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Introductlo&

; g Framework: the tool for nursing and midwifery workload
». mminently transition to a Standard, to support safe ratios and
. As part of the Nursing Guarantee — putting patient safety first, the

witted to legislate for safe nurse-to-patient ratios and workload
nd’s public Hospital and Health Services (HHS).

Government has con
provisions in Queensl|

The complementary objective for this initiative is to transition the BPF into a Standard, to
provide a clear message that the number of nurses on a shift is an important aspect to
improving patient safety and quality of care. Integral to the Standard, is the emphasis on
increasing transparency on health system performance, monitoring and public reporting on
compliance with ratios and the BPF.

The BPF provides nurses and midwives with a business planning process to assist in
determining appropriate staffing levels to meet patient requirements and evaluate the
ongoing performance of the nursing service.
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The BPF provides nurses and midwives with a simple, standardised business planning

process, which assists to:

o determine appropriate nursing staff levels and skill mix to meet service requirements

¢ identify strategies for managing workloads; and

e guide the development of transparent processes to evaluate the efficiency and
effectiveness of the service.

Each clinical unit is required to determine its nursing / midwifery requirements to ensure
safe, high quality patient care through shift-by-shift assessment of patient demand.
Individual patient needs must be met by the appropriate nursing and midwifery resource
allocation over the twenty four (24) hour cycle.

The BPF also determines the process for monitoring and acting to en these

requirements for nursing and midwifery staff are met and most impo, tq ensure
patients are receiving the nursing and midwifery care and contact ti y need on the
shift. These procedures are outlined in the BPF to demonstrate effe onses to
unplanned variations to predicted patients’ needs or the avalil nursing staff at any

time during the day or night, including prompt action to enabl se or decrease in

nursing staff.

The BPF improves health service delivery by: @

e assisting nurses / midwives to plan

¢ defining goals and objectives

e identifying priorities determining the re an resources (e.g. nursing / midwifery
hours, skill mix) and determining other ed resources (e.g. technology, equipment

etc)
guiding monitoring and evalua

environment in ord
most appropriate way.

for service / acfivity’j8 maiched with the supply of resources.

These principles fallinto three key categories aligned with the key stakeholders of a health
service: patients, staff-and the wider organisation. The principles are:

1. Patient/ client focussed
- applies evidence based models of care and clinical practice

- meets agreed outcomes and health improvement targets

- promotes the premises as underpinning delivery of safe, quality health care
(accessible, responsive, safe, efficient, sustainable, effective and appropriate).

2. Staff focussed
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- ensures active participation in the planning and management of resources by nursing
and midwifery staff to ensure a balanced approach to resource management

- aligns staff numbers and skill mix with service demand to effectively manage
workloads

- integrates workforce planning, workforce flexibility, evidence-based practice,
competency, requirements and training

- embeds systems for delivering safe, equitable workloads
- clinical environment.

3. Organisation focussed
- ensures alignment and consistency between individual service-based business plans
and Hospital and Health Services’ strategic direction

- promotes optimal use of resources
- integrates systems to assist staff in decision making
- provides access to timely, accurate and reliable data. “
The BPF supports nursing and midwifery service managerstQ i1 at e supply of nursing /

midwifery resources with patient demand to deliver servig ide quality patient care

outcomes.

Individual nursing and midwifery services withi p nd Health Services have
individual, agreed processes for the planni G ing of nursing and midwifery
resource requirements. These processes @ @ he current BPF methodology and
National Standards for Safety and Quality, are promote budget integrity.

G gement — service profiles — strategic / analytical monitoring —
determiningskill mix

[}
Q)
o
>
12
2]
—
®
>
Q

<
®9
-

o)
—
=
Q
]
(2]

e}
QO
=
®
>
Q

<

e Staff Collaboration

This approach requires ‘service profiles’ that detail the nature of the demand, including
population health profiles and internal, external analyses with comparative analysis and
performance metrics. These steps reveal any gaps that indicated service growth or
reduction, and what the impacts of these variances maybe on the nursing and midwifery
workforce.
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Contemporary BPF

eHistorial Data
*YTD

*Planned
Projections eBudgeted
*Do they equate?

eGrowth?
Variance / eReduction?
Gap «Maintenance LSta

Quo?

eWorkforce - nursing

and midwifery,

workload
eTechnology
eEquipment-Beds

EXAMPLE: Purchasing Targets - QWAU - Caraioiogy

2015-2016
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EXAMPLE: Purchasing Targets - QWAU - Cardiology

Service
Reduction

2014-2015 201

Gap Analysis will indicate that estimates of human resourcing,/€apital, technology are

required. The gap will need to be managed up through the g nge structure of the
0

organisation, supported by data wherever possible. This t egotiation process
between what the service has planned and should guid negotiations. Optimally,

budgeted activity (actuals) equal planned (forecast) activity

%,

Health care services exist in a complex and ¢ 3 nvironment and a robust plan assists
to meet these challenges. Therefore, the 3 W 0 hald

is essential when planning the long-term vi fy angd sustainability of these services.
Frequent monitoring and evaluatio S tdicators such as client acuity and activity is
necessary to ensure nursing and pjy workloads are matching service (patient)
demand.

Service profile

service level agreem
Standards.

When developing
service and consi
numbers, ski

file, it is important to document the core demands on the
all influences and variables, particularly in relation to workforce
ites-and material resources.

A completed seryicé profile:

describes the demand placed on nursing and midwifery resources

assists in the planning of service delivery

identifies the service’s purpose, direction, tasks and priorities

determines the resources utilised to deliver the current services and estimates of
resources required to deliver future activity

e provides guidance with monitoring and evaluating service performance.

A service profile is developed annually, based on the financial year, acknowledging
adjustments to the profile may be required throughout this time if key factors such as patient
/ client activity and nursing supply change during this time. The proposed service profile
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determines the current / future state of demand and provides a plan for matching this with
resource supply through the collation of relevant data collected from the following analyses:

The external environment includes the following factors:

Policy/Legal
Economic

Social

Technology
Research and EBP

The internal environment:
Structural
Human Resource Management (HRM)
Information and Communication Technology (ICT)
Comparative Analysis @
The SWOT reviews:
Service Strengths
Service Weaknesses
Service Opportunities
Service Threats

Using the initial service profile as a guide, the-se 3
clearly identified and can be readily discu d egotiated. Once the budget and the

level of service is agreed upon and finalise aI service profile is recognised as the
‘agreed service profile’ (keeping in piind the profite/may need to be reviewed and amended
periodically in line with the budget's

It is important to remember the g profile includes both demand and supply data, and
performance metrics of how these can ke measured for monitoring and evaluation.

Resource Allocati

Chapter 2 discusses
calculation tools. T,

importan f a BPF approach to resource allocation, and the
tions to estimate the resources required to meet planned /

gurrent recommendation will be updated and linked to the Office of the
jdwifery Officer's website.

strategies are providedwhere the allocation of funds does not balance with identified service
requirements in Chapter 3, Reaching a Balance

Reaching a Balance

This third and final stage of business planning analyses the differences between the demand
for resources and the actual resources allocated. It allows service area managers, staff and
senior management to identify gaps and agree on a resolution. That solution is likely to be
one of three potential outcomes:

e change the demand for resources
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e change the investment of resources
¢ alter the mix of resources to achieve agreed outcomes.

When differences occur, a balance can only be achieved by adjusting either supply or
demand, or both. This is discussed further in Chapter 3 and how to negotiate a resolution.

Escalation
When workload issues arise, escalation is necessary when resolutions cannot be found at
the local level. These are described in detail in Chapter 4.

Performance metrics
Measuring performance to understand progress is key to understanding the outcomes of the
diverse activity within a unit, service, facility and HHS. Chapter 5 deg s the importance

of nurse sensitive indicators and keeping nursing metrics on the H

The ability to balance service demand and staff supply is esse
term viability and sustainability of health services. Frequent m
such as client acuity and activity is necessary to ensure nursi
matches service demands, and the term acuity is used in e

whenjldnning the long-

i f demand indicators
wifery staffing

with complexity and

industrially mandated methodology to ensure safe and st hle workloads for nurses and
midwives. The framework has been a collaborative
and Health Services, the Queensland Nurses Unio e0f the Chief Nursing and
Midwifery Officer and the Employee Relatio

The Addenda from the 4th edition BPF on Men TPerioperative; Outpatient and
Ambulatory; Primary and Community and Pubti Services remain essential reading
for those specific settings undertaking thei | xeview [hyperlinked]. These documents
highlight the importance of any setting eir annual service profile, the most
appropriate model of care and servj el to meet service demand and the
nursing and midwifery hours requitg

decisions approprlate to umstances; with the priority of safe, high quality patient care.
The key to the BPF’s s owering the middle management levels to maintain the
ces and budget integrity.

Accordingly, the N
cascading respopsibilj

nager, Nursing Director and Director of Nursing have
loping and implementing the BPF at the ‘local’ level and are
he BPF provides the management of workload issues, resolution
processes and/perfofn ezmetrics. A sound business framework and workload

égy is essential in delivering quality care and improving patient outcomes

in today’s complex@and dynamic health care environment.
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Chapter 1. Develop a service profile

Action!
Refer to:
Template 1: Service Profile

In a nutshell:

The purpose of this first Chapter of “how to implement the BPF” is to support you in planning
through clear identification and articulation of the health needs of your local area. It is not
just about looking at the current business model and quantifying the required resources, it is
about starting at the very beginning and identifying the aims and objeetives of the service

(“why are we here?”) and assessing the area’s current activities for @ g this (“is this the
best way to do this?’).

Following these steps will inform your human and financial re entsfrom the demand
so that service delivery can meet the appropriate level of car i ns determining

supply by allocating the most appropriate resources and is the is jJof Chapter 2.

NS
The following points are important considerations when éé\Qeio_p}jg/a business plan.
Developing a service profile

Service ?rofile

Demand
Performance Metrics (NSI,

based on Population Health data (Calcuiations and professional

(Internal, External, SWOT judgement determines
analyses) resources)

Benchmarks, HHS reporting) to
monitor and evaluate

Developing a service profile may seem like a daunting task. However, a step-by-step guide
is outlined in this chapter with a matching template. By simply following these steps and
filling out the template, any service area can readily develop an effective service profile.

This has the interrelated benefits of:
¢ simplifying the process for service area managers
e ensuring the final service profile is robust and can be used as an effective business
planning and budgetary tool; and
¢ embedding consistency across all health service delivery areas
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The service profile incorporates Demand, Supply and Performance Metrics that culminate in
actuals versus forecast to inform the gap and variances

In developing any business plan, consultation with stakeholders needs to occur. For this
initial Chapter, nursing and midwifery staff should actively participate to ensure frontline, on-
the-ground information and experience is captured. Also, this participation will lead to a
better understanding of the concepts, as well as greater ownership and commitment to the
plan by everyone it impacts. The following diagram illustrates an example of the governance
processes for different settings within a HHS.

NUM/CNC/
Facility
Manager

Mental NUM/CNC/
Facility
Health Manager

NUM/CNC/
Facility
Manager

Rural NUM/CNC/
Facility

Health Manager

Additional informdtion

Funding

In developing
beneficial. eﬁ ¢
localised level, te

Data collection (monitoring)
Health Indicator Sets

ND, SM, BM

ND, SM, BM,
DON

DON, BM,
CoM, CO,

%, B
00

ED/Servic

Direc

DCH

EDRH

%,

HH M
P sional
Lead

HHS N&M
Professional
Lead

HHS N&M
Professional
Lead

HHS N&M
Professional
Lead

BPF Steering
Committee

BPF Steering
Committee

BPF Steering
Committee

BPF Steering
Committee

ofile, an understanding of the national funding model is
ation about how this model works and is implemented on a
to Annexure: Understanding the Funding Environment.

The Health Statistics Unit has compiled a list of state and national health-related indicator
sets and performance measurement frameworks with links to key information about
indicators. Some links for indicator sets are only accessible to Queensland Health staff via
the Queensland Health intranet (QHEPS). Please contact hlthstat@health.qld.gov.au

https://www.health.gld.gov.au/hsu/collections/dchome.asp
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Guide to completing a Service Profile

To assist you in developing the service profile for your area, additional notes and direction
are provided below.

Remember: Queensland Health and Hospital and Health Services (HHS) have strategic
plans stating the mission statement and key outcomes to be achieved during the designated
timeframe. These should be referred to and links to web pages / documents when
developing your service profile.

Service overview @

Stating the aim

State the aim of your service in a succinct, broad sentence, d ing how your service
contributes to achieving the aims and direction of Queen

& coordinated
nd a cost efficient service.

Example: To provide holistic care for cardiology patients) b
HICO

multidisciplinary approach, resulting in optimal patie

Developing objectives

The objectives are statements indicating th / measurements for the service to
achieve. They form a basis for assessing fafinance of the organisation. In developing
objectives, incorporate any new activities 0 s that need to be undertaken and

consider past non-achievements

Ensure the stated objectives arés
e easy to understand

e specific

e realistic and achiev

e time oriented

e outcome focuse

e measurable

e prioritised.
Example:
e Toimpleme e reviewed cardiac patient education program within six months.

Describing the present service

When describing the present service (or the service being planned) you may wish to include:
e recognised type of service (e.g. a cardiac service)

¢ function of the service and location of care delivery.
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D@ H ='D L 15/16=©82I Document 14



Internal environmental analysis
Location and size
Describe the physical environment in which the service exists.

Are there factors that impact on the amount of nursing and midwifery resources required?
Examples include:

e remote areas where transport is difficult to obtain can delay the discharges of patients
e the size of the locality services can affect community and outreach services.

Services within the facility

List the services / activities within the facility. Where appropriate, do
priority or operational focus and list the Clinical Services Capabilj
service.

Service Structure

e What is the structure of the service?
e What teams are involved in service delivery?
e What are the roles, responsibilities and

of team members?

Leadership and Management
This is informed by the responses 4b

¢ Who is accountable for the s
e What is the governance structure

Nursing and midwifery/str e

Refer to Part A: Servj
not applicable.

rofile ant\ll in the table provided, deleting any positions or rows

It may also be behefitial to document additional information such as:
e What are the ntabilities of nursing and midwifery staff?
e What imps the nursing and midwifery structure have on the clinical and non-

Non-nursing support positions

Which other roles are employed by the service and how is the relationship to the
nursing/midwifery team structured? Is it a multidisciplinary team? Staff who are not
employed by the service, and not rostered exclusively to the service. Eg physiotherapist /
occupational therapists, other specialist roles.
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Current model of care

A ‘model of care’ can be described as a multifaceted concept that broadly defines the way
health services are delivered at unit, division or whole of service level. An example of a
model of care is the Queensland Health Integrated Mental Health service.
http://gheps.health.qld.gov.au/northwest/mental-health/mentalhealth-home.htm

When documenting the service area’s model, ask:

e |s the current model of care aligned to the health care requirements of the local
community?

¢ What are the outcomes for patients / clients?

e Isthere good evidence to support the current model of care?

o Does the existing structure support the model of care?

e Are there other models of care preferred in terms of economic eff engess and
patient/client outcomes?

Human Resource Management

Core staff working in the service — categories, scope
categories of core staff working in the service?

e, skills (What are the

¢ Numbers and FTE indicated separately i.e. 16 0.S
training and workload for completing
o What is the current scope of practice of th
are there to optimise the scope of practice
¢ Do the competency levels of the staff ry
of this context on skill mix?
o Effect of context on skill mix i. in—rufal facility cannot be in charge of a facility
without sufficient experience

ff - implications for costs of

and what potential opportunities

/ client needs? And what is the effect

e What is the teachin
What agreements

clinical placement, Regional Training Authorities)

e Are needs likely to change?

e Are there any organisation requirements (eg: % of staff as fire wardens) that require
training?

e Insert link to HHS or service education plan
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Mandatory and requisite training

e A HHS is a statutory body under the Financial Accountability Act 2009 and the Statutory
Bodies Financial Arrangements Act 1982 and is a unit of public administration under the
Crime and Misconduct Act 2001. HHSs are responsible for ensuring they comply with the
legislation as it applies to them.

e Under the Hospital and Health Boards Act 2011 one of the functions of HHSs is to
comply with the health service directives that apply to the HHS. Section 50 of the
Hospital and Health Boards Act 2011 states that a health service directive is binding on
the HHS to which it relates. The HHS must also comply with other directives, such as
directives applied under the Public Service Regulation 2008.

e Relevant legislative compliance is monitored within the Service, at divisional level and by
the XXHHS.

Other indirect patient / client care commitments (optional

What management/administrative responsibilities do team members Have?

For example:

¢ portfolio work (such as NO2 special projects)

e quality improvement activities, accreditation, au

e research.

e Add in rural and remote themes

Maintenance of pharmacy i.e. pharmacy, orderi

stock take; xray; pulling charts as required itti d discharging patients on HBCIS;

: ittin
L@? p’) ing scripts for public patients;
S, Dat IV

changing O2 cylinders; attending the morg
g paperwork for patient retrieval; audits

supporting videoconference cons

and codes and documentation of emergency equipment, procedure boxes
for retrieval or to Local sonography (e.g. 5 hr

round trip) when required; isolating alarms and reporting; coordinating discharge into

community with communitysupports; be~xoh call for clinical support as required

&

turning/removing expired stock, annual

Information teghn management

Provide an overyiew ef the information technology framework of your service area. Key

What information nd systems are in place? Here is a list which may prompt you?

e Isthere suffic formation provided by these systems?

e What access is thefe to information?

e Who collects / supplies the information?

e How timely and accurate is the information from these systems?

o How reliable / stable are the systems? (e.g. are staff required to input information after
periods of downtime?)

o Do staff know what information is available and to how to use that information?

e Do you have telehealth systems in place?
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External environmental analysis

The purpose of this section is to provide a snhapshot of the factors, external to your service
area (and therefore largely out of your control) which can have a direct impact on your
service.

Policy / legal factors

¢ Commonwealth direction / policies / funding

e Queensland Health direction / policies / funding
e relevant legislation

¢ licensing organisations

o professional groups

e Industrial groups / issues

e education imperatives ZZ @

Economic factors

international / national economy
public / private interface

private health care providers
future capital works planned.
Social factors

Analysing your service area’s prevalence of dise nd population trends will provide
useful insights into the required categories els\df outpatient and ambulatory health
services. Calculating the percentage of po and known populations at risk will assist in
workforce planning and managem ur d midwifery workloads. Other questions

to ask include:
¢ Is the population young or agi

o What is the growth rat

ulatiQn?
non-Eng speaking population will require the use of interpreter
and using these services consumes resources, thereby

e Are the hedlt eds of the community matched with the national and state priorities for
health outcomes

- What does the“local community / consumer expect from its health services?

- Are these expectations realistic and/or deliverable?

- What is their level of awareness of the health services they require and that are
provided?

- What involvement does the community have in local health service planning?

e How diverse is the
- Example:ala

e Workforce issues
- Are there enough nurses and midwives with the skills required for your health
service?
- What other workforce recruitment and retention issues are there?
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e Technological factors
- What is the impact of technology availability on the service?

e Research and Evidenced Based Practice

- What research developments are impacting, or have the potential to impact on services?

- Are you required to participate in State or National data collection? Does this impact
upon workloads?

SWOT analysis

A SWOT analysis is a structured planning method used to evaluate the strengths,
weaknesses, opportunities and threats involved in delivering a servige onsultation with
staff in the service / unit.

It involves identifying the internal and external factors that are f

A SWOT analysis can assist in moving from a ‘business
focus on true work priorities.

e Strengths
These are internal characteristics of your se
e Weaknesses

There are internal characteristics that plac
others.

e Opportunities
These are external elements tha gervice area could exploit to its advantage.

e Threats

—t*

These are external ele could cause challenges or difficulties for your service area.

cumenting/a SWOT analysis is tabular as shown below. You may
e service profile.

Helpful Harmful
y/aN
Inter, {/ engths Weaknesses Typically
(and larg e characteristic e characteristic FEMIPEIE) M
controllable) e characteristic e characteristic
e characteristic e characteristic
External Opportunities Threats Typically
(and largely ¢ characteristic e characteristic NEFEEE [ BLELTE
uncontrollable) e characteristic e characteristic
e characteristic e characteristic
Increase Reduce
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Significant achievements in the past 12 months

Consider the significant achievements that have occurred throughout the past twelve
months. Reflect upon these and refer to the information collated within the internal, external
and SWOT analysis as part of this framework to assist in the identification and projection of
priority areas for service improvement for the oncoming financial year.

@
7
&
2
&
AD
&
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Comparative analysis

ACTUALS

Patient / Client activity

¢ Identify and discuss patient client activity, consider in context to previous financial
year activity and impact upon nursing and midwifery workloads
e Major DRGS/OOS

e Patient/client complexity and acuity

e Patient/client activity: Identify and report upon key activity data/y€leyant to the
service. Activity to consider are have a direct relation t; rsing-aad midwifery
workloads, NB: Not all activity metrics are relevant ices.

(Listed below are examples/suggestions for reporting of vity-lemand, consider

i
what activity/activities of demand best represent the typelo s provided and add or
delete where appropriate)

Patient / Client activity @

= Number of separations . \A%er of day surgery cases
=  Weighted Activity Units <7 omeNisits occasions of service
= Total occupied bed days (fractional) Number of births
= Average occupancy = Retrievals
_ _ —7
= QOccasions of service = Back-transfers
= Emergency department presentations = Number of births: vaginal / caesarean

mission .
admissions = Number of group sessions, numbers of
= Numbers per triage gory attendees at group sessions
g

= Number of oper tre sessions /| = Number of units of activity in Central
complexity Sterilising Departments

= QOperating m

Table xx: AStIvty facto

Top Ten DRG
No. |DRG | Description ALOS ngr EUET Variance
1
2
3
4
5
6
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7

8

9

10

Cat Cat Cat Cat Cat Weekly

Month Total Ave. Month | 1. 2. 3. 4, 5. Total | Ave.
Oct Oct
Nov Nov —
Dec Dec //’7//\
Jan Jan \V/ )
Feb Feb 7 ~—
Mar Mar ()
Apr Apr \'/I_//
May May //7\ il
Jun Jun NN
Jul Jul S\
Aug ag | (79
Sep Sep S~/
Total Total \

Month |00S1 | 00S2 | 0043 \QOSZ{00S5 | 00S 6 | Total | Weekly Ave.

Oct S/

Nov A
Dec A N
Jan PN

Feb /[

Mar /\\ 7

Apr ’ b

May /a\

I N
NY

Jul
Aug
Sep
Total

Ward Occupancy (Nurse Dependency System)

Insert your Nurse Dependency trends and highlight any particular issues.
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Performance
Financial performance

Financial performance against budget allocation, report the information in the table below
and provide a brief description on the influencing factors of the budget variance. These
factors need to be considered in the determination of nursing resources.

Cost centre YTD Actual YTD Budget YTD Budget Variance

Identify and discuss nursing and midwifery labour performance-irndic
factors associated with negative trending outcomes for thefi iatYTD.

Trends may be occur on a daily, weekly, monthly, annua al or other regular basis.
Factors in trends to be considered include:

¢ why they exist

¢ how they occurred

o the degree of change

¢ the relationship among
Trends can indicate:
e increasing or decreasing acfivity at a steady rate

easonal factors areas that require further investigation and
mple, asing sick leave.

e fluctuations d
action, for

Activity factors nee onitored and reviewed as activity is one of the measures of
organisational performance. ile the listed measures are the major ones to be considered
on a whole of drganisation basis, within individual services, there may be other types of
activity that ng @ i

eviewed.
Therefore, each\Unjt should develop a minimum data set which is a listing of the factors
considered to be impostant indicators of workload for that particular service. For example,
the information collected in the operating room will be different from a surgical ward or a
community health service.

Workforce data from Queensland Health Decision Support System (DSS) is considered an
important source of information and is used to support decision making in developing BPF
service profiles. However DSS data does not delineate productive hours into direct and
indirect clinical hours.

Availability of comparative data will support n/m leaders to make informed decisions related
to adjusting nursing and midwifery workloads, staffing levels and skill mix.
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Reliable, standardised, accurate and timely operational management information is crucial
given current efficiency measures. Robust workload data facilitates n/m leaders to
effectively plan, deliver, monitor and evaluate the services provided. Duffield RBWH

Nursing / Midwifery Labour Performance Indicators

YTD Sick Leave

re

Identify and discuss nursing and midwifery labour YTD FTE and skil mands for
external escorts and patient specialling where relevant to the servic

Patient specialling

Are there procedures that indicate a patient will need specialli
assumption that a percentage of patients have a cognitive impai and may require 1:1

maybe difficult to allocate budget, historical data m smwhether or not it should be
recruited to.

Aug Sept Oct Nov | Dec @ Jan

o

AN
Aug  Sept Oct Nov ‘Dec ‘Jan

Nurse sensiti

Consider what Nurse™S8ensitive Indicators are applicable to your service. Report in the table
below the incident rates, these may be dependent on the setting of the service. At the
system level, incident rates are adjusted to the Service Level Agreement financial penalties.

It is imperative that the nursing and midwifery resources determined for clinical service
delivery are considered in the context of local reported clinical incident types given the
variances across clinical environments.
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Clinical incidents

Incident type SAC1 SAC2 SAC3 Total No. (0]=1D) Rate
Falls

Medication incidents

Pressure injuries

Blood transfusion

Infection rate

Resource Allocation

Reviewing the current health workforce allocations will allow some | difal
benchmarking. For the forthcoming financial year, depending on wh ivity targets are
a growth, reduction or maintenance of current service levels. This ent state analysis
allows for a workforce reassessment that aligns with the fore agtjvity for the service,

and assists the service in determining if more, less or the gar

Nursing resource allocation

Priorities for next 12 monNZ

Annual activity targets set by Queensland
be factored into forecasting. Once the
estimated for the following year. |
forecasting.
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o Baseline (previous year)
Actuals - Budgeted = Variance

o Estimated Future Activity - Targets

Forecast Activity or Estimated Future (Health Service) Activity
(EFA) Methodology

http://gheps.health.qld.gov.au/ppb/docs/hsram/efa methodolgy20152016~y1.pdf

A key component of healthcare purchasing negotiations is to set actiity'targets for each
Hospital and Health Service (HHS). Estimated future (health sepvive) (previously
referred to as “assessment of health service need”) has playe informing role in the
development of service agreements for both 2012-13 and 20

For the 2014-15 service agreements, priorities in terms 0Of i wont were identified based
' St the estimated future
e adopted for the 2015-16

being used as a “target end point” to infor
future activity is not being provided for the
Agreement activity targets relate to H S @

not been assessed for individual f.
Estimated future activity has beér aségssed by:

service stream:

Other Activities.

- Hospital and Health Services of treatment, plus Mater Health Services (public only,
Mater Children’s Hospital will be allocated to Children’s Health Queensland);

- Hospital and Health Services of residence (where possible);
- both adults and children (where possible);

- with a relevant level of service type detail for each stream (e.g. SRG for Inpatients,
Tier 2 Clinic for Outpatients, Triage Category for Emergency)
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Nursing Resource Determination
Defining activity in specialty areas

In some specialty areas where nursing activity is not measured using the Nursing Hours Per
Patient Day (NHPPD) model, additional consideration may have to be given to the definition
or measurement of activity. The principles of the BPF can be applied in a clinical area using
an agreed unit of activity. Some units of activity that may apply, other than NHPPD include

» number of separations (discharges, transfers, deaths)
» weighted separations

+ total occupied beds

+ average occupancy

 occasions of service

« emergency department presentations

* numbers per triage category @
* number of theatre sessions

 day surgery cases

* oOutpatient occasions of service

* number of births

* retrievals

* home visits

+ client separations

» number of group sessions @

* number of clients attending group,se
operating minutes

Nursing Resource Determination
<INSERT YEAR>

Step 1: Calculate Avrrdgb P.oductwe NHPPD or NHPOS or NHPUA

Average NG ours per Patient Day Total Annual Productive Hours
Total Activity (FBD's/OOS/UA)
Average NHPPD/NHPOS/NHPUA= 5.89 (example)

Step 2: Determine the Weekly Nursing Hours

Weekly Nursing Hours = Total Annual Productive Nursing hours/52 weeks
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Weekly Nursing Hours = 52 992/52 weeks (example)

Weekly Nursing Hours Total = 1019 hrs

Step 3: Develop Master Staffing Roster Profile

Proposed Master Staffing Roster Profile is developed within WorkMAPP workforce planning system.
Roster Profiles include direct and indirect hours as allocated to position ID. Once finalised attach a
copy of the Roster Custom Report to this document. NB: (Proposed Service Profiles) The weekly
hours determined in step three must equal the weekly hours total in the WorkMAPP Roster. (Agreed
Service Profiles) The WorkMAPP Roster Total FTE must equal the Rostered FTE in the BPF excel

spreadsheet.

