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REPORT TO: Trust Board    
 
REPORT FROM: Director of Nursing   
 
DATE: 13 June 2014 
 
SUBJECT: Ward Staffing Levels  
 
FOR: Discussion and approval   
_________________________________________________________ 
 
 
1  EXECUTIVE SUMMARY  
 
1.1.1 This paper provides the Board with an insight into how nursing 

establishments are set. This is the first of a twice yearly briefing which 
is now required of Trust Boards.  

 
1.2  It provides the establishment on the general wards which is required to 

be published on our website 
 
1.3 It shows that the nursing establishment should be increased to ensure 

that all senior ward sisters/ charge nurses are able to work in a 
supervisory capacity.  

 
1.4  It also demonstrates a cost pressure in the system from two step-down 

wards remaining open post the implementation of the BEH clinical 
strategy. 

 
 
2  RECOMMENDATION 
 

The Trust Board is asked to consider the report and agree that the 
recommendations in Section 12 will be passed to the Royal Free for 
consideration. 

 
 
3  INTRODUCTION  
 
3.1  Following the publication of the Government’s response to the Francis 

report (Hard Truths, the Journey to Putting Patients First, November 
2013) a commitment was made that NHS trusts would publish ward 
level information on whether they meet their staffing requirements. . 
There is a requirement to publish actual versus planned nursing and 
midwifery staffing which will be reported monthly externally and to trust 
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board.  Every six months trust boards will be required to undertake a 
detailed review of staffing using evidence based tools. This is the first 
of the six monthly reviews.  

 
3.2 The Francis report recommended that Trust Boards take full 

responsibility for the quality of care provided to patients and to take a 
full collective responsibility for nursing midwifery and staffing capacity 
and capability. 

 
3.3 How to Ensure the Right People with the Right Skills are in the Right 

Place at the Right Time was published in Nov 13 by the National 
Quality Board and the Chief Nursing Officer for England. It is a guide 
on staffing capacity and capability. It describes the requirements for the 
board reports which are: 

 

 The difference between current establishment and 
recommendations following the use of evidence based tool(s)  

 What allowance has been made in establishments for planned and 
unplanned leave  

 Demonstration of the use of evidence based tools  

 Details of any supervisory allowance that is included in 
establishments for the lead sister / charge nurse  

 Evidence of the triangulation between the use of tools and 
professional judgement and scrutiny 

 The skill mix ratio before the review , recommendations for after the 
review  

 Details of any plans to finance any additional staff required  

 The difference between the current staff in post and current 
establishment and details of how this gap is being covered and 
resourced 

 Details of workforce metrics – e.g. data on vacancies ( short and 
long term, sickness / absence, staff turnover , use of temporary 
staffing solutions ( split by bank /agency/extra hours and overtime) 

 Information against key quality indicators – for example data on 
safety thermometer, serious incidents , healthcare associated 
infections, complaints, patient experience / satisfaction and staff 
experience / satisfaction  

 
 
4  BOARD RESPONSIBILITIES  
 
4.1 The Board has to ensure that there are systems and processes, 

policies and procedures in place to support decision making for staffing 
decisions on a shift by shift basis. It must also now ensure that staffing 
levels are publicly available. 

 
4.2 To achieve this the following is in place: 
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 The use of a national acuity and dependency tool is in use ( Safer 
Nursing Care Tool )  

 E rostering was fully implemented in across all nursing and 
midwifery departments in August 2012  

 Matron sign off / approve  rotas monthly before release  

 Weekly review of rotas by DoN and/ or Heads of Nursing  

 X3 operational meetings daily where staffing levels are discussed 
and any shortfall identified and addressed including at weekends 

 Workforce trends including vacancy and turnover data is reported to 
Trust Board, Trust Executive committee and Quality and Safety 
Committee  

 Wards show staffing levels in public areas 
 
5  PUBLISHING DATA  
 
5.1 There is an expectation from Hard Truths that all trusts will publicly 

display information on staffing.  Each ward currently displays the 
number of nursing staff required on shift with the actual and in a 
position that patients and public can see. They also display the name of 
the nurse in charge. 

