areas (discussed in the next section).
The researcher also identified another key element (i.e., patient
classification systems) that impacts more than one area and is a major
contributor to the stafting process.

By subsequentiy looking for nospitals which provided variety in

one or more of these arcas, the researcher was applying a

o
o




non-probability sampiing technique called "purposive sampling' (16:280

——

Emory legitimates the use of non-probability sampling when one is
"iooking oniy for a feel of the range of conditions, or for exampies of
dramatic variations" (16:279). A probliem with purposive sampling, where
one "handpicks sampie members to conform to seme criterion” (16:280). is
that the necessary conformance is not always evident. In this study.
for example, the researcher couid only tell which hospitais woulg
provide variety by actcally contacting them. To dea!l with this preotlem,
the researcher simply seiected hospitals, in aiphabetical order, from
the local telephone directory and called each hospital's responsibie
nurse staffing person{s). When no one was availiable, the next hospitai
was calied. Once the researcher iocated someone qualified to discuss
nurse staffing, he expiained the purpose of the siudy and described the
staffing arcas in which he sought variety. |If the hospital's staffing
method appeared to demonstrate the requisite variety, an appointment was
arranged for a formal interview. In ail bu* one case, the hospita:s
that were selected for formal interviews are included in this study. The
exception was a hospital that was about to implement a new patient
classification system at the time of tne interview. Subsequent cnanges
to the system and deiays in its impiementation preventea the rescarcher
from acquiring sufficient information to adequately describc the
staffing method.

The researcher used the local phone directory (and consecguentiy,
local hospitais) as a matter of convenience. ODuring one of the
preliminary telephone conversations, however, a nurse administrator
suggested that the reéearcher try to tind an example of a hospitai that
used a particular general approach to nurse staffing (6). The
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researcher was abie to locate such an cxampie in Chicago, i.c2. the

University of 1ilinois Hospita', ana arranged for an interview there.

Bases of Comparison

G

The genera! staffing-retated areas intoc wnicn the data for thi
siudy can be catcgorized are: long-term staffing roguirement
getermination; short-term staffi:ng reguirement determination;
short-term staffing adjustment; and minimum statting standaros. Aiong
with patient ciassification systems (wnich may affect ncne., cne or more
cf tnese areas, depending on tne hospitat), these areas represent tne

bases of the comparisons drawn among tne sampie hospitals:

Patient Ciassification Systems. Uescribed in Chapter . Tncir
inc.usion as a basis for comparison is driven by tne fact that., in

ngspitals where they are used, they intergraily affcct the ctner arsas

explained beiow. The different types of systems affect nurse staf

w

a:fferentiy. !'n ddition, application of the systems <an aico vary,

yietaing different results in two hospitails using tne

“

ame systiem.
Determination of Long-term Staffing Requirements. Describes tne
way in which hospitals project annua: nurse staff:ng needs. Tnese
requirements typicaily tare the form of budgetea fuli-time nurse
equivaicnt positions, rather tnan numbers of actuai nuUrse employces.
Trney are also referred to as "bascline'" or "core" staff pesitions.
Determination of Short-term Staffing Requirements. Describes the
way in which nospitais determine more immediate sta‘fing requirements.
These reguirements arg a refinement of the basciine staff, anc usua iy
agdress nceds of the next 24 hours. in some hospita:s, an intermed ate

refinement s aiso made on a montniy, or Si-weckly pasis.
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Short-term Staffing Adjustment. WUsually intended to reconciie tne
difference between the baseline staff positicns and current nurse
requirements, as determined in the short-term. The adgjustment may
invofve assigning ad<iticnal staff, rewiucing the number of staff, or
redistriputing the sta’f among nosp:tai units. Short-term adjustmeri:c
may aitsc be requirea simpiy to fill the baseline positions.

Minimun Staffing Standards. Refers to the existence of, ang ¢cve!
of. minimum numbters of nurses required to be on duty at any time.

Minimum standards may vary by unit, or shift, or botn.




V. ANALYS|S

Oescription of Staffing Methods

U.S. Air Force. Although the Air Force uses a patient
classifica*ion system {tne WMSN, discussed beiow) in some of its
hospitals, the system currently plays no part in the long-term staffing
process (5). instead, as noted above, Air Force nurse manpower
requirements are currently established on an annual basis in accordance
with Air Force Reguiation (AFR) 25-5 and Air Force Manpower Standarcs
{AFMSs) 5208 and 5287. AFR 25-% defines the policies, responsibiiities
and requirements of the Management Engineering Prcgram (MEP). tne
purpose of which is to '"develop unconstrained manpower standards that
address peacetime and wartime requirements at varying feveis of
worwxioad" [311:1). AFMS 5208 and AFMS 5207, which were deveioped by tne
Air Force Medical Management Engineering Team (AFMEDMET ), are used to
guantify, in the form of mathematica! equations and tables, the
man-hours and attendant numper of nurses required to accompiish
specified medicai/surgica! and obstetrical nursing tasks. The standarcc
atso identify the number of non-nurse personnel required (12:17: 13:2).

AFMS 5208 is used to determine the manpower requirements for the
Medical/Surg:cal Nursing Unit work center. It contains an attacnment
which describes the tasks nurses and technicians in the medical/surgical

Junits arc expected to perfarm. These tasks inciude direct carec of

medical/surgical patients, direct care of gynecological patients,

sanitation, and indirect nursing duties, such as supervision,




administration, training, and attending meetings (12:5). This
attachment to the standard is caiied the work center description (WCD).

In theory, 1.e medical/surgical WCD contains oniy tasks trat are
essential to the mission of mecical/surgical units. [t does not inciude
inferred or assuned workload, since "infcrred workicad is the

responsibility of another work center or function, {and| assumed work ;s
f ]

[N}

not necessary for the mission' {11:37).

The procedure for developing a manpower standard from a WCU s
thoroughly documented in AFR-25-5. In the case of AFMS 52086, the recui!
was two basic manpower equations which represent the core of tne Air
Force nurse staffing process (for medical/surgicail units). The two
gguaticns are the starting points for a facility's determination cof

nurse requirements, and are mutualily exclusive in their applicarion.

The first equation,

Y = -17.23 + 3.541X1 + 4,137X2 + 4.231X3 + 1.222%x4 (1)
is used by al! hospitals rnot part of a medical center. The cther
equation,

Y = -1303 + 3.785%1 + 4.925X2 + 4.704X3 + .9188X4 (2)

is for use py medical centers. For both cquations,

X1 = average days of bed occupancy by medical and surgical
patients/month (excluding pediatric, nursery, necnatal! intcnsive
care, psychiatric and obstetric patients)

X2 = average days of bea occupancy by pediatric patients/month

X3 = averagce days of bed occupancy by psychiatric gatients/month

X4 = average cays of bed occupancy/month by patients 63 yecars o'd
and aver (12:1-2).

[95)
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The dependent variable, Y, represents the total number of basic manhours
required to staff the medical/surgical units of the facility for a
month., Because of the potential for a large month-to-month variance in
the medical workload dictated by occupied beds, values for X1, X2, X3

and X4 are computed from data gathered over the past twelve months

in addition tc equations which calculate the numcer of basic nhours
required to staff the medical/surgical units, AFMS 5206 specifies
several additive equations which may apply, depending on the naturegc of
the services offered by the particular faciiity. Criteria for
applicability of additives include whether the facility has a close
obsecrvation room (OOR), a special carc unit {(SCU), a hemodia:ysis unit,
a residency teaching program, and whether the medicai/surgicai units
perform subspecialties such as cardiology, hematclogy, neurosurgery,
oral surgery, thoracic surgery, and urology (12:24-36). The addi tives
for subspeciaity and hemodialysis result in manhours that are added to
tiie basic requirement to determine total monthly manhour reguircements
for the medical/surgical units, exclusive of the SCU, COR and rcsidency
teaching program. This total is then divided by the appropriate manhcur
availability factor (MAF) to determine the number of personne! required
to staff the units. For the SCU, COR and resid=ncy teaching program,
the name "additive” may be misleading. Results from the equations are
not added in with thc total!l described above. Rather, each equation
represents a total in and of itseif, which is separately divided by the
MAF to determine the manpower requirements for the area. The reason for
this distinction becomes clear whcn the next step in the process is
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After the number of personnel required has been calculated, the
appropriate skill mix must be determined. AFMS 52086 contains a standard
manpower table that specifies, by grade and Air Force Specialty Code
(AFSC), the mix for a given number of required personnel, from which the
number of nurses can be determined. Because the requirea skill mix for
the SCU, COR and residency teaching program is diffcrent {nore nuices,
fewer technicians), tabies separate from the basic must be used. This
is why the manpower requirements for these areas maintain distinct
identities, rather than being biended in with the other medical/surgicai
requirements. For all areas, AFMS 5206 provides minimum staffing
requirements. 1f the number of personnel "earned" by the eguations is
jess than the minimum, the minimum is used instead.

Application of AFMS 5207 follows the same general procedure. AFMS
5207 guantifies the manpowetr required to accomplish the tashks listed in
Tts WCD for obstetrical nursing units (13:1). Like AFMS 5206, the AFMS
5287 WCD includes direct tasks, such as iabor and deiivery, nursery.
ocbstetrical (ante and post partum) patient care and sanitation, as we!!l
as the same indirect tasks (13:4).

The basic manpower equation for AFMS 5207 uses average births per

month as thc oniy dependent variable, X:
Y = -52.27 + 73.67X% {3)

Again, Y represents the basic manhour requirement to staff the units tor
a month, and is divided by the numbecr of hours each person is cxpected
to work per month (the manhour avaitfability factor) to determine the
required number of personnel. If, for example, the hospital averages

25 births each month, thc number of basic regquired manhours is
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calculated to be 1,789. When divided by the MAF of 145.2, this total
equates to a requirement for 12 persons to staff the obstetrical

units. Only two additives may affect this number: one for a residency
teaching program and/or and one for a neonatal intensive nursery. The
residency teaching program additive is identical to the one used in AFMS
5206. The neonata! intensive nursery additive is quite straightforward:
if the facility nas a Neonatal Level 1i nursery, a constant requirement
for twelve additional personne! is added to the total; twenty-five are
required for a Level I1{ nursery {the differnece between levelis is a
matter of size and degree of care that can be provided). AFMS 5287 also
provides breakdown of regquired personnel by grade and AFSC, as well as
minimum staffing levels (13:2,17).