Step 4: Confirm Direct Care Shift Profile

(Example)

Sunday

Monday Tuesday Wednesday Thursday Saturday

70:7.0:30|7.0:7.0:3.0

8.0:7.0:30 [ 80:7.0:3.0 |80:7.0:3.0 8.0:7.0: 3.%

(Example)

Nursing Headcount Nominal Ratio

Day 8 1:3

Evening 7 1:34

Night Shift ﬁ\ 24 24 3 1:8

ice Profile document consider the significant achievements that have

e welve months. Reflect upon these and consider the information collated
dernal and S.W.O.T analysis to assist in the identification and projection of
improvement for the oncoming financial year.

In finalisation of
occurred throygf
within the Internak
priority areas for ser

Significant Achievements in the last Twelve Months
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Approval

Once your template has been completed and finalised, use it for discussions and negotiations with
your relevant supervisors and senior managers and have them sign off the document, as outlined
in the BPF Introduction.

Service Improvement Business Case

A service improvement business case is required to be submitted for 2016-17 to support service
delivery changes: See the template at Appendix 2 for an example, however each HHS may have a
different template, and templates may differ depending on the amount of additional funding
required.

@
7
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&
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Chapter 2: Calculations of Nursing and Midwifery
resources

Action!
o Complete calculations under the Guide
In a nutshell:

This second Chapter of business planning focuses on estimating the nursing and midwifery
resources required to meet activity based on the service profile (Chapter 1). The estimation
process is simplified by tools and information that help convert the identified demand requirements
into actual dollars. Methods for allocating resources in response to demapd are explained and
response strategies are provided where the allocation of funds does na with identified
service requirements.

Defining f//‘\\

Remember: Always refer to the service profile when calcul ource allocation, taking into
account any negotiations that have occurred at a local level a unique environmental
characteristics of your service area.

* Establish the total nursing and midwifery re

(1) Calculate total annual productix
service.

(i)  Determine skill mix / g
(i)  Convert productiv€ 4

Finance will determine the operating budget and complete the following, but it is important for
nursing and midwifery line Mmanagers to urderstand how the following calculations:

Calculate non-productive faurs idwifery hours according with nursing and midwifery award
entitlements.

(iv) Conweftno ductive nursing/midwifery hours into full-time equivalents.

(V) ductive and non-productive full-time equivalents together and convert into

esoprces

te nursing/midwifery hours to service requirements.

(Vi)
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Guide to calculations

Estimating the nursing and midwifery resources required will provide a framework for allocating and
controlling nursing resources. Determining the nursing and midwifery resource estimates can occur once
the following activities have been undertaken:

e analysis of nursing hours per unit of activity used in the past

e analysis of trends in patient acuity data

¢ identification of levels of forecasted activity

e comparative analysis with similar services

e consultation with staff providing the services — the staff who deliver the services have the

professional judgement, knowledge and experience to advise on the f resources required to
deliver care.
The annual resource allocation for nursing or midwifery includes all labous e re (i.e. salaries and
wages) for nursing or midwifery staff, including productive costs (and f\6n- uctive costs (such as annual

and sick leave) explained in detail in the following section.

Calculating the Total Nursing and Midwifery re llocation required

A summary of the multipliers are located on each BPF staff d are used to calculate the total
workforce required to meet clinical activity.

The BPF multipliers are calculated using a standar 2 gy and are based on the Nurses and
Midwives Award 2012 (Queensland Health, 2012 — hyp to new award once available).

=,

BPF Staffing Profile - Mu(ti@li/ef ﬂodology
BPF Multiplier Calculation

NN
Productive Direct FTE // /21 PPD x Bed Capacity x Occupancy x days of
ezvrl:‘e7

Productive Indirect FTE \/ HPPD x Days per week x weeks per
nnum/1976
Mandatory Training FTE ihimum 5 days per headcount plus an

additional 6 days for all new starters per
i headcount

Professional Developme paid) Award entitlement for all permanent employees
grade 3 and above working > 16 hours per
fortnight. Full time employees entitled to 24
hours per annum (pro rata for part time

N4

employees).
Training and C nW including Based on average of training and conference
travel time) (pai leave accessed over the last three years (please
Optional note includes average travel time accessed)
Sick Leave (paid) Based on average of sick leave accessed over

last three years

Sick Leave (unpaid) Based on the average of unpaid sick leave
Include? accessed over the last three years

Family Leave (paid) Based on average of family leave accessed over
Check correct title the last three years

Maternity Leave (paid) Based on average of maternity leave accessed

over the late three years
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Other Leave paid Based on average of other leave accessed over
the last three years

Unpaid Leave (FTE) Based on average of unpaid leave accessed
over the last three years. This calculation is
included to measure flexible resources required
to meet the BPF needs of each Service Line.

Recreational Leave FTE Based on award entitlement, 6 weeks per FTE
for three shift rotating workers, 5 weeks per FTE
for non-shift work employees

Long Service Leave Based on average of long service leave
accessed over the last three years

Queensland Health has developed electronic tools to assist with the proces oping the total nursing
and midwifery resource allocation required to meet project activity. Howevenrit js-ijgortant to understand
the principles and the methodology behind these calculations so that ggtimations and allocations are
applied consistently across service areas.

A total nursing and midwifery resource estimates incorporate both’p e and non-productive
components, which are defined as follows:
» Productive hours - contribute to patient care and inclu di clinical and indirect clinical hours.

Direct clinical hours - activities directly related to care e the patient / client such as planning
and assessment of care, and documentation:

Indirect clinical hours - activities undertaken whj he patient / client while not in direct contact
with them, including education and trainin inical unit, mandatory competence attainment,
quality improvement activities, portfolio-act s, performance appraisal and unit orientation time.

* Non-productive nursing hours - aree 1 gyment entitlements which do not involve patient / client care,
such as annual and sick leave. They are dffer referred to as ‘on-costs’.

Total productive hours = direct cli rs + indirect clinical hours

There are six steps i
planned activity andy
terms of averages for a

e total annual resource estimates for nursing and midwifery to meet
ual operating budget. The nursing hours calculated are considered in
écific period. The steps are:

Calculate total productive nursing and midwifery hours

Calculate total annual productive nursing and midwifery hours required to deliver services
Determine skill mix categories of the required hours

Convert productive hours into full-time equivalent (FTE)

Calculate non-productive hours

Convert FTE into dollars

o gk wbdE

Professional judgement is recognised that is a valid criterion for deeming a definitive staffing level of nurses
and midwives as being safe. The total nursing and midwifery resources required to meet the approved
service requirements must be able to be determined and validated by completing:
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(a) service analysis and profile

(b) analysis of historical nursing/midwifery hours per unit of activity and sufficiency in meeting
service demand

(c) analysis of trends in activity data
(d) forecast level of activity
(e) comparative analysis with similar services

Q) consultation with staff delivering services.

Step Approach for Determining Required g FTE

Calculate Productive Hours

¢ Need to calculate HPPD / HPOS.

¢ Need to calculate nursing hours worked. @
How to calculate HPPD / HPOS: @

Method 1
This method is easiest if you have a stable consis Zujty level of patients within unit, or similar OPD

clinic session times.

Identify number of nursing hours workegd «# finaneial year (data from Trend or Necto). Do not forget to
include casual, overtime, special and escorthgurs within your calculation of house worked. Plus, identify
occupied bed days or occasions of service.

Calculation Nursing Hgurs d

Total ied beMys of occasions of service = HPPD / HPOS
Method 2
This method is used i e a unit with diverse acuity: So HPPD will alter with DRG.
Example:

DRG A ge no of nursing No of occupied bed Total no of hours
hours days

D1gZ 3 500 1500
Dg2Zz 4 250 1000
D9k1 5 100 500
TOTAL 850 3000
Calculation 3000

850 = 3.5 HPPD
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(Examples for residential aged care, peri operative community child health, emergency, mental health will
be provided at end of document).

Calculate Productive Hours

Productive hours = Direct plus indirect hours
Direct hours relate to nursing activities that contribute to patient care including documentation.

Indirect Hours include activities required for patient but does not require direct contact with patient (i.e.

education/training on ward, quality activities and unit orientation).
Calculation ~ NHPPD

X
Total occupied bed days = productive hours (Direct + Naghirect Bipurs).
Calculation 3.5
X
850 = 2975 productive nursing hours
(Note productive hours can also be obtained from TrendC NECTO).

Determine Skill Mix @
e.

Break annual productive hours into a we

Calculation 2975

52 =57 hours per week
Note: this example is utilising sm bers to explain a concept, and generally numbers in reality will be
greater.

Determine skill mix within 57

e Grade 6
e Gradeb5
e Grade 3

Note: if you have minimal safe staffing; this is where you would state that you have minimum of 2 staff per
8hr shift = 16x3 - 48hr x7= 336 hrs per week (provide rationale for minimal safe staffing).

e CN 168hrs
e RN 168hrs
e EN Ohrs
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Only the positions (e.g. grade 7 or clinical facilitators) may not be included in the calculations if they are
additional to productive hours, unless they provide a direct care or run a clinic.

Convert Productive Hours to FTE

Total productive nursing hours per week/38 = FTE equivalent
Example 1 7hr per week / 38 = 0.18FTE

Example 2 336 hrs per week / 38 =8.8 FTE

Note: if you are calculating a part time FTE equivalent that works .3 shifts k(% 24hrs / 38 = 0.63
FTE.

Calculate Non-Productive FTE 72
Majority of these costs are automatically calculated with semj-auto tool. This is for information

purposes.

Determine annual leave requirements:
e |s annual leave to be built into resource allocati

Determine sick leave:
e This should be based on last year’s statevaverage.

Determine Mandatory training;

e Currently there is an 11 days for new staff and 5 days for existing staff (However, health

5/11 day ratio

e 3 days per headcount? 16 hours per fortnight

On costs:
o Penalty allowances etc are determined by a percentage

e A nurse works 52 weeks x 38 hours = 1976

To calculate 1 day (7.6 hour as percentage):
(7.6 /1976 = 0.0038)
Multiply x 100 = 0.38 % N.B: only works at FTE percentage level, not at headcount level
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Add Productive FTE with Non-Productive FTE to Determine
Resource Estimates required to meet activity

This step is calculated automatically within the semi-automated tool

Example:
Required hrs per Weekly FTE Required hours Yearly FTE
week per year/1 FTE
Grade 7 38 1 1786 1.11
Grade 6 168 4.42 1748 5.00
Grade 5 365 9.6 1748 10.86

Grade 4 112 2.95 174 3.26

Grade 3 112 2.95 1 3.26

TOTAL 795 17.92 FTE 8778 = 23.49 FTE

Determine Seasonal Demand a

Month

Jan Feb Mar Apr May HNUQ Sep Oct Nov Dec TOTAL

00
?

Ju
OBD 100 200 200 400 400 50 300 200 200 200 3700
% 27 54 54 108 ? ?
Req 4 4 4 5

: ? ? ? ? 100%
NHPPD
Total 400 800 800 2000
hrs req

Week
Surgical Ward (agreed exa )\ PPD 4)

Mon (}f'ue\\\ Wed Thurs Fri Sat Sun
Pt days 20 30 N/ 28 25 25 15 10

AN
Hrs req 80 g 0 112 100 100 60 40
per day <
Calculation Pt days&

X
HPPD = hr required per day.
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Additional Examples for Determining HPPD/HPOS within Specialty

Areas

Residential Aged Care (Utilise residential classification scale)
Data to be obtained from QHERS or NECTO.

RCS 1 2 3 4 5 6 7 8
Categories
Ward 1 3 5 6 2 0 1 1 0

Ward 2 6 10 4 5 1 2 0
Total no of 9 15 10 7 1 3 @ 0
residents

Her per 3.86 3.3 2.79 1.86 1.29 1.2@8 1.28
cat calc

Totalresx 34.74 49.5 27.9 13.02 1.26 ) 1.28 1.28
hrs per cat

Indicated nursing hours per day = 134.42 / = 2.9 hours pe e day.

No of residents = 46

Short Stay

e Base ontop 5 DRG utilise methgd

e Or Fixed staffing model:

NB: Occupancy should be adjusted to reflect actual Short Stay usage
NE: Maximum number of beds | spaces available { not funided beds )

FIE

0.00 Total productive FTE
f.84
000 8.84
0.00
(.00
0.00 * Caution Required as staffing Short Stay Units may he
0.00 ahsorhed or extracted from Core Business Staffing
numbers depending on activity levels and may be a source
Total Hrs Reguired (Year) = 17472 of over hudyeted FTE
Theratore. ..
MHPPD » Beds « Occ% should equal (= ) 47 858493
Therafore....
NHPPD = [RiEL]
DRAFT — NOT FOR FURTHER CIRCULATION  5'" Edition — Business Planning Framework -37 -

D@ H=D ":. 15/16=©82I Document 38

TOTAL

18

28

46

134.42



Community / Mental Health / Child Health

e Data to be obtained from QHERS for occasions of service.

e Productive hours from Trend and NECTO.

Calculation  Nursing hours worked divided by occasions of service:

20000
4000 =5 HPOS
Hospital In The Home (HITH)
o Data to be obtained from QHERS for occasions of service. @

e Productive hours from Trend and NECTO. @
Top 5 DRG (Method 2) @

Day Surgery

e 5day Service \@
e Operating hours 7-5 @

NHPPD: Total productive hours / obd

CSSD

e Average Nursing hours pgr C Tray 2.87hrs
e Average nursing ho SSD loan tray 1.2;

Calculate number of 'ﬂ @ads and multiply by above denominators.
Add together to provide required nursing hours.

Compare this with historical p

oductive nursing hours to determine if nursing hours meet demand.

Theatre

e Minimum staffing as per acorn standards;

Determine productive hours as per recovery calculation determining theatre session lengths in time
multiplied by number of theatre.

L]
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e Number of theatres: 2

e Operating minutes plus down time for cleaning and preparation of cases
e Number of working days per year: 242

e No of nursing staff per operating room: 3.5

o Annual meal relief required: if sessions do not stop for lunch: 30min per staff; 91.5

Annual productive hours: No x operating rooms x no x operating hours x no of working days x no of staff
annual meal relief = 2x 9x242x 3.5 + 91.5 = 15337.5 productive hours

[ ]
Divide annual productive hours by 52 to determine weekly productive hour@
295 divided by 38 = 7.76 Productive FTE @
Recovery @

e Data to be obtained from ORMIS, NECTO, TrendC RS

Number x hours opened per day 0800-2000- 12hrsM;:vaery does not run at 100% occupancy) you
can calculate no of hours required for service per @ ide x 5 or 7 (5day service or 7 day serviceO

to determine an average daily number)

days per week; your calculated hours W
days = average hrs per day = 6hrs
No of working days per year (242
No of staff (1 per operating roo

(Note if you only have one opgrating ro

osed for 14 days at xmas
runner) (Note this is for staffing recovery only.
nning at one time then staffing would be 2.

Total productive hours:

Average daily session piou working days per year (Subtract any compulsory closure days from 365 to
establish working da « 1B weekends if not a 7 day service. X by humber of staff required =
Productive hours)

6 Xx 242 x 3= 4356productive hours

Divide annual productive hrs to hrs per week- 4356/ 50 (52- 2 weeks for compulsory xmas closure) =
87.12 hours
Divide weekly hours x 38 to determine FTE- 187.12/38-=2.29FTE

Mental Health
e Data to be obtained from CIMHA, QHERS and NECTO
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Inpatient unit: Top 5 drg model (Method 2)
Outpatient dept: utilise total nursing hours divided by total occasions of service= HPPD

Emergency Department
e Data to be obtained from EDIS, QHERS, TrendCare and NECTO

http://gheps.health.agld.gov.au/nmoa/workforce/documents/BPF ED calc tool .xls

2
7
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Rostering

Nursing and midwifery rostering

Nursing and midwifery rostering practices support provision of high quality health care that meets
the patient’s needs whilst also meeting the requirements of the organisation and employees.
Effective rostering juggles work / life balance issues, understanding the skill set required,
professional nursing and midwifery judgment, compliance with Industrial awards, legislation and
policy, prevention of fatigue in employees, cultural and generational considerations and legal
implications within a framework that promotes fairness and equity.

The Service recognises the need to consider accrued leave when employing new staff members;
with the aim to negotiate that excess leave be taken prior to employme ditionally, when staff
are seconded to the Service, leave accrued during the secondment is rQ
completion of the contract.

Rostering practices for nurses and midwives employed in the Ser
Principles of Best Practice Rostering: Queensland Health G éd?
be located http://gheps.health.gld.gov.au/schsd/docs/edu/tripgl/ @ .

12). This document can

df

AN
Q*
N
Q-
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Chapter 3 - Reaching a balance

In a nutshell:

This third stage of business planning focuses on analysing the differences between the
demand for resources and the actual resources allocated. It allows service area managers,
staff and senior management to identify gaps and agree on a resolution. That solution is
likely to be one of three potential outcomes:

change the demand for resources

change the investment of resources

alter the mix of resources to achieve agreed outcomes.
An agreement by the nursing / midwifery leader and staff is req i/@
demand by varying staffing levels if demand changes. When thexe fs
predesignated list of activities that are enabled or disabled ending on the workload

1

Jler to meet

!

Exercising professional judgement

management status.

that you as a nurse or midwife can unde

clients or residents.

Professional nursing judgement is a progess+t

critical reflection, evaluation and clinica @ rtt8e in order to resolve issues, problems

and dilemmas. When you exercise-y Qfes

workloads you are advocating ﬁ | patients and keeping yourself and them safe.
2 Q 9

judgement as this is the tool ofaccquntability for your interventions and care. In

involves practitioners in finding not the right answer
(which probably the absolute sense), but in deciding what is best in the
situation they fi es. When exercising professional judgment the nurse /
midwife musjtake, i nt all the aspects, even though some of them seem to be

. 2ssional judgment is formed of the specialist’'s knowledge,
technical skills, Competence, experience and abilities. Besides these essential
characteristics, tegumentation is very important and must be able to defend the opinion.
See http://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-
Statements/FAQ/scope-of-practice.aspx for the ‘A national framework for the
development of decision-making tools for nursing and midwifery practice’.
http://www.nursingmidwiferyboard.gov.au/search.aspx?g=decision%20making%20frame
work
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Data Analysis

The analysis of workforce data alongside other information such as activity and clinical
outcomes can assist greatly in identifying and allocating resources because it enables
assessment of the effectiveness of those allocated resources. For example, monitoring the
use of nursing and midwifery hours / occasion of service and expenditure will help to explain
variances.

Duffield et al (2006) reaffirms the importance of determining a measure for nursing and
midwifery workload in a standardised manner and establishing a relationship to retention and
patient and staff safety, which are of state and national concern.

Strategies to evaluate and address an imbalance of supply and

demand

Data Analysis

The analysis of workforce data alongside other information su activity’and clinical
outcomes can assist greatly in identifying and allocating resourte use it enables
assessment of the effectiveness of those allocated resources. exgample, monitoring the
use of nursing and midwifery hours / occasion of service ure will help to explain

variances.

midwifery workload in a standardised manner and ¢
patient and staff safety, which are of state a i

Strategies to evaluate and address an i

idwifery operating resource estimates

A systematic approach to planning the nu
identi nd document the many issues impacting

allows the service area manager to
on the allocation. The ultimate aim
supply and demand, but it also ketp
¢ service demand is greater than

o supply of resources is greater than

KI/identify imbalances when:
pply of resources, or

vice demand.

When differences occuy, 4 ba can only be achieved by adjusting either supply or
demand, or both.

Managing varianpee

jariances (demand exceeds supply)

e Unfavg @
Reasons for ifavgurable variances may include increased activity or costs that were
overlooked duringnthe service planning, or unforeseen due to unpredictable changes to the
working environment\t is important to determine whether the resource t allocation is
sufficient to meet the demand so that this can be remediated in future. Unfavourable
variances may be addressed by any of the strategies listed in the previous section,
‘Strategies to address an imbalance of supply and demand’.

. Favourable variances (supply exceeds demand)

Favourable variances could bring unwanted repercussions which is why it is important to
investigate their cause. Obvious reasons may be that activity is less than predicted or
efficiencies have been made. However, savings may also have been made by under-
staffing, which could lead to a decrease in the quality of service.
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Strategies for managing emergent situations
Emergent situations will arise such as:

» unexpected sick leave of staff members who are unable to be replaced
» unplanned activity e.g. increased number of inpatients, higher acuity.

Using the flow sheet in Chapter 4, nurses and midwives within clinical work units can, in
consultation with their supervisor, identify strategies for managing workloads in the short-
term to address roster deficits or inefficiencies related to patient care, acuity, staffing, skills
mix and safety needs. It is essential in these situations that safety for patients and staff is the
priority.

Strategies for managing temporary vacancies

Traditionally, casual pool staff and agency staff have been em ed ontemporary contracts
to backfill temporary vacancies created (but not limited to) by |nd jnstrument leave
av
n

entitlements such as long service leave, maternity and parent arental work

agreements, approved leave without pay, long-term sick ff secondments.
These vacancies can have a significant impact in a tea sult in:
e instability of staffing in work units

e variable skills mix

e increased workloads
e increased need for preceptor support a ining of temporary staff
e decreased staff morale
e increased sick leave

e increased costs.

Ultimately this can impact on thé arfagement of nursing and midwifery workloads.
Existing practices of backfilling by KRorary contracts of external / casual pool staff, or
managing the unfilled shifts on a daily basjs with agency staff, additional part-time shifts or

overtime, can be inefficie en looking at the long-term impact on the service.

Each HHS will indivi eed to investigate and establish a strategy to managing
temporary / permarient va ies with consideration of complexity of the service.
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BUSINESS PLANNING FRAMEWORK
Management of Emergent Situations

NO

ASSESS

Patient .
m m

PLAN

Bed
numbers
< >

)

Action

Prioritise activities based with
on clinical need and Example: t /AHNM
requwed? ability of available staff team alpcation
Skill mix alternatives.
Example: Roles for ENs o
AINs to suppo
—_'_A L\
Casual / Pool
/ IMPLEMENT

Activity reduction.
Example: close beds as
patients are discharged,
no new admissions —
implement escalation
strategy/policy

Action
solution

acuity and
affing according to
available skill mix

Part-time @
shift

Document workload

solution

IMPLEMENT

DRAFT — NOT FOR FURTHER CIRCULATION

DOH-DL 15/16-032

YES NO Coordinate issue as per local
and confer Feedback to process and

with nursing work unit forward to NUM,
ND, NCF as

team

appropriate

IDENTIFY

“High
Workload”

determination

EVALUATE

Re-evaluate
hroughout the
shift.

Will the
shortfall
resolve with
the next shift or
is it ongoing?

Can admissions
be accepted?
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Suggested strategies

When service demand is greater than the
supply of resources

When the supply of resources is greater
than service demand

Hospital and Health Boards (Nurse-to-Patient
and Midwife-to-Patient Ratios) Amendment Bill
2015 will mandate ratios of 1:4, 1:4, 1:7
commencing 1 July 2016. The ratios will be
implemented in a phased approach, with only
prescribed acute wards and facilities in the
public health sector having to comply with
ratios.

(s

The environmental analysis identifies factors When an over-sup ources has been

impacting on service demand. While changes | identified, th ing strategies should be
to any of these may reduce demand, the considered:
following strategies should be considered:

e reddge / midwifery hours

e nursing / midwifery team to clearly identify

o : . e
capabilities with the available staff

rflexibility of core roster

e yeview nursing / midwifery practices
%&direct allocated nursing / midwifery
QQ hours

e agreed activity list (eg: audits; training;
review documents)

e replacing nursing / midwifery staff with li
for like skill mix as a first priority

e changing patient mix

e exploring improved support services
e improving bed utilisation / bed feducti
e exploring alternate funding

e prioritising clinical / work unit activi

increase services

e exploring opportuniti iciencies

e reviewing indicators& patient nt, staff,
quality.
Finalising e profile

negotiations for finarCial year budget allocation. Once the agreed budget and the level of
service is finalised and agreed, the ‘proposed service profile’ should be reviewed and
amended accordingly to ensure the profile reflects the available resources and service
priorities. The final document is recognised as the ‘Agreed service profile’ and should be
signed off by senior nursing / midwifery management and the Chief Finance Officer. See
Flowchart on next page.
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Step 1: Service profil
and preparation
(October - December)*

mient, planning

Annual BPF Service Profile , Budget Preparation and Negotiation Process

Step 2: Clinlcal a level negotiations,
budget work-up and endorsement
{lanuary — February)*

Step 3: Megotiation service profile
[March — April)*

Step 4: Negotiation pro

nd budget
fimalisation
{May}*

Step 5: Budget load of agre

service profile
and continue ongoing evaluation of
performance {June - onwards)*

Feview cument service profile and
identify changes for coming financial
year. Start gathering and compiling
data and infarmation in relation ta

In consultation with line manager
work up initial budget request and
FTE requirement to ensure current

services of progosed increase |/

Mursing Executive and Business
Managers negotiate budget based on
FTE requirements of the endorsed
service profile

If Service Profile is not agreed,
negotiation to occur between
nursing / midwifery leader and

financial leader.

4

BPF sign off process: joint senior
nursing / midwifery and CFO (EBB 28.4)
Original to be stored with BPF resource
nUrsing position.

midwifery staff in service (including
Identification of opportunities to
improve nursing and midwifery
utilization and productivity}

Review proposed Service Profile and
budget with Business Manager

¥

A

Service Profile
agreed?

Commence writing or updating Service
Prefile for the next financial year in
lirez with the proposed changes to

services or staffing requirements

heet with line manager or
professional stream manager to
review proposed Service Profile

Agreed ‘in principle’
at BPE Stearing

)

A 4

* Timeframes are suggestions onby

ke

ursm idwifery C
um [NaMCFII

service, decrease in services / activity >
v v Jp \<Z7 v
Conduct SWOT analysis with nursing / Budget loaded

Service Profile published
Agreed senvice profile used as approved
business case

Service Profile
agreed?

Disagree on Service Profile — refer to
MaPCE and Specialist Panel process

v

Menitor and evaluate - Indicators
thraugh monthly balance scorecard
reports,

Idemtify variances in service activity and
respond to changes

'

Cantinue to review curment service
profile
Continue to review changes to current
services and update service profile
requirements at monthly service
meetings using financial reports,
soorecards ete.

Meet local HHS reporting governance

All staff from clinical service

HHS BPF Resource Murse

Stakeholder involvement, consulkation
Stakeholders from services that could
impact an service

Line manager, Business Manager,
Mursing / Service Directar

N@Mldmmﬁ leader for clinical
servic

HHS BPF Resource Nurse

Stakehalder invalverment, consultation
Line manager, Business Manager,
Mursing / Service Director

Murzing / Midwifery leader for clinical
SEMvice

HH5 BPF Resource Murse

Line manager, Business Manager,
Mursing f Service Director

Mursing Executive, CFO, MaMCF, BPF
Steering Committee

HHS BPF Resource Murse

Line manager, Business Manager, .
Mursing / Service Director .
MNursing Executive, CFO, NaMCF, BPF

Steering Comimittes .

MNursing / Midwifery leader for dlinical
service

HHS BPF Resource Nurse

Line manager, Business Manager,
Nursing / Service Director

Mursing Executive, CHD, MaMCF, BPF
Steering Committee

Queensland Industrial Relations Commission, 2012, Nurses and Midwives (Queenslard Health) Certified Agreement (EBB) 2012, viewed 1 lume 2015, http:Swaww. gicc.ald gov.aufresources/certified agreement/cert apreement/2012/f

cal0s 2012 pdf

Queensland Industrial Relations Commission, 2012, Queensland Health Nurses and Midwives Award — State 2012, view 1 June 2015,

Cueensland Health, 2008, HR Policy BS: Mursing Workload Management, Queensland Health, Brisbane, viewed 1 June 2015, http: /v, health.gld gov.au/ghpelicy/ docsfpol/gh-pol- 180, pdf

DRAFT — NOT FOR FURTHER CIRCULATION

5'" Edition — Business Planning Framework

DOH-DL 15/16-032

-A47 -

RTI Document 48

htpedPwwew. gireqld gow au/resources odff awards /g0 0, Tﬂli pif
DRAFT = Version 5 19 November 2015




Chapter 4 — Escalation
Action!