  
5.2 Trusts are also expected to publish the staffing levels (ie planned 

staffing level versus actual)  on the NHS Choices website via the 
UNIFY system monthly from June 2014  and report this monthly to the 
Board. The Trust will meet the deadline of the 10th June to report this 
and the Board will be verbally updated at its meeting . 

 
 
6  SETTING STAFFING LEVELS  
  
6.1  Much debate has recently occurred on how to set a safe staffing level. 

Francis recommended mandating staffing levels but this was not 
accepted largely due to concerns that minimum set levels could 
become the maximum.  Interestingly mandated levels are used in 
several other countries including Scotland.  A ratio of 1 registered 
nurse (RN) to 8 patients has been proposed as the safest level and is 
used in hospitals such as Salford. However this does not mean that this 
ratio is always appropriate and in many cases the ratio might need to 
be higher.   

 
6.2 Berwick (August 2013)  included a comment on staffing levels and the 

pending NICE guidance.  ‘ while NICE does its job we call managers’ 
and senior leaders’ attention to existing research  on proper staffing, 
which includes but is not limited to conclusions about ratios. For 
example, recent work suggests that operating a general medical – 
surgical hospital ward with fewer than one registered nurse per eight 
patients, plus the nurse in charge , may increase safety risks 
substantially.  This ratio is by no means to be interpreted as an ideal or 
sufficient standard: indeed higher acuity doubtless requires more 
generous staffing.  We cite this as only one example of scientifically 
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grounded evidence on staffing that leaders have a duty to understand 
and consider when they take actions adapted to their local context.’  

 
7  USING EVIDENCE BASED ACUITY AND DEPENDENCY TOOLS 
 
7.1 Setting an establishment is not just a numbers exercise with a simple 

formula  e.g. nurses : patient multiplied by the number of beds. It is 
important to consider the clinical condition of the patient and their levels 
of dependency. 

 
7.2 This Trust uses the Safer Nursing Care tool which is an acuity and 

dependency tool  originally developed by the Association of UK 
University Hospitals some years ago, but which has recently been 
reviewed by the Shelford Group  and re-launched. It is used widely by 
many hospitals including the Royal Free. 

 
7.3 The acuity and dependency is measured over a number of days and 

using a series of multipliers then calculates the number of nursing staff 
needed. Every patient is placed in a category using the critical care 
patient classification which allocates a patient a level from 0 – 3. The 
category 3 would be allocated to a patient in ITU with multi organ 
support. . These classifications have been adapted to support the work 
across a range of wards and specialties. 

 
This gives a baseline against which to set the level of nursing staff 
required.  Activity on the ward is reviewed by a number of nurse 
sensitive and patient flow indicators such as the number of admissions 
and discharges and the numbers of HAPU and slips trips and falls.  

 
The number of staff required is then reviewed using the professional 
judgement method applied by senior nurses. Professional judgement is 
a common methodology and relies on the skills of senior nurses to 
judge the number and skills of nurses required for a safe and 
acceptable level for each shift in a 24 hour period and is then given an 
uplift to cover absence for training, leave and sickness.  

 
8  UPLIFT 
 
8.1 BCF has an absence cover uplift of 21%.  Until 2013/14 this was 

included in the ward establishments. However during transformation 
work in 13/14  the wards were budgeted at 18% with 3% held centrally 
to cover long term sickness.  It is recommended in this paper that 21% 
is  included in  the establishments and that the 3% held centrally 
ceases. The current system has proved confusing forward sisters/ 
charge nurses and matrons and budget management will be more 
effective if it reverts to the previous method. This would also align with 
the Royal free.  
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9  WARD SISTER/CHARGE NURSE SUPERVISORY ROLE  
 
9.1 Francis recommended that the Senior Sister/ Charge nurse should be 

rostered in a supervisory role so that the quality and safety of care at a 
local level could be ensured to be of a consistently high level.  The 
ward sister who has to take a patient case load is unable to adequately 
supervise the nursing staff ., 

 
9.2 BCF implemented this last year but did not achieve a 5 day supervisory 

role for all areas.  A review of the rotas revealed that not all areas had 
achieved this and the maximum in some areas was for 3 days a week.  
This can now be rectified Finance have confirmed that funding has 
been held for the implementation of the Francis recommendations. 