After each unit has appiied the appropriate standard and additives,
total nurse reguirements for the entire facility are consolidated. At
this point, the number of required nurses may be adjusted, bascd on
factors external to the standards, such as changes in procedure, new
technologies, or projected higher (or lower) worklioad (26). Then, each
hospital and medical center submits its standard-earned manpower
requirements, along with justification for any necessary adjustments, to
HQ USAF via its major command. The maripower section of the Surgeon
General's office (HQ USAF/SGHM) reapp!ies the standards, validates each
hospital's requirements, and consolidates them. They are then forwarded
to the Department of Defense for inciusion in the the DOD budget request
{25:5). These requirements may or may not be funded, but either way
they are a matter of record (26).

An example using a specific facility (the Wright-Patterson AFB
Medical Center) best demonstrates how each hospital applies the manpower
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standards in accordance with its individual characteristics to determine
nurse requirements. Using data compiled over the last 12 months, each
Wright-Patterson medical/surgical unit applies equation (2) of AFMS 5286
to determine basic manhour requirements. Equation (2) is used, since
the facility is classified as a medical center. Attachment 11 of AFPMS
5296, an applicability matrix, describes which additives are relevant
for each facility (12:45). |In the case of Wright-Patterson, the
additives for subspecialty patients and hemodialysis apply. The
manhours resulting from their equations are totaled with the basic
manhours and divided by the appropriate MAF, 145.2, to yield the number
of personnel required to staff these units. By consulting the standard
manpower tabie, one can determine how many of these personnel are
nurses. The calculations do not end here, however, since
Wright~Patterson also has a SCU and residency teaching program. For
each of these two areas, the additive equation in AFMS 5206 is applied,
required manhours are calculated, manhours are divided by the MAF, and
the number of nurces is read off the a-ropriate manpower table.

At the same time, the Wright-Patterson obstetriﬁal units apply AFMS
5207 to determine their own requirements. They use equation (3) to
determine basic manhour requiremnts and, as above, calculate the number
of nurses from the MAF and manpower table. Again, the residency
teaching program additive generates further nurse requirements and,
because Wright-Patterson has a Level || neconatal intensive nursery, an
additional six nurses are needed (13:17).

Although all Air Force facilities determine annual staffing
requirements in the manner described above, Military Airlift Command
(MAC) hospitals have implemented the WMSN patient classification system
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as a means to determine short-term nurse requirements. Classification
according to the WMSN is derived from the amount of direct nursing care
required. "Direct nursing care" is defined as "nursing activities that
take place in the presence of the patient, the patient and his or her
family, or the family" (58:281). The activities
are:
observable, behavioral, and include positioning equipment,
expiaining the procedure to the patient, preparing the patient,
performing the procedure, removing the equipment from the area,
recording the activity, assessing and observing, and teaching.
(50:291)
A user of the WMSN determines which direct nursing care activities are
projected to be performed over the next 24 hours, based on critical
indicators of care in the areas of: vital signs; feeding; emotionai
support; treatments, procedures and medications, intravenous therapy;
teaching; monitoring; activities of daily living; and continuous care
(58:291). Points are assigned for specific indicators in each critical
area, and are totaled across all areas to determine a patient’s
category. (Category | equates to minimal care and Category V! equates
to extensive nursing care.) Though the pﬁint values for each indicator
are fixed, the classifying nurse has some discretion in insuring that
nursing care needs are thoroughly identified. Some indicatoré, for
example, allow the nurse to assign points for each time the activity is
expected to occur. Others allow the points to be doubled if two
people are needed to complete the task. Once the nurse has categorized
alt patients under his or her care, he or she determines total nursing
care hour requirements by consulting charts developed for the
appropriate clinical area: medical-surgical, pediatrics, psychiatry,
obstetrics-gynocology, nusery or critical care. Each patient in a
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particular category trans!ates into a certain number of required nursing
care hours, a number which varies depending on the clinical area. At
this point, the charge nurse can convert the total care hour
requirements into the recommended staff mix, using charts developed for
that purpose. Like the required nursing care hours, the staff mix
varies according to clinical area, but it also varies by shift. A total
staff requirement of 48 persons for a 24-hour period breaks down to a
need for 7 day shift nurses on an obstetrics unit, versus 11 on a
neonatai intensive care unit. Because each nursing hour care
requirement chart has a percentage of time factored in to account for
indirect nursing care time, the charts are meant to represent total care
requirements (56:291).

Vail et a!. cite several potential uses of the WNS at the hospital
level, in addition to its ability to determine staffing requirements.
For example, it can be used to demonstrate a need for additional nurse
authorizations, or to justify existing positions. |t might provide a
way to direct admissions to less burdened units, if the hospital has
sufficient fiexibility to do so. It provides a basis for comparison of
what patient care is needed {as documented by the system) and what care
is actually being provided and documented. Finally, it facilitates
workioad-to-staff ratio comparison as a measure of nurse productivity
(50:292). Though these comments were directed at the WMSN, they could
be made about a number of other patient classification systems.

The Department of Defense (DOD) has directed that ati military
hospitals begin providing patient acuity data generated from the WMSN by
{1 October 18389 (5). The data will uttimately be needed for use in
conjunction with DOD Joint Healthcare Manpower Standards, which are
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currently being developed. The 1 October deadline requires, of course,
that tuc hospitals implement the system prior to that time. Presently,
only a small percentage of Air Force hospitals have the WMSN in place,
and few more will have it by October. There is no integrated Air Force
plan, and consequently no timetable, to meet the DOD requirement (5).
instead, each hospital commander must identify the necessary resources
to implement the system, but these resources must come from within the
hospital's existing budget. This situation has caused and will continue
to cause extensive delays in establishing the WMSN as an DOD-wide
patient classification system, and may eventually impact the Air Force's
ability to comply with the joint manpower standards when they are
published (5).

University of |ilinois Hospital. In contrast to the nighiy

regulated, management-engineered approach used by the Air Force, tne
long-term nurse staffing method used at the University of 11linois (U of
() is far less rigid. tt is based essentially on experience-driven
staffing standards and a projection of the average daily census (ADC),
i.e. the average number of patients that occupy beds each day (21).

In the late 1978's, U of | used the MEDICUS classification system
to measure patient acuity. MEDICUS, a commercially developed product
(to be discussed in the next section), was never totally accepted by the
nursing staff, perhaps pbecause it did not quite "fit" the paricular
hosptial {21), and perhaps becausc the nurses required to use it had no
say in its development (37:186). In any case, the MEDICUS system,
short-tived at the U of | Hospital, had no significant impact on nurse

staffing.
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More recently, the U of | Hospitze!l attempted to develop its own
patient classification system. The system was intended for use
primarily as a means by which the hospital could formulate its annual
nurse staffing budget, drawing upon acuity data as a more relevant
measure of nurse workload than occupied bed days. The effectiveness (or
ineffectiveness) of the system was never demonstrated, however, because
it was never implemented. By the time it was almost ready for
implementation, U of | had decided to "get out of the hospital business"
(21). The plan was that the U of | Hospital, beginning sometime around
December 1988, would be run as a Cook County facility. With the future
of the administration and staff in serious doubt, ptans to impiement the
internally-developed patient classification system were dropped (27).

The current situation notwithstanding, the U of | Hospital stit!
has had to determine nurse staffing requiremnets in order to establish
operating budgets. As suggested above, the staffing standard is at the
core of the U of ['s staffing process.

The staffing standard represents the average number of patients for
which one caregiver shouid be responsible (48:1). Although at one time
the term "caregiver" may have meant nurse, licensed practical nurse
(LPN) or nurses' aide, it may be read today simply as "nurse", since the
hospital uses the primary (i.e., essentially all-R.N.) approach to
nursing care (21). The staffing standard is expressed as a decimal
number, rounded to two significant digits, and varies from unit to unit.
For example, the standard for the surgical intensive care unit (SICU) is
1.14, meaning that a nurse on that unit shouid be responsible, on
average, for the cafe of 1.14 patients. The pediatric unit, on the
other hand, has a standard of 3.12 (49:1). The standards werec
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established by the Department of Nursing and the head nurses, based not
on policy or procedure but rather experience and "corporate knowledge”
(21). Implicit in the standards is the assumption that they are
sufficient to insure adequate patient care. |In other words, they are
more than just an average of what has been provided historically. Since
they are used to determine future requirements, they must reflect
patient-nurse ratios that, in the administration's and nurses' opinions,
satisfactorily address patient care needs, regardless of how the
requirements have actually been met in the past.

To bridge the gap from staffing standards to nurse requirements,
the U of | Hospital requires a projection, by unit, of the ADC for the
upcoming budget year. This "occupancy projection" is provided by the
finance department and is based on recent trends as well as known future
developments that may impact a unit's staffing requirements (49:1; 21).
[f, for example, the SICU is scheduled to add (or lose) a particular
procedure during the next year, the number of nurses needed to staff the
unit will obviously be affected, since more (or less) workload will be
created. The workl!oad of other units, such as the step-down unit (whecre
patients requiring less intensive nursing care may be transferred upon
leaving the SICU), will also be affected (21).

in order to determine nurse staffing requirements for a particutar
unit, the U of | Hospita! Department of Nursing begins by multiplying
the appropriate staffing standard by the projected ADC for that unit.
The product represents the number of nurses needed to staff the unit for
an eight-hour shift, assuming that all nurses working the shift are
full—timé employees. Since this assumption is not always valid, the
product is actually expressed in terms of full-time equivalent (FTE)
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nurses. An FTE nurse (or simply FTE) is a unit of staffing measure
which describrs 8 hours of nursing care, regard!ess of whether the care
is provided by one full-time nurse, or two or more part-time nurses
working consecutively (21). The FTE concept is important because it
focuses attention on the number of nurse staff positions availaoie to
provide care for any one shift, and not on the total number of staff,
which may be different. Since there are three shifts per 24 hour
period, the number of FTEs per shift is multipiied by three to give the
number of FTEs needed for an entire day. To find the approximate number
of full-time nurses required to staff the unit for a whole year, the
daily FTE requirement is further multipliied by 365 and divided by the
number of shifts a full~time nurse typically works per year (a
historically based constant). This yields the number of nurses, working
eight-hour shifts, required to staff the unit for the year, taking into
account time off, sick time and vacation (21). Though as noted above
all of the hospital's nurses will not be full-time empioyees, this
method is apparently sufficiently accurate for budgeting annual staffing
needs. The same process is used to generate monthly requirements, since
the hospital analyzes variance between actual and required staff on a
monthly basis (4951). The total nurse requirement for the entire
hospital is simply the sum of the requirements from each of the units.
The U of | Hospital has no formal guidefines for determining
short-term nurse requirements. The head nurse on each unit has the
authority and responsibility to use his or her judgement in determining
how many nurses are needed at any given time. |f the head nurse feels

addititonal staff are necessary to meet patient care needs, hc or she
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contacts the nurse administrator (or her delegate), who then attempts to
find staff to fill the need (21).