» See Nursing and Midwifery Workload Management Process (FUTURE STATE)
» See Nursing and Midwifery Workload Management Specialist Panel Referral Process

In a nutshell:

This fourth Chapter of the BPF Manual looks at the importance of a mandated escalation
pathway when the differences between the demand for resources a ctual resources
allocated cannot be resolved. It allows nursing / midwifery manager senior

management to agree on a resolution. (&j

4

Workload management issue escalation process (fo q and midwifery award
2015)

The process of escalation for identified wor

Step 1

The workload issue is identified by nurse/
idwife manager immediately investigates workload

level.
reluding implementing service agreed low priority

The line manager or after-hours
issue identified and implements
strategies) to resolve the identifiedsSde or mitigate risk to patient safety and prevent
reoccurrence.

Step 2
If the workload issue
to the Nursing/Mid
the identified issye—aRd implemént further actions to resolve or mitigate risk to patient safety
and prevent re/0 gnce, within 7 days of the workload issue being identified. A detailed

summary of &
Forum (NaMC

ot be resvived at the service level at Step 1, it is to be escalated

Step 3
If the workload issue cannot be resolved at Step 2, the NaMCF will review the identified
issue and recommend actions to resolve or prevent re-occurrence of the identified issue.

If there is a workload management issue identified as critical to patient safety, an
extraordinary NaMCF can be requested.

A report outlining identified issues and outcomes from each monthly NaMCF must be
provided to the Chief Executive and the patient quality and safety committee.
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Step 4

If the workload issue cannot be resolved at Step 3, a specialist panel must be convened by
the Hospital and Health Service within 7 days of the NaMCF meeting, to review the identified
workload issue and recommend actions to resolve or mitigate risk to patient safety and
prevent re-occurrence of the identified issue.

The recommendations of the specialist panel meeting must be published within 3 days. The
recommendations of the specialist panel meeting will be implemented by the relevant
Hospital and Health Service within the timeframes set by the specialist panel.

Step 5

If the workload issue cannot be resolved and recommendations not @
matter is to be referred within 7 days from the specialist panel meeting ta_th
Industrial Relations Commission for assistance and if necess bitration.

Communication and Reporting
The line manager provides communication to staff affect identified workload issue
on the actions taken.

The Nursing/Midwifery Executive team will

Compliance measures

All performance reporti
and safety standard
agreements.

fram s must be evidence based, align with national clinical
ealth serwces and be documented within local service

The report on adl issues deemed to impact patient safety, including matters that fail to
comply with ¢ meframes, are tabled at Hospital and Health Service Nursing
and Midwifery (ltative forums at least monthly.

Reports that monitor the correlation between the identified workload issue and the key
performance indicators, including patient safety measures and quality of services are to be
tabled at Hospital and Health Service Nursing and Midwifery Consultative Forums at least
quarterly and made available to the Chief Executive (Queensland Health) for the purposes of
public reporting.
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Step 1: Workload issue identified by nurse/
midwife and review by line manager

Nursing and Midwifery Workload Management Process

Step 2: Executive nursing / midwifery team
review

Step 3: Nursing and Midwifery consultative
farum (NMCF)

Step 4: Specialist panel review

Step 5: Referral to Queensland Industrial
Relations Commission {QIRC)

Nurse / Midwife identifies workload issue
and immediately notifies the nurse in
charge

Mursing Midwifery Executive Team
issue review waorkload issue

el [supporting documentation as in TOR)

MMCF review workload issue

fesalution
achieved?

Line Manager / After-hours NMurse /
Midwifery Manager review workload
Is5ue

Initiate clinical prioritisation ta ensure
safe nursing practice and prevent re-
QCEUMence
Proceed to Step 2

Murse [ Midwife

form

hours Murse /

completes the

workload issue Midwifery Manager
reporting form completes relevant
within 24 hours section in reporting

Report detailing workload
issue to be tabled at NMCF
Proceed ta Step 3

Nursing Executive
Team completes
relevant section j

Resolution
achieved?

recomimendations to the HHS
\ utive Committes

Specialist panel convened to review
— workload issue (See Specialist Panel
Flewchart)

3 days and
implamented by
the HHS within

%ferred to Queensland Industrial

Proceed to Step &
Relations Commission for assistance
and if necessary, arbitration

Ernail response receipt of issue
received in system bo aurse | midwife
af who identified the workload issue
Murse / midwife can forward to GHLU

\\>

Emiail response to nurse
midwife who identified the
workload issue

Email response ta nurse |/
midwife wha identified the
workload issue

Workload issue
referred to Queensland Industrial

g Commission [QIRC) for
sr@n if necessary, arbitration
7

Time: Immediately and within 24 hours of
identified workload issue

o
S
Time: Within 2 hoyrs of identified workload
5L

Time: Within 7 days of identified workload
issue

Time: Specialist panel convened within 28
days of identified workload issue

Time: Within 3 days of the Specialist Panel
meeting

. Nursing / Midwifery staff member

. Nursing / Midwifery line manager /
After-hours Nursing / Midwifery
Manager

«  Queenslamd Murses Union [QNUY

Mursing / MIMw staff member
Mursing / Midwifery line manager
Mursing / Midwifery Executive

Cueensland Nurses Union Official

Mursing / Midhwifery staff member
Mursing / Midwifery line manager
Mursing / Midwifery Executive

-
-
-
. Queensland Nurses Linion Official

Mursing / Midwifery staff membar
Mursing / Midwifery line manager
Nursing / Midwifery Executive
Queensland Nurses Union Official
HHS Executive {intuding CE, HR)

MNursing 7 Wkwitery staff member
. Mursing / Midwifery line manager
«  Nursing / Midwifery Executive
. Cueensland Murses Union Official
+«  HH5 Executive (including CE, HR)
+  [oH Industrial Relaticns

cal0ds 2012 pdf

Queensland Industrial Relations Commission, 2002, Queensland Health Nurses and Midwives Award — State 2012, view 1 June 2015,
«  Oueensland Health, 2008, HR Policy BS: Nursing Workload Management, Gueensland Health, Brisbane, viewed 1 June 2015,
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Nursing and Midwifery Workload Management Specialist Panel Referral Process DRAFT

Workload management issue has
been tabled by Nursing [/ Midwifery
Executive Team for service line /
facility at NMCF

Either party (HHS or ONU) to
complete referral (workload
management form including date
received) to HHS EDON

If broader implications than

Nursing / Midwifery consider

referral to local consultative
forum

|

HHS EDON to convene a specialist

HHS EDON and PACE Director to table
and present recommendation for

Specialist panel utilise principles to
guide review of workload

recommendations to be provided to
HHS CE by letter

panel with support and assistance —  Specialist Panel meeting convened
from DoH consideration at HHS EIWIE
h 4 Y P
HHS5 PACE Director to brief HHS
CE Action Plan developed including HHS Exedutjve
responsible officer and timeframes {inclu
/\
h 4 // \\'-;/

management issue and form —

(A

)

Panel ognfiguration

HHS & PACE Director

Extern er HH5 EDON

QNU Officials

QNU local organiser and Professional
Officer

QNU Industrial Officer

HHS BPF Resource Nurse

External BPF expert (from OCNMO or
HHS)

ON injorfns NaMCF and DoH of the
greed action plan

days of Specialist Panel convening

DeH holds a record of all
specialist panels and outcomes
to monitor system wide
performance

No further

rdinary meeting held within 7 _

Specialist Panel Action plan
implemented ?

action

Referred to Queensland
Industrial Relations Commission
for assistance and if necessary,

arbitration

Responsibility:
HHS EDON; HHS Mursing / Midwifery Team;
QONU official

Time: Immediately following NaMCF meeting

Resp}%v: HHS EDON & PACE Director
Time: Pagef meeting date / time to be

organised within 72 hours from receiving
referral to panel to recommendations.
Panel meeting to be convened within 7 days.

Responsibility: HHS EDON & PACE Director
Time: 7 days from when spedalist panel
recommendations provided to HHS exec to
when EDON is required to have endorsed
action plan to NaMCF and DoH

Sources:
- Queensland Industrial Relations Commission, 2012, Nurses and Midwives [Queensiand Health) Certified Agreement (EBE) 2012, viewed 1 June 2015, http-//www girc qld gov aufresources/certified_agreement/cert_agreement/2017/

£2105 2012 pdf
- Queensland Industrial Relations Commission, 2012, Queensland Health Nurses and Midwives Award — State 2012, view 1 June 2015, http.//www girc gld_gov.au/resources/pdf/awards 090 swcl3 pdf
«  Queensland Health, 2008, HR Policy B5: Nursing Workload Management, Queensland Health, Brisbane, viewed 1 lune 2015, http://www.health.gld.gov_au/ghpolicy /docs /pol/gh-pol-180.pdf — version ctober
2015
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Chapter 5 — Performance Metrics

Action!
Refer to: Office of the Chief Nursing and Midwifery Officer website for updates and links on
metrics and anayltics

In a nutshell:

This fifth Chapter of the BPF Manual looks at the importance of monitoring the unit, service,
facility and HHS performance. The language in the area of performance metrics can often be
confusing as the words monitor, evaluate, performance, evidence-base-henchmarking and

best practice are often used simultaneously or interchangeably. Thi ef also defines
these terms and attempts to provide a broader overview of how the ce)of supply and
demand may affect the safety and quality of patient care indicators. S in these
indicators may reflect suboptimal outcomes, poor resourcing iSi and provide evidence
that may be able to be used to advocate the appropriate level ing resources.

The primary objective of the Australian health care systeyo [‘j/st few decades has

been the improvement of population health resulting fro f efficient and cost-
effective health care interventions. Evaluation is a ¢entra n for improving the health
§ such as improving safety,
efficacy, and appropriateness and on long t outsgmes SYich as life expectancy.

Activities, disciplines and methods that are le t¢’identify, implement and monitor the
available evidence in health care are calle t practice’, and health care has been and is
still working towards this continuoug jmprov or quality. The four disciplines: clinical
research, clinical epidemiology, @ pnomics and health service research develop an
evidence base to inform best practic [ ifferent disciplines are related to each other in
three ‘domains’: (a) input (b) dissemingtion / implementation and (c) monitoring / outcome.
These provide evidence onNa) the (potential) effects of health care interventions and policies
(b) on ways to implementh nd (c) on ways to monitor their actual outcome.

Best practice, syn
concept to achieve

ith benchmarking, is referred to as a process-oriented

lity (Perleth, M et al). Best practice is the best way to identify, collect,
and-implement information as well as monitor the outcomes of

conditions. Informatiog is required on the best available evidence on safety, efficacy,
effectiveness, cost-effectiveness, appropriateness, social and ethics values and quality
of health care interventions and the process of obtaining this information has become a
discipline known as evaluation.

There are many different types of evaluation (design, impact, process, outcome, formative to
name several), however measurement is centric to all types and includes the robust
collection and analysis of qualitative and quantitative data to answer specific
guestions and undertake comparison. Simplistically, if you are going to measure efficacy
of yoga as exercise to lower blood pressure, a baseline of the subject’s blood pressure using
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a sphygmomanometer before and then after they perform yoga over a number of weeks is a
method of monitoring. Monitoring generally means to be aware of the state of a system, to
observe a situation for any changes which may occur over time, using an appropriate
measuring device. There are many measuring devices to take a range of metrics, including
instruments such as validated questionnaires that are tools to measure more nebulous
concepts such as patient satisfaction or consumer engagement.

The term ‘metrics’ is often applied to these measurements and in the future as health care
information is collected into integrated computerised systems, data linkage will enable the
emerging field of analytics and metadata to provide the discovery and communication of
meaningful patterns in data. Health care is rich with recorded information and electronic
systems capable of collecting and collating this data are emerging in sland, as
analytics relies on the simultaneous application of statistics, compu grdmming and
operations research to quantify performance.

Effectiveness - the degree to which something is successful d g a desired result;
S tiveness relates to
d to efficacy, which

r th euftig effect) of a given intervention
(for example a drug, medical device, surgical p dure;©r a public health intervention). If
efficacy is established, an intervention is like east as good as other available
interventions, to which it will have been co Comparisons of this type are typically
made in 'explanatory' randomized cqr hereas 'pragmatic' trials are used to

A Key Performance Indicator (KPI)1 easurable value that demonstrates how
effectively a company is achieving key business objectives. Organisations use KPIs to
evaluate their success at ing targets.

The Performance My@zent ence Guide
(http://www.premiers/gtd.gav.au/publications/categories/quides/perf-manage-
framework.aspx) protides ples of developing performance indicators for the difference

measures of activity;yprocess, put, quality or access/equity that may be relevant to and

retained for y y’s internal monitoring. http://www.safetyandquality.gov.au/our-
gtandzrds-ang

N

work/nationa -accreditation/

The Hospital Service Performance Management Framework
(https://publications.gld.gov.au/dataset/e1c2648f-eb8e-4e7f-a0d7-
42604cd9212f/resource/94ce3c3b-59dd-44d4-8d3c-
ada71f6379bc/download/sd2hhspmf1415.pdf) explains key performance indicators, targets
and tolerances.
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Why performance management matters

Performance management is considered to be the system, which integrates
organisational strategic management, performance information, evaluation,
performance monitoring, assessment and performance reporting.

(OECD, Working Definitions, 2002)

The Queensland Government Performance Management Framework (PMF) is designed to
improve the analysis and application of performance information to support accountability,
inform policy development and implementation and create value for ers, stakeholders
and the community. The PMF enables a clear line of sight between ing,/measuring and
monitoring results and public reporting.

better meet the government’s broad objectives for unity. This guide establishes the
minimum requirements for agencies in relatign_to p mahce management.

In evaluating performance, act
* planned indicators, measu

* previous results

+ the performance of other services

ts may be compared with:
y targets

pither internal or external to the organisation.
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Principles of Nursing Metrics

It is essential that performance metrics are important, scientifically sound, useable and
feasible Useability relates to the extent to which intended audiences can understand results
and are likely to find them useful in decision making, while feasibility relates to the ability to
obtain quality data in a timely manner with a demand on resources that is proportionate to
the benefits. Griffiths et al (2008) determined that good nursing-specific metrics should be:

TABLE12: Determinants of a good nursing indicator

Measurable using existing data and at a reasonable Evidence based and link ortant outcomes
cost

o

Able to inform remedial action Sensitive to nur: sitivity should be
evidenced and th e substantial variability
associated ursi ctice

(7/\

\/

Recognised as important to nurses, managers and pare performance in different
the public sett g

Recognised as being the responsibility of nursing n mlnlmlses the risk of a ‘perverse incentive’
staff O( er proving performance on the indicator

etrdcts from overall performance)

lance between the data collection burden
metrics represents broad achievement of the goals
als. The more metrics that are collected the

r the danger on focusing on a few narrowly

of perverse incentives where maximising performance on

greater the data collection
defined metrics lies in t
metrics detracts from

he'system. Nursing is essentially a patient centred activity with a
component. The use of interactive and intuitive patient experience
ovide a straightforward metric to be incorporated into the current
Nursing Performance Scorecard.

This feedback provides an understanding of the needs and expectations of patients, and a
reliable measure for the hospital’'s performance in delivering patient-centred care. The
program is embedded in all areas of the hospital and fully supported by the leadership team.
It educates staff on the issues that matter most to patients. Key features include a Consumer
and Community Engagement Committee with staff from each hospital service working in
partnership with consumers to develop a sustainable framework. Hospital departments have
taken the program a step further, developing their own engagement activities specific to

DOH-DL 15/16-032: vocumen s



individual service needs with the goal of improving patient safety, experience and outcomes.
The RBWH framework empowers and encourages staff and consumers to work together to
contribute, develop, learn, be innovative and creative in the delivery of patient-centred care.

The below metrics should be considered as a means of capturing patient experience with the
Queensland Health environment:

e 9% of complements received as a proportion of total feedback received
o % of complaints about nursing care as a proportion of total complaints received.

Satisfaction with nursing is among the most widely used nursing outcome measures and is a

specific nursing interventions or narrowly focused nursing servi

Nurse Sensitive Indicator Tool and Reports

The State-wide Nurse Sensitive Indicator (NSI) reporting ;
relevant reports to help Queensland Health (QH) ad ilkies1o0 analyse, trend, monitor,
compare and/or benchmark the care delivered by

These reports can be used to develop quali ro nitiatives which support the
delivery of patient safety and care.

The NSI tool features 63 NSls under 9 in- o@l af sub~Categories including:
i c‘t‘ Ats )

¢ reported falls clinica

The reports are generated from corporate QH systems and include Decision Support
System, Prime CI, Queensland Health Statistic Centre and the Centre for Health care
Related Infection Surveillance and Prevention.

For further information about the NSI tool and reports, please view the frequently asked
guestions or contact the Project Team.
http://gheps.health.qld.gov.au/nmog/profession/nsi_about.html

Ivi
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Nursing Performance Scorecard

The Nursing and Midwifery Office, Queensland (NMOQ) has developed a nursing
performance scorecard to assist with reporting and monitoring trends across public nursing
and midwifery services. The scorecard is interactive and enables a review of multiple
interrelated measures across skill mix, sustainability, productivity and quality (Queensland
Health, 2014). A snapshot of the scorecard is presented below:

Nursing Performance Scorecard — KPI attributes

Skill Mix Sustainability Productivity and Quality
efficiency
Workforce Profile - Total | Age Profile Agency Rate Reported Blood
V|\_I|0rk(1;orce X Age Profile by Skill Mix | Casual Rate ;I'rqgsfut5|on
W Iﬁf ea (;ou?_l) Fractional FTE Rate by Overtime Rate n::ldel\: Sd' |
orkforce Profile — Age - parted Medica
Clinical Workforce A g A EB8 _Eff|C|ency C dministration
(Headcount) Verage Age Nursing Cost per WAN_ Y 4 cidents / 1,000
Nursing Skill Mix (FTE) | Graduate Employment | Ay Profile per patient day/s
Registered Nurse Skill | Graduate FTE Rate Reported Hospital
Mix (FTE) Leave Profile Acquired Falls

Internal-External Skill Leave Over Limit FTE Reported _Hospital
Mix Leave Over Limit of Acquired Pressure
Total Nursing Injuries
Percentage

Leave Over Limit Value
Banked RDO FTE
Banked RDO %x

Percentage
Banked RDO Valu b
Workcover rates Oé
Turnover /rates\ 2

(Queensland Health, 2014).
Key Performance Indicators and considered
nning (patient, staff and organisation). An updated
each HHS every six months. Keep in mind that
card is an indicative tool only and input from nursing and
ervic el is required to fully interrogate data to make meaningful

The above scorecard metrics s
from the three principles of busine
version of the scorecard will be provid
the Nursing Performance
midwifery executive at
analysis.

In 2014, the Office of the C ursing and Midwifery Officer performed analysis to provide
a clear illustration, efiRe inter-relationship between workforce metrics and nurse sensitive

ity metrics and the impact these factors have on perceived nursing
suggested that the reduction of clinical incidents associated with
administration incidents; and optimal resourcing of Grades 1-2 and 3-4
staff (i.e. appropriate skill mix) are where the greatest efficiency gains are likely to be
achieved.

Further challenges exist to develop metrics that inform decision making systems that are
dynamic with congruence between available nurse skill and patient demand using skill
matching of both permanent and agency staff- Such metrics and systems have the potential
to prevent clinical compromise to patients and at the same time promote fiscal responsibility.

The below section details specific metrics that should be considered for inclusion in the
current NMOQ Performance Scorecard. The outlined metrics have been included due to
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their compliance with the above determinants outlined in Table 12. While metrics cannot
provide a complete picture or a complete solution, they can provide a powerful mechanism
to incentivise quality by making the contribution of nursing more visible within the healthcare
system.

There are a variety of reporting methods:

e Balanced Scorecard / Dashboard

e Strategic Plan KPI progress reports

o Cost Centre Management reporting (suites of reports are provided to cost centre
managers to support effective and timely evaluation of performance at the
operational level):

e DSS Necto finance and variance reports

o full-time equivalent (FTE) Reports

e overtime reports

e absenteeism reports

e payroll reports

e KPI reports, financial and non-financial

o workforce efficiency report

e agency and locum usage report.

e number of clinical incidents @

The balanced scorecard is a strategic planning management system that is used

measures to traditional financial me
view of organizational performance.

of General Electric on
French process engi
performance meas
innovation of the bala

The balanced g card retains traditional financial measures that tell the story of past
events, an adegquatg story for industrial age companies for which investments in long-term
capabilities and customer relationships were not critical for success. These financial
measures are inadequate, however, for guiding and evaluating the journey that information
age companies must make to create future value through investment in customers,
suppliers, employees, processes, technology, and innovation. Kaplan & Norton:1996

Iviii
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Financial/
Stewardship
“Financial
Performance”

Internal Business.
Process

Strategy “Efficiency”

Organizational
Capacity
“Knowledge
and Innovation”

[ Strategic Objectives
Strategy Map
Performance Measures & Targets |
L Strategic Initiatives

The balanced scorecard comprises four perspectives, and metrics s d be/developed to
collect and analyse data relative to each of these four perspeciijes:

e Learning and Growth

e Business Process
e Customer
e Financial.
Balanced scorecards and dashboards provi su mary capturing the information
u

most relevant to effectively monitor a facility or service’s performance against
strategic goals and established performanc . Balanced scorecards and
dashboards include a range of indicators t age and measure both financial and non-
financial data that is compared to a target in a single concise report.

ollated and presented as useful information
using metrics and Key Performance

the organisation towar
of visual displays tha
utilising multiple so xisting data, and displays information in real time required to
inform daily decisions that rive process improvement (VisionEdge Marketing, 2007).
See http://ghepsdiealth.qld.gov’au/hsu/dashboards/dbhome.htm and click on the various

collections to dashboards as described above.

Setting tole es and targets

Consideration should be given to establishing tolerances and targets for relevant metrics
contained in the current Nursing Performance Scorecard. Establishing and incorporating
tolerances and targets in combination with a traffic light system (similar to what is contained
in the current QLD Health DSS dashboard) within the scorecard would allow HHS and/or
facilities to see what is acceptable, what needs action, and how urgently action is needed.
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Benchmarking

Benchmarking is the process of comparing the cost, cycle time, productivity, or quality of a
specific process or method to another that is widely considered to be an industry standard or
best practice. Essentially, benchmarking provides a snapshot of business performance and
assists in understanding actual performance in relation to a particular standard. This often
results in a business case for making changes in order to improve services. Benchmarking is
used most often to measure performance using a specific indicator (cost per unit of
measure, e.g. WAU) resulting in a metric of performance that is then compared to others.

"Best practice benchmarking" or "process benchmarking”, is a process in which

organisations evaluate various aspects of their processes in relation practice, usually
within a peer group defined for the purposes of comparison. This th poiits
organisations to develop plans on how to make improvements or ad est practice, usually

with the aim of increasing some aspect of performance. Benchy
event but is often treated as a continuous process in which orga
challenge their practices. BPF communities of practice
successes and learn from each other’s lessons learnt, e

y be a once only
s continually seek to

e and stories.

O

Types of benchmarking m

Process The organisation focuses it rviation and investigation of

benchmarking business processes ag ijentifying and observing the best
practices from one or m en arks from other organisations.
Activity analysis will where the objective is to benchmark
cost and efficiency (7 A

Financial Performing a financial' Znajjgis and comparing the results in an effort

benchmarking to assess \/orga isatien’s overall competitiveness.

Performance Allows a @é competitive position by comparing products

benchmarking and servi those of target facilities.

Product The process Bﬁ%jgning new products or upgrades to current ones.

benchmarking Thigyrocess can sometimes involve reverse engineering which
i/nyo econstructing products to find strengths and weaknesses.

voIvesbb@rving how others compete. This type of benchmarking

Strategic
benchmarking é i ually not industry specific, meaning it is preferable to observe
industries.

Functional Y A facility will focus its benchmarking on a single function in order to
benchmarki /) )imgrove the operation of that particular function.

Benchmarking c undertaken internally within the organisation or externally with other
organisations. Whe nchmarking, it is best to select other units / facilities / organisations
with similar characteristics of:

¢ role delineation / Clinical Services Capability (Framework)
e casemix
e activity.

In analysing the use of nursing and midwifery resources, it is important that where there are
differences in the benchmark results, the analysis of the differences be carefully considered.

60
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The analysis should particularly focus on:

e skill mix / category of nurses and midwives
e support services
e team structure / numbers (other than nursing).

Conclusions

An emphasis on the quality of nursing care and keeping quality high on the agenda of
Hospital and Health Service management is vital for the improvement of nursing. In this
respect nursing metrics may be both important and effective. Metrics could allow nurses to
regain control of nursing quality. It seems likely that to achieve this goal, measurement and
analysis of nursing care outcomes will become more important. For thistobe meaningful,
the outcomes measured need to be consistent and sensitive, and ha iIity to be

61
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TEMPLATE

Business Planning Framework

Service Profile

Document Approval

Name:

Nurse Unit Manager

Name:

Service Director / Nursing Director / Director o
Date:

Name:

XXHHS Nurse Managéy, B s Planning Framework

Date:
Name: O

XXHHS Executive Director of Nursing and Midwifery

Date:

Effective From: <date> Version: 0.1 Draft
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Service Profile Document Control

Version Date Prepared by Comments

*Drafts should use format vX.1 (eg. start at v0.1). Final versions should use format vX.0 (eg. v1.0).

Effective From: <date> Version: 0.1 Draft

D@ H=D ":. 15/16=©82I Document 64



Service Overview

Service Name
Aim

Objectives

The key objectives of our Service are:

Describe the Present Service @

Internal Environmental Analysis

Location and Size \@

Services within the Facility

d Department of Health Clinical Services
ivate Health Facilities (v3.1) and is documented in

The Service capability is assessed agaip
Capability Framework for Public ang
the XXHHS Service Agreement xxxx

Service CSCF Level

%
Service Structure

The service and unit structures provide transparent lines of accountability and responsibility.

Leadership and Management

Effective From: <date> Version: 0.1 Draft
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Staffing Structure

Nursing / Midwifery Structure:

(Copy and paste Excel Table — table below is an example or copy and paste WorkMAPP Cost Centre Structure)

Nursing
Officer

Position Name

Position

ID

Cost

Centre | FTE

Productive

% of
Workforce

Temp (T) or

Roles & Responsibilities
Perm (P)

Proposed FTE

Grade = Skillmix
Nurse Director of Nursing v
Grade
10 S\
Nurse Nursing Director U ~—
Grade 9 Assistant Director o O
of Nursing <\ O -
Nurse Nurse Practitioner \@
Grade 8 N
Nurse Clinical Nurse (// \>
Grade 7 | Consultant <ﬁ
Nurse Unit <?
Manager
Nurse Manager <
Nurse Educator
Nurse Researcher
Public Health
Nurse, and
Midwifery () N
equivalents s
Nurse Associate/Advance " ~
Grade 6- | d Practice role
7A
Nurse Clinical Nurse
Grade 6
Nurse Clinical Midwife
Grade 6
Nurse Registered Nurse
Grade 5
Nurse Registered Nurse

Effective From: <date>
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Grade 5 | Midwife (only)
Nurse Registered Nurse
Grade 5 | (Graduate)
Nurse Enrolled Nurse
Grade 4 | Advanced Practice
Nurse Enrolled Nurses
Grade 3
Nurse Undergraduate
Grade 2 | Student Nurses / O)
Midwives @ ( )7
Nurse Assistant in ~—"
Grade 1 | Nursing //\\%
7a) Sl
Total 0.00 o~ A

Non-Nursing Support positions Support Staff

o Staff who are not employed by the service, and not rostered
roles.

el

™

. Eg physiotherapist / occupational therapists, CNC specialist

AN

N\

)
AN\
AN 7

Total 0.00

Effective From: <date> Version: 0.1 Draft
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Current Model of Care

Human Resource Management

Core staff working in the service
Teaching and training/development commitments/needs

Clinical Support Base activities

Information Technology / management:

Information Technology (clinical and management)
Information Management @

Effective From: <date> Version: 0.1 Draft
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External Environmental Analysis

Policy/Legal Factors

Economic Factors

Social Factors

panN
Technology Factors <O/),)
\/

Research and Evidenced
Based Practice

Strengths to build on

e Strength is a distinctive
competence of the service

Weaknesses to address

e A weakness is a deficiency 7
that limits the performanc
of the service

4

Opportunities to take
advantage of

e An opportunity i
external to the service that
presents an area of
potential for the service

Threats to neutralize

e Athreatis an unfavourable
factor in the external
environment

Comparative Analysis

Effective From: <date> Version: 0.1 Draft
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ACTUALS

Patient / Client activity

~ TopTenDRG

Peer Group Ave

No.

