(Source of Evidence 5.9)
More examples are needed across patient care settings that depict the scheduling process especially focusing on different patient populations.  With changes in patient acuity, how are decisions made about changes in staffing?


The scheduling process occurs at the direct point of care level.  Each area also has individual staffing policies and acuity systems.  Staffing grids based on historical and benchmarking data, staff mix and patient needs are utilized to guide scheduling and staffing.  Staffing is adjusted when required by unit needs, such as new staff in orientation or a change in patient census/acuity.  Charge nurses and managers continuously monitor changes in order to adjust patient assignments and staffing if needed.
Charge nurses and managers utilize a variety of methods to change staffing in response to changes in acuity.   Following are examples.  
Increases in acuity:   If the situation is deemed to be short-term, assignments may be “juggled” until the intensity decreases.  Charge nurses and managers step in and support/participate in patient care if needed.  If the situation is considered to be longer term, on-call staff can be called in and/or the internal staffing registry can be contacted for assistance.   Depending upon house census and specific bed availability, open beds may be held for brief periods of time until the intensity decreases or another nurse is on duty.  

Decrease in acuity and census.  When the acuity decreases and census decreases, charge nurses and managers work to match the current staffing with the grid and actual need.  If there is Registry staff on the unit, they would be the first to take off.  Then the charge nurses and managers would look at any staff who have overtime and/or volunteers.  
Examples of Scheduling Process

PHV 
Staffing at PHV is described in Source of Evidence 4.16 (included in this information).  Registered Nurses and Mental Health Specialists are utilized based on patient needs and acuity.

The change in patient acuity that requires a scheduling change at PHV occurs when a patient is ordered by the physician to be a 1:1.   These patients are typically severe cases of suicidality that cannot be managed given our routine safety measures.  An extra staff person is secured and that person’s only assignment is to monitor the patient for whom 1:1 is needed.  PHV has a policy addressing 1:1 (PHV # 06-601)
VUH –Cardiovascular Intensive Care Unit (CVICU)    
Staffing is based on acuity of patient population, expected admissions, and scheduled staffing mix for the shift. The charge nurse is responsible for creating the staffing plan for the following shift using knowledge of the care requirements for the current patient census combined with the knowledge of the skill level of the staff members scheduled. Since CVICU cares for a surgical patient population, staffing and assignments change often during the course of a 12 hour shift. Basic staffing is 2 patients to one nurse with the ability to have 1:1 patient assignments. When care requirements decrease, the patient assignments are adjusted to 3:1. The total acuity of the unit is considered before making the decision to create 3:1 assignments in the ICU. When care requirements increase to 1:1 patient care, additional staff is called in for the remainder of that shift and assignments are adjusted. If unit staff or resource staff is not available, the management team (manager/assistant manager/educator) is available to assist with care. The night shift charge nurse is aware of scheduled OR cases for the next morning. They can therefore create a staffing plan to accommodate the 1:1 care required for those immediate post-op patients. Realizing that the acuity might not require 1:1 care at the beginning of a shift, a staff member might remain on-call in the morning and plan to arrive at work at 11am to accept the first OR case. In the same manner, assignments are adjusted throughout the shift as patients move out of the immediate post-op period and no longer require 1:1 care.
VUH – Renal Medicine and Renal Transplant 


As all the patient care area, Renal has a staffing template which is the foundation for their scheduling process.  Unique to this area is the built in flexibility when transplants are scheduled.  Typically two transplants are planned per week.  An additional 24 hours of nursing time is scheduled/planned for each transplant.  When deceased donor transplants occur, the unit also adds 24 hours of nursing care. The transplant patients are 1:1 for these periods of time.

VUH – Cardiovascular Step-down (6 South and 7 North) 


Charge nurses use the staffing matrix that is derived from the budgeted FTEs and census to determine the appropriate level of staffing based on the number of patients and their acuity.  A decision tree is used to help guide the process of determining when staffing up is appropriate and when staffing down would also be appropriate to meet the needs of the patients and staff.  An acuity tool is utilized to determine the level of acuity for the patients and is based on a standardized system.


When changes in acuity occur, we have the option to reallocate staff between the 2 areas which supports us to utilize our staff to the fullest as well as meet patient needs.  Staff is trained and competent to work in both areas.  We also have the resources of on-call staff and internal registry if needed.  

Pediatric Emergency Department 

The Pediatric Emergency Department has adopted a creative approach to their scheduling process and supporting fluctuations in volume.  Utilizing historical data and trends, the ED worked their scheduling around volume fluctuations.  For example, increased volumes are seen earlier in the day and alternative shifts which begin at 0900 and end at 1900 and shifts beginning at 1900 and ending at 0300 or 0500 has supported improved management of the volume changes.  