St. Elizabeth's Hospital. Since 1988, St. Elizabeth's Hospita! has

used the MEDICUS patient classification system as the primary input to
its nurse staffing method. in addition to its inherent purpose of
determining overat! caregiver requirements based on patient acuity,
MEDICUS has a programmabie feature which ailows nursing administrators
to break down the recommended amount of care by shift and by skilt mix
(47).

The heart of the MEDICUS system is the classification sheet, on
which nurses mark appropriate care requirement indicators for each
patient under their care. (There are actuaily two different
cilassification sheets, each with a different set of inaicators:. one for
the medical /surgical units and one for the psychiatric units). Patients
are classified once a day according to MEDICUS, during the day shift.
Classification invoives a nurse's assessment of which care indicators
will apply to the patient over the next 24 hours. For some indicators,
such as taking vita! signs, frequency of care is aiso a factor. Exampies
of other MEDICUS critical indicators of care include (for
medicai/surgical units): partial! immobility, sensory deficits, bath with
assistance, specimen coltection and special teaching needs (47).

Nurses at St. Elizabeth's classify their patients at approximately
10:00 a.m. each day. This time has proven historically (at teast for
St. Elizabeth's) to be the most "representative" of the agay shift
nurses' workload - not the busiest, and not the least busy. Since a
nurse's asscssment of patient care requirements is undoubtedly
influenced by his or her wor~load at the time the assessment is made,
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the "representative” time was deemed the logicai choice for gpatient
classification (47).

Al though there is obvious tenefit in a system that requires

[44}

c.assifications only once a day, there is also a less obvious
shortcoming. patient acuity, census cr .oth may crange witnout natice in
the 24 hours between classification. A patient classified at 1G:0u a.m.
or Monday may need significantiy more or less nursing care oy 2:20 a.m.
Tuesday, as his condition worsens or improves. Thne census of the 1CU
may doublie from 3 o & patients during the evening shift, perhaps
doubling the amount of nursing care required during the night shift,
Despite this unpredictabiliity, however, the St. Elizabeth's nursing
director betieves that such circumstarces for the most part even out,
and that thec once-a-day classification system is an adequate measure of
patient care requirements (47).

Recommended staffing for all units (exc=r! labor ana deilvery,
wnich wilt be discussed 'atcr) is provided directly by MEDICUS. As an
gxamp'e, assume the pediatrics unit has just compieted classifying its
patients. Each carc indicator i1s weighted with a certain point vaue,
50 aTh patient has "accumulated” a number of points basea on his or ner
unigue nursing carc needs. in the MEDICUS system, this number of points
identifies the patient as one of five "types", ranging from Type | (0-24
pts; requiring minimal nursing carej to Type V (181+ pts: rcauiring
intensive care). From these types, a workicad index (Wl) for the
pegiatrics unit s computed. Thc Wi attempts to capture nursing care
reguirements, tawxing into account pitient census and acuity. Acuity is

reprecentced by a "relative acuity value', constant for ecach type and
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furnished with the MEDICUS system (47). The WI is calcurtated as

fol lows:

Wl = (Type | census x .85) + (Type {I census x 1.8)
+ (Type 111 census x 2.3) + (Type IV census x 3.8)
+ (Type V census x 5.5) (33

The use of reifative acuity values aliows the Wi to be viewed as tne
equivaient numter of Type !! patients on the unit {47). if one chooses
this interpretat'on, it follows that a hospita! could estimate total
nursing care requirements for the unit if it could estimate the average
number of care hours given to a Type Il patient. Such an estimate is n
fact required by MEDICUS, and is caiied the "target hours per work!load
index" (THPW!) factcr. Assignment of a value to THPW!I is tef: tc inc
discretion of each hospital, and represents a care-nours standard from
which reguirey staffing can be deauced. The THPWI value for St.
Elizaoetn's is 2.3, impiying a staffing target that eacn Type i! patient

receive an average of 3.9 hours of nursing care every 24 hours (47).

With a computed W! and a constant THPW! . MEDICUS can derive a
Z4-hour total staffing recommendation for the pediatrics unit by
multiplying the two numbers together. it aiso nas tne ability to breas

the 24-hour total down by shift and by skiil-mix per shift (47:. n
the pediatrics unit example, the unit nurse manager may decige as a

matter of pclicy that he or she wants 43% of the recommendec statft on

day shift, 34% on evenings and 23% on nights if thc average patient

¥

acuity falls in the Type | category. .f, nowever, tnec average oa:ony
a Typc V, he or she may want a breawkdown of 35.. 33. ano 32 ..
Twenty-trrce percent may be sufficicent to staff the night shift, wnen
-

Typu @ opat.erts are fess fikely to require nurs.ong care. For intencive
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care Type V patients, who need more care around the clock, the
distinction between shifts may be blurred, necessitating a more even
distribution of staff. Along simitar lines, the nurse manager may want
85% R.N. staff per shift for Type | patients, but 100% R.N. staff for
Type V patients. Whatever the case, MEDICUS gives the St. Elizabeth's
nursing director daily staffing recommendations by unit, shift and
skiil-mix. These recommendations can be affected to a large extent by
the values he and his staff program into the system.

St. Elizabeth's determines its annual medical/surgical and
psychiatric nurse baseline staffing requirements by averaging the daity
recommendations provided by MEDICUS over the previous 12 menths, and
adjusting to account for vacation, holiday and sick time (47). The
nursing director may make other adjustments if there is reason to
believe the patient census and/or acuity may differ significantiy on a
unit from one year to the next, but such would be an exception (47}.
MEDICUS aiso provides daily and year-to-date variance reports which
compare the baseiine staff (i.e., the scheduled staff) with the
recommended staff generated by the previous day's classifications. A
trend in variance (either positive or negative) may be used to support
base!ine staffing agjustments at any point in the yecar.

As noted above, MEDICUS does not provide patient acuity measures
and staffing recommendations for labor and delivery. Because of the
unpredictable nature of baby birthing, a patient classification system
and related staffing determinant is of very limited usefulness. As a
result, St. Elizabeth's uses birthing statistics simply averaged over
the past 12 months, and staffs the labor and celivery unit at a constant
levei, unless additional staff is nceded in the short term (47).
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St. Elizabeth's maintains nominai minimum staffing standards
separately from the MEDICUS system. Each unit will always have at least
one nurse on duty on all shifts. This means that at least one nurse
will always be scheduled, even in the case where the daily
recommendation from MEDICUS would show an R.N. requirement ot zero
(which could happen if there were no patients to classify) (47). It
also means that even it there are no patients, and nurses scheauled for
that unit are puifed to work on other units, at {east one nurse will
remain at the unit with no patients.

Good Samaritan Hospital and Health Center. Good Samaritan has

chosen MDAX as its acuity-based patient classification system. MDAX, a
commercial product, is similar to MEDICUS in bcth concept and
application (7). There is, however, sufficient difference between the
systems that one may achieve different staffing results using either of
them to ciassify the same patients (7).

Cne similarity between MDAX and MEDICUS (and other nationally used
commercial patient classification systems) i1s the existence of a
national da*a base available for use by "members" of the particutar
system. Good Samaritan, for exampie, submits its census and acuity data
annually to the MDAX data base. Another MDAX hospital, say in
California, has the apbility to retriecve the information for its own use.
The Caiifornia hospital may be opening up a new unit soon, and wants ta
estimate the unit's staffing requirements. [f Good Samaritan currently
operates a simitar unit, the California hospital can gauge its necds
from Good Samaritan's average daily census {ADC), average acu)ty and
recommended stafting data (7). Meanwhile, other hospitals’ information
is availabie for comparison. UJsers of a particular commercial systeom
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typically must agree not to modify it without the assistance of the
system's developer, thus maintaining the integrity of the data by
insuring it is generated from the same "groundrules'" nationwide (7).

The MDAX system inciudes two different classification sheets, one
for medical/surgical units and one for *the psychiatric units. As with
many (if not most, or indeed, all) other patient classification systems,
MDAX does not address labor and delivery units (7). Patients are
classified once a day at Good Samaritan, between the hours of 7:90 a.m.
and 10:08 a.m., by the permanent or reiief charge nurse of each unit.
Care indicators that will apply to each patient during the next 24 hours
are marked on the classification sheet. Each indicator is weighted with
a certain number of points, but in some cases that number varies from
unit to unit. Such variation is an attempt to quantify the fact that the
same circumstance or task on two different units may require aifferent
amounts of nurse intervention. The "admis<ion/transfer in" indicator
may te valued at two points on an orthopedic unit, refiecting a certain
level of required nursing care. On the other hand, "transfer in" to a
SI1CU may be valued at 4 §r 6 points, since a patient just out of surgery
is likely to require considerably more nursing attention (7). The
implication of a system with variable indicator weights is that two
natients, each with the same indicators markea, may yield different
point totais if they are on different units.

The number of points a patient "earns" determines the type category
in wnich he or she is placed. MDAX uses four types to gistinguish
patients. The point range for a type | patient is D - 24, equating to
0 - 2 hours of required nursing care per 24 hours. The range for a type
'V is 121 or more points, equating to 10 or more required nursing care
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hours per 24 hours. Once ali the patients on the unit have been
classified, a relative index of workload (RIW) can be computed. The RIW
is analagous to MEDICUS' W!, and |like the W! yields the equivaient
number of type 1! patients on a unit (7). Using acuity values provided
by MDAX for each type, RIW is computed according to tne foliowing

formula:

RIW = (Type | census x .5) + (Type Il census x 1)
+ {(Type 1t census x 2.5) + (Type lV census x 5) (5)
To determine total hours of nursing care required for the next 24 hours,
the RIW value is multiplied by the predicted number of hours to be spen:
per RIW. At Good Samaritan, the hours per RIW factor varies from unit
to unit, from 2.9 on a medical/surgical unit to 4.35 on the 1CJ (7).