DRG

Description

ALOS

Variance

OO N|O|OA|~[W[N|PF

[y
o

Fractional Bed Days

Weekly
Month Total Ave. Month | Cat I Cat \ Cat4. | Cat5. | Total | Ave.
Oct Oct \
Nov Nov / /] > ,\\’7
Dec Dec \ / ))
Jan Jan / \j
Feb Feb/ |/ —]
Mar I\h”ar\ p
Apr Apr \
May (E\May ~
Jun ZARETN
Jul / /\K iy
Aug V4 E\Aug
Sep AN\ \%p
Total / / ) Total
0 oNns O
Month 00s 1 00S2 [00S3 00S4 | 00S5 0O0S6 | Total | Weekly Ave.
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Effective From: <date> Version: 0.1 Draft
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Jul
Aug
Sep
Total

Performance

Financial Performance Calender Year (to date)

Cost centre Actual Budget Budget Variance

Total
Performance

. . (. /
Sick Leave (% Casual (% Overtime (% : Vacancy (FTE
(%) (%) ( W‘;> y (FTE)

Ma

Jan Feb ; i/ | May n Jul Aug | Sep | Oct | Nov | Dec | Total
Hours (/ \\
Y

Nurse Sensitive Indic S

Incident Type SAC 1 SAC 2 SAC 3 Total No.

N7

Falls

Medication Incidents

Pressure Injuries

Blood Transfusion

(insert other relevant)
Effective From: <date> Version: 0.1 Draft
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Forecast

Nursing Resource Determination 2016-2017

Nursing Resource Determination
2016-2017

Step 1: Calculate Average Productive NHPPD or NHPOS or NHPUA

Total Annual Productive Hours

Total Activity (FBD' s/OOS/UA \/

9

)

Average Nursing Hours per Patient Day =

Average NHPPD/NHPOS/NHPUA=

Step 2: Determine the Weekly Nursing Hours

7
Weekly Nursing Hours = Totalm réucj ve Nursing hours/52 weeks
Weekly Nursing Hours = R \
Weekly Nursing Hours Total = (( // 0

N

(Example)

Direct Care Shift Profile

Saturday Sunday

Thursday Friday

Monday Tuesday

YN
807//

8.0:7.0:3.0 8.0:7.0:3.0 80:70:30|70:70:30|70:7.0:3.0

(Example)

Notional Nurse Patient Ratio — Direct Care Hours

Shift Resourced Beds Nursing Hours Nursing Headcount Nominal Ratio
Day 24 64 8 1:3
Evening 24 56 7 1:34

Effective From: <date>
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Night Shift 24 24 3 1:8

Summary

Significant Achievements in the last Twelve Months

Priorities for Service Improvement 2016 - 2017

® Proposed Service Profile

References

Effective From: <date> Version: 0.1 Draft
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- Service Improvement Business Case

A service improvement business case is required to be submitted for year - year to support service delivery changes:

[ Yes
O No
Effective From: <date> Version: 0.1 Draft
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TEMPLATE
Service Profile & Budget Negotiation Formal
Agreement (optional)

. Sign off needs to occur by the designated nursing / midwifery leaders and Chief
Finance Officer. This signed document needs to be tabled at the local governance
meeting.

Ward / Unit Name:

(2
Hospital & Health Service: WU/
Service Group: f
N

Financial Year Period: \\_//r//

Agreed
NHPPD % Occupancy
NHPOS % Occupancy
NHPUA % Occupancy
Proposed Budgeted réed % of total | Agreed FTE inclusions Total
FTE* agreed budget
FTE FTE 8 Base A/L | S/L | MDT | PDL 8
/7 FTE S
NUM & N 100%
AN

CNC (4 \ 100%
CN m\ 100%
RN MJ 100%

GRAD > 100%
SIN 100%
AIN 100%
Total

Vii
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*Agreed FTE is the total FTE allowable to be recruited to without formal application to
increase FTE with the relevant Nursing & Service Group Directors. This number would
match and be reportable using Panorama DSS

Note: comments / details of discussions may be documented on the reverse of this
page as necessary

Approval

This is to certify that negotiations have occurred as per the Business Planning Framework and

agreement has been reached in regards to the nursing resource requirements outlined above.
Service Director Nursing Director Business

@

Date: Date: Da}e".’\/7 Date:
TN

Nurse Unit Manager

O

D Service Profile provided to Nursing BPF Reso forpublishing

D Budget provided to NUM / Line Manager

Discussion Details / Notes
/N

&

N
&

It is expected that this document is completed and signed by all relevant stakeholders

by 30 June each year

viii
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Annexure 1. BACKGROUND - Understanding the
funding environment

COAG agreed, out-of-session in August 2011, to the National Health Reform
Agreement, which aim to deliver major reforms to the organisation, funding and
delivery of health and aged care. The Agreement sets out the shared intention of the
Commonwealth, State and Territory governments to work in partnership to improve
health outcomes for all Australians and ensure the sustainability of the Australian

health care system.
The reforms aim to achieve better access to services, improved Ig
‘:' OV
aseéd Co

and transparency, greater responsiveness to local communities g

'e a stronger
financial basis for our health system into the future through incre

pmonwealth

funding. This new agreement gives effect to the commitmen de by-€OAG on 13
February 2011, and in doing so, supersedes the National Heal Hospitals Network
Agreement and the Heads of Agreement on National Healt or

Figure 2: Funding flows under the National Health Reform %7
N
Commonwealth N N
ABF
>

He
> Queensland \ @Jol Hospital
Health ABF v -
ealth A 4 N and
Health
7 Services
State Funding
\ >
Blo

C} ealth
</ l A
JA\ Commonwealth
Qiregnsland Block
\ HealthBlock q Block
State Managed o
Fund
N

Under the National Health Reform Agreement, the Commonwealth is providing an extra
$16.4 billion, through to 2019-20, for public hospitals. Under the Agreement, a
component of the National Health Reform funding is identified as public health funding,
to be paid by the Commonwealth into the National Health Funding Pool, and from there
to state or territory health departments:

Aligning the Business Planning Framework with the funding system

When developing and then negotiating budgets based on your Business Planning
Framework’s service profile, it is beneficial to understand the wider financial framework
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your service area operates. In Queensland, service agreements are negotiated
between the Queensland Health System Manager (Department of Health) and each of
the Hospital and Health Services (HHSs). The service agreement determines the type
and number of services provided by HHSs and the funding that the Department of
Health provides for the provision of these services.

e Activity Based Funding (ABF) for larger public hospitals — where funding flows
to local Hospital and Health Services according to the type and number of
services they provide, based on a Queensland base price
(http://www.ihpa.gov.au/internet/inpa/publishing.nsf) for each type of service.

Independent Hospital Pricing Authority
The Independent Hospital Pricing Authority (IHPA) is an indepen agency

established under Commonwealth legislation as part of the jona h Reform
Agreement (NHRA) signed by the Council of Australian Goyér (COAQG) in
August 2011.

The IHPA:
e sets the National Efficient Price (NEP), the Nationa
price weights based on national data provide

t Cost (NEC), and the

até and territory

governments

o determines the Activity Based Funding el

¢ uses the National Hospital Patient C fanglards
http://www.ihpa.gov.au/internet/inp hing.nsf/Content/costing-standards-Ip

aims to provide direction for hospital
andards for specific elements of the
. It provides the framework and guidelines
searchers that submit data to the National

ustralian Governments (COAG) requirement for
national consist : ill also allow any relevant cost studies to consistently and
reliably reflect the hospital output prices and clinical practice in public and

ip with the National Health Performance Authority and
Australian CoIx on on Safety and Quality in Health Care to ensure that pricing,
quality and performance measures for public hospitals are complementary and
facilitate a strong national framework for the delivery of public hospital services.

Two key measures developed from this work are the NEP and the NEC.

The NEP, the NEC and the National Weighted Activity Unit (NWAU) are determined
annually by the IHPA. The NWAU is the unit of measure of the ABF system. Each year,
IHPA publishes a draft Pricing Framework for Australian Public Hospital Service — a
key policy which helps guide the NEP and NEC.
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IHPA receives activity data from each jurisdiction on a quarterly basis. This data
includes inpatient admissions, emergency department presentations and outpatient
appointments as well as a range of mental health and rehabilitation services.

e For more information visit:

- National Health Performance Authority - measures performance
http://www.nhpa.gov.au/internet/nhpa/publishing.nsf/Content/home-1

- National Health Funding Body — provides the funds from the Commonwealth
http://www.nhfb.gov.au/

Efficient price determination
(NEP) = $4993

(QEP) =$4660

Reason for difference is:

e Corporate overheads

e Site specific grants

e Clinical education and research.
- For more information visit;

http://www.ihpa.qov.au/internet/ihpa/publms ntent/national-efficient-
price-determination-Ip

Cost weights and trim points

Weighted Activity Units, or cost weights, 2 =?
standardised ratio of the average resou l@c i

represent the complexity of a ca;e,&yp\ anachoy
N

measure patient care. They are a
ements for treating a patient and
uch it costs to deliver it

</
sis of ABF Model

Activity WAU &3 Funding ($)
2013/14 Qld Price Represents the relative
= $4660 resource consumption
required for the patient
activity/treatment type

The more resource intensive a treatment is, the higher the WAU will be

... 2 4
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EMERGENCY
/ CARE \

Stroke patient presents
at ED & is Triaged as a
Category 1.

EMERGENCY
PRESENTATION
Triage Cat 1, Admitted,
Circulatory sys iliness

WAU =0.2528
ABF = $1 178

N

1

INPATIENT CARE
Patient is admitted, spending 60 hours in ICU and 6

days receiving acute care. The patient is then
transferred to the rehab team and commences a rehab
program with a FIM Motor score 52 and cognition of
20, for 10 days. After considerable improvement the
patient is discharged home, with an outpatient referral.

Tl pPrea.

ACUTE Icu
DRG B70B - Stroke 60 Hours

WAU =20514  WAU = 2406

ABF =$9560 ABF =3$113 WAU = 0.1265

Emergency

Patient Flow and Funding

(OUTPATIENT )
CARE

Patient attends
various
outpatient
appointments
such as physio.

APPOINTMENT
Physiotherapy
Clinic

WAU =0.378

ABF = $176

TOTALF = $28 364

resentations

Patient is treated Patient documentation

Patient discharged
completed Home

Patient details, diagnosis & Triage
Category recorded on EDIS ; destination recorded

HOME discharge

WAU for Triage Cat 3 with Respiratory condition, discharged

Home

$4660

"‘u"—_

1 - L

O
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Outpatients

Patient attends
first (new)
appointment in
appointment date Diabetes clinic

2+

Patient Referred,
triaged, on waitlist
then provided

Patient
documentation
completed

Patient sent home,
follow-up
appointment booked

'@

Patient details

> Patient
o 5 entered on appointment
Scheduling booked
1o waitlist

Patient atte Review
clinic and pointment
arrived an ooked on

system

WAU for First (new) Appointmen

te
tin DIMC

=/

Inpatients

Patient is admitted
to hospital

Patient documentation

completed Patient discharged

Home

\b consultant,

ward and unit Patient is
transfers ’ discharged
recorded on on HBCIS
HBCIS

Clinical Coder assigns

Coder review diagnosis &
medical ’ procedure codes
record

& DRG recorded
on HBCIS
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- For more information visit:

http://gheps.health.qld.gov.au/abf/home.htm
http://gheps.health.gld.gov.au/nmog/workforce/documents/ABF_Overview.pdf
e A block funding approach for small and regional hospital services — where funding
is provided by historic block funding, based on the hospital's intention to treat
patients (availability).
http://www.publichospitalfunding.gov.au/national-health-reform/funding-what
Cross-border activity based funding

When a resident of one state receives hospital treatment in another state, the 'resident
state' compensates the treating or 'provider state' for the cost of that care via a 'cross-
border' payment.

- For more information visit:

http://www.publichospitalfunding.gov.au/national-health-re r\_/ ing-what

¢ Nationally consistent classifications and data collectio

- For more information visit:

http://gheps.health.qld.gov.au/abf/html/002-ho

el

Figure A: Health System Performance orti

Health system p rmance reporting

Agencies Prgaucts Indicators
Reports on jurisdictional
performance
National Healthcare
COAG Reform Council —— * Agreement and National
Reccimmendations of Partnership indicators
whether to pay reward
Australian Commission funding

on Safety and Quality in > ACSQHC indicators

Health Care (ACSQHC) T U

Reports
National Health sofe of LSy hospital National Health
Performance Aut (Pblic and private) and +  Performance Authority
Medicare Local performance L indicators

Healthy Communities
Reports

Dashboard reports to
—> Relationship
Management Groups

+

Performance summary to
— Relationship
Management Committee
+ >  Service agreement KPls
Performance
recommendations to the
— Performance
Management Executive

Congnitlee
Oversight by DoH

— Executive Management
Team

Queensland Department » Monitoring and management of
of Health HHS service agreements

¢ Nationally consistent classifications and data collection for hospitals.
- For more information visit:

http://gheps.health.gld.gov.au/abf/htm|/002-how-fund-calc.htm
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Funding models - Different payment systems from the Australian and International
Health Care systems

Type

Description

Advantages

Disadvantages

Block Funding

(still used for
small and
regional
Australian
public hospitals)

Traditional approach by
government often based on
historical levels of funding.

simple to develop
simple to administer

budget and expenditure are
predictable

can supplement other
funding - target specific
areas

e limited accountability
e lack of transparency

o no incentive to promote
efficiency

¢ does not promote equity

Population
based funding

Payment for anticipated activity
based on population.

Based on measures of expected
health need.

aims to distribute funding

equitably based on

population need

can be simple to imple
and understand

budget allocatio

service provid
understa

'

e selecting and measuring the
right population measure
may be difficult

may not result in equitable
access due to service
configuration and efficiency

e  health services with good
reputations may attract
patients from outside their
area and be financially
disadvantaged

e not suitable for funding

specialist and statewide
services

Fee for service

(primary health
care and private
specialists in
Australia
funded by
Medicare and
co-payment by
consumer)

Funding provided on a per serviceQ
basis.

Common price per service.

7

. Q\Wnd easy to
mea utput
nding level closely related
5 -

moves incentives to reduce
ervice delivery (e.g. no
pressure to discharge
patients early)

e may not result in equitable
access to services

e may provide incentives to
over service

e may provide incentives to
select ‘profitable’ patients

e may discourage innovation
and efficiency gains

Casemix (ABF)

Public hospitals
in Australia

L

is classified.

funding is transparent based
on measurable outputs

promotes accountability
promotes technical efficiency
promotes innovation

financial risk is shared
between the purchaser and
the service provider

o requires significant
infrastructure to establish i.e.
classification, reporting,
governance

e funding does not necessarily
equal cost

e may provide incentives to
select ‘profitable’ patients

e may provide incentives to
provide fewer services than
what is clinically appropriate

Bundled
payments

Used by HMOs
in the US and
Primary Care
Trusts in the UK

~N

isode based payment with
retmblrsement for provider
bundled into a single,
comprehensive payment that

covers all of the services involved
in a patients care.

Focuses on specific conditions,
such as those with defined time
frames, defined services or based

in specific care settings.

goal is to improve population
health, boost the patient
experience and reduce costs

promotes control cost,
integrates the care and
restructure of the delivery of
care

shares financial risk between
funder and provider

e difficult to set prices —and if
inappropriate price funding
allocation will be inefficient

e may promote providers
selecting ‘profitable’ patients
and providing fewer services
than what is clinically
appropriate
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Glossary

working ordinary hours where employees are rostered off on various days
of the week during a particular work cycle.

Terms Proposed definition / description Evidence reference / link
Acuity The term acuity is used interchangeably with the complexity and intensity

to identify service demand within outpatient and ambulatory health care

services. Also known as client acuity
ADO Accrued Day Off (ADO) means a day accrued as a result of the method of http://www.qirc.qld.gov.au/res

ources/pdf/awards/q/q0090 s
wcl3.pdf

Benchmarking

Benchmarking is a way of measuring performance against a similar-sized

service to identify how to improve.

http://www.business.qld.gov.a

u/business/starting/market-

customer-

nesearch/benchmarking-
usiness

Business plan

Referring to the HHS Strategic / operational plans.

http://www.health.qld.gov.au/
services/default.asp

5

Within the BPF, the term client acyity1sysgd irMhangeably with
complexity and intensity to identi y e and within health care
services. L~

Casemix Casemix is a generic term for a method of classifying the activitie€’ What is Casemix Funding
health services deliver. It is a description of the mix andtypa.of p
treated in a hospital.
Casemix may be defined as an information tool invol¥ng é 3
scientific methods to build and make use of clagsi jong ofpAtient care
episodes. The term may be taken to refer to I
e the number and types of patiengs treatey
e the mix of bundles of treatments, edure o on provided to
patients.
Client acuity

Client complexity

nd midwives in identifying and planning

A measure used to assi
the resources requir emands of consumers.

Clinical costing
system

urs
0 me
In brief, the clinical c M

e takes financial and pati
Payroll,

em does the following:

information from feeder systems (e.g. DSS,

http://casemix.health.qld.gov.a
u/CC/costing.html

Clinical Service

(CSCF)

Capability Framework

%

Facilities on 3.1 (CSCF v3.1) has been developed as a result of a
f version 3.0 which was released in 2011. The responsibility for
ing, monitoring, complying with and notifying changes in service

Thédinical\k%@pability Framework for Public and Licensed Private

http://www.health.qld.gov.au/
cscf

Cost Centre

A cost centre is an area where the costs for all services for a particular unit
or setting are allocated.

http://gheps.health.gld.gov.au/
financenetwork/financial _polic
y/docs/FMPM/fmpm_appendic

es.pdf

Diagnosis-related
groups (DRGs)

A patient classification system used in Australia that groups similar diagnosis
and procedure types together. This information is used to provide a
meaningful and consistent way to clinically assess the types of treatment
received and to inform activity costing processes for the purposes of activity
based funding models, patient costing and benchmarking.

http://gheps.health.qgld.gov.au/
ppb/docs/gms/data/gdI206 da
ta_guide.pdf
http://gheps.health.gld.gov.au/
abf/home.htm

Direct nursing /
midwifery hours

The nursing / midwifery hours used to support direct care to patients /

clients.
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Terms

Proposed definition / description

Evidence reference / link

Episode of care

The period of admitted patient care between a formal statistical admission
and a formal or statistical separation, characterised by only one care type.

An admission may be ‘statistical’ in that the patient changed from one type
of admitted patient to another (between any two of acute, rehabilitation,
palliation, or non-acute) without being separated from the hospital.

LINK 1:
http://gheps.health.qld.gov.au/
ppb/docs/qms/data/gd|206_da
ta_guide.pdf

LINK 2: DSS casemix glossary

External
environmental factors

Factors that are generally outside of the control of the business. This may
include political decisions, technological changes, market demographics and
competitor behaviour.

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-
analysis/example-swot-analysis

Fixed costs

Costs which do not change as volume changes.

Nil available

Forecast

A prediction of some future value e.g. activity levels, acuity levels, n?sin_%

Nil available

Fractional bed day

and midwifery hours required. >
V4

Actual hours a bed is occupied.

Full-time equivalent
(FTE)

The number of employee hours (paid, unpaid or contracted hours) d\l\fik/
by the Award standard hours per fortnight.

/http://aheps.health.qld.gov.au/
financenetwork/financial polic
y/docs/FMPM/fmpm_appendic
es.pdf

Appointed FTE

hed osiﬂ'gja{

Number of FTE that are appointed / used against estay

http://gheps.health.qld.gov.au/
financenetwork/bud_fore_data
_ana/docs/bus_ana/procedure

s/fte_budfte_paper.pdf

Approved FTE

Number of FTE that are approved, and have
payroll system. A position, for example, may five staff who are
all setup against one position as repragented i occupancy report.

Budgeted FTE

Positions that are captured when develop € annual budget for the
respective business unit.

Budgeted FTE are the funded positi likely to be filled during the
financial year. Budgeted Wm and external FTE.

http://gheps.health.qld.gov.au/
financenetwork/bud fore data
ana/docs/bus_ana/procedure
s/dis_bfte upl ins.pdf

Hospital and Health
Service (HHS)

A HHS is a statuary body wit spWHealth Board, accountable to
the local community the Parliament.

http://www.health.qld.gov.au/
health-reform/

Indirect nursing /
midwifery hours

Indirect clinical hour' }oq\y{ s undertaken which benefit the patient /

client while not in direct t with them, including education and

training on the clinical unit, m tory competence attainment, quality

improvemen jties, portfolio activities, performance appraisal and unit

orientatigrytime.

Internal
environmental factors

/

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-
analysis/example-swot-analysis

MOHRI Occupied FT@

MOHRI FTE is calculated by dividing the contracted employee hours into
the award standard hours that the employee should work.

http://dss.health.gld.gov.au/ds
s/docs/MOHRI_Occupied FTE
and Headcount explanation.p
df

MOHRI Occupied FTE
(Diagram)

Refer to diagram in link

http://dss.health.gld.gov.au/ds
s/docs/explanation_diagram m
ohri_vs gh fte.pdf

Non-productive
nursing and
midwifery hours

Paid, non-worked hours where the employee is not physically contributing
to patient care. This can also be measured through a non- productive FTE
and includes annual leave, sick leave, paid parental leave, work cover leave.

Nurse Sensitive
Indicator (NSI)

Nurse Sensitive Indicators (NSI) capture nursing contributions to health care
outcomes through collecting process, structure and outcome measures such
as workforce and patient outcome indicators.

http://gheps.health.qld.gov.au/
nmogq/profession/nsi_about.ht
m
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midwifery hours per
occasions of service

Emergency Department, outpatients).

Terms Proposed definition / description Evidence reference / link
Nursing and The average nursing and / or midwifery hours per unit of activity for hospital

midwifery hours per inpatients.

patient day

Nursing and The average nursing hours per unit of activity for ambulatory patients (e.g.

Occasions of services

Any examination, consultation, treatment or other service provided to a
non-admitted patient in a functional unit or a health service facility.

Occupied bed day
(0BD)

The occupancy of a hospital bed by an inpatient for up to 24 hours.

http://gheps.health.qld.gov.au/
ppb/docs/gms/data/gdl206 da

ta_guide.pdf

Operating expenses

The costs associated with the operations of the service. This includes a
overhead, fixed and non fixed costs. /'7

Patient Dependency
System (PDS)

required.

A system that classifies patients according to the intensity of nursin %
midwifery care needs and therefore indicates the amount of nursing

)ttp://qheps.heaIth.qld.gov.au/
ppb/docs/qms/data/gd|206_da
ta_guide.pdf

Productive nursing
and midwifery hours

includes study and training leave. It is important to nd
financial perspective study and training leave m
productive FTE.

4

Only reference is in BPF
documents

anWorting tools used to measure
usin ea or unit against the objectives

the performance orar ctive
outlined within the ogeration rvice level agreement.

QH FTE Internal QH mechanism for measuripsETE. It\is Xépbrted Pased on the cost http://gheps.health.qld.gov.au/
centre the employee is paid from in p an be the same as financenetwork/financial polic
the cost centre assigned to the position w in. y/docs/FMPM/fmpm _appendic
QH FTE is calculated by dividing th ) rked into the award es.pdf
standard hours that the employe s@:y wqﬂi

Scorecards Scorecards are a collectio http://dss.health.qld.gov.au/ds

s/docs/scorecard_intro.pdf

Service agreements

An agreement betw n\&@é sland Health and each HHS. It explains how
funding is allocated and es details about HHS performance and

includes a protocol for managiggsoncerns about performance when they
arise.

http://www.health.qld.gov.au/
hhsserviceagreement/default.a

sp

Service profile

Describ/e?e r%}%unction of a service.

http://www.health.qld.gov.au/
services/default.asp

Skill mix

Skill ik refers to the divérsity of the skill sets and training required to meet
patient nee

Staffing plan

ﬂ&\&?ent whichN@entifies the numbers and categories of staff members

equivef for patient / client care

Standard FTE

i€ the performance reporting FTE for Queensland Health (QH)

d/s a key performance indicator in the Queensland Health Scorecard.

d FTE includes all paid hours, including overtime, sick leave, special
leave arid maternity leave with pay. It excludes unpaid, long service and
recreation leave. Penalties and back pays do not result in the production of
an FTE figure and therefore are not included in any FTE calculations.

Strategic plan

Strategic Plan for Department of Health, HHS & individual hospitals,
streams, divisions, units

http://www.health.qld.gov.au/
about ghealth/strat_plan/12-

16/

SWOT analysis

A SWOT analysis is a tool for documenting internal strengths (S) and
weaknesses (W) in your business, as well as external opportunities (O) and
threats (T). You can use this information in your business planning to help
achieve your goals. To work out if something is an internal or external
factor, ask yourself if it would exist even if your business didn't. If it would,
then it's an external factor (e.g. new technology).

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-

analysis
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Terms Proposed definition / description Evidence reference / link

Variance A variance is defined as any difference to the proposed

Variance analysis Investigation into the reasons for any differences between the actual results
and the expected / forecast results.

e For example, variance analysis is conducted to explain
differences between the planned nursing hours and the
actual nursing hours used within the rostered period or
the actual expenditure against the forecast expenditure
for the month.

Weighted Activity Value applied to the activity of hospitals that denotes the amount of http://gheps.health.gld.gov.au/
Units (WAU) resources used. The greater the WAU, the higher the resource usage. ppb/docs/ams/data/gdI206 da
ﬁ ta guide.pdf
Year-to-date A measure of the position from the start of financial year to the cur e\q;/i /
date. Used to inform financial reporting for example to give an indicati
the performance to date. ﬁ
N

=)
\@@
@
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N
&
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; g Framework: the tool for nursing and midwifery workload
», mminently transition to a Standard, to support safe ratios and
. As part of the Nursing Guarantee — putting patient safety first, the

Witted to legislate for safe nurse-to-patient ratios and workload
nd’s public Hospital and Health Services (HHS).

Government has con
provisions in Queensl|

The complementary objective for this initiative is to transition the BPF into a Standard, to
provide a clear message that the number of nurses on a shift is an important aspect to
improving patient safety and quality of care. Integral to the Standard, is the emphasis on
increasing transparency on health system performance, monitoring and public reporting on
compliance with ratios and the BPF.

The BPF provides nurses and midwives with a business planning process to assist in
determining appropriate staffing levels to meet patient requirements and evaluate the
ongoing performance of the nursing service.
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The BPF provides nurses and midwives with a simple, standardised business planning

process, which assists to:

o determine appropriate nursing staff levels and skill mix to meet service requirements

¢ identify strategies for managing workloads; and

e guide the development of transparent processes to evaluate the efficiency and
effectiveness of the service.

Each clinical unit is required to determine its nursing / midwifery requirements to ensure
safe, high quality patient care through shift-by-shift assessment of patient demand.
Individual patient needs must be met by the appropriate nursing and midwifery resource
allocation over the twenty four (24) hour cycle.

The BPF also determines the process for monitoring and acting to en these

requirements for nursing and midwifery staff are met and most impo tq ensure
patients are receiving the nursing and midwifery care and contact ti y need on the
shift. These procedures are outlined in the BPF to demonstrate effe onses to
unplanned variations to predicted patients’ needs or the avalil nursing staff at any

time during the day or night, including prompt action to enabl se or decrease in

nursing staff.

The BPF improves health service delivery by: @

e assisting nurses / midwives to plan

¢ defining goals and objectives

e identifying priorities determining the re an resources (e.g. nursing / midwifery
hours, skill mix) and determining other ed resources (e.g. technology, equipment

etc)
guiding monitoring and evalua

environment in ord
most appropriate way.

for service / acfivity’j8 maiched with the supply of resources.

These principles fallinto three key categories aligned with the key stakeholders of a health
service: patients, staff-and the wider organisation. The principles are:

1. Patient/ client focussed
- applies evidence based models of care and clinical practice

- meets agreed outcomes and health improvement targets

- promotes the premises as underpinning delivery of safe, quality health care
(accessible, responsive, safe, efficient, sustainable, effective and appropriate).

2. Staff focussed
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- ensures active participation in the planning and management of resources by nursing
and midwifery staff to ensure a balanced approach to resource management

- aligns staff numbers and skill mix with service demand to effectively manage
workloads

- integrates workforce planning, workforce flexibility, evidence-based practice,
competency, requirements and training

- embeds systems for delivering safe, equitable workloads
- clinical environment.