 
10  ESTABLISHMENT REVIEW  
 
10.1 Since the 13/14 budgets were set the Trust has seen significant 

changes as a result of the BEH clinical strategy being implemented 
and, whilst staffing was predicted for the post BEH position, it was 
uncertain what the actual activity would be and whether there would be 
any impact on the acuity and dependency of the patient case load. It 
may still be too early for the activity to have settled to ‘new normal’  and 
be reliable for future staffing modelling, so the introduction of a twice 
yearly establishment review is a welcome  development.  

 
10.2 Table 1 sets out the current 14/15 budgeted establishment and the 

recommended levels to achieve all wards having a 5 day ward sister 
supervisory role. It is also clear from the acuity and dependency study 
that some areas have significantly changed post BEH, e.g Quince and 
CDU, and some other areas will require further review before the 
proposed changes take place to ensure the validity of the acuity and 
dependency data.  

 
10.3  Adelaide and Napier wards have been included in the establishment 

review but separated out from the main table because it was 
anticipated that Napier would close at the time of the implementation of 
BEH. Activity levels have prevented this. There are currently 19 RN wte 
and 11HCA wte in post on Napier who were originally intended to be 
redeployed to other wards . Adelaide was funded for six months post 
BEH as a stepdown ward and remains open. There are 21 RN and 12 
HCA in post. 

 
10.4 Although the establishment review has shown that an increase is 

required in the establishment in the adult wards it should be noted that 
if Napier were closed there would not be a need for an increase, 
although a reallocation would have been required.  

  



7 

 

 
11  SKILL MIX  
 

Table 2 shows the current skill mix of each ward based on existing 
rotas.  The RCN has recommended that the skill mix should not be less 
than 65RN:35 in acute wards. Again this cannot be applied uniformly 
across the Trust as wards have different demands. For example 
Adelaide and Napier have patients with low acuity but high dependency 
and it is appropriate for them to have higher numbers of HCAs than a 
more acute ward. However Willow ward for example currently has an 
inappropriate skill mix for its acuity and needs to be reviewed.  
 
 

12  SUMMARY OF RECOMMENDATIONS TO BE DISCUSSED WITH 
RFL  

 

 Implement the increase in establishment on Beech, Cedar, 
Damson, CDU and Quince (17.5WTE) 

 Review the highlighted wards by matrons validating the SNCT in 
July and keep current establishment until review has taken place  
for Willow and Olive 

 Consider securing the funding for Napier and Adelaide for the 
remainder of the financial year. 
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TABLE 2  SKILL MIX, REGISTERED NURSE TO HEALTH CARE ASSISTANT RATIO 
 
 
 

WARD SKILL MIX RN:HCA RATIO APRIL  SKILL MIX RN:HCA RATIO   
MAY   

ADELAIDE   56:44 

CCU 100% 100% 

ITU 91:9 90:10 

BEECH 60:40 68:32 

CANTERBURY 81:19 85:15 

CAPETOWN 55:45 65:35 

CEDAR 70:30 71:29 

DAMSON 73:27 71:29 

JUNIPER 74:26 77:23 

LARCH 70:30 72:28 

MULBERRY 80:20 78:22 

NAPIER 56:44 56:44 

OLIVE 69:31 75:25 

PALM 54:46 59:41 

QUINCE 67:33 70:30 

ROWAN 78:22 75:25 

SPRUCE 57:43 56:44 

WALNUT 73:27 73.:27 

WELLINGTON 75:25 74:26 

WILLOW 56:44 61:39 

CDU 65:35 67:33 

AAU   

 
 
 