A patient classification system's primary purpose is to develon
near-term staffing requirements, regardless cf the particular
characteristics of the system (37:125). When patients are ciassifiea
during the day shift, the staffing projection affects the upcoming
evening and night shifts, as well as the next day shift. Some
hespitals, such as St. Elizabeth's described in the previocus section,
classify once a day and make no adjustments until tue next day, even if
patient census changes. Other hospitals classify patients every shift
and adjust staffing if necessary. Good Samaritan attempts to strike a
happy medium, actually classifying patients oniy during day shift but
adjusting for changes in census during the evening and night shifts.
This requires estimating RIW for these two shifts, done by multiplying
actual census by the average acuity per patient for that day (computed
guring the day shift classification) (7). Though this method is not as
accurate as classifying each shift, it provides some warning that the
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next shift may need to pe adjusted if census has changed since the day
shift.

Once the total number of care hours required for the next 24 hours
has been provided by MDAX, the system breaks down the tota! by shift and
skiit-mix per shift. This feature is, as with MEDICUS, a function of
inputs made by decison makers, external to the system itseif. The
percentages of staff per snift and R.N.s per shift can be modified at
any time. However, Good Samaritan usually. considers changing them
either when preparing the annual budget, or when the existing
percentages are demonstrated to be cleariy inadequate (7).

Long term nurse requirements at Good Samaritan are based on a tota!
number of budgeted patient days for the next year, provided by the
finance cdepartment to thie nursing administration department. This
numper refiects historical patient census trends, as weli as
gxpectations for significant changes in the upcoming year. Nursing
administration breaks down the tota! by unit, ang calculates a preadicted
ADC for each unit. For labor anda delivery, this ADC is transiated
directiy to a constant tevel of staff required every day., for all three
shifts. For all other units, the ADC is multipiied by the unit's
average acuity per patient (from the past year) to arrive at an
estimated daily RIW for the next year. The estimated RIW is then
multiplied by the unit's particutar hours per RIW factor, yielding a
numoer which represents the unit's predicted daily requirement for
caregiver hours. This reqguiiement is broken down according to the
desired R.N. percentage and adjusted for sick, vacation and hoiiday
timg. Total nurse requirements for the hospitati arec the sum of the
requirement for each unit (7).
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As noted above, labor and delivery budgets staff at a constant
level, effectively providing a minimum staff that can be supplemented if
necessary, but never reduced. For some units, Good Samaritan maintains
minimum staff leveis based on patient census: medical /surgical units
(except cargiac and surgical) have minimums if patient census is 12 - 13
patients (each unit is an 128-bed area). |If census is peiow 12, however,
there is no set minimum and staffing is analyzed on a shifi-by-shift
basis, using MDAX as the primary input. For the cardiac and surgicai
units, minimums apply regardiess of census (7).

Grandview Hospital and Medica!l Center. The patient classification

instruments used for MEDICUS and MDAX are examples of what Gaiiagher
called "nursing activity" instruments (18:46). Each patient is assessed
according to whether the factors listed on the instrument apply to him
or her (a yes/no judgement). Each factor carries a point value whicn
translates to some amount of required nursing time. Thus, by totaiiing
a patient’'s points, one is inagirectiy totalling the minutes and hours of
nursing care the patient will need. 1t is an "indirect” total in the
sense that, at least in the cases of MEDICUS and MDAX, each patient
required care hours.

Grandview's patient ciassification instrument is an example of the
"patient category" approach (19:46). It is part of the Hospital
Association of New York (HANY) patient classification system, used at
Grandview since 1885. The classification sheet iists ten criteria, most
of which apply to all patients to one degree or another (338). The
decision then is not so much whether criteria apply, but to what extent
they apply. Examples of HANY criteria include "bathing", "feeding",
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"medications™, "mental status” and "teaching" (42). When classifying a
individual criterion, depending on the amount of nursing care needed.
Medical /surgical and psychiatric unit classification sheets have six
categories (@ - V), while the critical care units have eight (0 - Vii).
Each category reflects an increasing, mutually exciusive degree of
nursing care for a particular criterion; category @ is used in those
instances when the criterion does not apply. Guideiines for assigning
categories to the various criteria are provided with the system. For
exampie, a patient would be assigned a '"category |I'" under the bathing
criterion if he could bathe himself; if he needed minimal assistance
with washing his back, he would be a "category !I1"; and if he required 2
staff to give him a complete bath, he would be a "category V" (42).

Once a patient has been assigned a categary for each criterion, tne

nurse must determine an overall rating based on a weighted average. The
patient "earns'" one point for each '"category I|", two points for eacn
"category !1'", and so on. The tota! points are divided by the numper of

applicable criteria, and the result is rounded to the nearest wholiec
number (42).

Each unit (except labor and delivery) classifies ail its patients
prior to 1:00 p.m. each Aav <hift, Critical! rcare units always
re-classify during the evening and night shifts; the other units do s0
only on an individual patient basis, either for a new patient who was
not classified earlier or for a patient whose condition has changed
dramatically since 1:00 p.m. (38).

To determine‘unit staffing requirements for the next 24 hours, each
patient's overall category is first muitiplied by the appropriate

"
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hours-per-category weight. These weights were determined empirically at
Grandview in 198%, and vary from unit to unit. They are intended to
represent the average amount of nursing time required by a patient in a

particular category during a 24-hour period. A patient with an overall

rating of "category I|" on a medical/surgical unit may require 1.9 hours
of care, whereas a "category " on a telemetry unit may require 3.2
hours. A unit totals the amount of nursing care required by all its

patients, thus computing its requirement in terms of "nursing hours per
patient day" (NHPPD) (42). Since some, if not all, of the units will
re-ctassify during the upcoming evening and night shifts, the NHPPD
figure is subject to change before the next 1:80 p.m. classification.
The revised NHPPD is used to determine if staff adjustments arc
necessary for the upcoming shift. in some cases, the revised NHPPD may
gven be used to affect staffing for the current shift (42). Like
MEDICUS and MDAX, HANY provides the capability to break down the 24-hour
total requirement by shift and skill-mix, based on user-defined needs.
Grandview did not use the patient acuity data generated by the HANY
patient classification system in formulating its 1989 staffing budget.
instead, the 1989 budget was based on the number of positions funded in
the previous budget. This approach in effect reinforced the staffing
status guo, implying that "if 'x' positions were sufficient to do the
job last year, they wiil be sufficient this year". The Grandview
Director of Nursing Services believes that the situation stemmed from
basic mistrust of the acuity data provided by the HANY system. The
system is currently being updated, and the Nursing Services department

hopes to return to acuity-based staffing budgets in future years (39).
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At least 2 nurses staff every Grandview unit each shift. Labor and
delivery, which the HANY system does not address, is staffed with a
minimum of 3 nurses per shift, and can be supplemented if necessary. The
nursery is also staffed with a minimum of 3 nurses. Minimum staffing
for the pediatrics and matcrnity units varies by shift: for both cases,

the minimun staffing pattern is 3 (day), 2 (evening) and 2 (night) (42}.

Comparison of Staffing Methods

Patient Classification Systems. In trying to understand a

particular hospital's way of determining nurse staff requirements, the
first question one should ask appears to be, "Does the hospital use a
patient classification system?". 1f the answer is "yes", the acuity
data generated by the system probably {(but not definitely) forms the
cornerstone of the hospital's staffing process. |f the answer is '"no",
the process is |ikely to be based on less sophisticated data, such as
ADC statistics. Though it is obviously possible to achieve adeguate
staffing without patient classification systems, the clear majority of
literature on the subject supports their use as a logica! and necessary
step forward in battling the nurse staffing problem.

Because of circumstances beyond its control, the U of | hospital
abandoned plans to implement a patient classification system, choosing
instead to determine nurse requirements with projected ADC numbers and
desired nurse-to-patient staffing ratios. The Air Force does use a
patient classification system in some of its hospitals, but bases its
core staffing requirements on bed occupancy data averaged over thc most
recent 12 months. St. Elizabeth's, Good Samaritan and Grandvicw use

patient classification systems as the primary input to their staffing
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processes. All of the systems were described earlier in this chapter;
however, the differences and similarities among them merit further
discussion.

‘he distinction between Gallagher's "nursing activity'" patient
ciassification instrument, exemplifigd by MEDICUS and MDAX, and the
"natient category" instrument, exemplified by HANY, has already been
expiained (19:48). The nursing activity approach essentially requires
that the classifying nurse make a series of yes/no cecisions: either the
factor applies, or it does not. The patient category approach, on the
other hand, requires that the nurse recognize various ieveis of needed
care for several criteria. Neither of these approaches is inherently
petter than the other. The success of the '"nursing activity” instrument
deoends mainiy cn how narrowly each factor can be defined: more
narrowiy defined factors leave less room for subjective interpretation
by the nurse (15:46). A tradeoff must be made, however, becasuc the
price for narrowness is an increased numpber of factors. This resuits in
fonger classifying times and a higher potential for error due to
careiessness or lack of concentration. Successful use of the patient
category instrument depends on how cieariy each category is described
for each criterion. A nurse nas to be abie to consistently ptace
patients in the appropriate category; to do so, the guidelines for
inclusion in each category must be explicit, but not so extensive that
they become unwieldy.