The PEDS ED also built into their scheduling process the ability to flex staff as volume requires with the flex staff and the utilization of the VCH internal float pool.  The VCH internal float pool nurses are trained specifically for Children’s Hospital.  
MICU  

In the MICU patient assignments and staffing are based on the patient populations and acuity of the patients. We get a large number of drug overdose patients and until the patient has been ruled as non-suicidal, the patient must be under continuous observation and can not be part of more than a two patient assignment. When a patient goes on continuous renal replacement therapy (CRRT or CVVHD) he/she becomes a 1:1 patient. A patient who goes off the floor for diagnostic procedures must be accompanied by his or her assigned nurse during that procedure. For short blips in increased acuity, like going off the unit for a procedure the Charge Nurse will either take over care of the nurse’s other patient or assign the Help All nurse. When a patient goes on CVVHD the Charge Nurse will either make a 3 patient assignment if there are lower acuity patients on the unit so that a nurse is freed to do this patient as a 1:1 or another nurse is called in to cover. With CVVHD, not all of the MICU nurses are trained to do this procedure so the Charge Nurse may need to rearrange patient assignments to assure that the nurse caring for this patient has demonstrated appropriate competencies. The MICU also has two LPN’s on our staff roster. The Charge Nurses are careful with the assignments given to the LPN. They are not assigned ICU level patients and if a patient takes a turn for the worse after assignments have been made and the shift started the Charge Nurse will rearrange assignments giving the more unstable patient to a Registered Nurse. Because of the variety of illnesses within our patient population, the Charge Nurses have to be aware of which patients are infected and which are immunosuppressed and not assign these two types of patients to the same nurse. When the census drops, or when acuity drops, like a patient being taken off of CVVHD, that nurse is then reassigned to a two patient assignment and the Charge Nurse will assess the situation with the Pulmonary Fellow, Bed Management, and the Transfer Center, if there are no potential patients coming in a nurse will be sent home or left home on call. The decision as to which nurse goes home or left home on call is based on skill level and current patient population as well as who is in overtime.

Third Floor Round Wing – inpatient general medicine
Scheduling and patient assignments are based on acuity and census. The Charge Nurse on this unit takes a patient assignment, however usually one less than the other two RN’s scheduled. Patient assignments are determined by factors such as complex wound treatment, isolation, and other procedures. When census drops and there are no patients coming in, which is very rare on a general care unit, staff are sent home or left home on call. 

Adult Emergency Department

Each shift (day & night) are typically staffed with 17 RNs, 1-2 LPNs, and/or 1-2 paramedics.  Because of the unpredictability of patients seen in the ED, nurses are assigned to rooms by the charge nurse and patients are assigned to rooms by the triage nurse.  Thus, patient assignments in the ED are a 2-step process.


The Adult ED has 3 distinct patient care areas:

· Trauma 

· POD A (acute patients)

· POD B (less acute patients and those waiting for an inpatient bed or diagnostic test)

There are 4 direct care nurse assignments in the ED

· Trauma nurse which requires a minimum of 6 months trauma experience and specialized training as outlined in the ED guidelines to ensure competency

· Triage nurse – requires 6 months experience in the ED and competency (obtained by Training) in the use of ESI (Triage system) 

· Staff Nurse POD A; any nurse who has completed the ED orientation and is competent to work in PODS A or B

· Staff Nurse POD B

When there is a full complement of staff, there are also 1 charge nurse and 1 flow nurse (# 2 charge nurse); when staffing is not complete then only the charge nurse position is filled.

Room/POD assignments are made by the charge nurse.

· All ED direct care nurses are qualified to work in PODS A & B

· Specific training and competencies are required to work in triage and trauma

· Direct care nurses are assigned to 1 of the 4 areas based upon competencies to work triage/trauma and previous shift assignment.  All things being equal, the nurses are rotated through each area on each successive shift they work.

· Trauma nurses are assigned (2) rooms

· Room assignments for PODS A & B are 3-4 room/nurse.

· If an LPN or paramedic is scheduled he/she is assigned to a corridor in POD A or B and therefore assists several RNs assigned to that corridor
· At 10 am, an LPN begins their shift as the team triage nurse.  In this role, the LPN works with the physicians to complete procedures and treatments.

· At 11 am the Fast Track area is open and a direct care nurse is assigned to assist the providers (NPs) in patient flow.

Patient assignments (outside of clear trauma cases) are made by the triage nurse.  Patient 

Room assignments are made based upon (a) level of acuity using ESI, (b) experience and competencies of nurses assigned to the room and (c) number of rooms currently filled for that nurse.  Patient acuity is assigned based upon ESI, which is a national acuity system for adults in the ED.  To improve the flow of patients through the ED, a policy was instituted that requires a 2nd nurse (either charge nurse or flow nurse) to help in triage when more than 5 patients are waiting for triage.
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