3. Organisation focussed
- ensures alignment and consistency between individual service-based business plans
and Hospital and Health Services’ strategic direction

- promotes optimal use of resources

- integrates systems to assist staff in decision making

- provides access to timely, accurate and reliable data.

The BPF supports nursing and midwifery service manager

' at e supply of nursing /
midwifery resources with patient demand to deliver servig

pfovide quality patient care

outcomes.

Individual nursing and midwifery services withi p nd Health Services have
individual, agreed processes for the planni G ing of nursing and midwifery
resource requirements. These processes @ @ he current BPF methodology and
National Standards for Safety and Quality, are promote budget integrity.

G gement — service profiles — strategic / analytical monitoring —
determiningskill mix

[}
Q)
o
>
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—
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e Staff Collaboration

This approach requires ‘service profiles’ that detail the nature of the demand, including
population health profiles and internal, external analyses with comparative analysis and
performance metrics. These steps reveal any gaps that indicated service growth or
reduction, and what the impacts of these variances maybe on the nursing and midwifery
workforce.
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Contemporary BPF

eHistorial Data
*YTD

*Planned
Projections eBudgeted
*Do they equate?

eGrowth?
Variance / eReduction?
Gap «Maintenance LSta

Quo?

eWorkforce - nursing

and midwifery,

workload
eTechnology
eEquipment-Beds

EXAMPLE: Purchasing Targets - QWAU - Caraioiogy

2015-2016
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EXAMPLE: Purchasing Targets - QWAU - Cardiology

Service
Reduction

2014-2015 201

Gap Analysis will indicate that estimates of human resourcing,/€apital, technology are

required. The gap will need to be managed up through the g nge structure of the
0

organisation, supported by data wherever possible. This t egotiation process
between what the service has planned and should guid negotiations. Optimally,

budgeted activity equal planned (forecast) activity.

%,

Health care services exist in a complex and ¢ 3 nvironment and a robust plan assists
to meet these challenges. Therefore, the 3 W 0 hald

is essential when planning the long-term vighiity ahd sustainability of these services.
Frequent monitoring and evaluatio S tgdicators such as client acuity and activity is
necessary to ensure nursing and pjy workloads are matching service (patient)
demand.

Service profile

service level agreem
Standards.

When developing
service and consi
numbers, ski

file, it is important to document the core demands on the
all influences and variables, particularly in relation to workforce
ites-and material resources.

A completed seryicé profile:

describes the demand placed on nursing and midwifery resources

assists in the planning of service delivery

identifies the service’s purpose, direction, tasks and priorities

determines the resources utilised to deliver the current services and estimates of
resources required to deliver future activity

e provides guidance with monitoring and evaluating service performance.

A service profile is developed annually, based on the financial year, acknowledging
adjustments to the profile may be required throughout this time if key factors such as patient
/ client activity and nursing supply change during this time. The proposed service profile
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determines the current / future state of demand and provides a plan for matching this with
resource supply through the collation of relevant data collected from the following analyses:

The external environment includes the following factors:

Policy/Legal
Economic

Social

Technology
Research and EBP

The internal environment:
Structural
Human Resource Management (HRM)
Information and Communication Technology (ICT)
Comparative Analysis @
The SWOT reviews:
Service Strengths
Service Weaknesses
Service Opportunities
Service Threats

Using the initial service profile as a guide, the-se 3
clearly identified and can be readily discu d egotiated. Once the budget and the

level of service is agreed upon and finalisal service profile is recognised as the
‘agreed service profile’ (keeping in piind the profite/may need to be reviewed and amended
periodically in line with the budget's

It is important to remember the g profile includes both demand and supply data, and
performance metrics of how these can ke measured for monitoring and evaluation.

Resource Allocati

Chapter 2 discusses
calculation tools. T,

importan f a BPF approach to resource allocation, and the
tions to estimate the resources required to meet planned /

gurrent recommendation will be updated and linked to the Office of the
jdwifery Officer's website.

strategies are providedwhere the allocation of funds does not balance with identified service
requirements in Chapter 3, Reaching a Balance
Reaching a Balance

This third and final stage of business planning analyses the differences between the demand
for resources and the actual resources allocated. It allows service area managers, staff and
senior management to identify gaps and agree on a resolution. That solution is likely to be
one of three potential outcomes:

e change the demand for resources
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e change the investment of resources
¢ alter the mix of resources to achieve agreed outcomes.

When differences occur, a balance can only be achieved by adjusting either supply or
demand, or both. This is discussed further in Chapter 3 and how to negotiate a resolution.

Escalation
When workload issues arise, escalation is necessary when resolutions cannot be found at
the local level. These are described in detail in Chapter 4.

Performance metrics
Measuring performance to understand progress is key to understanding the outcomes of the
diverse activity within a unit, service, facility and HHS. Chapter 5 i'm' es the importance

of nurse sensitive indicators and keeping nursing metrics on the HHS

The ability to balance service demand and staff supply is esse
term viability and sustainability of health services. Frequent m
such as client acuity and activity is necessary to ensure nursi
matches service demands, and the term acuity is used inte

whenjpldnning the long-

i f demand indicators
wifery staffing

with complexity and

intensity to identify service demand within health care sq e BPF is the agreed,
industrially mandated methodology to ensure safe and sb hle workloads for nurses and
midwives. The framework has been a collaborative pr0j een Queensland Hospital
and Health Services, the Queensland Nurses Uniopy e0f the Chief Nursing and

Midwifery Officer and the Employee Relatio

The Addenda from the 4th edition BPF on Men T Perioperative; Outpatient and
Ambulatory; Primary and Community and Pubti Services remain essential reading
for those specific settings undertaking thei | xeview [hyperlinked]. These documents
highlight the importance of any setting eir annual service profile, the most

el to meet service demand and the

health care. The BPF reinfarces the impartance of using professional judgement to make
decisions appropriate to ikgumstances; with the priority of safe, high quality patient care.
The key to the BPF’s s owering the middle management levels to maintain the
ces and budget integrity.

Accordingly, the N
cascading respopsibilj

nager, Nursing Director and Director of Nursing have

loping and implementing the BPF at the ‘local’ level and are
empowered to dg he BPF provides the management of workload issues, resolution
processes and/perfofn ezmetrics. A sound business framework and workload
management stratégy is essential in delivering quality care and improving patient outcomes
in today’s complexand dynamic health care environment.
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Chapter 1. Develop a service profile

Action!
Refer to:
Template 1: Service Profile

In a nutshell:

The purpose of this first Chapter of “how to implement the BPF” is to support you in planning
through clear identification and articulation of the health needs of your local area. It is not
just about looking at the current business model and quantifying the required resources, it is
about starting at the very beginning and identifying the aims and objeetives of the service
(“why are we here?”) and assessing the area’s current activities for @ g this (“is this the

best way to do this?’).
Following these steps will inform your human and financial re entsfrom the demand
so that service delivery can meet the appropriate level of car ' ns determining

supply by allocating the most appropriate resources and is the is fof Chapter 2.

NS
The following points are important considerations when éé\é(gp}jga business plan.
Developing a service profile

Service ?rofile

Demand
Performance Metrics (NSI,

based on Population Health data (Calcuiations and professional

(Internal, External, SWOT judgement determines
analyses) resources)

Benchmarks, HHS reporting) to
monitor and evaluate

Developing a service profile may seem like a daunting task. However, a step-by-step guide
is outlined in this chapter with a matching template. By simply following these steps and
filling out the template, any service area can readily develop an effective service profile.

This has the interrelated benefits of:
¢ simplifying the process for service area managers
e ensuring the final service profile is robust and can be used as an effective business
planning and budgetary tool; and
¢ embedding consistency across all health service delivery areas
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The service profile incorporates Demand, Supply and Performance Metrics that culminate in
actuals versus forecast to inform the gap and variances

In developing any business plan, consultation with stakeholders needs to occur. For this
initial Chapter, nursing and midwifery staff should actively participate to ensure frontline, on-
the-ground information and experience is captured. Also, this participation will lead to a
better understanding of the concepts, as well as greater ownership and commitment to the
plan by everyone it impacts. The following diagram illustrates an example of the governance
processes for different settings within a HHS.

NUM/CNC/
Facility
Manager

Mental NUM/CNC/
Facility
Health Manager

NUM/CNC/
Facility
Manager

Rural NUM/CNC/
Facility

Health Manager

Additional informdtion

Funding

In developing
beneficial. e& ¢
localised level, te

Data collection (monitoring)
Health Indicator Sets

ND, SM, BM

ND, SM, BM,
DON

DON, BM,
CoM, CO,

%, B
00

ED/Servic

Direc

DCH

EDRH

%,

HH M
P sional
Lead

HHS N&M
Professional
Lead

HHS N&M
Professional
Lead

HHS N&M
Professional
Lead

BPF Steering
Committee

BPF Steering
Committee

BPF Steering
Committee

BPF Steering
Committee

ofile, an understanding of the national funding model is
ation about how this model works and is implemented on a
to Annexure: Understanding the Funding Environment.

The Health Statistics Unit has compiled a list of state and national health-related indicator
sets and performance measurement frameworks with links to key information about
indicators. Some links for indicator sets are only accessible to Queensland Health staff via
the Queensland Health intranet (QHEPS). Please contact hlthstat@health.qld.gov.au

https://www.health.gld.gov.au/hsu/collections/dchome.asp
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Guide to completing a Service Profile

To assist you in developing the service profile for your area, additional notes and direction
are provided below.

Remember: Queensland Health and Hospital and Health Services (HHS) have strategic
plans stating the mission statement and key outcomes to be achieved during the designated
timeframe. These should be referred to and links to web pages / documents when
developing your service profile.

Service overview @

Stating the aim

State the aim of your service in a succinct, broad sentence, d ing how your service
contributes to achieving the aims and direction of Queensldr
(

CO

& coordinated
nd a cost efficient service.

Example: To provide holistic care for cardiology patients
multidisciplinary approach, resulting in optimal patie

Developing objectives

The objectives are statements indicating th / measurements for the service to
achieve. They form a basis for assessing fafinance of the organisation. In developing
objectives, incorporate any new activities 0 s that need to be undertaken and

consider past non-achievements

Ensure the stated objectives arés
e easy to understand

e specific

e realistic and achiev

e time oriented

e outcome focuse

e measurable

e prioritised.
Example:
e Toimpleme e reviewed cardiac patient education program within six months.

Describing the present service

When describing the present service (or the service being planned) you may wish to include:
e recognised type of service (e.g. a cardiac service)

e function of the service and location of care delivery.
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Internal environmental analysis
Location and size
Describe the physical environment in which the service exists.

Are there factors that impact on the amount of nursing and midwifery resources required?
Examples include:

e remote areas where transport is difficult to obtain can delay the discharges of patients
e the size of the locality services can affect community and outreach services.

Services within the facility

List the services / activities within the facility. Where appropriate, do
priority or operational focus and list the Clinical Services Capabili
service.

Service Structure

e What is the structure of the service?
e What teams are involved in service delivery?
¢ What are the roles, responsibilities and

of team members?

Leadership and Management
This is informed by the responses &b

¢ Who is accountable for the s
e What is the governance structure

Nursing and midwifery/str e

Refer to Part A: Servj
not applicable.

rofile ant\ll in the table provided, deleting any positions or rows

It may also be clal to dociment additional information such as:
e What are #a ntabilities of nursing and midwifery staff?
e What impactdges the nursing and midwifery structure have on the clinical and non-

clinical worklos %

Non-nursing support positions

Which other roles are employed by the service and how is the relationship to the
nursing/midwifery team structured? Is it a multidisciplinary team? Staff who are not
employed by the service, and not rostered exclusively to the service. Eg physiotherapist /
occupational therapists, other specialist roles.
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Current model of care

A ‘model of care’ can be described as a multifaceted concept that broadly defines the way
health services are delivered at unit, division or whole of service level. An example of a
model of care is the Queensland Health Integrated Mental Health service.
http://gheps.health.qld.gov.au/northwest/mental-health/mentalhealth-home.htm

When documenting the service area’s model, ask:

e |s the current model of care aligned to the health care requirements of the local
community?

¢ What are the outcomes for patients / clients?

e Isthere good evidence to support the current model of care?

o Does the existing structure support the model of care?

e Are there other models of care preferred in terms of economic e @?e i8ss and
patient/client outcomes?

Human Resource Management

Core staff working in the service — categories, scope/ gf p

categories of core staff working in the service?

e, skills (What are the

¢ Numbers and FTE indicated separately i.e. 16 0.S
training and workload for completing
e What is the current scope of practice of th
are there to optimise the scope of practice
o Do the competency levels of the staff
of this context on skill mix?
o Effect of context on skill mix i. in—rufal facility cannot be in charge of a facility
without sufficient experience

ff - implications for costs of

and what potential opportunities

/ client needs? And what is the effect

e What is the teachin
What agreements

clinical placement, Regional Training Authorities)

e Are needs likely to change?

o Are there any organisation requirements (eg: % of staff as fire wardens) that require
training?

e Insert link to HHS or service education plan
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Mandatory and requisite training

e A HHS is a statutory body under the Financial Accountability Act 2009 and the Statutory
Bodies Financial Arrangements Act 1982 and is a unit of public administration under the
Crime and Misconduct Act 2001. HHSs are responsible for ensuring they comply with the
legislation as it applies to them.

e Under the Hospital and Health Boards Act 2011 one of the functions of HHSs is to
comply with the health service directives that apply to the HHS. Section 50 of the
Hospital and Health Boards Act 2011 states that a health service directive is binding on
the HHS to which it relates. The HHS must also comply with other directives, such as
directives applied under the Public Service Regulation 2008.

e Relevant legislative compliance is monitored within the Service, at divisional level and by
the XXHHS.

Other indirect patient / client care commitments (optional

What management/administrative responsibilities do team members Have?

For example:

e portfolio work (such as NO2 special projects)

e quality improvement activities, accreditation, au

e research.

e Add in rural and remote themes

Maintenance of pharmacy i.e. pharmacy, orderi

stock take; xray; pulling charts as required itk d discharging patients on HBCIS;

: ithin
L@? pl} ing scripts for public patients;

changing O2 cylinders; attending the morg
g paperwork for patient retrieval; audits

supporting videoconference cons

and codes and documentation of emergency equipment, procedure boxes
and retrieval bags; escorting patien for retrieval or to Local sonography (e.g. 5 hr
round trip) when required; isolating alarms and reporting; coordinating discharge into

community with community.supports; be~xoh call for clinical support as required

&

turning/removing expired stock, annual

Information teghn management

Provide an overyeé

gf the information technology framework of your service area. Key

What information nd systems are in place? Here is a list which may prompt you?

e Isthere suffic formation provided by these systems?

e What access is thefe to information?

e Who collects / supplies the information?

e How timely and accurate is the information from these systems?

o How reliable / stable are the systems? (e.g. are staff required to input information after
periods of downtime?)

o Do staff know what information is available and to how to use that information?

e Do you have telehealth systems in place?
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External environmental analysis

The purpose of this section is to provide a shapshot of the factors, external to your service
area (and therefore largely out of your control) which can have a direct impact on your
service.

Policy / legal factors

¢ Commonwealth direction / policies / funding

e Queensland Health direction / policies / funding
e relevant legislation

¢ licensing organisations

o professional groups

e Industrial groups / issues

e education imperatives ;i @

Economic factors

international / national economy
public / private interface

private health care providers
future capital works planned.
Social factors

Analysing your service area’s prevalence of dise nd population trends will provide
useful insights into the required categories els df outpatient and ambulatory health
services. Calculating the percentage of po and known populations at risk will assist in
workforce planning and managem ur d midwifery workloads. Other questions

to ask include:
¢ Is the population young or agi

¢ \What is the growth rat

ulatiQn?
non-Eng speaking population will require the use of interpreter
and using these services consumes resources, thereby

e Are the hedlt eds of the community matched with the national and state priorities for
health outcomes

- What does the“local community / consumer expect from its health services?

- Are these expectations realistic and/or deliverable?

- What is their level of awareness of the health services they require and that are
provided?

- What involvement does the community have in local health service planning?

e How diverse is the
- Example: ala

e Workforce issues
- Are there enough nurses and midwives with the skills required for your health
service?
- What other workforce recruitment and retention issues are there?
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e Technological factors
- What is the impact of technology availability on the service?

e Research and Evidenced Based Practice

- What research developments are impacting, or have the potential to impact on services?

- Are you required to participate in State or National data collection? Does this impact
upon workloads?

SWOT analysis

A SWOT analysis is a structured planning method used to evaluate the strengths,
weaknesses, opportunities and threats involved in delivering a servige ensultation with
staff in the service / unit.

It involves identifying the internal and external factors that are f

A SWOT analysis can assist in moving from a ‘business
focus on true work priorities.

e Strengths
These are internal characteristics of your se
e Weaknesses

There are internal characteristics that plac
others.

e Opportunities
These are external elements tha gervice area could exploit to its advantage.

e Threats

—*

These are external ele could cause challenges or difficulties for your service area.

cumenting/a SWOT analysis is tabular as shown below. You may
e service profile.

Helpful Harmful
/oy
Inter, {/ engths Weaknesses Typically
(and larg e characteristic e characteristic PRI M
controllable) e characteristic e characteristic
e characteristic e characteristic
External Opportunities Threats Typically
(and largely ¢ characteristic e characteristic NEFEEE [0 FLELE
uncontrollable) e characteristic e characteristic
e characteristic e characteristic
Increase Reduce
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Significant achievements in the past 12 months

Consider the significant achievements that have occurred throughout the past twelve
months. Reflect upon these and refer to the information collated within the internal, external
and SWOT analysis as part of this framework to assist in the identification and projection of
priority areas for service improvement for the oncoming financial year.

@
i
RS
<
&
A
QL
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Comparative analysis

ACTUALS

Patient / Client activity

¢ Identify and discuss patient client activity, consider in context to previous financial
year activity and impact upon nursing and midwifery workloads
e Major DRGS/OOS

e Patient/client complexity and acuity

eleyant to the

e Patient/client activity: Identify and report upon key activity da
service. Activity to consider are have a direct relation t
workloads, NB: Not all activity metrics are relevant

emand, consider

(Listed below are examples/suggestions for reporting of ivi
0 s provided and add or

what activity/activities of demand best represent the typ
delete where appropriate)

Patient / Client activity @

= Number of separations . \N% of day surgery cases
= Weighted Activity Units <7 omeYisits occasions of service
= Total occupied bed days (fractional) Nupber of births
= Average occupancy = Retrievals
_ _ —7
= QOccasions of service = Back-transfers
= Emergency department presentations = Number of births: vaginal / caesarean

mission .
aegesions = Number of group sessions, numbers of
= Numbers per triage ory attendees at group sessions

g
= Number of operating tre sessions /| = Number of units of activity in Central
complexity Sterilising Departments

= Operating 7@—

Table xx: AStIVty facto

Top Ten DRG
No. |DRG | Description ALOS ngr EUET Variance
1
2
3
4
5
6
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7

8

9

10

Cat Cat Cat Cat Cat Weekly

Month Total Ave. Month | 1. 2. 3. 4, 5. Total | Ave.
Oct Oct
Nov Nov —
Dec Dec //’7//\
Jan Jan \V/ )
Feb Feb 7 ~—
Mar Mar (-
Apr Apr \'/I_//
May May //7\ .
Jun Jun VIO
Jul Jul S\
Aug ag | (/1)
Sep Sep NV
Total Total \

Month |00S1 | 00S2 | 0043 \QOSZ{00S5 | 00S 6 | Total | Weekly Ave.

Oct IS/

Nov A
Dec A N
Jan NN

Feb /{ NN

Mar /\\ 7

Apr 7 b

May /a\

I A
NY

Jul
Aug
Sep
Total

Ward Occupancy (Nurse Dependency System)

Insert your Nurse Dependency trends and highlight any particular issues.
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Performance
Financial performance

Financial performance against budget allocation, report the information in the table below
and provide a brief description on the influencing factors of the budget variance. These
factors need to be considered in the determination of nursing resources.

Cost centre YTD Actual YTD Budget YTD Budget Variance

Identify and discuss nursing and midwifery labour performance-irndic
factors associated with negative trending outcomes for thefi iatYTD.

Trends may be occur on a daily, weekly, monthly, annua al or other regular basis.
Factors in trends to be considered include:

¢ why they exist

¢ how they occurred

o the degree of change

¢ the relationship among
Trends can indicate:
e increasing or decreasing aciivty at a steady rate

easonal factors areas that require further investigation and
mple, asing sick leave.

e fluctuations d
action, for

Activity factors nee onitored and reviewed as activity is one of the measures of
organisational performance. ile the listed measures are the major ones to be considered
on a whole of drganisation basis, within individual services, there may be other types of
activity that ng @ i

eviewed.
Therefore, each\Unjt should develop a minimum data set which is a listing of the factors
considered to be impostant indicators of workload for that particular service. For example,
the information collected in the operating room will be different from a surgical ward or a
community health service.

Workforce data from Queensland Health Decision Support System (DSS) is considered an
important source of information and is used to support decision making in developing BPF
service profiles. However DSS data does not delineate productive hours into direct and
indirect clinical hours.

Availability of comparative data will support n/m leaders to make informed decisions related
to adjusting nursing and midwifery workloads, staffing levels and skill mix.
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Reliable, standardised, accurate and timely operational management information is crucial
given current efficiency measures. Robust workload data facilitates n/m leaders to
effectively plan, deliver, monitor and evaluate the services provided. Duffield RBWH

Nursing / Midwifery Labour Performance Indicators

YTD Sick Leave

re

Identify and discuss nursing and midwifery labour YTD FTE and skil mands for
external escorts and patient specialling where relevant to the servic

Patient specialling

Are there procedures that indicate a patient will need specialli
assumption that a percentage of patients have a cognitive impai and may require 1:1

maybe difficult to allocate budget, historical data m smwhether or not it should be
recruited to.

Aug Sept Oct

AN
Aug  Sept Oct Nov ‘Dec ‘Jan

Nurse sensiti

Consider what Nurse™S8ensitive Indicators are applicable to your service. Report in the table
below the incident rates, these may be dependent on the setting of the service. At the
system level, incident rates are adjusted to the Service Level Agreement financial penalties.

It is imperative that the nursing and midwifery resources determined for clinical service
delivery are considered in the context of local reported clinical incident types given the
variances across clinical environments.

DRAFT — NOT FOR FURTHER CIRCULATION  5'" Edition — Business Planning Framework -23-

D©H=‘Dﬂ= 15/16“@82 Document 114



BPF 5" Edition — Draft v3 20151120 DRAFT FOR CONSULTATION

Clinical incidents

Incident type SAC1 SAC2 SAC3 Total No. (0]=1D) Rate
Falls

Medication incidents

Pressure injuries

Blood transfusion

Infection rate

Resource Allocation

Reviewing the current health workforce allocations will allow some | difal
benchmarking. For the forthcoming financial year, depending on wh ivity targets are
a growth, reduction or maintenance of current service levels. This ent state analysis
allows for a workforce reassessment that aligns with the forec agtjvity for the service,

and assists the service in determining if more, less or the gar

Nursing resource allocation

Priorities for next 12 monNZ

Annual activity targets set by Queensland ‘ :I

be factored into forecasting. Once thedata‘has he¢
estimated for the following year. |
forecasting.
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o Baseline (previous year)
Actuals - Budgeted = Variance

o Estimated Future Activity - Targets

Forecast Activity or Estimated Future (Health Service) Activity
(EFA) Methodology

http://gheps.health.qld.gov.au/ppb/docs/hsram/efa methodolgy20152016~y1.pdf

A key component of healthcare purchasing negotiations is to set actiity'targets for each
Hospital and Health Service (HHS). Estimated future (health sepvive) (previously
referred to as “assessment of health service need”) has playe informing role in the
development of service agreements for both 2012-13 and 20

For the 2014-15 service agreements, priorities in terms 0Of i wont were identified based
/ St the estimated future
e adopted for the 2015-16

being used as a “target end point” to infor
future activity is not being provided for the
Agreement activity targets relate to H as 8

not been assessed for individual f.
Estimated future activity has beér aségssed by:

service stream:

Other Activities.

- Hospital and Health Services of treatment, plus Mater Health Services (public only,
Mater Children’s Hospital will be allocated to Children’s Health Queensland);

- Hospital and Health Services of residence (where possible);
- both adults and children (where possible);

- with a relevant level of service type detail for each stream (e.g. SRG for Inpatients,
Tier 2 Clinic for Outpatients, Triage Category for Emergency)
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Nursing Resource Determination
Defining activity in specialty areas

In some specialty areas where nursing activity is not measured using the Nursing Hours Per
Patient Day (NHPPD) model, additional consideration may have to be given to the definition
or measurement of activity. The principles of the BPF can be applied in a clinical area using
an agreed unit of activity. Some units of activity that may apply, other than NHPPD include

» number of separations (discharges, transfers, deaths)
» weighted separations

+ total occupied beds

+ average occupancy

» occasions of service Z
« emergency department presentations
» numbers per triage category z

« number of theatre sessions
 day surgery cases

* oOutpatient occasions of service
* number of births

* retrievals @
* home visits
+ client separations

[o)

» number of group sessions
number of clients attending group,se
operating minutes

Nursing Resource Determination
<INSERT YEAR>

Step 1: Calculate Average Productive NHPPD or NHPOS or NHPUA
V

* B
Average NG <q)ours per Patient Day Total Annual Productive Hours
= Total Activity (FBD's/OOS/UA)
Y

Average NHPPD/NHPOS/NHPUA= 5.89 (example)

Step 2: Determine the Weekly Nursing Hours

Weekly Nursing Hours = Total Annual Productive Nursing hours/52 weeks
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Weekly Nursing Hours = 52 992/52 weeks (example)

Weekly Nursing Hours Total = 1019 hrs

Step 3: Develop Master Staffing Roster Profile

Proposed Master Staffing Roster Profile is developed within WorkMAPP workforce planning system.
Roster Profiles include direct and indirect hours as allocated to position ID. Once finalised attach a
copy of the Roster Custom Report to this document. NB: (Proposed Service Profiles) The weekly
hours determined in step three must equal the weekly hours total in the WorkMAPP Roster. (Agreed
Service Profiles) The WorkMAPP Roster Total FTE must equal the Rostered FTE in the BPF excel

spreadsheet.

Step 4: Confirm Direct Care Shift Profile

(Example)

Sunday

Monday Tuesday Wednesday Thursday Saturday

70:7.0:30|7.0:7.0:3.0

8.0:7.0:30 [ 80:7.0:3.0 |80:7.0:3.0 8.0:7.0: 3.%

(Example)

Nursing Headcount Nominal Ratio

Day 8 1:3

Evening 7 1:34

Night Shift ﬁ\ 24 24 3 1:8

ice Profile document consider the significant achievements that have

e welve months. Reflect upon these and consider the information collated
dernal and S.W.O.T analysis to assist in the identification and projection of
improvement for the oncoming financial year.

In finalisation of
occurred throygf
within the Internak
priority areas for ser

Significant Achievements in the last Twelve Months
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Approval

Once your template has been completed and finalised, use it for discussions and negotiations with
your relevant supervisors and senior managers. Once you have consensus, have them sign off
the document, as outlined in the BPF Introduction.

Service Improvement Business Case

A service improvement business case is required to be submitted for 2016-17 to support service
delivery changes: See the template at Appendix 2 for an example, however each HHS may have a
different template, and templates may differ depending on the amount of additional funding
required.

C
i
&
Q
@&
A
Qe
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Chapter 2: Calculations of Nursing and Midwifery
resources

Action!
o Complete calculations under the Guide
In a nutshell:

This second Chapter of business planning focuses on estimating the nursing and midwifery
resources required to meet activity based on the service profile (Chapter 1). The estimation
process is simplified by tools and information that help convert the identified demand requirements
e explained and
ance) with identified

response strategies are provided where the allocation of funds does na
service requirements.

Defining f//‘\\

Remember: Always refer to the service profile when calcul ource allocation, taking into
account any negotiations that have occurred at a local leve| a unigue environmental
characteristics of your service area.

* Establish the total nursing and midwifery re

(1) Calculate total annual productix
service.