The WMSN is a modified version of the nursing activity approach.
It requires the nurse to determine which care indicators apply to the
patient, but provides the fiexibility to assign more points when
circumstances attow. This flexibility heips to capture workload that

56




MEDICUS and MDAX may miss, i.¢., those tasks performed with greater
frequency than the indicator specifies and those tasks that require
substantial nursing care from more than just the classitying nurse.
All three of the patient classification systems used by the
civilian hospitals in this stugy are commercial products. Thougn
commercial systems can be taiiorea to some extent on an individuai
hospita! basis, a requirement 10 maintain commonaiity with other users

£

of the system (for data base purpcses) greatly restricts such taiioring.
As a result, nurses who use commercial systems genera!ly are made to
classify ~atients according to factors or criteria which were developed
and implemented without their input. This may impact tneir acceptance
of the system. |f they do not believe the factors accurately ref:ec:
their worxload, or that the system somehow does not "fit{" their
hospital, they may put less than the desired amount of care into
ciassifying patients. An internal c¢classification system, developed with
tne input of the nurses who will actually use i1, may generate more
enthusiastic acceptance py the staff. On the negative side, using an
internally deveiopea system means foregoing the pencfits of a commercial
system, whicn may inciuge extensive testing for reiiabiiity and
validity, system updates and access to a common data base. Even thougnh
the WMNS was developed by the Department of Defense, it is essentially
a commercial! sysiem to individual Air Force hospitals, since the ones
that use it had no say in its creation. As a result, its acceptance may
be affected as though it actually were a commercial product.

All of the systiems discussed have separate classification
instruments for the psychiatric units, though some of the indicators are
cormon with the medical/surgical instruments. This s a responsc to the
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unique tasks associated with psycniatric nursing. None of the four,
however, has an instrument to deal with tne area of labor and ceiivery,
because of its unpredictable nature.

The three activity-based systems - MEDICUS, MDAX and WMSN - assign
points to each care indicator; total points determine a patient's type,
MEDICUS uses five types, whereas MDAX uses four and WMSN uses six.
Furthermore, t‘he MEDICUS and WMSN indicators carry the same point va: ue
across all units (except psychiatric units); MDAX incicator points may
vary from unit to unit. The significance of these differences is
difficult to assess, and in practice may be negligible. Classification

£

of patients is an inexact science to begin with. When one consicers the
way in wnich these systems translate patient classification to unit
staffing - factors to points to type to Wi (MEDICUS) or RIW (MDAX) to
total reguired hours - it seems unlikely that such differences woula
have much of an impact, especialiy on units that classify tweniy Or more
patients at a time.

There is room for variance in the appiication of a patient
ciacsification system that has nothing to do with the system itseif.
Fcr exampie, hospitals must determine when and how often nurses wiii
cltassify patients, no matter what systems they use. Grandview, Good
Samaritan, and St. Eiizabeth's all classify patients auring the day
snift, because it is during day snift tnat the patients’ care needs for
the next 24 hours can best be estimated. Botih patients and pnysicians
are typically more active at this time, so nurses get the most compiete
picture cf what types and amounts of care patients will need. &t.

Elizabeth's makes no further adjustments to the day shift

ciassification, believing that increases and decrcaces in census anc
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patient acuity tend to balance out over a 24-hour period. Good
Samaritan adjusts for changes in census during evening and night shift,
using a caily average acuity figure as an estimate for =ach patient.
Grandview reclassifies every shift in the intensive care units, and may
reclassify particuiar (or new) patients on other units. Air rorce
hospitais that use tne WM3N ciassify once a day, curing cay snift, with
nc additional adjustment to the system. The penefit of ciassifying
every shift is apparent: the most accurate, current assessment of
nursing care neeas. Adjusting for census is propbatly better than coirg
nothing at a'!! for getti g current information. However, sucn
information has a cost: increased worklioad for the nurses who have to
ciassify. and increased training reguirements to insure all nurses know
row tc use the system. At St. Eiizavetn's, where classification is done
only cn the aay shift, on'y the nurses who are likely to work day shift
nced to know how MEDICUS works. Obviousiy, different hospitals place
different weights on the costs and benefits of frequent ciacsification.
Hospitais must alco cecide who will do the classification. At
Grandview and Sit. Eiizabetn's, as well as in Air Furce hospitais with
the WMSN, the staff nurses ciassify those patients to whom they directly
provide care. At Good Samaritan, however, classitfication is done by the
cnarge nurse (or relief charge nurse! for ail patients on his or her
unit. Once again, there are positive and negative aspects of either
cnoice. A staff nurse is most qualifiec to determine which care
ingicatcrs apply to nis or her patient, especially when considering
intangible factors iikec "emotional suppeort” or "patient teaching'.
Aizo, using sta nurses diffuses the burden of cilassification so tha:
+t cces not fal' to ong person. This may be cspeciaily criticai on
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units with thirty or forty patients. On the other nhand, ciassification
by a charge nurse relieves the staff nurses of additional workioaa.
Having a single individual classify all patients is tikely to proguce
more consistent results, since aifferences in subjective interpretation
ameng nurses are e!iminated. Finaily, the training reguirement S
iimited only to the charge nurses, current and future staff nurses co
not need to KNCW how 0 usSe tne system.

Octermination of Long-term Staffing Requirements. Regardiess of
wnether or rot it uses a patient ciassification system, every nospital
faces tne task of determining long-term nurse stzffing requirements. For
civilian hospitals, the need to deveiop ana operate witnin an overal |
staffing budget must be paianced agains:t the need to provice, amocng
othcr things, aceguate nursing care. f adaitionai nrurses are

necessary, the civilian nospitai has the power 1o redistricute andsor

3

eniarge tre staffing budget. Air Force nespitals, by contrast, co nct
nave speciiic staffing budagets to spena at their giscretion. Air Ferce
rurses are "bestcwea' upon ingivigual hospitais by a central conitroiiing
agency {(ultimatciy, Congress) that nas myriag other buggect concerns. Tre
iink Detween a specific nurse requirement {identified at the hospital
uriit devel) and fulfiilment ¢f tnat reqguirement 1s certainly tenuous. if
it can be said to exist at all.

Despite tnis gistinction, both Air Force and civilian nospitais
nave thne strongest incentive to nredict iong-term nurse staffing

reguirements accurately. A relative'y nign level of baseiine nur
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taff carries witn it a nigner cenfidence that the gemand tor nurs ng
carc at any given time can e me- witnout further staftiing action, i f

a nigh icyet of statf continualiy ¢xCCCJS 1NC QoMand, nowever, ire
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may outweigh the benefit of higher "reaaginess' and resuilt in wasted
resources. On the other hand, & relatively low level of steff wilil
reduce the possibility of wasted resources, but may ofren fall shert of
the need for nursing care. The hospital must then supplement the
baseline staff (if it can; at increased cost, or constantly provige an
inadequate amount of care. Unfortunatety, the nature of the hospitai
Susiness makes it impossitle to predict nurse staffing requirements
accurately enough to avoic some degree of variance between base.ine
staff and actual nursing care needs. Tnhe best a hospital can hope to ac
is minimize the variance oy establishing a "best fit'" baseline that coes
not grossiy overstate or understate the need for nurses in tne upcoming
budge* period (assumed in most cases to oe a year).

Zach of the hospitals examined in this siudy except Grancvies uscd
some sort of averaged historica!l data to determine i:s basciine nurse

staff for tne current year. Grandview ignored the data from its p
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classification system and simpiy staffed to the same nurse i1eveis
were funded tast year. Therc were no desired nurce-patient ratios
¢cstabiisned, nor were target-hours-per-patient-day factors deveicged.

Having lost confidence in its patient acuity cata, Granagview fei!l tacw

(&}

on the most unscophisticated and quaiitative of aporoaches: with no
dramatic cnanges in census expected, what was agequate iast year wiil bpe

agequate this year. Meanwhile, tne HANY svstem is peing revisea, anc

v

may re-emergc soon as the basis for Grandview's long-term nurs
staffing process.
The Air Force ana U of | staffing metnods both reguire computation

of average census data over the most recent 12 months, put the gata (g

axpress2a ir aifferent units: patientis per montn for the Air Foroc. and




patients per day for the U of |. This difference is simply the resuit
of the way in which the methods were cdeveloped, and certainly has no
significant impact on staffing. Air Force data is plugged into a
regression equation to determine total number of caregiver hours
required. This total is divided by the mannour availabilty factor
(MAF), yiclding the number of required staff persons. Manpower tabies
break down the number inio nurse and tecnnician requirements. U of |
data (ADC) is divided by the staffing standard, which represents the
number of patients for which a nursec should be responsible. This
determines the number of nurses needed to staff a snift, forming tne
base for daily and annual requirements. The major difference between
these two mcthods is that the Air Force equation is constant for ail
medical/surgicail units, whereas the staffing stancarg used by U of
varies by un:t. The variable standard recognizes a aiffercnce between
nursing tasks on certain medicalssurgical units and attempts to
compensate for it.

The caicuiation of average census data ic useful and important out.
as Naucrt sucgests, it is not sufficient to agequately identify requirec
taff (36:23). The purposc of acuity-bascd stafting metnods. sucn as
those used by Good Samaritan and St. Efizabcth's, is to measure nurse
reguirements by accounting for differences among indiviaua! paticents’
care necds. Good Samaritan makes its long-term staffing projecticns by
multiplying a unit's predicted ADC by the average acuity (as measured by
MOAX ) of patients on that unit during the tast year. The result v a
predicted daiiy reiative inges of worklcad (RIW), which 15 multipi ed oy
the uni i 's nours-per-aiw factor to produce total reguired carcgiver
nowrs.  st.oElrzabetn's determines iong-term requitements at more of a
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"summary'" level, simply averaging the daily acuity-based nurse
requirements provided by MEDICUS over the previous year. As mentioned
above, MEDICUS and MDAX do not address !abor and delivery units. Good
Samaritan and St. Elizabeth's, Iike the other hospitals, must use
average birtns as the measure for staffing these units.

ft is important to note that there is no right"” or "wrong" in tne
attempt to determine long-term nurse staffing reguirements. The
"short-cut’ approach taken by Grandview for this year's buaget is not
doomed to failure any more than the census- or acuity-based approaches
taken Dy o*‘her hospitals are guaranteed to be effective. Even the
acuity-based staffing methods are based on averaged data of one form or
another. The problem with averaged data, of course, is that tnere may
be reiatively few average days, either in terms of census or acuity.
For exampie, one may be able to exactiy predict the ADC tor the next
year at a given nospitai. On any given day where the actual census
differs from the average, however, tne nospital could be over- or
understaffed. This imprecision is the primary reason that nurce
requirements must constantiy be examined in the short term.

