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1.0 Introduction
PHT has agreed with the Executive Team (EMT) the approach for ward based nursing staffing levels, which
reflect the RCN Safe staffing levels in the UK (2010). This includes:

oo Twice a year review of ward based staffing using an evidence based tool

o Staffing reviews consistently use the same triangulated methodology (acuity/dependency tool;

professional judgement; benchmarking with comparators)

o Implement where possible supervisory time for ward leaders

o Support ward leaders with administrative support, where possible

oo Skill mix to reflect the needs of the patients in line case mix and activity

This paper covers a full review of the ward based nursing staffing levels, including:

o August 2013 ward based staffing review against 8:1 ratio (patients to registered nurse).
o August ward based staffing review outcomes

o Review of older people’s ward based staffing against national ¢
oo  Ward leader supervisory allocation, as of August 2013
o 10 recommendations of NHS England National Quality B
people, with the right skills, are in the right place at the right
staffing capacity and capability” November 2013)

blication (“How to ensure the right
de to nursing, midwifery and care

(Note: the focus of this paper is upon the inpatient es and maternit ssue of non-ward based

staffing is not covered in this paper).

2.0 Current Patient to Registered Nurse R
Recent research by the Florence Nightingale f i d Midwifery at King’s College London found
operating a general medical or surgical acute ho eight patients per registered nurse
increased the risk of harm (HSJ August 2013). g recommends that the nurse to
patient ratio is more appropriate t

when reviewing ward staffing |
requirements. Nationally the f
report covers. However there i
acuity/dependency tool ward are
areas (using midwife to bi i0S).

Table 1: General w

Ward Acuity/Pro s | Patient:RN Patient:RN Patient:RN Patient:RN

Judge Early Late Night average
E2 High volume 7.5 7.5 10 8.3
E3 High volume acti 32 6.4 8.0 10.7 8.4
D7 Complex multi- | 36 6.0 6.0 9.0 7.0

access urology &
vascular patients
C5 Specials within 36 7.2 7.2 9.0 7.8
establishment.
High volume activity
C6 Mixed specialties 36 7.2 7.2 12.0 8.8
(Cardiology,
Gastroenterology
and Respiratory)
High volume activity
E7 High volume activity 28 6.0 7.5 10.0 7.8
E8 Respiratory High 36 7.2 7.2 12.0 8.8
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Ward Acuity/Professional | Beds | Patient:RN Patient:RN Patient:RN Patient:RN
Judgement Early Late Night average
volume activity

D1 Medicine 18 7.0 7.0 10.5 8.2

Ark Rehabilitation 20 7.3 7.3 10.0 7.8

Royal community facility

Cedar Rehabilitation 22 7.3 7.3 11.0 8.5
community facility

F4 Medium volume 34 5.7 8.5 11.3 8.5

activity

G2 29 5.8 7.3 9.7 7.6

G3 30 6.0 7.5 10.0 7.8

G4 21 5.3 7.0 11.5 7.9

D3 Complex older 30 50 10.0 7.5
persons surgery

D4 Spinal patients 26 6.5 8.7 7.3

D5 28 7.0 9.3 7.8

D6 32 8.0 10.7 8.9

Table 2: High Care or Specialist areas

Ward Specialism Beds Patient:RN Patient:RN
Night Average
SAU Assessment unit 9.3 7.8
SHCU High Care 3.3 3.0
CHOC | Cancer and 6.5 5.2
Hematology
RHCU | High Care 2.5 2.5
G6 3.3 2.8
G7 3.3 2.8
G9 4.0 3.3
MAU 4.8 4.2
D8 9.0 6.6
C7 46 4.0
F2 7.5 6.5
F3 Stroke 5.0 6.3 12.5 7.9
Rehabilitation
F1 Under 65 55 55 55 5.5
Rehabilitation
D1 Acute Head Injury 22 5.5 5.5 7.3 6.1
specials

The full updated ward based reviews as of August 2013 are located in appendix 1 in the attached document.
The output from the August ward based staffing review was followed budgets resetting, including a revised
forecast. Therefore was review required based upon the updated position and any service changes. This
commenced in December 2013 and is due to report in February 2014.