(i)  Determine skill mix / g
(i)  Convert productiv€ 4

Finance will determine the operating budget and complete the following, but it is important for
nursing and midwifery line fsanagers to uriderstand how the following calculations:

S

Calculate non-productive nurs idwifery hours according with nursing and midwifery award
entitlements.
(iv) Conweft no ductive nursing/midwifery hours into full-time equivalents.

v)

ductive and non-productive full-time equivalents together and convert into
esoprces

(vi)

te nursing/midwifery hours to service requirements.
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Guide to calculations

Estimating the nursing and midwifery resources required will provide a framework for allocating and
controlling nursing resources. Determining the nursing and midwifery resource estimates can occur once
the following activities have been undertaken:

e analysis of nursing hours per unit of activity used in the past

e analysis of trends in patient acuity data

¢ identification of levels of forecasted activity

e comparative analysis with similar services

e consultation with staff providing the services — the staff who deliver the services have the

professional judgement, knowledge and experience to advise on the f resources required to
deliver care.
The annual resource allocation for nursing or midwifery includes all labous, e re (i.e. salaries and
wages) for nursing or midwifery staff, including productive costs (and fi6n- uctive costs (such as annual

and sick leave) explained in detail in the following section.

Calculating the Total Nursing and Midwifery re llocation required

A summary of the multipliers are located on each BPF staffj d are used to calculate the total
workforce required to meet clinical activity.

The BPF multipliers are calculated using a standar 2 gy and are based on the Nurses and
Midwives Award 2012 (Queensland Health, 2012 — hyp to new award once available).

=,

BPF Staffing Profile - Mu(ti@li/ef/ﬂllﬂodology
BPF Multiplier N\ \Q_/ Calculation

Productive Direct FTE / / PPD x Bed Capacity x Occupancy x days of
e

Productive Indirect FTE W HPPD x Days per week x weeks per
nnum/1976

Mandatory Training FTE ihimum 5 days per headcount plus an

additional 6 days for all new starters per
i headcount

Professional Developme paid) N  Award entitlement for all permanent employees
grade 3 and above working > 16 hours per
fortnight. Full time employees entitled to 24
hours per annum (pro rata for part time

employees).
Training and C nW including Based on average of training and conference
travel time) (pai leave accessed over the last three years (please
Optional note includes average travel time accessed)
Sick Leave (paid) Based on average of sick leave accessed over

last three years

Sick Leave (unpaid) Based on the average of unpaid sick leave
Include? accessed over the last three years

Family Leave (paid) Based on average of family leave accessed over
Check correct title the last three years

Maternity Leave (paid) Based on average of maternity leave accessed

over the late three years
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Other Leave paid Based on average of other leave accessed over
the last three years

Unpaid Leave (FTE) Based on average of unpaid leave accessed
over the last three years. This calculation is
included to measure flexible resources required
to meet the BPF needs of each Service Line.

Recreational Leave FTE Based on award entitlement, 6 weeks per FTE
for three shift rotating workers, 5 weeks per FTE
for non-shift work employees

Long Service Leave Based on average of long service leave
accessed over the last three years

Queensland Health has developed electronic tools to assist with the proces oping the total nursing
and midwifery resource allocation required to meet project activity. Howevenrit js-ijgortant to understand
the principles and the methodology behind these calculations so that ggtimatigns and allocations are
applied consistently across service areas.

A total nursing and midwifery resource estimates incorporate both'p e and non-productive
components, which are defined as follows:
» Productive hours - contribute to patient care and inclu di clinical and indirect clinical hours.

Direct clinical hours - activities directly related to,care e the patient / client such as planning
and assessment of care, and documentation:

Indirect clinical hours - activities undertaken whj
with them, including education and trainin
quality improvement activities, portfolio-act

3 ﬂ gyment entitlements which do not involve patient / client care,

fier referred to as ‘on-costs’.

he patient / client while not in direct contact
inical unit, mandatory competence attainment,
formance appraisal and unit orientation time.

Total productive hours = direct cli rs + indirect clinical hours

* Non-productive nursing hours - are
such as annual and sick leave. They are ®

(€9

There are six steps i
planned activity andy
terms of averages for a

e total annual resource estimates for nursing and midwifery to meet
ual operating budget. The nursing hours calculated are considered in
écific period. The steps are:

Calculate total productive nursing and midwifery hours

Calculate total annual productive nursing and midwifery hours required to deliver services
Determine skill mix categories of the required hours

Convert productive hours into full-time equivalent (FTE)

Calculate non-productive hours

Convert FTE into dollars

o gk whE

Professional judgement is recognised that is a valid criterion for deeming a definitive staffing level of nurses
and midwives as being safe. The total nursing and midwifery resources required to meet the approved
service requirements must be able to be determined and validated by completing:
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(a) service analysis and profile

(b) analysis of historical nursing/midwifery hours per unit of activity and sufficiency in meeting
service demand

(c) analysis of trends in activity data
(d) forecast level of activity
(e) comparative analysis with similar services

Q) consultation with staff delivering services.

Step Approach for Determining Required g FTE

Calculate Productive Hours

¢ Need to calculate HPPD / HPOS.

¢ Need to calculate nursing hours worked. @
How to calculate HPPD / HPOS: @

Method 1
This method is easiest if you have a stable consis @u' level of patients within unit, or similar OPD
clinic session times.

Identify number of nursing hours workegd finaneial year (data from Trend or Necto). Do not forget to
include casual, overtime, special and escorfhgurs within your calculation of house worked. Plus, identify

occupied bed days or occasions of service.

Calculation Nursing Hgurs d

Total ied beMys of occasions of service = HPPD / HPOS
Method 2
This method is used i e a unit with diverse acuity: So HPPD will alter with DRG.
Example:

DRG A ge no of nursing No of occupied bed Total no of hours
hours days

D1gZ 3 500 1500
Dg2Zz 4 250 1000
D9k1 5 100 500
TOTAL 850 3000
Calculation 3000

850 = 3.5 HPPD
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(Examples for residential aged care, peri operative community child health, emergency, mental health will
be provided at end of document).

Calculate Productive Hours

Productive hours = Direct plus indirect hours
Direct hours relate to nursing activities that contribute to patient care including documentation.

Indirect Hours include activities required for patient but does not require direct contact with patient (i.e.

education/training on ward, quality activities and unit orientation).
Calculation  NHPPD

X
Total occupied bed days = productive hours (Direct + Nagirect Bipurs).
Calculation 3.5
X
850 = 2975 productive nursing hours
(Note productive hours can also be obtained from TrendC NECTO).

Determine Skill Mix @
e.

Break annual productive hours into a we

Calculation 2975

52 =57 hours per week
Note: this example is utilising sm bers to explain a concept, and generally numbers in reality will be
greater.

Determine skill mix within 57

e Grade 6
e Gradeb
e Grade 3

Note: if you have minimal safe staffing; this is where you would state that you have minimum of 2 staff per
8hr shift = 16x3 - 48hr x7= 336 hrs per week (provide rationale for minimal safe staffing).

e CN 168hrs
e RN 168hrs
e EN Ohrs
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Only the positions (e.g. grade 7 or clinical facilitators) may not be included in the calculations if they are
additional to productive hours, unless they provide a direct care or run a clinic.

Total productive nursing hours per week/38 = FTE equivalent
Example 1 7hr per week / 38 = 0.18FTE

Example 2 336 hrs per week / 38 =8.8 FTE
Note: if you are calculating a part time FTE equivalent that works .3 shifts k(% 24hrs / 38 = 0.63

FTE.
Majority of these costs are automatically calculated with semi- l@ol. This is for information

purposes.

Determine annual leave requirements:
¢ |s annual leave to be built into resource allocat

e If your annual leave percentage is less thal ou need to manage your leave with placing
casual staff on temporary contractg; o ng-part time contracts to cover annual leave (agency
staff are not encouraged to backf @ /2).

Determine sick leave:

e This should be based on last year’s statevaverage.

Determine Mandatory training;

e Currently there is an 11 days for new staff and 5 days for existing staff (However, health

5/11 day ratio

e 3 days per headcount? 16 hours per fortnight

On costs:
o Penalty allowances etc are determined by a percentage

e A nurse works 52 weeks x 38 hours = 1976

To calculate 1 day (7.6 hour as percentage):
(7.6 /1976 = 0.0038)
Multiply x 100 = 0.38 % N.B: only works at FTE percentage level, not at headcount level
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Add Productive FTE with Non-Productive FTE to Determine
Resource Estimates required to meet activity

This step is calculated automatically within the semi-automated tool

Example:
Required hrs per Weekly FTE Required hours Yearly FTE
week per year/1 FTE
Grade 7 38 1 1786 1.11
Grade 6 168 4.42 1748 5.00
Grade 5 365 9.6 1748 10.86

Grade 4 112 2.95 174 3.26

Grade 3 112 2.95 1 3.26

TOTAL 795 17.92 FTE 8778 = 23.49 FTE

Determine Seasonal Demand z

Month

Jan Feb Mar Apr May HNUQ Sep Oct Nov Dec TOTAL

00
?

Ju
OBD 100 200 200 400 400 50 300 200 200 200 3700
% 2.7 5.4 54 10.8 ? ?
Req 4 4 4 5

: ? ? ? ? 100%
NHPPD
Total 400 800 800 2000
hrs req

Week
Surgical Ward (agreed exa )\ PPD 4)

Mon (}f'ue\\\ Wed Thurs Fri Sat Sun
Pt days 20 30 N/ 28 25 25 15 10

AN
Hrs req 80 g 0 112 100 100 60 40
per day <
Calculation Pt days&

X
HPPD = hr required per day.
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Additional Examples for Determining HPPD/HPOS within Specialty
Areas

Residential Aged Care (Utilise residential classification scale)
Data to be obtained from QHERS or NECTO.

RCS 1 2 3 4 5 6 7 8 TOTAL
Categories
Ward 1 3 5 6 2 0 1 1 0 18

Ward 2 6 10 4 5 1 2 0 28
Total no of 9 15 10 7 1 3 @ 0 46
residents

Her per 3.86 3.3 2.79 1.86 1.29 1.2@8 1.28

cat calc

Totalresx 34.74 49.5 27.9 13.02 1.26 ) 1.28 1.28 134.42
hrs per cat

Indicated nursing hours per day = 134.42 / = 2.9 hours pe e day.

No of residents = 46

Short Stay

e Base ontop 5 DRG utilise methgad

e Or Fixed staffing model:

NB: Occupancy should be adjusted to reflect actual Short Stay usage
NE: Maximum number of beds | spaces available { not funided beds )

FIE

0.00 Total productive FTE
f.84
000 8.84
0.00
(.00
0.00 * Caution Required as staffing Short Stay Units may he
0.00 ahsorhed or extracted from Core Business Staffing
numbers depending on activity levels and may be a source
Total Hrs Reguired (Year) = 17472 of over hudyeted FTE
Theratore. ..
MHPPD » Beds « Occ% should equal (= ) 47 858493
Therafore....
NHPPD = [RiEL]
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Community / Mental Health / Child Health

e Data to be obtained from QHERS for occasions of service.

e Productive hours from Trend and NECTO.

Calculation  Nursing hours worked divided by occasions of service:

20000
4000 = 5 HPOS
Hospital In The Home (HITH)
e Data to be obtained from QHERS for occasions of service. @

e Productive hours from Trend and NECTO. @
Top 5 DRG (Method 2) @

Day Surgery

e 5day Service \@
e Operating hours 7-5 @

NHPPD: Total productive hours / obd

CSSD

e Average Nursing hours pgr C Tray 2.87hrs
e Average nursing ho SSD loan tray 1.2;

Calculate number of 'ﬂ @ads and multiply by above denominators.
Add together to provide required nursing hours.

Compare this with historical p

oductive nursing hours to determine if nursing hours meet demand.

Theatre

e Minimum staffing as per acorn standards;

Determine productive hours as per recovery calculation determining theatre session lengths in time
multiplied by number of theatre.

L]
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e Number of theatres: 2

e Operating minutes plus down time for cleaning and preparation of cases
e Number of working days per year: 242

e No of nursing staff per operating room: 3.5

o Annual meal relief required: if sessions do not stop for lunch: 30min per staff; 91.5

Annual productive hours: No x operating rooms x no x operating hours x no of working days x no of staff
annual meal relief = 2x 9x242x 3.5 + 91.5 = 15337.5 productive hours

[ ]
Divide annual productive hours by 52 to determine weekly productive hour@
295 divided by 38 = 7.76 Productive FTE @

Recovery
e Data to be obtained from ORMIS, NECTO, TrendC RS

Number x hours opened per day 0800-2000- 12hrsm/overy does not run at 100% occupancy) you
can calculate no of hours required for service per@ ide x 5 or 7 (5day service or 7 day serviceO

to determine an average daily number)

days per week; your calculated hours W
days = average hrs per day = 6hrs
No of working days per year (242
No of staff (1 per operating roo

(Note if you only have one opgrating ro

osed for 14 days at xmas
runner) (Note this is for staffing recovery only.
nning at one time then staffing would be 2.

Total productive hours:

Average daily session piou working days per year (Subtract any compulsory closure days from 365 to
establish working da , 1 weekends if not a 7 day service. X by number of staff required =
Productive hours)

6 Xx 242 x 3= 4356productive hours

Divide annual productive hrs to hrs per week- 4356/ 50 (52- 2 weeks for compulsory xmas closure) =
87.12 hours
Divide weekly hours x 38 to determine FTE- 187.12/38-=2.29FTE

Mental Health
e Data to be obtained from CIMHA, QHERS and NECTO
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Inpatient unit: Top 5 drg model (Method 2)
Outpatient dept: utilise total nursing hours divided by total occasions of service= HPPD

Emergency Department
e Data to be obtained from EDIS, QHERS, TrendCare and NECTO

http://gheps.health.agld.gov.au/nmoa/workforce/documents/BPF ED calc tool .xls

2
>
NG
2
&
A
Q=
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Rostering

Nursing and midwifery rostering

Nursing and midwifery rostering practices support provision of high quality health care that meets
the patient’s needs whilst also meeting the requirements of the organisation and employees.
Effective rostering juggles work / life balance issues, understanding the skill set required,
professional nursing and midwifery judgment, compliance with Industrial awards, legislation and
policy, prevention of fatigue in employees, cultural and generational considerations and legal
implications within a framework that promotes fairness and equity.

The Service recognises the need to consider accrued leave when employing new staff members;
with the aim to negotiate that excess leave be taken prior to employme ditionally, when staff
are seconded to the Service, leave accrued during the secondment is rQ
completion of the contract.

Rostering practices for nurses and midwives employed in the Ser
Principles of Best Practice Rostering: Queensland Health G ﬁ
be located http://gheps.health.gld.gov.au/schsd/docs/edu/tripgl/ @ .

12). This document can

df

NS
Q%
A
o8
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Chapter 3 - Reaching a balance

In a nutshell:

This third stage of business planning focuses on analysing the differences between the
demand for resources and the actual resources allocated. It allows service area managers,
staff and senior management to identify gaps and agree on a resolution. That solution is
likely to be one of three potential outcomes:

change the demand for resources

change the investment of resources

alter the mix of resources to achieve agreed outcomes.
An agreement by the nursing / midwifery leader and staff is req ir@
demand by varying staffing levels if demand changes. When thexe fs
predesignated list of activities that are enabled or disabled ending on the workload

ler to meet

OV (

Exercising professional judgement

management status.

that you as a nurse or midwife can unde

clients or residents.

Professional nursing judgement is a progess+t

critical reflection, evaluation and clinica @ '

and dilemmas. When you exercise-y Qfes

workloads you are advocating ﬁ patients and keeping yourself and them safe.
c @ 9

judgement as this is the tool ofaccquntability for your interventions and care. In

involves practitioners in finding not the right answer
(which probably the absolute sense), but in deciding what is best in the
situation they fi es. When exercising professional judgment the nurse /
midwife musjptake, i nt all the aspects, even though some of them seem to be

gssional judgment is formed of the specialist’'s knowledge,
technical skills, Competence, experience and abilities. Besides these essential
characteristics, tegumentation is very important and must be able to defend the opinion.
See http://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-
Statements/FAQ/scope-of-practice.aspx for the ‘A national framework for the
development of decision-making tools for nursing and midwifery practice’.
http://www.nursingmidwiferyboard.gov.au/search.aspx?g=decision%20making%20frame
work
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Data Analysis

The analysis of workforce data alongside other information such as activity and clinical
outcomes can assist greatly in identifying and allocating resources because it enables
assessment of the effectiveness of those allocated resources. For example, monitoring the
use of nursing and midwifery hours / occasion of service and expenditure will help to explain
variances.

Duffield et al (2006) reaffirms the importance of determining a measure for nursing and
midwifery workload in a standardised manner and establishing a relationship to retention and
patient and staff safety, which are of state and national concern.

Strategies to evaluate and address an imbalance of supply and

demand

Data Analysis

The analysis of workforce data alongside other information su activity’and clinical
outcomes can assist greatly in identifying and allocating resourte use it enables
assessment of the effectiveness of those allocated resources. example, monitoring the
use of nursing and midwifery hours / occasion of service ure will help to explain
variances.

Duffield et al (2006) reaffirms the importance of detegminin
midwifery workload in a standardised manner and
patient and staff safety, which are of state a i

asure for nursing and
z 'h' g a relationship to retention and

Strategies to evaluate and address an i

idwifery operating resource estimates

A systematic approach to planning the nu
identi nd document the many issues impacting

allows the service area manager to
on the allocation. The ultimate aimp
supply and demand, but it also ketp
¢ service demand is greater than

o supply of resources is greater than

KI7/identify imbalances when:
pply of resources, or

wice demand.

When differences occuy, 4 ba can only be achieved by adjusting either supply or
demand, or both.

Managing varianee

jariances (demand exceeds supply)

e Unfavg @
Reasons for infavgurable variances may include increased activity or costs that were
overlooked duringnthe service planning, or unforeseen due to unpredictable changes to the
working environment\t is important to determine whether the resource t allocation is
sufficient to meet the demand so that this can be remediated in future. Unfavourable
variances may be addressed by any of the strategies listed in the previous section,
‘Strategies to address an imbalance of supply and demand’.

. Favourable variances (supply exceeds demand)

Favourable variances could bring unwanted repercussions which is why it is important to
investigate their cause. Obvious reasons may be that activity is less than predicted or
efficiencies have been made. However, savings may also have been made by under-
staffing, which could lead to a decrease in the quality of service.
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Strategies for managing emergent situations
Emergent situations will arise such as:

» unexpected sick leave of staff members who are unable to be replaced
« unplanned activity e.g. increased number of inpatients, higher acuity.

Using the flow sheet in Chapter 4, nurses and midwives within clinical work units can, in
consultation with their supervisor, identify strategies for managing workloads in the short-
term to address roster deficits or inefficiencies related to patient care, acuity, staffing, skills
mix and safety needs. It is essential in these situations that safety for patients and staff is the
priority.

Strategies for managing temporary vacancies

Traditionally, casual pool staff and agency staff have been em ed ontemporary contracts
to backfill temporary vacancies created (but not limited to) by [nd jnstrument leave
av
n

entitlements such as long service leave, maternity and parent arental work

agreements, approved leave without pay, long-term sick ff secondments.
These vacancies can have a significant impact in a tea sult in:
e instability of staffing in work units

e variable skills mix

e increased workloads
e increased need for preceptor support a ining of temporary staff
o decreased staff morale
e increased sick leave

e increased costs.

Ultimately this can impact on thé arfagement of nursing and midwifery workloads.
Existing practices of backfilling by porary contracts of external / casual pool staff, or
managing the unfilled shifts on a daily basjs with agency staff, additional part-time shifts or

overtime, can be inefficie en looking at the long-term impact on the service.

Each HHS will indivi eed to investigate and establish a strategy to managing
temporary / permarient va ies with consideration of complexity of the service.
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BUSINESS PLANNING FRAMEWORK
Management of Emergent Situations

ASSESS
Bed Patient Acuit
numbers numbers y
< PLAN >

)

i

with
/AHNM

D

NO

Prioritise activities based
on clinical need and
ability of available staff

Example: t

required? team alpcation

Skill mix alternatives.
Example: Roles for ENs o

AINs to suppo
< ‘

Casual / Pool IMPLEMENT

Activity reduction.
Example: close beds as Action
patients are di.sc!1arged, solution
no new admissions —
implement escalation
strategy/policy

acuity and
affing according to
available skill mix

Part-time @
shift

Coordinate Document workload

- YES NO issue as per local
Action n and confer | Feedback to | process and = |
solution with nursing work unit forward to NUM,
ND, NCF as

team appropriate

IMPLEMENT

IDENTIFY

“High
Workload”

determination

EVALUATE

Re-evaluate
hroughout the
shift.

Will the
shortfall
resolve with
the next shift or
is it ongoing?

Can admissions
be accepted?
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Suggested strategies

When service demand is greater than the When the supply of resources is greater
supply of resources than service demand

Hospital and Health Boards (Nurse-to-Patient
and Midwife-to-Patient Ratios) Amendment Bill
2015 will mandate ratios of 1:4, 1:4, 1:7
commencing 1 July 2016. The ratios will be
implemented in a phased approach, with only
prescribed acute wards and facilities in the
public health sector having to comply with

ratios. (77 ﬂ

The environmental analysis identifies factors When an over—supbk@éources has been
impacting on service demand. While changes | identified, th ing strategies should be
to any of these may reduce demand, the considered:

following strategies should be considered:
e reddge ing / midwifery hours

e nursing / midwifery team to clearly identify

o : . e
capabilities with the available staff

e yeview nursing / midwifery practices
e changing patient mix %&direct allocated nursing / midwifery
e exploring improved support services Q) o
e improving bed utilisation / bed feducti increase services
e exploring alternate funding

e prioritising clinical / work unit activi

e replacing nursing / midwifery staff with li
for like skill mix as a first priority

e agreed activity list (eg: audits; training;
review documents)

e exploring opportuniti iciencies

e reviewing indicators& patient nt, staff,
quality.
Finalising e profile

Once the initialsgfvice profile is completed, it will be used during discussions and
negotiations for finarCial year budget allocation. Once the agreed budget and the level of
service is finalised and agreed, the ‘proposed service profile’ should be reviewed and
amended accordingly to ensure the profile reflects the available resources and service
priorities. The final document is recognised as the ‘Agreed service profile’ and should be
signed off by senior nursing / midwifery management and the Chief Finance Officer. See
Flowchart on next page.
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Step 1: Service profil

and preparation
(October - December)*

mient, planning Step 2: Clinlcal

Annual BPF Service Profile , Budget Preparation and Negotiation Process

a level negotiations,
budget work-up and endorsement
{lanuary — February)*

Step 3: Megotiation service profile
[March — April)*

Step 4: Negotiation pro

nd budget
fimalisation
{May}*

Step 5: Budget load of agre

service profile
and continue ongoing evaluation of
performance {June - onwards)*

Feview cument service profile and
identify changes for coming financial
year. Start gathering and compiling
data and infarmation in relation ta

In consultation with line manager
work up initial budget request and
FTE requirement to ensure current

services of progosed increase |/

Mursing Executive and Business
Managers negotiate budget based on
FTE requirements of the endorsed
service profile

If Service Profile is not agreed,
negotiation to occur between
nursing / midwifery leader and

financial leader.

4

BPF sign off process: joint senior
nursing / midwifery and CFO (EBB 28.4)
Original to be stored with BPF resource
nUrsing position.

service, decrease in services / activity >
v v Jp \<Z7 v
Conduct SWOT analysis with nursing / Budget loaded

midwifery staff in service (including
Identification of opportunities to
improve nursing and midwifery
utilization and productivity}

Review proposed Service Profile and
budget with Business Manager

¥

A

Service Profile
agreed?

Commence writing or updating Service
Prefile for the next financial year in
lirez with the proposed changes to

services or staffing requirements

heet with line manager or
professional stream manager to
review proposed Service Profile

Agreed ‘in principle’
at BPE Stearing

)

A 4

* Timeframes are suggestions onby

ursm idwifery C tive
um [NaMCFII

Service Profile published
Agreed senvice profile used as approved
business case

Service Profile
agreed?

Disagree on Service Profile — refer to
MaPCE and Specialist Panel process

v

Menitor and evaluate - Indicators
thraugh monthly balance scorecard
reports,

Idemtify variances in service activity and
respond to changes

'

Cantinue to review curment service
profile
Continue to review changes to current
services and update service profile
requirements at monthly service
meetings using financial reports,
soorecards ete.

Meet local HHS reporting governance

All staff from clinical service

HHS BPF Resource Murse

Stakeholder involvement, consulkation
Stakeholders from services that could
impact an service

Line manager, Business Manager,
Mursing / Service Directar

N@Mldmmﬁ leader for clinical
servic

HHS BPF Resource Nurse

Stakehalder invalverment, consultation
Line manager, Business Manager,
Mursing / Service Director

Murzing / Midwifery leader for clinical
SEMvice

HH5 BPF Resource Murse

Line manager, Business Manager,
Mursing f Service Director

Mursing Executive, CFO, MaMCF, BPF
Steering Committee

HHS BPF Resource Murse

Line manager, Business Manager, .
Mursing / Service Director .
MNursing Executive, CFO, NaMCF, BPF

Steering Comimittes .

MNursing / Midwifery leader for dlinical
service

HHS BPF Resource Nurse

Line manager, Business Manager,
Nursing / Service Director

Mursing Executive, CHD, MaMCF, BPF
Steering Committee
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Chapter 4 — Escalation
Action!

» See Nursing and Midwifery Workload Management Process (FUTURE STATE)
» See Nursing and Midwifery Workload Management Specialist Panel Referral Process

In a nutshell:

This fourth Chapter of the BPF Manual looks at the importance of a mandated escalation
pathway when the differences between the demand for resources a ctual resources
allocated cannot be resolved. It allows nursing / midwifery manager senior

management to agree on a resolution. @j

<

Workload management issue escalation process (fo q and midwifery award
2015)

The process of escalation for identified wor

Step 1

The workload issue is identified by nurse/
idwife manager immediately investigates workload

level.
reluding implementing service agreed low priority

The line manager or after-hours
issue identified and implements
strategies) to resolve the identifiedissSde or mitigate risk to patient safety and prevent
reoccurrence.

Step 2
If the workload issue
to the Nursing/Mid
the identified issye—aRd implemeént further actions to resolve or mitigate risk to patient safety
and prevent re/0 gnce, within 7 days of the workload issue being identified. A detailed
summary of & sties will be tabled at the Nursing and Midwifery Consultative
Forum (NaMC

ot be resvived at the service level at Step 1, it is to be escalated

Step 3
If the workload issue cannot be resolved at Step 2, the NaMCF will review the identified
issue and recommend actions to resolve or prevent re-occurrence of the identified issue.

If there is a workload management issue identified as critical to patient safety, an
extraordinary NaMCF can be requested.

A report outlining identified issues and outcomes from each monthly NaMCF must be
provided to the Chief Executive and the patient quality and safety committee.
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Step 4

If the workload issue cannot be resolved at Step 3, a specialist panel must be convened by
the Hospital and Health Service within 7 days of the NaMCF meeting, to review the identified
workload issue and recommend actions to resolve or mitigate risk to patient safety and
prevent re-occurrence of the identified issue.

The recommendations of the specialist panel meeting must be published within 3 days. The
recommendations of the specialist panel meeting will be implemented by the relevant
Hospital and Health Service within the timeframes set by the specialist panel.

Step 5
If the workload issue cannot be resolved and recommendations not
matter is to be referred within 7 days from the specialist panel meetihg to_the/Queensland
Industrial Relations Commission for assistance and if necess bitration.

Communication and Reporting
The line manager provides communication to staff affect identified workload issue
on the actions taken.

The Nursing/Midwifery Executive team will

Compliance measures

All performance reporti
and safety standard
agreements.

fram s must be evidence based, align with national clinical
ealth senwces and be documented within local service

The report on ad issues deemed to impact patient safety, including matters that fail to
comply with ¢ meframes, are tabled at Hospital and Health Service Nursing
and Midwifery Ultative forums at least monthly.

Reports that monitor the correlation between the identified workload issue and the key
performance indicators, including patient safety measures and quality of services are to be
tabled at Hospital and Health Service Nursing and Midwifery Consultative Forums at least
quarterly and made available to the Chief Executive (Queensland Health) for the purposes of
public reporting.
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Step 1: Workload issue identified by nurse/
midwife and review by line manager

Nursing and Midwifery Workload Management Process

Step 2: Executive nursing / midwifery team
review

Step 3: Nursing and Midwifery consultative

forum (NMCF)

Step 4: Specialist panel review

Step 5: Referral to Queensland Industrial
Relations Commission [QURC)

Nurse / Midwife identifies warkload issue
and immediately notifies the nurse in
charge

Mursing/ Midwifery Executive Team
izsue review workload izsue

3 MMCE review workload issue

[supporting documentation as in TOR)

Resaluticn
achieved?