Determination of Short-term Staffing Requirements. if the goal of
iong-term staffing is to establish a baseiine that minimizes totai
variance peiween predicted and actuai nursing care needs. tne goai of
snort-term staffing requirement definition is to determine wnat tnose
actual neecs are. Tnis is a geal not easily met. thougnh, since even
short-term staffing mus: be based on prospective patient needs:
otnerwise. it may a:.ways run a step penind. Stiil, a snort-term
projection can pe cxpected to ne considerably mere accurate than a
ong-term praojection. copecially when the adifference perween tnerr
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frames of reference is large. Given that one accepts "the next 24
hours'" as the standard for short-term staffing assessments and '"annuat"
for iong-term assessments, as the literature suggests, this point can
hard!y be disputed. The valuable information availabie to nurse
administrators in the snort-term, on actuai patient census and/or
acuity, servec as a foundation for daiiy nursing care need projections
that wil! pe consistently more accurate (andg defensibie), since the
long-term projections are made without the benefit of such information.
Even though Grandview did not use its patient classification
system to support long-term nurse requirement determination this past
year, it does use the system to project short-term needs. Thus, ali
tnree of the civiiian nospitais in this study tnat nave patient
classification systems - Grandview, Good Samaritan ang St. Elizapetn's -
use them o0 support snort-term staffing need assessment. Tne WMSN is
usea for tnhne same purnose in those Air Force hospitals where it nas peen
implementec. Tne aetaits of tne systems and their applications in
tne short-term nave aiready been discussed in otner sections, but one
cartiediar aspect bears repeating here: tne frequency of ciassification.
Both Grandview and Good Samaritan make updates to their gay snift
patient crassifications on evening and nignt snifts, while St.
Erizabeth's and Air Force hospitals do not. {f daily ciassification is
“short-term"”. Grandview's and Gooda Samaritan's updates are
"immecdiate-term” staffing projections. They use census and acuity data
that navec been revised since the day shift classification; hence. itncy
areg more current and, presumably, more accurate. Whether thic
acditional accuracy i1s worth the cost of obtaining it can only oe
gecided by the individua: hosoita. involved.
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The lack of patient classification systems in the U of | Hospital
and most Air Force hospitals does not relieve these facilities of the
need to make short-term nurse staff requirement determinations. |t
simply means that the determinations must be made subjectively. During
every shift, thc head nurses at the U of | Hospital decide whetner the
baseline staff for their units is adequate, and whether a staff
adjustment is necessary. Thev also assess whether the next shift witl|
require an adjustment. As a guide, U of | Hospital head nurses can use
the standard nurse-~patient ratios that support the long-term staffing
process, but the assessment is still primarily subjective. Air Force
charge nurses and nursing supervisors make the same judgements, but
without the target ratios. Obviously, these projections arc bascd on
the considerabie experience and intuition of the persons involved. What
is not so obvious, however, is that experience and intuition can be very
effective in such circumstances.

When head nurses and charge nurses make subjective assessments of
the nursing care needs of their units, they function much as a patient
classification system does. They consider how much care each paticnt
is expected to need; the capabilities of their staff; and whether the
capabilitites are sufficic.it to meet the expected need. The major
advantage that an actual classification system has over such
gvaluations is, of course, the classification system's abitity to
qguantify nurse requirements in a consistent manner. The experienced
nurse's subjcctive assessment, though valuable, will likely be seconaary
to tne systom in hospitais that usc classification systems. In the U

of | hospital and the majority of Air Force hospitals, however, the




subjective assessment is essentially the only way to determine
short-term nurse staffing requirements.

Short-term Staffing Adjustment. Once a hospital has determined

its short-term needs, it can calculate the variance between them and
the pbaseline staff positions. The variance may be positive (more
baseline staff than is needed) or negative (baseline staff is
insufficient). |f the variance is slight, hospital management may
ignore it and take no action. If, however, it is significant in either
the positive or negative direction, a staffing adjustment may be
necessary Though only temporary adjustments will be considered here,
it is important to note that a persistent trend in positive or negative
variance (baseline is .lmost always too high or low) may lead the
hospital to permanentiy adjust the baseline staff in response to tne
trend.

At the hospital level, there arec three common ways of generating
additional nursing care hours: overtime, "float" pools and external
nursing agencies. Overtime may seem |ike an obvious choice, put it
requires squeezing more effort out of resources that are aiready
overburdened. "Time ofi" is a precious commodity to nurses, who need it
to recover from the stress they encounter during their regular hours.
While the premium overtime pay is certainiy attractive, it is often
inadequate to entice a nurse to come to work on an off-day, or to remain
after completing a normal shift. An internal "float" pool. if a
hospital has onec, consists of nurses employed by the hospital on either
a full- or part-time basis. These nurses do not have regular staff
positions, but rather are intended to go wherec they are nceded
throughout the hospital. f they are not necded, they do not work.
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They are limited to areas which do not require special skills they
gither do not have, or are not current in. An additional drawback is
that while these nurses are employed by the hospital!, and are familiar
with general hospital policies and operations, they may be forced to
work on units which have ways of doing things that differ from the unit
they worked on the previous day. This lack of continuity is a potential
source of concern not only to the nurse, but aiso to the patient, who
may have to 're-educate” an unfamiiiar nurse on his or her condition,
fears, level of understanding about his or her illness, etc. {29).

These problems are compounded with the use of the agency nurse, who is
an empioyee of the agency and may !iterally be at a different hospital
each day for several days. Use of agency nurses can also be guite
costly, since a hospitai must pay a premium to the agency in aadition to
the cost of the nurse (48:35).

The nursing care hours generated by overtime, float poois and
external agencies are truly additional, in that they increase the total
number of hours provided by the hospital. Another type of short-term
staff adjustment involives the reallocation of baseline staff nurses ftrom
one unit to another. This action, also called "floating", is different
from a float pool because it only changes the unit where the hours are
worked, not the tota! number of hours. (To avoid confusion, float pool
nurses will pe referred to simpiy as pool nurses from this point on).
Floating baseline nurses is a way for hospitals to balance positive and
negative staff variances, optimizing the care need - care provider mix
without having to empioy additional resources. As is the casc with pool
nurses, the ability of baseline nurses to float depends on the extent to
which their particular nursing skills can be appiied to atner units.
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The option of floating buseline staff is particularly attractive
to Air Force hospitals, which are not authorized enough personnel
arnually to maintain formal float pools of military nurses. The problem

is, of course, that effective floating requires an overage of nursing

hours somewhere in the hospital. While this may occasionaliy be tne
case in an Air Force hospital, it is certainly not a situation to be
counted on when attempting to fuifill a unit's need for more nursing

care hours.

An alternative to float pools staffed with Air Force nurses
involves the use of civil service personnel. f a nospital has
sufficient money to do so, it can create a pool of civil service nurses
that provides service like a civilian hospitai's float pool, inc'uging
on-cati respunse. An Air Force hospital can afso hire civil service
personnel as "overhires" for periods ranging from days to just short of
2 year at a time. Overhires are typically not avaiiabie for immeaiate
duty, however, because of the time the recruiting process takes (26).
In any case, the use of civii service nurses to supplement Air Force
hospital basclinc staff usually comes down a matter of money. Since tne
civitian pay budget of & hospital is pased essentially on annual staft
positions, funding for temporary positions must come at the expense of
some other budget eiement (26).

Air Force hospitals frequently require nurses to work overtime, as
a mecans of meeting patient care needs. Since Air Force nurses arc not
paid an hourly wage, thc appeal of overtime as a money maker is
toregone. Instead. overtime simp!y transliates to working icngcr hours.
Aithough this s true for every military officer, there is a point
beycnd which pecople <houid not bc made to work (2:3). For the nursce,
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this point is whenever his or her ability to safely provide adequate
patient care becomes compromised (2:3; 45:208; 48:35). Thus, the
decision to use overtime as a temporary staffing adjustment must be made
judiciousty.

As is the case with temporary civil service employees, the use of
external agencies to support short-term Air Force staffing needs is
limited by the individual hospital's ability to find money for the
purpose. Again, the hospital is not provided with a budget specifically
for establishing contracts with nursing agencies. A hospital that wants
such a contract must pay for it with money originally earmarked for some
other use (5).

The use of overtime, float pools and agencies represent Air Force
(and civilian, for that matier) hospitals' attempts to modify the
short-term supply of nursing care. To a certain extent, the Air Force
has flexibility to modify the demand for nursing care as weli. By
establishing priorities in the event of sudden surges in critical
patient needs, Air Force hospitals can postpone and rescheduie
non-critica! patient services and concentrate the availabie nursing
care on those who need i: most. This consideration notwithstanding., the
limitations on Air Force hospitals' abitity to make short term staffing
adjustments often force units to provide patient care with less nursing
staff than they actually need. The problem is compounded by the long
time it takes to fill baseiine positions when nurses separate from tne
military or are reassigned. The remaining nurses must then be called
upon even more to absorb the burden, but their ability 1o do 50 is not

infinite,




Civilian hospitals are by no means exempt from such concerns.
Scarce financial resources and overworked staff are not circumstances
unique to the military. However, a civilian hospital generally has more
flexibility in exercising the short-term or‘ions discussed above,
especially float pools and suppiemental staffing agencies. |f the

perceived benefits are expected to excced the costs, a civilian

nospital will do everything possibie to make resources avaiiablc to ucc
these staffing methods. 't may choose to pass some of the cost oa to
the consumers of the nursing care in the form of '"price increases". Air

Force hospitals, by contrast, must make the best of wnat they are
given, and even face restrictions on the purposes for which certain
catergories of money may be spent.

Of ail the civilian hospitals inciuced in this study, St.
Elizabeth's is the only one that does nct currentiy nave a float pco:
(47). In addition, St. Elizabecth's has a policy of not using
suppiemental agencies. When taced with the need for additiona! nurse
resgurces for an upcoming shift, the unit nurse manager first attempts
to fiti the nced from within the unit. He or she ofters overtime to the
nurses working the current shirt, and, if nccessary, cails nurses
assigned to that unit at home to offer them additional work. [f he or
she stiil projects a shortfall for the next shift, or if a shortfall
deveiops during the current shift, the nurse manager then calis the
nursing director or his dclegate. The nursing director has the
authority to ficat basciine nurses to aticviate the situation, and
wili do 30 if some other unit can spare the nurse(s). Since tnis

srocess occasionaily fails to generate the reguired nursing care hours,




St. Elizabeth's plans to develop and begin using an internal float pool
sometime within the next year (47).