3.0 Summary of August 2013 safer staffing review
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Appendix 1 documents the details the results of the 2013 AUKUH and compares to previous years and the
‘run rate’ establishments set for 2013/2014. To note the budget setting exercise was a financial exercise and
not a full review following the agreed methodology. Full assessment has now taken place and it is suggested
that some budgets are re-balanced, releasing some investment to wards currently not meeting the required
nurse staffing levels. Table 3 below highlights key recommended changes from the August 2013 ward based
staffing review.

Table 3: Summary of August 2013 review recommendations

Disinvestment Reinvestment Rationale

Medicine CSC 1.2 wte band 5 to D8 = 36K This will cover Mon — Fri and increase
3.79 band 5 N:B ratio from 1.32 to 1.35 (AUKUH
1.6 band 2. 1.38)

Approx budget = 114K 1.2 wite band 5 to D7 = 36K will cover Mon - sun and

ease N:B ratio from 1.22 to 1.26

Renal CSC \UKUH 1.32)

0.4 band 2 1.65 wte band 5 to G3 an o provide increase RN cover for key

Approx budget = 7K = 49K ts. when high level of activity i.e.
unds etc

Total available = 121K Total reinvest = 1.

Further work is underway within Surgery and MOPRS to improve shift ef ies and address the

outstanding deficits in ward based staffing.

Since this review all areas have also reviewe
of longer shifts and shorter shifts. This has e
complex ward needs in the modern healthcare
- Supporting release

and staff experience

- Ensure shifts s
money.

These shift changes
continues to be m
statistics. .

4.0 RCN Safe staffing f
The RCN guidance for
staffing skill mix; improve
when required; specific older pers
healthcare support workers; car
SMT in 2012/13 as part of a busi
MOPRS for 2013/2014.

s recommended implementation of: increased registered nurses
patient ratios; access to additional budgeted staffing resources
and knowledge training and education; improved supervision for
tors relevant to older persons are monitored. This was presented to
ase prioritization, of which part investment of 360K was allocated to

The CSC has made the professional judgment to prioritize the investment to improve overall staffing numbers.
Resulting in the skill mix of RN to HCSW not resolved in 2013/2014. Whiist this improves the staffing numbers
of shifts it does not achieve full compliance against the RCN ‘Safe staffing for older people’s wards’. Some
further improvements may be achieved through the proposed roster efficiency changes. In 2014/15 business
planning the CSC will consider and put forward any further investment needed, aligned to any
strategic/operational changes planned for the future. Details of this assessment are in appendix 3.

5.0 Supervisory Leadership

Each inpatient ward has, as part of its structure, a band 7 Ward Leader (titled Senior Sister/Charge Nurse).
The Ward Leaders part of the ward establishment and is responsible for the following:
o Patient experience: safety, quality standards
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8

Ward staffing resources: HR management, recruitment, retention, learning and development (including
students training) and rostering for approximately 35wte/ward average plus visiting students (University
and Military)

Financial management: including stores, Workforce budget, equipment and patient valuables
Pharmacy management: drug administration and storage

Access: patient flow (timely quality admission and discharge)

Governance: audits, incident investigations, complaints and family involvement management
Innovation and improvement projects: Releasing Time to Care Bundle, new care pathway
development.

8 8 8 8 8

The Ward Leader is mostly counted as part of the clinical team (i.e.: in the staffing numbers with a clinical
caseload of patients) for 80% of their time. Most have an allocated management day one day a week but give
it up if there are staffing issues, to ensure patient care standards.

The demands are growing for the Ward Leader alongside the growt
being supervisory. In 2001 /mplementing the NHS Plan (NHS
leadership at senior ward level to get “the basics right”. Th
Department of Health Scotland (Leading Better Care 2008)
understanding of the role and the need to alleviate the i ng administrative duties. The
Royal College of Nursing (Breaking down barriers, dri
increased supervisory time for the Ward Leader alo
overseeing patient care in the clinical area. Recently less
reviews of care have highlighted the need for senior leadershj are.

idence to support the Ward Leader
e) outlined the need for professional
harge Nurse/Sister review by the

In January 2012 EMT considered the follow
however full investment was not made due ~ ~
affordability of releasing where possible ward le ~und i isory roles. MSK revisited options
as part of their savings to disinve ‘ :
being evaluated as a research
retained full supervisory leade

Ward Budgeted
Supervisory Time

E2 100% (10k gap)

E3 100% (10k gap)

SAU 100% {10k gap)

D7 20%

SHCU 20%

F5/6/7 20%

C5 20%

C6

c7

E6/7

E8

D1

The benefit to the organization would be noted in care outcomes, length of stay, staff experience and patient
experience, which is measurable through the Trust current reporting mechanisms. In addition the ward leader
supervisory role supports the operational function of a department, supporting the Trust in achieving its overall
aims and objectives.