Line Manager / After-hours Murse [
Midwifery Manager review workload
Issue

Resolution
achiewed ?

Initiate clinical priortisation to ensure
safe nursing practice amd prevent re-
QELUMTEnce
Proceed to Step 2

Murse [ Midwife Line Wanager

completes the
workload issue
reporting form
within 24 hours

form

haours Murse f
Midwifery Manager
campletes relevant
section in reporting

Report detailing workload
issue to be tabled at MMCF

Proceed to Step 3

Resalution
achieved?

Nursing Executive
Team completes

recomimendations to the HHS
\ utive Committee

Specialist panel convened to review
— I workload issue (See Specialist Panel
Flewchart)

graed actions
published within
3 days and
implemented by
the HHE within

Q Proceed to Step 5
eferred to Queensland Industrial
Relations Commission for assistance
amd if necessary, arbitration

Ermail response receipt of issue
received in system to aurse / midwife
af who identified the warkload issue
Murse / midwife can forward to QMU

Ernail response to nurse /
midwife whao identified the
workload issue

Email response ta nurse /
midwife wha identified the
workload issue

Workload issue
referred to Queensland Industnal

o Commissian [QIRC) for
s(@n if necessary, arhitration
\%d

Time: Immediately and within 24 hours of
identified workload issue

o
\ ~ ~ ‘?
Time: Within 2X hoyrs of identifiet workload
5L

Time: Within 7 days of identified workload
issue

Time: Specialist panel convened within 28
days of identified workload issue

Time: Within 3 days of the Specialist Panel
meeting

. Nursing / Midwifery staff member

. Nursing / Midwifery line manager /
After-hours Nursing / Midwifery
Manager

«  Oueensland Murses Unicn [QMUY

Mursing / MIMw staff member
Hursing / Midwifery line manager
Mursing f Midwifery Executive

Gueensland Nurses Union Official

Mursing / Midhwifery staff member
Mursing / Midwifery line manager
Mursing / Midwifery Executive

-
-
-
*  Oueensland Murses Linion Official

Mursing / Midwifery staff membar
Mursing / Midwifery line manager
Mursing / Midwifery Executive
Queensland Nurses Union Official
HHS Executive (including CE, HR)

. MNursing 7 Wkwitery staff member
. Mursing / Midwifery line manager
«  Nursing / Midwifery Executive

+«  COueensland Murses Unjon Official
¢ HHS Executive (including CE, HR)
¢ [oH Industrial Relations

= Oueensland Industrial Belations Commission, 2002, Murses and Midwives (Queensland Health) Certified Agreement [EBE} 2012, viewed 1 Jurwe 2015, kttp S gire.ald gov.au/resoure

4 Lire. a
i I/qh-pol- DRAFT — Wersion 29 13 November 2015

cal0ds 2012 pdf

Queensland Industrial Relations Commission, 2002, Queensland Health Nurses and Midwives Award — State 2012, view 1 June 2015,
«  Oueensland Health, 2008, HR Policy BS: Nursing Workload Management, Gueensland Health, Brisbane, viewed 1 June 2015, ;
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DRAFT

Nursing and Midwifery Workload Management Specialist Panel Referral Process DRAFT

Workload management issue has been
tabled by Nursing / Midwifery
Executive Team for service line / >
facility at Nursing and Midwifery
Consultative Forum (NaMCF)

HHS EDON to convene a specialist
panel with support and assistance
from DoH

HHS EDON and HR Director to table

—» Specialist panel meeting convened

P and present recommendation for
consideration at HHS executive table

Either party (HHS or QNU) to complete
referral (workload management form
including date received) to HHS EDON

HHS HR Director to brief HHS CE

[

Specialist panel utilise principles to
guide review of workload
management issue and form
recommendations to be provided to
HHS CE by letter

Action plan developed including responsible
officer and timeframes

) 1,

If broader implications that
Nursing / Midwifery, consider
referral to local consultative
forum.

Panel cghfj uratio\h‘“\//
E Di
D

U local organiser
NY Professional Officer
U Industrial Officer
HHS BPF Resource Nurse
External BPF expert (from
OCNMO or HHS)

ON inf

NaMIG and DoH of the
ion plan (extraordinary
ing held within 7 days of
specialist panel convening)

DoH holds a record of all
specialist panels and outcomes
to monitor system wide
performance

Responsibility:
HHS EDON; HHS Nursing / Midwifery Tealy;
QNU Official

Time: Immediately following NaMCF g

Sources:

hours from receiving
ral to panel to recommendations.
meeting to be convened within 7 days

No further
action

ecialist panel action plan
implemented

A 4

Referred to Queensland Industrial
Relations Commission for assistance
and if necessary, arbitration

Responsibility: HHS EDON & HHS HR Director

Time: 7 days from when specialist panel
recommendations provided to HHS Executive
to when EDON is required to have endorsed
action plan to NaMCF and DoH

. Queensland Industrial Relations Commission, 2012, Nurses and Midwives (Queensland Health) Certified Agreement (EB8) 2012, viewed 1 June 2015, http://www.girc.qgld.gov.au/resources/certified_agreement/cert_agreement/2012

cal05_2012.pdf

. Queensland Industrial Relations Commission, 2012, Queensland Health Nurses and Midwives Award — State 2012, view 1 June 2015, http://www.girc.qld.gov.au/resources/pdf/awards/q/q0090 swci13.pdf

. Queensland Health, 2008, HR Policy B5: Nursing Workload Management, Queensland Health, Brisbane, viewed 1 June 2015, htt
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Chapter 5 — Performance Metrics

Action!
Refer to: Office of the Chief Nursing and Midwifery Officer website for updates and links on
metrics and anayltics

In a nutshell:

This fifth Chapter of the BPF Manual looks at the importance of monitoring the unit, service,
facility and HHS performance. The language in the area of performance metrics can often be
confusing as the words monitor, evaluate, performance, evidence-base-henchmarking and
best practice are often used simultaneously or interchangeably. Thi ef also defines
these terms and attempts to provide a broader overview of how the ce)of supply and
demand may affect the safety and quality of patient care indicators. S in these
indicators may reflect suboptimal outcomes, poor resourcing Z@;ﬁnd provide evidence

that may be able to be used to advocate the appropriate level ing resources.

The primary objective of the Australian health care systefiyo [‘é{ few decades has
been the improvement of population health resulting fro f efficient and cost-
effective health care interventions. Evaluation is a f n for improving the health
system’s performance and is based on immediate ves§ such as improving safety,
efficacy, and appropriateness and on long td\es ch as life expectancy.
Activities, disciplines and methods that are le te’identify, implement and monitor the
available evidence in health care are calle t practice’, and health care has been and is
still working towards this continuoug jmprov or quality. The four disciplines: clinical
research, clinical epidemiology, omics and health service research develop an
evidence base to inform best practic ifferent disciplines are related to each other in
three ‘domains’: (a) input (b) dissemingtion / implementation and (c) monitoring / outcome.

These provide evidence ona) the (potential) effects of health care interventions and policies
(b) on ways to implementth nd (c) on ways to monitor their actual outcome.

Best practice, syn
concept to achievei

ith benchmarking, is referred to as a process-oriented

lity (Perleth, M et al). Best practice is the best way to identify, collect,
and-implement information as well as monitor the outcomes of

conditions. Informatjog is required on the best available evidence on safety, efficacy,
effectiveness, cost-effectiveness, appropriateness, social and ethics values and quality
of health care interventions and the process of obtaining this information has become a
discipline known as evaluation.

There are many different types of evaluation (design, impact, process, outcome, formative to
name several), however measurement is centric to all types and includes the robust
collection and analysis of qualitative and quantitative data to answer specific
guestions and undertake comparison. Simplistically, if you are going to measure efficacy
of yoga as exercise to lower blood pressure, a baseline of the subject’s blood pressure using
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a sphygmomanometer before and then after they perform yoga over a number of weeks is a
method of monitoring. Monitoring generally means to be aware of the state of a system, to
observe a situation for any changes which may occur over time, using an appropriate
measuring device. There are many measuring devices to take a range of metrics, including
instruments such as validated questionnaires that are tools to measure more nebulous
concepts such as patient satisfaction or consumer engagement.

The term ‘metrics’ is often applied to these measurements and in the future as health care
information is collected into integrated computerised systems, data linkage will enable the
emerging field of analytics and metadata to provide the discovery and communication of
meaningful patterns in data. Health care is rich with recorded information and electronic
systems capable of collecting and collating this data are emerging in sland, as
analytics relies on the simultaneous application of statistics, compu grdmming and
operations research to quantify performance.

Effectiveness - the degree to which something is successful d g a desired result;
success. When talking in terms of efficacy versus effectiyénes tiveness relates to
how well a treatment works in the practice of health carg @ d to efficacy, which

rth eutig effect) of a given intervention
(for example a drug, medical device, surgical p dure;or a public health intervention). If
efficacy is established, an intervention is li east as good as other available
interventions, to which it will have been co Comparisons of this type are typically
made in 'explanatory' randomized cqr hereas 'pragmatic’ trials are used to

A Key Performance Indicator (KPI)1 easurable value that demonstrates how
effectively a company is achieving key business objectives. Organisations use KPIs to
evaluate their success at ing targets.

The Performance Management ence Guide
(http://www.premiers/gtd.gav.au/publications/categories/quides/perf-manage-
framework.aspx) pr@OideS ples of developing performance indicators for the difference
measures of activity;yrocess, #put, quality or access/equity that may be relevant to and
retained for y y’s internal monitoring. http://www.safetyandquality.gov.au/our-

age
work/nationa ,, JS-ang-accreditation/

The Hospital Service Performance Management Framework
(https://publications.gld.gov.au/dataset/e1c2648f-eb8e-4e7f-a0d7-
42604cd9212f/resource/94ce3c3b-59dd-44d4-8d3c-
ada71f6379bc/download/sd2hhspmf1415.pdf) explains key performance indicators, targets
and tolerances.
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Why performance management matters

Performance management is considered to be the system, which integrates
organisational strategic management, performance information, evaluation,
performance monitoring, assessment and performance reporting.

(OECD, Working Definitions, 2002)

The Queensland Government Performance Management Framework (PMF) is designed to
improve the analysis and application of performance information to support accountability,
inform policy development and implementation and create value for e[s, stakeholders
and the community. The PMF enables a clear line of sight between ing,/measuring and
monitoring results and public reporting.

better meet the government’s broad objectives for unity. This guide establishes the
minimum requirements for agencies in relatign to p mance management.

overall effectiveness, efficiency and
omes of the allocation of resources. It
S on nancial results.

appropriateness of the inputs, outputs a o
involves the evaluation of both financial a
» planned indicators, measuy &
* previous results

» the performance of other services

In evaluating performance, act

ts may be compared with:
y targets

pither internal or external to the organisation.
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Principles of Nursing Metrics

It is essential that performance metrics are important, scientifically sound, useable and
feasible Useability relates to the extent to which intended audiences can understand results
and are likely to find them useful in decision making, while feasibility relates to the ability to
obtain quality data in a timely manner with a demand on resources that is proportionate to
the benefits. Griffiths et al (2008) determined that good nursing-specific metrics should be:

TABLE12: Determinants of a good nursing indicator

Measurable using existing data and at a reasonable Evidence based and link ortant outcomes
cost

P

Able to inform remedial action Sensitive to nur: sitivity should be
evidenced and th e substantial variability
associated ursi ctice

(7/\

/

Recognised as important to nurses, managers and pare performance in different
the public sett

Recognised as being the responsibility of nursing n minimises the risk of a ‘perverse incentive’
staff O( er proving performance on the indicator

etracts from overall performance)

lance between the data collection burden
metrics represents broad achievement of the goals
als. The more metrics that are collected the

r the danger on focusing on a few narrowly

of perverse incentives where maximising performance on

greater the data collection
defined metrics lies in t
metrics detracts from

he’system. Nursing is essentially a patient centred activity with a
component. The use of interactive and intuitive patient experience
ovide a straightforward metric to be incorporated into the current
Nursing Performance Scorecard.

This feedback provides an understanding of the needs and expectations of patients, and a
reliable measure for the hospital’'s performance in delivering patient-centred care. The
program is embedded in all areas of the hospital and fully supported by the leadership team.
It educates staff on the issues that matter most to patients. Key features include a Consumer
and Community Engagement Committee with staff from each hospital service working in
partnership with consumers to develop a sustainable framework. Hospital departments have
taken the program a step further, developing their own engagement activities specific to
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individual service needs with the goal of improving patient safety, experience and outcomes.
The RBWH framework empowers and encourages staff and consumers to work together to
contribute, develop, learn, be innovative and creative in the delivery of patient-centred care.

The below metrics should be considered as a means of capturing patient experience with the
Queensland Health environment:

e 9% of complements received as a proportion of total feedback received
o % of complaints about nursing care as a proportion of total complaints received.

Satisfaction with nursing is among the most widely used nursing outcome measures and is a

specific nursing interventions or narrowly focused nursing servi

Nurse Sensitive Indicator Tool and Reports

relevant reports to help Queensland Health (QH) ad es10 analyse, trend, monitor,
compare and/or benchmark the care delivered by

These reports can be used to develop quali ro nitiatives which support the
delivery of patient safety and care.

The NSI tool features 63 NSls under 9 in- o@lu ' sub~¢ategories including:
i c‘k‘ Ats )

¢ reported falls clinica

The reports are generated from corporate QH systems and include Decision Support
System, Prime CI, Queensland Health Statistic Centre and the Centre for Health care
Related Infection Surveillance and Prevention.

For further information about the NSI tool and reports, please view the frequently asked
guestions or contact the Project Team.
http://gheps.health.qld.gov.au/nmog/profession/nsi_about.html
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Nursing Performance Scorecard

The Nursing and Midwifery Office, Queensland (NMOQ) has developed a nursing
performance scorecard to assist with reporting and monitoring trends across public nursing
and midwifery services. The scorecard is interactive and enables a review of multiple
interrelated measures across skill mix, sustainability, productivity and quality (Queensland
Health, 2014). A snapshot of the scorecard is presented below:

Nursing Performance Scorecard — KPI attributes

Skill Mix Sustainability Productivity and Quality
efficiency
Workforce Profile - Total | Age Profile Agency Rate Reported Blood
V|\_I|0rk(;orce X Age Profile by Skill Mix | Casual Rate ;I'rqgsfut5|on
W Iﬁf ea (;ou?_l) Fractional FTE Rate by Overtime Rate n::ldel\: Sd' |
orkforce Profile — Age M parted Medica
Clinical Workforce A g A EB8 _EfflClency C dministration
(Headcount) Verage Age Nursing Cost per WAN_ Y 4 cidents / 1,000
Nursing Skill Mix (FTE) | Graduate Employment | way Profile per patient day/s
Registered Nurse Skill | Graduate FTE Rate Reported Hospital
Mix (FTE) Leave Profile Acquired Falls

Internal-External Skill Leave Over Limit FTE Reported _Hospital
Mix Leave Over Limit of Acquired Pressure
Total Nursing Injuries
Percentage

Leave Over Limit Value
Banked RDO FTE
Banked RDO %x

Percentage
Banked RDO Valu b
Workcover rates 04
Turnover /rates\ 9

(Queensland Health, 2014).
Key Performance Indicators and considered
nning (patient, staff and organisation). An updated
each HHS every six months. Keep in mind that
card is an indicative tool only and input from nursing and
ervic el is required to fully interrogate data to make meaningful

The above scorecard metrics s
from the three principles of busine
version of the scorecard will be provid
the Nursing Performance
midwifery executive at
analysis.

In 2014, the Office of the C ursing and Midwifery Officer performed analysis to provide
a clear illustration, efie inter-relationship between workforce metrics and nurse sensitive

ity metrics and the impact these factors have on perceived nursing
suggested that the reduction of clinical incidents associated with
administration incidents; and optimal resourcing of Grades 1-2 and 3-4
staff (i.e. appropriate skill mix) are where the greatest efficiency gains are likely to be
achieved.

Further challenges exist to develop metrics that inform decision making systems that are
dynamic with congruence between available nurse skill and patient demand using skill
matching of both permanent and agency staff- Such metrics and systems have the potential
to prevent clinical compromise to patients and at the same time promote fiscal responsibility.

The below section details specific metrics that should be considered for inclusion in the
current NMOQ Performance Scorecard. The outlined metrics have been included due to
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their compliance with the above determinants outlined in Table 12. While metrics cannot
provide a complete picture or a complete solution, they can provide a powerful mechanism
to incentivise quality by making the contribution of nursing more visible within the healthcare
system.

There are a variety of reporting methods:

e Balanced Scorecard / Dashboard

e Strategic Plan KPI progress reports

o Cost Centre Management reporting (suites of reports are provided to cost centre
managers to support effective and timely evaluation of performance at the
operational level):

e DSS Necto finance and variance reports

o full-time equivalent (FTE) Reports

e overtime reports

e absenteeism reports

e payroll reports

e KPI reports, financial and non-financial

o workforce efficiency report

e agency and locum usage report.

e number of clinical incidents @

The balanced scorecard is a strategic planning management system that is used

measures to traditional financial me
view of organizational performance.

of General Electric on
French process engi
performance meas
innovation of the bala

The balanced g card retains traditional financial measures that tell the story of past
events, an adegquatg story for industrial age companies for which investments in long-term
capabilities and customer relationships were not critical for success. These financial
measures are inadequate, however, for guiding and evaluating the journey that information
age companies must make to create future value through investment in customers,
suppliers, employees, processes, technology, and innovation. Kaplan & Norton:1996
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Financial/
Stewardship
“Financial
Performance”

Internal Business.
Process

Strategy “Efficiency”

Organizational
Capacity
“Knowledge
and Innovation”

F Strategic Objectives
Strategy Map
Performance Measures & Targets,
L Strategic Initiatives

The balanced scorecard comprises four perspectives, and metrics s d be/developed to
collect and analyse data relative to each of these four perspeciijes:

e Learning and Growth

e Business Process
e Customer
e Financial.
Balanced scorecards and dashboards provi su mary capturing the information
u

most relevant to effectively monitor a facility or service’s performance against
strategic goals and established performanc . Balanced scorecards and
dashboards include a range of indicators t age and measure both financial and non-
financial data that is compared to € in a single concise report.

ollated and presented as useful information
using metrics and Key Performance

the organisation towar
of visual displays tha
utilising multiple so xisting data, and displays information in real time required to
inform daily decisions that rive process improvement (VisionEdge Marketing, 2007).
See http://ghepsAieatth.ald.gov/au/hsu/dashboards/dbhome.htm and click on the various

collections to daghboards as described above.

Setting tole es and targets

Consideration should be given to establishing tolerances and targets for relevant metrics
contained in the current Nursing Performance Scorecard. Establishing and incorporating
tolerances and targets in combination with a traffic light system (similar to what is contained
in the current QLD Health DSS dashboard) within the scorecard would allow HHS and/or
facilities to see what is acceptable, what needs action, and how urgently action is needed.
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Benchmarking

Benchmarking is the process of comparing the cost, cycle time, productivity, or quality of a
specific process or method to another that is widely considered to be an industry standard or
best practice. Essentially, benchmarking provides a snapshot of business performance and
assists in understanding actual performance in relation to a particular standard. This often
results in a business case for making changes in order to improve services. Benchmarking is
used most often to measure performance using a specific indicator (cost per unit of
measure, e.g. WAU) resulting in a metric of performance that is then compared to others.

"Best practice benchmarking" or "process benchmarking”, is a process in which

organisations evaluate various aspects of their processes in relation practice, usually
within a peer group defined for the purposes of comparison. This th poiits
organisations to develop plans on how to make improvements or ad est practice, usually

with the aim of increasing some aspect of performance. Benc
event but is often treated as a continuous process in which orga
challenge their practices. BPF communities of practice
successes and learn from each other’s lessons learnt, e

y be a once only
s continually seek to
en HHS share
e~and stories.

p)

Types of benchmarking m

Process The organisation focuses it rvation and investigation of

benchmarking business processes a geakafigéentifying and observing the best
practices from one or m en arks from other organisations.
Activity analysis will where the objective is to benchmark
cost and efficiency (7 A

Financial Performing a fi nWis and comparing the results in an effort

benchmarking to assess \/orga isatien’s overall competitiveness.

Performance Allows a gie?é competitive position by comparing products

benchmarking and servi those of target facilities.

Product The process Bﬁ%?igning new products or upgrades to current ones.

benchmarking Thigyprocess can sometimes involve reverse engineering which
iyyo econstructing products to find strengths and weaknesses.

voIvesbb@rving how others compete. This type of benchmarking

Strategic
benchmarking é i ually not industry specific, meaning it is preferable to observe
industries.

Functional Y A facility will focus its benchmarking on a single function in order to
benchmarki /> )improve the operation of that particular function.

Benchmarking c undertaken internally within the organisation or externally with other
organisations. Whe nchmarking, it is best to select other units / facilities / organisations
with similar characteristics of:

¢ role delineation / Clinical Services Capability (Framework)
e casemix
e activity.

In analysing the use of nursing and midwifery resources, it is important that where there are
differences in the benchmark results, the analysis of the differences be carefully considered.
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The analysis should particularly focus on:

e skill mix / category of nurses and midwives
e support services
e team structure / numbers (other than nursing).

Conclusions

An emphasis on the quality of nursing care and keeping quality high on the agenda of
Hospital and Health Service management is vital for the improvement of nursing. In this
respect nursing metrics may be both important and effective. Metrics could allow nurses to
regain control of nursing quality. It seems likely that to achieve this goal, measurement and
analysis of nursing care outcomes will become more important. For thistobe meaningful,
the outcomes measured need to be consistent and sensitive, and ha iIity to be

to patient Z;
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TEMPLATE

Business Planning Framework

Service Profile

Document Approval

Name:

Nurse Unit Manager

Name:

Service Director / Nursing Director / Director [
Date:

Name:

XXHHS Nurse Managéy, B s Planning Framework

Date:
Name: O

XXHHS Executive Director of Nursing and Midwifery

Date:

Effective From: <date> Version: 0.1 Draft
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Service Profile Document Control

Version Date

Prepared by

Comments

*Drafts should use format vX.1 (eg. start at v0.1). Final versions should use format vX.0 (eg. v1.0).

@
i
&
<
&
A
QL

Effective From: <date>

Version: 0.1 Draft
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Service Overview

Service Name
Aim

Objectives

The key objectives of our Service are:

Describe the Present Service @

Internal Environmental Analysis

Location and Size \@

Services within the Facility

d Department of Health Clinical Services
ivate Health Facilities (v3.1) and is documented in

The Service capability is assessed agaiy
Capability Framework for Public ang
the XXHHS Service Agreement xxxx

Service CSCF Level

%
Service Structure

The service and unit structures provide transparent lines of accountability and responsibility.

Leadership and Management

Effective From: <date> Version: 0.1 Draft
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Staffing Structure

Nursing / Midwifery Structure:

(Copy and paste Excel Table — table below is an example or copy and paste WorkMAPP Cost Centre Structure)

Nursing
Officer

Position Name

Position

ID

Cost

Centre | FTE

Productive

% of
Workforce

Temp (T) or

Perm (P)

Roles & Responsibilities

Proposed FTE

Grade = Skillmix
Nurse Director of Nursing v
Grade
10 S\
Nurse Nursing Director U <
Grade 9 | Assistant Director o O
of Nursing <\ O -
Nurse Nurse Practitioner \@
Grade 8 N
Nurse Clinical Nurse (// \>
Grade 7 | Consultant <ﬁ
Nurse Unit <?
Manager
Nurse Manager <
Nurse Educator
Nurse Researcher
Public Health
Nurse, and
Midwifery () D
equivalents s
Nurse Associate/Advance " ~
Grade 6- | d Practice role
7A
Nurse Clinical Nurse
Grade 6
Nurse Clinical Midwife
Grade 6
Nurse Registered Nurse
Grade 5
Nurse Registered Nurse

Effective From: <date>
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Grade 5 | Midwife (only)
Nurse Registered Nurse
Grade 5 | (Graduate)
Nurse Enrolled Nurse
Grade 4 | Advanced Practice
Nurse Enrolled Nurses
Grade 3
Nurse Undergraduate
Grade 2 | Student Nurses / O)
Midwives @ ( )7
Nurse Assistant in ~—"
Grade 1 | Nursing //\\%
7a)S
Total 0.00 P A

Non-Nursing Support positions Support Staff

o Staff who are not employed by the service, and not rostered
roles.

el W

. Eg physiotherapist / occupational therapists, CNC specialist

AN

N\

)
N\
N 7

Total 0.00

Effective From: <date> Version: 0.1 Draft
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Current Model of Care

Human Resource Management

Core staff working in the service
Teaching and training/development commitments/needs

Clinical Support Base activities

Information Technology / management:

Information Technology (clinical and management)
Information Management @

Effective From: <date> Version: 0.1 Draft
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External Environmental Analysis

Policy/Legal Factors

Economic Factors

Social Factors

panN
Technology Factors <O/),)
\/

Research and Evidenced
Based Practice

Strengths to build on

e Strength is a distinctive

competence of the service @@

Weaknesses to address

e A weakness is a deficiency 7
that limits the performanc
of the service

4

Opportunities to take
advantage of

e An opportunity i
external to the service that
presents an area of
potential for the service

Threats to neutralize

e Athreatis an unfavourable
factor in the external
environment

{

Comparative Analysis

Effective From: <date> Version: 0.1 Draft
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ACTUALS

Patient / ClI

ient activity

Top Ten DRG

Peer Group Ave

No. DRG Description ALOS

Variance

OO N|O|OA|~[W[N|PF

[y
o

Fractional Bed Days

Weekly

Month Total Ave. Month | Cat Iy Cat \ Cat4. | Cat5. | Total | Ave.
Oct Oct
Nov Nov / /] > ,\\’7
Dec Dec \ / })
Jan Jan / \j
Feb Feb/ |/ —]
Mar I\h”ar\ p
Apr Apr \
May (E\May ~
Jun /7 |
Jul / /\K iy
Aug V4 E\Aug
Sep AT\ \%p
Total / / ) L Total

0 oNns O
Month 00s 1 00S2 | 00S3 00S4 | 00S5 0O0S6 | Total | Weekly Ave.
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Effective From: <date> Version: 0.1 Draft
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Jul
Aug
Sep
Total

Performance

Financial Performance Calender Year (to date)

Cost centre Actual Budget Budget Variance

Total
Performance

. . (. /
Sick Leave (% Casual (% Overtime (% : Vacancy (FTE
(%) (%) ( W‘;> y (FTE)

Ma

Jan Feb ; i/ | May n Jul Aug | Sep | Oct | Nov | Dec | Total
Hours (/ \\
Y

Nurse Sensitive Indic S

Incident Type SAC 1 SAC 2 SAC 3 Total No.

N7

Falls

Medication Incidents

Pressure Injuries

Blood Transfusion

(insert other relevant)
Effective From: <date> Version: 0.1 Draft
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Forecast

Nursing Resource Determination 2016-2017

Nursing Resource Determination
2016-2017

Step 1: Calculate Average Productive NHPPD or NHPOS or NHPUA

Total Annual Productive Hours /7
Average Nursing Hours per Patient Day = Total Activity (FBD' s/OOS/UA \/ )
Average NHPPD/NHPOS/NHPUA= /@
Step 2: Determine the Weekly Nursing Hours
&/
Weekly Nursing Hours = Totalw réucj ve Nursing hours/52 weeks
Weekly Nursing Hours = //‘\\\\

Weekly Nursing Hours Total = (( // ﬂ
\ ¥ 4

(Example)

Direct Care Shift Profile

Monday Tuesday Thursday Friday Saturday Sunday

8.0:7.0:3.0 | 8.0: 7(0/ / : :30 [8.0:7.0:30 80:70:30|7.0:70:3.0|7.0:7.0:3.0
ep 0 otiona e Patie Ratio

(Example)

Notional Nurse Patient Ratio — Direct Care Hours

Shift Resourced Beds Nursing Hours Nursing Headcount Nominal Ratio
Day 24 64 8 1:3
Evening 24 56 7 1:34
Effective From: <date> Version: 0.1 Draft
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Night Shift 24 24 3 1:8

Summary

Significant Achievements in the last Twelve Months

Priorities for Service Improvement 2016 - 2017

® Proposed Service Profile

References

Effective From: <date> Version: 0.1 Draft
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- Service Improvement Business Case

A service improvement business case is required to be submitted for year - year to support service delivery changes:

[ Yes
O No
Effective From: <date> Version: 0.1 Draft
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TEMPLATE
Service Profile & Budget Negotiation Formal
Agreement (optional)

. Sign off needs to occur by the designated nursing / midwifery leaders and Chief
Finance Officer. This signed document needs to be tabled at the local governance
meeting.