The U of | Hospital also has a policy of not using supplementai
agencies, although the policy has been violated a few times in recent
months because of an inability to fill some iCU nurse basetine
positions (21). When a need for additional short-term nursing staff is
identified on a unit, the head nurse informs the nursing administrator.
The nursing administrator will float baseline staff if possible;
otherwise, she will call on pooi nurses. Baseline starf are considered
first, since they are being paid by the hospital anyway. This approach
insures that negative short-term staff variances are eliminated at
minimum cost to the hospital. In the relatively uncommon case that a
unit has a positive variance but the nurses are not needed elsewhere,
the U of | Hospital reserves the right to send baseline stafft home or
cancel their Jpcoming shift without compensating them (21).

Grandview and Good Samaritan use both float pools and suppiemental
agencies on a regular basis. As with the other hospitals, however,
floating baseline staff is the first option they consider when a need
for additional nursing resources is identified (7; 39). f floating is
not feasibie, the nursing director can use overtime, pool nurses or
agency nurses, usualiy in that order of preference. A problem with pool
and agency nurses is that they -~~~ generally scheduled more than 24
hours in advance, before it is determined whether they are actually
needed. Some agencies and nurses do have the flexibiiity to respond
imnediately {(within 24 nhours) if they are called on, but most hospitais
do not want to take the chance of waiting that long. As a result, many
mare ctaffing projections two weeks to four weeks ahead of time to
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estimate poo! and agency nurse requirements. |[f they are not needeaq,
these nurses can be cancelled, though some agencies require partial
payment by the hospital in the event c¢f cancellaticon (7). in cases
where there are positive variances that cannot be floated elsewnere, and
ali pool and agency nurses have aiready been cance!lled, Grandview and
Good Samaritan will aiso send home/cance! basetline staff.

Minimum Staffing Stancards. Every hospital inciuded in tnis study
maintains some form of minimum nurse staffing standards. These
standards may vary by unit, shift and/or census level, but in all cases
their purpose is to minimize the risk of being grossly understaffed in
the e ent of somc untoreseeabie circumstance that dramatically increascs
a unit's need for nursing care.

Minimum nurse reqguirements for Air Force hospitals are estactished
in AFMS 5206 (medical/surgical units) and 5297 (obstetrica! units).

The medical/surgical minimums vary cepending or whether tne facility
has one or two wards, a close observation room (COR), and/or a SCU.

Fcr example, a hospital with one ward and a SCU has minimum nurce
requirements of & (day shift), 1 (evening) and 1 (night) for tne ward,
and 1, 1 and 1 for the SCU. Many Air Force facilit.es nave more tnan
two medical/surgical wards, however, and are not addaressed by tne
standard. AFMS 3206 advises that "these larger facilities shoutd oniy
operate additionai wards when the workload is sufficient to earn or
exceed minimum manpower through the dpplication of the basic stangara”
{12:3). Minimums for obstetrical units c¢epend on whether the iabar and

dciivery rooms are located on the same floor as the post-partum ward and

nurscry. 1f 0, the minimum nurse requirement is 3 {day), 2 {cvening)
andg 2 (nignt;. cfonot, the minimum s rarsed tc 3, 3 and 3. Though




these sorts of distinctions can t. somewhat confusing at first look,
they are necessary because of the wide variety of facilities to which
the manpower standards must provide guidance.

All of the civilian hospitals staftf labor and deiivery units with
a constant number of nurses, thereby crecating a minimum whicn can be
exceeded (usuaily with "on cai!l"™ pooi or agency nurses) if necessary.

The ievei of staff in all cases is actermined in thc tong-term, ©
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on average birth statistics for the particular nospital. Good
Samaritan's medical/surgicat units have minimum staffing standards
based on census ang shift. If the census is 12 -18 patients, the
minimun staffing pattern is 4 caregivers (agay), 3 (evening) and 2
(night). The word 'caregiver™ is used instead of '"nursg", since in
somz cascs licensed practicai nurses (o.P.N.s) and nurscs' aices
(N.A.5) are usea to staff to the minimum. f tne census is 1ess tnan
12, tne minimum staffing requirement s anaiyzed cach shift. in &il
ctases, regardiess of census, a cnarge nursc is on dauty. Tne other three
nospitais maintain nominai medical/surgicai nursc minimums that dc not
vary by snift or census: 2 (Grandvicw;: 1 (U of | Hospitai); ana 1 (5:.
Eiizadeth's).

As mentioned atove, the minimum lgvels to which a hospita: chooses
tn staft refiect that nospital's wil:ingness to take (or avoid) the risk
of peing caught with inadequa - manpower shouid an unusual neea arise.
The tradeoft involved with establisning minimum stafting is very
similar to the tradeoff of higner vs. iuwer baseline staff. A nigner
minimum prevides protection against tne conscaucnces of a sudden
incraase in nur;Ing Carc necas, but ot G20 CoS1S MOrg t2 keep NUrIcs
on Cuty who are not truly neegea.  On (n¢ Stnor hanc., a Oower minimum
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costs less, but increases the potential of a staffing crisis if census
rises sharply in a short period of time. To arrive at a satisfactory
staffing minimum, each hospital must take intoc account the chances of
being affected by such a situation, as well as the consequences of
being caugnt short., In this regard, both (he civi.ian and Air Force
nospitals seem to be essentialiy in agreement, maintaining minimums

trat are reiatively low.

Response to Guiding Questions

The first section of this chapter, "Description of Staffing
Methods', answerea the first two guiding questions posed in Chapter .
Goth the Air Force method of determin.ng nurse manpower reguirements and

tne methcds dsed Dy the sample civiiian nospitals were descripeg in

detai. The otner *wo guiding guestiang woere answered in the secong
section, ""Comparison of Staffing Methocs. Uifferences amorng Air Forze
ang Chviiian nosprtals, and among Civitian nospitais themssives . were

cdentifred within tne framework cf five signiticart elements o° 1rg

staftong procusss patent fiassifization systom . iong-term staffing
regu romen s, Trori-teom staffing roguisements, short-tarm stotting
agjustment, anc i isum siefiing standards.  This forma:, an integraed
compaosLors of as moIootal . owiirin gach of the sterfing elements, was
cLdecd oy Tro oroiesriner o tac t3te the most concise descriptoon of
S toronig cotee _tatfing metngos




V. CONCLUSIONS AND RECOMMENDAT IONS

Conclusions

This study was promoted by a concern *that the current Air Force
method for detcrmining nurse manpower requirements may understate tne
actuail need because it faiis to accurateiy retiect tnec amounts and type
of work Air Force nurses perform every day. By cxamining the &:r Foree
meinod and comparing it to methods usea in civitran hospitais, the
researcher hoped to identify ideas from the civilian staffing process
that the Air Force could adopt and ‘hereby improve its apiiity to
accurately asscss and meet its nurse sta‘fing needs. As a result of
this study, tne rescarcner has identified two generai ar:as wnere nc

Alr Force shouid be following the iecad of civiiian hosp
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class:fication systems and snori-itcrm supplenenting of baseline staff.
Paticnt Classitication Systoms. The major differcnce oetwees Arr
Force ancd civit'ian hospital nursc staffing mothods involves tne use of
patient ciassification syztems. Ail but one of the civilian nospitals
gxamincd nerc Jse an acuity-basca patient classsificaticn systom to
deiarmine nurse requirements. The exception is the U of | Hospital.
shicn hag zctuaily been in the process of deveioping a systom when
exiracrdinary circumstances intervencd. The Air Forcc continues 10 usce

+

averageda cersus datz to deicrmine it3 annual staffing reguiroments,

T4

white ot very graduaiiy impiements ‘ne Workload Management System

SroNUrTong (MMSNY paticnt classitication system tao comply with ZUD

direotior coLe A Force hospitars that already have the WASN arc




using it to support short-term need assessment, but they are currentiy
the minarity.

The DOD requirement to implement the WJSN makes the future of Air
Force nurse staffing a moot point, though exactly when tnat fuiure
will come to pass IS uncertain. Lacking an overall pian anc timectabig,
Air Force nhospitals are ieft to their own devices to imp!ement the
system whenever they can (3). The 1 October 1938 DOD deadline
notwithstanding, it wili be at least several months beforc ati Air
Force hospitais will have implemented the WMSN to support the
acui ty-bascd Joint Healthcare Manpower Standards (5).

Even if the DOD requirement had not been generated, however, the

Air Fgrce would have peen weil-advised to implement a patient

=
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sification system. Civiiian nursing administrators and hospita:
managers seem to be convinced tnat patient acuity is a tetter measure of
regu:red nurse worklicad tnan simpie census, a view shared by many Ar
Force nurses {32} and confirmeug by current titeraturc. The oarticu:ar
system ‘c be implemented, the WMSN, is similar in many respects ts otner
patient classification systems. To fuifiil its purpose, e€acnh system
identifies nursing tasks, establishes patient catcgory parameters ang
transiates the categories into required nursing hours. The differences
in definition of workioad and the values used to translatc categories to
nou are difficult to assess. However, the WMSN appears to be superior
to the other systems on two counts. The first is the crassifying
nursc's flexibility to assign additional points for some indicators.
basca on frcguency of occurcence o. *he necd for more than onc person te
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compicte the t Tmniz ficxipiity captures some workioad that the
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Strer systoems mss. The secoand s tne fact tne WMSN uses morc




specifically defined indicators than any of the other systems reviewed
in this study. reflecting a more comprehensive view of the nurse's
workioad.

An area where use of the WMSN might be cnhanced invioves the
froquency of classitication. Ac discussed in Chapter 1v, tne

YWMSN is used to classify patients every 24 hours. Grandview class tie

(]

its patients on some units cnce every snitt, ang Good Samaritan agjus:s
for census every shift using average acuity values. n both civitian
cases, the nospitals ftound that the benefits from more freguent
classification (i.e., more accurate and more current information:
outweighed the costs, and allowed them to make judicious and necessary
short-term staffing adjustments they could not otherwisc have mace
(7, 39).