6.0 NHS England 10 recommendations review November 2013
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The National Quality Board (Department of Health) published in November 2013 a paper called ‘How to ensure
the right people, with the right skills, are in place at the right time: a guide to nursing, midwifery and care
staffing capacity and capability’. This paper sets out the expectations of providers to provide staffing to meet
the needs of patients, taking lessons from the various recent published reviews (Compassion in Practice *:
Mid-Staffordshire NHS Foundations Trust Public Inquiry®; Professor Sir Bruce Keogh review®, Don Berwick’s
review into patient safety*, Cavendish review of healthcare assistants®).

The following outlines the expectation and PHT review in response.
6.1 Expectation 1: Boards take full responsibility for the quality of care provided to patients, and as a

key determinant of quality, take full and collective responsibility for nursing, midwifery and care
staffing and capability.

Summary of expectation for boards to assure in place and are actively i ved in:

oo Agreeing staffing levels.

o Consider impact of initiatives (such as cost improvement pla

oo Monitoring of staffing levels, planned and actual.

oo Receive and discuss regular reports on staffing relat
training).

oo Give authority to the Director of nursing to over midwifery and care staffing

onfiguration of services).

oo A clear process in place to review staffi

oo Quality impact assessment and risk as < ace for any cost improvement plans, or
service reconfiguration

« Process in place to monitor vacancies and sta rformance reviews and workforce
reporting

s on recruitment and retention. In
rformance reviews.
g Executive board member with full

oo Integrated performance
addition CSC staffing w
oo Director of Nursing (DoN

oo Policies and sys é ‘
oo DoN and their tea

PHT meets the requirement of e N2, evidence by:
oo E-Rostering and escalation s through good roster guidance and duty matron support in place.
oo Lead Nurse Workforce in place to oversee and monitor shift-by-shift staffing levels and trends, providing
reports and escalation of any issues.
o Clear escalation of any staffing concerns in core hours through the senior nursing structure and out of
hours through the duty matron rota.
6.3 Expectation 3: Evidence-based tools are used to inform nursing, midwifery and care staffing
capacity and capability.

1t Compassion in practice, NHS England, December 2012

2 Report of The Mid-Staffordshire NHS Foundation Trust Public Inquiry, February 2013

3 Review into the quality of care provided by 14 hospitals trusts in England: overview report, Prof. Sir Bruce Keogh, NHS England, July 2013
4 A promise to learn, a commitment to act: improving the safety of patients in England, Don Berwick, Department of Health, August 2013

5 The Cavendish review: an independent review into healthcare assistants and support workers, Camilla Cavendish, Department of Health,
July 2013
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Summary of expectation is:
oo Evidence-based tools are used in conjunction with professional judgement and scrutiny to inform staffing
requirements, as part of the wider workforce planning.
oo Senior nurses actively seek data to inform staffing decisions and are trained in the use of evidence-
based tools.

PHT meets the requirement of expectation 3, evidence by:
o Methodology used to review staffing is based on latest evidence-based tools (e.g. Shelford Group
AUKUH and RCN safer staffing tool, midwifery guidance on birth to midwife ratios).
oo All senior nurses are updated each year on the latest guidance and training provided as required to
senior leaders within teams.

6.4 Expectation 4: Clinical and managerial leaders foster
responsiveness, where staff feel able to raise concerns.

ulture of professionalism and

Summary of expectation is:
oo Organization supports and enables staff to deliver com
oo Staff work in well-structured teams, enabled to prac

oo Staff have supporting infrastructure in place, incl ortive line management.
oo Nursing, midwifery and care staff have a profess i upported by managers
ensuring processes are in place for them to do so.

PHT partly meets this expectation, evidence

o Trust values, which support the patient at

oo Team structures in place and reviewed al

oo Most wards have ward clerks, although a
requirement.

oo |T hardware gap in s

requirement.

he IT strategy — gap in meeting

encourage any raising of concerns

6.5 Expectation
staffing establi

'when setting nursing, midwifery and care

oo DON leads the pr i xquirements, which involve sisters/charge nurses, senior
nurses/ team lead
oo DON work closely wi

V Directors of Finance, Workforce and Operations, recognizing the
interdependencies, wit

ers presented to the board are the result of team working.