Short-term Supplements t¢ Baseline Staff. The other signiticant
difference between Air Force and civilian nurse staffing methods i3 the

degree to which baseline staff can be suppicmented wnen short-term
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requirements show such a suppiement to be necessary. Civiiian ho
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routinely use formal fioat pools and cxternail nursing agencies to

provide additionai nursing support to their baseiine staffs. They
generate nigher costs in terms of administration as weli as wages, but
pools and agencies ailow hospitals to operate with generally iower
fevels of baceline staft. Once again, the ¢.vilian hospitats cbvious!y
have found that the benefits of pools and agencies outweigh tne costs
of using trem. Air Force hospitals, on the other hand, are not
autnorized suificient nurse manpower to maintain military-staffed fioat

poo:s.  Further, tncir ability to usc Civ', Service nurses and aqency

NLrSEL G a temporary basic 5 - an.ted Sy tne .ze cof tneor operat ~n
b/ y |




budget. As a result, they arc forced to squeeze more anc more out of
nurses that are too few in number to begin with. This creates a vicious
cycle, wherein nurses quit the Air Force because they are overworked.
Their absence simp!y puts more pressure on the colleagues they icave
oching.

The short-term purpose of implementing the WMSN (i.¢.., to igentify
projccted staffing needs for tne ncxt 24 hoursj) s thus defeated if Air
Force hospitals do not have the resources to react to gemonstrated
variances petween their bascline staffs and the actuat needs. With a
finite amount of work that can be squeezed out of nurses, and only a
iimited ability to float nurces bectween units, Air Force hospitals mus!t
re given the mears to procure heip from the outs i de. Tnough in oincr
situatiors it might bc consirucd as a symptom of incftic cncy. “throwing
moncy at the protiem” of Alr Force nurce staffing is necessary to noure
patient care nceds arc adcquately addressed witnout "burning out' tne

the pasciine =taff and perhaps driving them out of the military

Recemmendations for the A'r Force

Acceicrate Impiementaticn of the WMSN. The pencfits of a patient
classification system in dctermining long- and short-term nurse ztaffing
requirements are canfirmed beth in [itcraturc ang in practice. Tne DCD
has reccgnized this, and nas dirccted that al: military hospitals beain
nroviding WMSN-generated acuity data by t Qctaober 1838, The tact trat
the Air Force still doer not nave a scrvice-wide program to implomert

the YWMON, however, 5 cause for concern. Given the benefite ol the

system, onc would c-pect that hospitals wou'd be try.ng to imploment




as socn as possible. Without Air Force-leve! support, though, hospitals
are forced to make tradecffs between the system and some other aspect of
their mission, since they must "pay out of their own pocket" for the
WMSN. 1t is not hard to imagine that some Air Force hospitals may
postpone impiementation until tne latest possioie date, ¢ postpone inc
potential disruption and inconvenicnce associated with it.

To insurg prompt comp!iance with the DOD direction and more quickiy
reap tne benefits of acuity-based patieni classification, the Air Force
shou!d develop and fund a program, including a timetable., at the
headquarters leve! to implement the WMSN in all its hospitals.

Resources should be provided to the hospitais, not by them, including
training materials, computers and anything cise needed for the system.
instructors snouid aiso be iagentificed for the program, pernass in tne
form of tra.eiing teams which can visit each facility. An alternative
to traveling teams is to bring instructor-trainees from ecach faci ty to
a central location for training in the philosophy and appiication of tne
VIASN.  These individuals could then return to their own 0spita's 1o
pass on the training to *their colieagues. instruction in the use of tnre
WMMSN coutd aiso oe given to new Air Force nurses as they attend tne
Mititary indoctrinaticon for Medical Service Officers (MIMSC, program at
Sheppara AFB. Regarci.ess of the methoa of training, it should be paid
for by the sroposed program, ncot by the hospitals tnemselves Funding
for sucZn a program wouic of course be hard to come by, but without it
compiiance with tne 0OD reguirement wili be delayed considerabl,. Morz
impcrtantiy, Air Force hospitals wili continue to operate without thc
more accurate, acuity-based metnod of datermining nurse staffing needs

that the WMSN fac. iitates.




Modify Application of the WMSN. The positive cxperience that

Grandview and Good Samaritan have had with address.ag patient acuity
every shift suggests that Air Force hospitais could benefit from a
similar approach. To insure that the most current and accurate acuiiy
data is avaiiable for snori-term staffing cecisicns, the WMSN znou.a oc
used to ciassify patients every shift instead of every 24 nours. Tne
marginal cost of training wouid not be an issue; since most A.r Force
nurses rotate between shifts, they will need to how to use inhe systcm
anyway. |f the worki!oad associated with using the system is judged to oo
somewhat ourdensome, the staffing requirements shouid at least be
acdjusted for current census on each shift as Good Samaritan does. This
Wi i provide some quantitative support for staffing assessmernts that

must bc made when dramatic changes occur between day shift

rovide Separate Funding for Suppiementing Staff. Air Force

rospitais rely primarily on overtime ang floating nurses when a
temporary need for additional staff over the baseiine is identifiec on
a particuiar unit. Demanding overtime and floating cannot work ai: inc
time, ecspecially wnen stafting may be too thin to begin with. Given the
urilikeiinood of sufficientiy large miiitary baseline staffs, thec Air
Force must providge its hospitais the means to supplement their
short-term staff without sacrificing other capabilities. Separate,
adaitional funding snouid be iagentified for the purpose of hiring civ..
service and agency nurses when the situation calls for it. in the
current Air Force nurse staffing environment, the abiiity to form a
civii scervice nurse fioat pool or use a nursing agency is rot a usury.

" 0% an occasional necessity whieh egnabigs hospita's to give adeguato

ay
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nursing care without "burning out" the baseline staff. Though the
hospita! budget may be have to be larger as a resuit, it is a price
worth paying to keep Air Force nurses from seeking employment

elsewhere.

Recommendations for Further Research

The sampie of nespitals usea in this stugy was drawn from a
particular region of thec country, and included three nospitais that usad
commercially developed patient classification systems as the primary
input to their nurse staffing process. Research should be conducted
aiong the same lines as this study, using an expanded sample that draws
on hospitals from other parts of the country. Hespitais that use
internaiiy developed systems and other hospitals that do not use natier:
clascsification systems at ali should arsc be sought for inciusion in treg
sampi€. Adc.tionally, the sampie may incluae other f=derally crerated
{but non-DOD} rospitals, such as the National institutes of Healtn
{(N1R), Burecau of indian Affairs (B!A), Veterans Administration (VA).
etc. The purpeose of varying the sampie in this way is to incrcase tho
cnances of finding different approaches to the problem of nurse staffing
which may be of benefit to tne Air Force.

Ancthcr recommended researcn effort invoives a quantitative
comparison of patient classification systems. A researcher cou.d
develop and validate a sct of mocn "patients” with specificaiiy acfined
and deccumented nursing care needs. Users of various patient
classification systems, including the WMSN, could then ciassity the

"patien:s” and compute the corrgsponding amcunt of nursing care hours

gencrated by their systems. Anaiys.s couild inciude not orly a
Yy Y
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comparison of the required hours, but also a comparison of how two users
of the same system categourized the same "patients'.

On the topic of suppiementing nursing staff, in-depth researcn
could be conducted on the civil service system to igentify tne fui:
range of ways 'n which civil service nurzes can be empioyea n Oir
Force nospitals. Another arca of interest mignt de the opricns tna:

Air Force hospitais outside the continental Unitec States (CONUS| nave
in terms of hiring temporary nursing heip. The relative scarcity of
prospective civil sgrvice nursecs outside the CONUS seems to indicate
that if additional help is needed, it wouid have to come from nurscs wno
are citizens of the country where the Air Force facility is iocatea.

“f othis is truc, a r

@]

sgarchner couid cxamine the means by wnhicn tneec
nursas are {(or can de) employed, as weil as potentid! probiems in
eqguating the competency of an American nurse (who must pasc a state
nursing board examination; to that of a foreign nurse {(Wno presuman.y
MUST pass Sume Other nuriing cramination).

‘na. recommendaticn for further research i= an atiitudinag:

survey wnich would attempt to cerrciate staffing metnods witn nurse

[#3)

perception of accquate staffing. Tne survey sampie wouid inciuce nursos

from hospitais tnat use commercial patient ciassification systoms,

hospitais that usc internal'ly developed systems, and hospitals that €O
101 use patient ciassification systems in determining base!ine ang
snert-term nurse requirements.  The survey could test the hypotnesces
‘hat rnurscs who use intcrnally deverored systems perceive statting as
adesuadle more than thosce who use commercial systemo, and thnat nurscs
whest nogeitals do not usc patient ciassitication systoms have a . owet

cercention of adequate staffing than

—

n
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other two groups.
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The purpose of this study was to compare the ways in whtch nurse
stat!{ing requirements are determined in Air Force and civilian
hospitale. Differences in stafrfing methods might point to ways in which
the Air Force could improve 1ls nurse staffing process.

Data on Air Force hospitals’® method of determining nurce
requirements was extracted from Air Force Manpower 3tandards 5266 and
5287. Four civiliian hospitals, whose stafring methods varied
slgniricantiy, were used Lo represent the civilian sector. Methods were
compared across tive elements of the staffing process: patient
Classiricatlon systems, long-term requirements, short-term requirements,
short-term staff adjustment, and minimum staffing standards.

The most signiiicant difference in staffing methods liles in the area
of patient classification systems. The literature and the civilian
hospitals examined confirm a movement to aculty-based measurement of
nurse workload using patient classification systems, though the Air Force
still determines nurse requirements based on average occupied bed days.
The Air Force 1s gradually implementing a classification system, the
Workload Management System for Nursing (WMSN), but there 1s currently no
neadquarters-level program to oversee the implementation. The study
recommends creation of a program funded at the Air Force level to
accelerate the implementation of the WMSN in Air Force hospitals.

The other signiflicant dirfference involves the hospitals' ability to
cupplement their baseline staff when necessary. Civilian hospitals
routinely use internal ‘'float” pools and external agencles to temporarily
increase thelr nursing starf. ALlr Force hosplitals’' ability to use such
measures 1s limited, since funding must be provided by the individual
nospital at the expense of some other bhudget item. The study recommends
chat the Air Force prov.ds separate, additional funding to hospitals ror
use 10 niring civil service or ageucy nurses when a temperary need is
identiried.