PHT meet this expectation, eviden )
oo Methodology of staffing mcludes professwnal judgement involving sisters/charge nurses, senior nurses
and team leaders.
oo DON works closely with all executive colleagues to agree and finalize staffing recommendations to the
board.

6.6 Expectation 6: Nurses, midwives and care staff have sufficient time to fulfill responsibilities that
are additional to their direct caring duties.

Summary of expectation is:
o Staffing establishments enable care staff time to undertake continuous professional development (CPD)
to fulfill mentorship and supervision roles.
oo Planned/unplanned leave realistic estimations are incorporated into staff establishments.
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oo Staffing establishments enable ward senior sisters/charge nurses supervisory time, which is monitored
and reviewed locally.

PHT meet this expectation, evidence by:
o Staffing establishments incorporate additional requirements for CPD to enable the fulfiiment of
mentorship and supervision roles.
oo Leave cover is incorporated into the baseline establishment as part of the methodology applied in
reviewing staffing levels.
oo All senior ward leader roles have an element of supervisory time; with a clear strategy to monitor this and
increase as required in key areas (see section 5.0 of this paper).

6.7 Expectation 7: Boards receive monthly updates on workforce information, and staffing capacity
and capability is discussed at a public Board meeting at least every six months on the basis of a full
nursing and midwifery establishment review.

Summary of expectation is:

oo Boards receive monthly updates on workforce, including

plan over the last month, the reason for gaps, acti
quality.

oo Boards receive every six months an establishme

board. 1

o« Staffing information will form part of the Care Quality Ce

of provider organisations.

actual staff on duty compared to
s and any impact of gaps on

PHT currently do not meet this requirement
establishment reports have been presented an
Management Team meetings (EMT).

6.8 Expectation 8: NHS provide
present on each ward, clinicg

Summary of expectation is:
oo Information should: b
their role is.

o Information
available o

PHT currently do not fi
currently displayed to i
new process will need to b

> ‘safety crosses’ from the Portsmouth Quality Bundle are
oting staffing levels from a broad perspective. Therefore a

6.9 Expectation 9: Providers
workforce requirements.

rvices take an active role in securing staff in line with their

Summary of expectation is:

o NHS service providers must ensure robust systems in place to recruit, retain and develop all staff.

o Organizations must share staffing needs and annual service plans with Local Education and Training
Boards (LETBSs) to help determine future workforce requirements, in addition to sharing this with their
regulators for assurance.

o Providers to work in partnership with Clinical Commissioning Groups (CCGs) and NHS England area
teams to provide future workforce forecast, which LETBs will use to inform education commissions and
the workforce plan for Health Education England (HEE).

PHT partly meets this by:
oo Robust recruitment, retention and development processes are in place for nurses, midwives and care
staff with clear reporting and monitoring of any future gaps and strategies to address these.
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o PHT shares and discusses its workforce needs with LETBs, including reviewing of commissions.
« Workforce planning forecast has been partly shared with CCGs and this is an area for further
development.

6.10 Expectation 10: Commissioners actively seek assurance that the right people, with the right skilis,
are in the right place at the right time within the providers with whom they contract.

Summary of this expectation:
o Commissioners to specific in contracts the outcomes and quality standards they require and actively
seek assurance that sufficient nursing, midwifery and care staff capacity and capability are in place to
meet these.
o Commissioners monitor quality and outcomes closely and where appropriate use contractual levers to
bring about improvements if required.
oo Commissioners recognize they have a contribution to make in ad
where these have been driven by the configuration of local serv,

ssing staffing-related quality issues,
r setting

PHT works closely with the CCGs and report on all quality and.¢
that reporting on specific nursing, midwifery and care
arrangements maybe required and will work closely with C(

trics are required. PHT recognize
tside of the current reporting
guired information is provided.

7.0 Summary
the new national
guidance has highlighted the gaps for consig i business planning ¢cycle and the future
workforce planning aligned to the Trust strat : as recommendations:-

i) Revisit ward based nursing ir
2014.

i)  Continue to support MO

i)  Continue to support supe

iv)  Implement new processes
act on expectation 4,.7, 8 and

ed staffing review due February

mands of the older population.

gh any re-investment into ward staffing.

jality board expectations on care staff, specifically
osely with the CCGs to support expectation 10.