Ward / Unit Name:

(2
Hospital & Health Service: WU/
Service Group: f
N

Financial Year Period: \\_7/"//

Agreed
NHPPD : Beds % Occupancy
NHPOS : Daily O0S % Occupancy
NHPUA : Daily Ug @ % Occupancy
Proposed Budgeted sréed % of total | Agreed FTE inclusions Total
FTE* agreed budget
FTE FTE & Base | A/L | S/L | MDT | PDL &
/7 FTE S
NUM & Ny 100%
AN

CNC & \\ 100%

N

CN m 100%

RN MJ 100%

GRAD > 100%
SIN 100%
AIN 100%
Total

Vii
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*Agreed FTE is the total FTE allowable to be recruited to without formal application to
increase FTE with the relevant Nursing & Service Group Directors. This number would
match and be reportable using Panorama DSS

Note: comments / details of discussions may be documented on the reverse of this
page as necessary

Approval

This is to certify that negotiations have occurred as per the Business Planning Framework and

agreement has been reached in regards to the nursing resource requirements outlined above.
Service Director Nursing Director Business

@

Date: Date: Da}e".’\/7 Date:
TN

Nurse Unit Manager

O

D Service Profile provided to Nursing BPF Reso forpublishing

D Budget provided to NUM / Line Manager

Discussion Details / Notes
/N

&

O
»

It is expected that this document is completed and signed by all relevant stakeholders

by 30 June each year

viii
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Annexure 1. BACKGROUND - Understanding the
funding environment

COAG agreed, out-of-session in August 2011, to the National Health Reform
Agreement, which aim to deliver major reforms to the organisation, funding and
delivery of health and aged care. The Agreement sets out the shared intention of the
Commonwealth, State and Territory governments to work in partnership to improve
health outcomes for all Australians and ensure the sustainability of the Australian

health care system.
The reforms aim to achieve better access to services, improved lgga-gteountability
v'e a stronger
asegd Cofimonwealth

and transparency, greater responsiveness to local communities g
financial basis for our health system into the future through incre

funding. This new agreement gives effect to the commitmen de by-€OAG on 13
February 2011, and in doing so, supersedes the National Heal Hospitals Network
Agreement and the Heads of Agreement on National Healt or

Figure 2: Funding flows under the National Health Reform %7
N
Commonwealth N N
ABF
>

He
> Queensland \ @Jol Hospital
Health ABF v -
ealth A 4 N and
Health
7 Services
State Funding
\ >
Blo

C} ealth
</ l A
JA\ Commonwealth
Qiregnsland Block
\ HealthBlock q Block
State Managed o
Fund
N

Under the National Health Reform Agreement, the Commonwealth is providing an extra
$16.4 billion, through to 2019-20, for public hospitals. Under the Agreement, a
component of the National Health Reform funding is identified as public health funding,
to be paid by the Commonwealth into the National Health Funding Pool, and from there
to state or territory health departments:

Aligning the Business Planning Framework with the funding system

When developing and then negotiating budgets based on your Business Planning
Framework’s service profile, it is beneficial to understand the wider financial framework
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your service area operates. In Queensland, service agreements are negotiated
between the Queensland Health System Manager (Department of Health) and each of
the Hospital and Health Services (HHSs). The service agreement determines the type
and number of services provided by HHSs and the funding that the Department of
Health provides for the provision of these services.

e Activity Based Funding (ABF) for larger public hospitals — where funding flows
to local Hospital and Health Services according to the type and number of
services they provide, based on a Queensland base price
(http://www.ihpa.gov.au/internet/inpa/publishing.nsf) for each type of service.

Independent Hospital Pricing Authority
The Independent Hospital Pricing Authority (IHPA) is an indepen agency

established under Commonwealth legislation as part of the jona h Reform
Agreement (NHRA) signed by the Council of Australian Goyér (COAQG) in
August 2011.

The IHPA:
e sets the National Efficient Price (NEP), the Nationa
price weights based on national data provide

t Cost (NEC), and the

até and territory

governments

e determines the Activity Based Funding el

¢ uses the National Hospital Patient C tantlards
http://www.ihpa.gov.au/internet/inp hing.nsf/Content/costing-standards-Ip

aims to provide direction for hospital
andards for specific elements of the
. It provides the framework and guidelines
searchers that submit data to the National

ustralian Governments (COAG) requirement for
national consist : ill also allow any relevant cost studies to consistently and
hospital output prices and clinical practice in public and

ip with the National Health Performance Authority and
Australian CoIx on on Safety and Quality in Health Care to ensure that pricing,
quality and performance measures for public hospitals are complementary and
facilitate a strong national framework for the delivery of public hospital services.

Two key measures developed from this work are the NEP and the NEC.

The NEP, the NEC and the National Weighted Activity Unit (NWAU) are determined
annually by the IHPA. The NWAU is the unit of measure of the ABF system. Each year,
IHPA publishes a draft Pricing Framework for Australian Public Hospital Service — a
key policy which helps guide the NEP and NEC.
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IHPA receives activity data from each jurisdiction on a quarterly basis. This data
includes inpatient admissions, emergency department presentations and outpatient
appointments as well as a range of mental health and rehabilitation services.

For more information visit:

- National Health Performance Authority - measures performance
http://www.nhpa.gov.au/internet/nhpa/publishing.nsf/Content/home-1

- National Health Funding Body — provides the funds from the Commonwealth
http://www.nhfb.gov.au/

Efficient price determination
(NEP) = $4993

(QEP) =$4660

Reason for difference is:

Cost weights and trim points

Weighted Activity Units, or cost weights, 2
standardised ratio of the average resoufq

represent the complexity of a ca;e,&yp\ )

Corporate overheads
Site specific grants
Clinical education and research.

- For more information visit;

http://www.ihpa.qov.au/internet/ihpa/publ%s ntent/national-efficient-

price-determination-Ip

oments for treating a patient and
uch it costs to deliver it

.

measure patient care. They are a

</
sis of ABF Model

Activity WAU == Funding ($)
2013/14 Qld Price Represents the relative
= $4660 resource consumption

required for the patient
activity/treatment type

The more resource intensive a treatment is, the higher the WAU will be

... 2 4
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EMERGENCY
/ CARE \

Stroke patient presents
at ED & is Triaged as a
Category 1.

EMERGENCY
PRESENTATION
Triage Cat 1, Admitted,
Circulatory sys iliness

WAU =0.2528
ABF = $1 178

N

1

INPATIENT CARE
Patient is admitted, spending 60 hours in ICU and 6

days receiving acute care. The patient is then
transferred to the rehab team and commences a rehab
program with a FIM Motor score 52 and cognition of
20, for 10 days. After considerable improvement the
patient is discharged home, with an outpatient referral.

Tl pPrea.

ACUTE Icu
DRG B70B - Stroke 60 Hours

WAU =20514  WAU = 2406

ABF =$9560 ABF =3$113 WAU = 0.1265

Emergency

Patient Flow and Funding

(OUTPATIENT )
CARE

Patient attends
various
outpatient
appointments
such as physio.

APPOINTMENT
Physiotherapy
Clinic

WAU =0.378

ABF = $176

TOTALF = $28 364

resentations

Patient is treated Patient documentation

Patient discharged
completed Home

Patient details, diagnosis & Triage
Category recorded on EDIS ; destination recorded

HOME discharge

WAU for Triage Cat 3 with Respiratory condition, discharged

Home

$4660

"‘u"—_

1 - L

O
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Outpatients

Patient Referred, Patient attends Patient Patient sent home,
triaged, on waitlist first (new) documentation follow-up
then provided appointment in completed appointment booked
appointment date Diabetes clinic

P »._:_j )

'@

- Patient details Patient Patient attel Review
o5t entered on appointment cIir!ic and pointment
Scheduling booked arrived an ooked on
system

sl waitlist seen ﬁte
WAU for First (new) Appointment in DIMC

=/

Inpatients

Patient is admitted
to hospital

Patient documentation . i
completed Patient discharged

Home

\b consultant, Clinical

i ienti Coder assigns
ward and unit l_’atlent is Coder review diagnosisg&
i oo ’ medical ’ procedure codes
rec:édcig . s record & DRG recorded
on HBCIS
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- For more information visit:

http://gheps.health.qld.gov.au/abf/home.htm
http://gheps.health.gld.gov.au/nmog/workforce/documents/ABF_Overview.pdf
e A block funding approach for small and regional hospital services — where funding
is provided by historic block funding, based on the hospital's intention to treat
patients (availability).
http://www.publichospitalfunding.gov.au/national-health-reform/funding-what
Cross-border activity based funding

When a resident of one state receives hospital treatment in another state, the 'resident
state' compensates the treating or 'provider state' for the cost of that care via a 'cross-
border' payment.

- For more information visit:

http://www.publichospitalfunding.gov.au/national-health-re r\_/ ing-what

¢ Nationally consistent classifications and data collectio

- For more information visit:

http://gheps.health.qld.gov.au/abf/html/002-ho

el

Figure A: Health System Performance orti

Health system p rmance reporting

Agencies Prgaucts Indicators
Reports on jurisdictional
performance
National Healthcare
COAG Reform Council —— * Agreement and National
Reccimmendations of Partnership indicators
whether to pay reward
Australian Commission funding

on Safety and Quality in > ACSQHC indicators

Health Care (ACSQHC) e i
Reports
National Health
Performance Autherity
indicators

isons of HHS, hospital
(Pyblic and private) and
Medicare Local performance

National Health
Performance Autl

Pl

Healthy Communities
Reports

Dashboard reports to
—> Relationship
Management Groups

+

Performance summary to
— Relationship
Management Committee
+ >  Service agreement KPls
Performance
recommendations to the
— Performance
Management Executive

Congnitlee
Oversight by DoH

— Executive Management
Team

Queensland Department » Monitoring and management of
of Health HHS service agreements

¢ Nationally consistent classifications and data collection for hospitals.
- For more information visit:

http://gheps.health.gld.gov.au/abf/htm|/002-how-fund-calc.htm
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Funding models - Different payment systems from the Australian and International
Health Care systems

Type

Description

Advantages

Disadvantages

Block Funding

(still used for
small and
regional
Australian
public hospitals)

Traditional approach by
government often based on
historical levels of funding.

simple to develop
simple to administer

budget and expenditure are
predictable

can supplement other
funding - target specific
areas

e limited accountability
e lack of transparency

o no incentive to promote
efficiency

¢ does not promote equity

Population
based funding

Payment for anticipated activity
based on population.

Based on measures of expected
health need.

aims to distribute funding

equitably based on

population need

can be simple to imple
and understand

budget allocatio

service provid
understa

P

e selecting and measuring the
right population measure
may be difficult

may not result in equitable
access due to service
configuration and efficiency

e  health services with good
reputations may attract
patients from outside their
area and be financially
disadvantaged

e not suitable for funding

specialist and statewide
services

Fee for service

(primary health
care and private
specialists in
Australia
funded by
Medicare and
co-payment by
consumer)

Funding provided on a per serviceQ
basis.

Common price per service.

7

. Q\Wnd easy to
mea utput
nding level closely related
5 -

moves incentives to reduce
ervice delivery (e.g. no
pressure to discharge
patients early)

e may not result in equitable
access to services

e may provide incentives to
over service

e may provide incentives to
select ‘profitable’ patients

e may discourage innovation
and efficiency gains

Casemix (ABF)

Public hospitals
in Australia

L

is classified.

funding is transparent based
on measurable outputs

promotes accountability
promotes technical efficiency
promotes innovation

financial risk is shared
between the purchaser and
the service provider

o requires significant
infrastructure to establish i.e.
classification, reporting,
governance

e funding does not necessarily
equal cost

e may provide incentives to
select ‘profitable’ patients

e may provide incentives to
provide fewer services than
what is clinically appropriate

Bundled
payments

Used by HMOs
in the US and
Primary Care
Trusts in the UK

~N

isode based payment with
retmblrsement for provider
bundled into a single,
comprehensive payment that

covers all of the services involved
in a patients care.

Focuses on specific conditions,
such as those with defined time
frames, defined services or based

in specific care settings.

goal is to improve population
health, boost the patient
experience and reduce costs

promotes control cost,
integrates the care and
restructure of the delivery of
care

shares financial risk between
funder and provider

e difficult to set prices —and if
inappropriate price funding
allocation will be inefficient

e may promote providers
selecting ‘profitable’ patients
and providing fewer services
than what is clinically
appropriate
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Glossary

working ordinary hours where employees are rostered off on various days
of the week during a particular work cycle.

Terms Proposed definition / description Evidence reference / link
Acuity The term acuity is used interchangeably with the complexity and intensity

to identify service demand within outpatient and ambulatory health care

services. Also known as client acuity
ADO Accrued Day Off (ADO) means a day accrued as a result of the method of http://www.qirc.qld.gov.au/res

ources/pdf/awards/q/q0090 s
wcl3.pdf

Benchmarking

Benchmarking is a way of measuring performance against a similar-sized

service to identify how to improve.

http://www.business.qld.gov.a

u/business/starting/market-

customer-

nesearch/benchma rking-
usiness

Business plan

Referring to the HHS Strategic / operational plans.

http://www.health.qld.gov.au/
services/default.asp

5

Within the BPF, the term client acyity1sysgd in\te%hangeably with
complexity and intensity to identi y e and within health care
services. L~

Casemix Casemix is a generic term for a method of classifying the activitie€ What is Casemix Funding
health services deliver. It is a description of the mix andtypeof p
treated in a hospital.
Casemix may be defined as an information tool invol¥ng é 3
scientific methods to build and make use of classi jons ofpAtient care
episodes. The term may be taken to refer to
e the number and types of patiengs treatey
e the mix of bundles of treatments; edure o on provided to
patients.
Client acuity

Client complexity

nd midwives in identifying and planning

A measure used to assi
the resources requir emands of consumers.

Clinical costing
system

urs
0 me
In brief, the clinical c M

e takes financial and pati
Payroll, RBCIS)

em does the following:

{nformation from feeder systems (e.g. DSS,

e organi cial information and patient utilisation into departments

http://casemix.health.qld.gov.a
u/CC/costing.html

Clinical Service

(CSCF)

Capability Framework

%

Facilities on 3.1 (CSCF v3.1) has been developed as a result of a
f version 3.0 which was released in 2011. The responsibility for
ing, monitoring, complying with and notifying changes in service

Thédinical\k%Capability Framework for Public and Licensed Private

http://www.health.qld.gov.au/
cscf

Cost Centre

A cost centre is an area where the costs for all services for a particular unit
or setting are allocated.

http://gheps.health.gld.gov.au/
financenetwork/financial _polic
y/docs/FMPM/fmpm_appendic

es.pdf

Diagnosis-related
groups (DRGs)

A patient classification system used in Australia that groups similar diagnosis
and procedure types together. This information is used to provide a
meaningful and consistent way to clinically assess the types of treatment
received and to inform activity costing processes for the purposes of activity
based funding models, patient costing and benchmarking.

http://gheps.health.gld.gov.au/
ppb/docs/gms/data/gdI206 da
ta_guide.pdf
http://gheps.health.gld.gov.au/
abf/home.htm

Direct nursing /
midwifery hours

The nursing / midwifery hours used to support direct care to patients /

clients.

D@H‘:'DL 15/16“@3!2 Document 174

XVi




BPF 5" Edition — Draft v3 20151120_DRAFT FOR CONSULTATION

Terms

Proposed definition / description

Evidence reference / link

Episode of care

The period of admitted patient care between a formal statistical admission
and a formal or statistical separation, characterised by only one care type.

An admission may be ‘statistical’ in that the patient changed from one type
of admitted patient to another (between any two of acute, rehabilitation,
palliation, or non-acute) without being separated from the hospital.

LINK 1:
http://gheps.health.qld.gov.au/
ppb/docs/qms/data/gd|206_da
ta_guide.pdf

LINK 2: DSS casemix glossary

External
environmental factors

Factors that are generally outside of the control of the business. This may
include political decisions, technological changes, market demographics and
competitor behaviour.

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-
analysis/example-swot-analysis

Fixed costs

Costs which do not change as volume changes.

Nil available

Forecast

A prediction of some future value e.g. activity levels, acuity levels, n?sin_%

Nil available

Fractional bed day

and midwifery hours required. >
V4

Actual hours a bed is occupied.

Full-time equivalent
(FTE)

The number of employee hours (paid, unpaid or contracted hours) d\l\fik/
by the Award standard hours per fortnight.

/http://aheps.health.qld.gov.au/
financenetwork/financial polic
y/docs/FMPM/fmpm_appendic
es.pdf

Appointed FTE

hed osiﬂ"_&a{

Number of FTE that are appointed / used against estay

http://gheps.health.qld.gov.au/
financenetwork/bud_fore_data
_ana/docs/bus_ana/procedure

s/fte_budfte_paper.pdf

Approved FTE

Number of FTE that are approved, and have
payroll system. A position, for example, may five staff who are
all setup against one position as reprasented i occupancy report.

Budgeted FTE

Positions that are captured when develop € annual budget for the
respective business unit.

likely to be filled during the
financial year. Budgeted Wm and external FTE.

http://gheps.health.qld.gov.au/
financenetwork/bud fore data
ana/docs/bus_ana/procedure
s/dis_bfte upl ins.pdf

Hospital and Health
Service (HHS)

http://www.health.qld.gov.au/
health-reform/

Indirect nursing /
midwifery hours

—_—

i€s undertaken which benefit the patient /

A HHS is a statuary body wit spWHealth Board, accountable to
the local community the Parliament.

t with them, including education and

orientatigrytime.

Internal
environmental factors

/

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-
analysis/example-swot-analysis

MOHRI Occupied FT@

MOHRI FTE is calculated by dividing the contracted employee hours into
the award standard hours that the employee should work.

http://dss.health.gld.gov.au/ds
s/docs/MOHRI_Occupied FTE
and Headcount explanation.p
df

MOHRI Occupied FTE
(Diagram)

Refer to diagram in link

http://dss.health.gld.gov.au/ds
s/docs/explanation_diagram m
ohri_vs gh fte.pdf

Non-productive
nursing and
midwifery hours

Paid, non-worked hours where the employee is not physically contributing
to patient care. This can also be measured through a non- productive FTE
and includes annual leave, sick leave, paid parental leave, work cover leave.

Nurse Sensitive
Indicator (NSI)

Nurse Sensitive Indicators (NSI) capture nursing contributions to health care
outcomes through collecting process, structure and outcome measures such
as workforce and patient outcome indicators.

http://gheps.health.qld.gov.au/
nmogq/profession/nsi_about.ht
m
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midwifery hours per
occasions of service

Emergency Department, outpatients).

Terms Proposed definition / description Evidence reference / link
Nursing and The average nursing and / or midwifery hours per unit of activity for hospital

midwifery hours per inpatients.

patient day

Nursing and The average nursing hours per unit of activity for ambulatory patients (e.g.

Occasions of services

Any examination, consultation, treatment or other service provided to a
non-admitted patient in a functional unit or a health service facility.

Occupied bed day
(0BD)

The occupancy of a hospital bed by an inpatient for up to 24 hours.

http://gheps.health.qld.gov.au/
ppb/docs/gms/data/gdl206 da

ta_guide.pdf

Operating expenses

The costs associated with the operations of the service. This includes a
overhead, fixed and non fixed costs. /'7

System (PDS)

Patient Dependency

A system that classifies patients according to the intensity of nursin %
midwifery care needs and therefore indicates the amount of nursing

required.

)ttp://qheps.heaIth.qld.gov.au/
ppb/docs/qms/data/gd|206_da
ta_guide.pdf

Productive nursing

and midwifery hours

includes study and training leave. It is important to nd
financial perspective study and training leave m
productive FTE.

4

Only reference is in BPF
documents

an&%;ﬁ_;/r;;éorting tools used to measure
usin ea or unit against the objectives

the performance orar ctive
outlined within the ogeration rvice level agreement.

QH FTE Internal QH mechanism for measuripsFTE. Itis Yéported Pased on the cost http://gheps.health.qld.gov.au/
centre the employee is paid from in p an be the same as financenetwork/financial polic
the cost centre assigned to the position w in. y/docs/FMPM/fmpm _appendic
QH FTE is calculated by dividing th 0 rked into the award es.pdf
standard hours that the employe {:7 we{ﬂi

Scorecards Scorecards are a collectio http://dss.health.qld.gov.au/ds

s/docs/scorecard_intro.pdf

Service agreements

An agreement betw n\&@é sland Health and each HHS. It explains how
funding is allocated and es details about HHS performance and

includes a protocol for managiggsoncerns about performance when they
arise.

http://www.health.qld.gov.au/
hhsserviceagreement/default.a

sp

Service profile

Describ/e?e rN}df%nction of a service.

http://www.health.qld.gov.au/
services/default.asp

Skill mix

Skill ik refers to the divérsity of the skill sets and training required to meet
patient nee

Staffing plan

/m&\gment which¥dentifies the numbers and categories of staff members

equiyed for patient / client care

Standard FTE

i€ the performance reporting FTE for Queensland Health (QH)

d/s a key performance indicator in the Queensland Health Scorecard.

d FTE includes all paid hours, including overtime, sick leave, special
leave arid maternity leave with pay. It excludes unpaid, long service and
recreation leave. Penalties and back pays do not result in the production of
an FTE figure and therefore are not included in any FTE calculations.

Strategic plan

Strategic Plan for Department of Health, HHS & individual hospitals,
streams, divisions, units

http://www.health.qld.gov.au/
about ghealth/strat_plan/12-
16/

SWOT analysis

A SWOT analysis is a tool for documenting internal strengths (S) and
weaknesses (W) in your business, as well as external opportunities (O) and
threats (T). You can use this information in your business planning to help
achieve your goals. To work out if something is an internal or external
factor, ask yourself if it would exist even if your business didn't. If it would,
then it's an external factor (e.g. new technology).

http://www.business.qld.gov.a
u/business/starting/market-
customer-research/swot-
analysis
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Terms Proposed definition / description Evidence reference / link
Variance A variance is defined as any difference to the proposed
Variance analysis Investigation into the reasons for any differences between the actual results

and the expected / forecast results.

e For example, variance analysis is conducted to explain
differences between the planned nursing hours and the
actual nursing hours used within the rostered period or
the actual expenditure against the forecast expenditure
for the month.

Weighted Activity Value applied to the activity of hospitals that denotes the amount of http://gheps.health.gld.gov.au/
Units (WAU) resources used. The greater the WAU, the higher the resource usage. ppb/docs/gms/data/gdI206 da
ﬁ ta guide.pdf
Year-to-date A measure of the position from the start of financial year to the cur e\q;/i /
date. Used to inform financial reporting for example to give an indicati
the performance to date. ﬁ
N

)
\@@
3
Q=

O
»
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late 2011.

Regards and thanks,

s73

trrefevant

|

§73 Irrelt_avant

"SEErELEry to Professional Officers
Queensland Nurses' Unicn

Phone: 07 3840 1409

Email: k73 {@gnu.org.au
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1. Executive Summary

This report has been prepared from the EB7 Project Scope Management Plan developed as a result of
the Nurses and Midwives (Queensland Health) Certified Agreement (EB7) 2009. The 12 grade nursing
and midwifery classification structure was introduced following the previous round of enterprise
bargaining. The classification structure and Generic Level Statements were developed in recogrition of
the expanded roles of nurses and midwives within Queensland Health. The purpose of thisfg
to refine and enhance the current nursing and midwifery classification structure.

The Nurses and Midwives (Queensland Health) Certified Agreement (EB7) 2009 Agreement’):
25.6.4 Classification and Career Structure - a review of the existing classification a ructure
focusing on the Generic Level Statements and definitions to support contemporar els gf/nursing

and midwifery. There will be a focus on optimizing the utilization of roles wi re with a
particular emphasis on key roles such as enrolled nurses, midwives, nurse p pd nurse unit
managers. The work undertaken in these areas will inform the career structure r

The aim was to enhance the current Generic Level Statements and de eflect contemporary
nursing and midwifery roles. It was agreed that any new s ure {d proyide opportunities for
career progression and also embrace innovation to improve the he-profession as it meets

technological and population demands.

The project has been conducted over an 18 month period
consulted with over 600 Queensland Health. nurse
groups. This consultation provided nurses.and mit
validate the currency of the Generic Level Stg
reliable tool from a general, broad, non-specific de
to perform at each classification:level.

The feedback from the Discovery P
Statements in the Nurse (Queensland

expressed in industrial frameworks) as is the case for other health professions within Queensland
Health. This and other related feedback resulted in the drafting of Explanatory Notes to accompany the
Revised Generic Level Statements, as a mechanism to address many of the identified anomalies and
issues, as described in this report.
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1.2 Project Context

The Nurses (Queensland Public Hospitals) Award 1991 was varied by consent order of the Australian
Industrial Relations Commission on 27 November 1992 (order effective from June 1992) to provide the
first nursing career structure. It consisted of five grades, from Registered Nurse (level 1) thraugh to
Director of Nursing (level 5). Various iterations followed with varying impacts and name chan

As part of the Nurses (Queensland Health) Certified Agreement (EB6) 2006, Queensland He
Queensland Nurses’ Union developed and implemented the new grade classification's re for urses

and midwives being grades 1 to 12 (prescribed at Schedule 6 of the Agreemenft) grade [Comment [AG1]: ? Sched 6

classification structure recognised the expanded roles of nurses and midwives'in Que d Ith and

aimed to improve cohesion of the nursing and midwifery workforce.
t on Structure in

structure and defined
loped generic level
urses and Midwives
Agreement (Nurses

The introduction of Queensland Health policy IRM 4.8-2 Nursing and Midwifery
September 2007, and later B7 Policy, incorporated the new 12 grade cla }
in the process for the evaluation / re-evaluation of positions:. based
statements. The generic level statements are to be read insQnjun
(Queensland Health) Certified Agreement (EB7) 2009 and: Schedule
(Queensland Health) - Section 170MX Award 2003).

The Nursing and Midwifery Classification Structurex Human mqﬁplicv B7 (‘B7 Policy’) published
in May 2008, describes in detail the process for evaluai n }a{ valyation of nursing and midwifery
atem are to be read in conjunction with
B7) 2009 and Schedule 1 of the

descriptors and generic leve
roles. Preliminary semi-structy
Implementation Group (NAMIG) ide

tements that reflect and define contemporary nursing and midwifery
interviews with members from the Nurses’ and Midwives:
ffied a number of anomalies and ambiguities.

This project was identified as a priority area of work to form an important part of a sustainable nursing
and midwifery workforce planning strategy for Queensland Health. The needs of clients remain the
central concern of the project and provide the basis for a clinical culture that will demonstrate
effectiveness and efficiency within Queensland Health together with an improved professional culture
through a well trained, flexible health workforce. This means one that can respond to changing models
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of care, developing evidence-based practice and able to provide high standards of nursing care together
with a multitude of other factors affecting future health service delivery in Queensland.

1.3 Project Overview

At the commencement of this project, there was common understanding between Queensland Health
and its stakeholders that a nursing career can span at least four streams during a nurse’s-ifelong

eficy, it discusses recruitment and
sific anomalies raised throughout the
Discovery Phase of the project
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1.4 Project Implementation

This project performed both an impact and outcome evaluation of the previous Classification and Career
Structure with the aim to obtain the following:

e the scope and nature of current work performed by various nursing and midwiferd,_rolég«
(specifically grades 4-8, and 9-10) across various clinical settings and geogr: al conte

e a comprehensive understanding of role functions within clinical practice, cu nd gmerging
models of care

¢ revised Generic Level Statements for each of the 12 classification levef

[ )
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o
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2
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=14
o
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o
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D
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o
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workforce,.

Regular updates were provided to t
Group, Directors of Nursing and Mi
the Workplace Relations Unit thr
dialogue between the parties—-about the

ieWs on the plethora of anomalies and issues proposed through the
hyough this dialogue that a number of these anomalies and

Discovery Phase. There
issues require further co
Matters.
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2.0 Additional Matters

The following anomalies, issues or potential solutions have been discussed by the parties throughout the
life of the project at Project Reference Group and Nurses and Midwives Implementation Group meetings

and deemed noteworthy for further consideration.

It was agreed during the development of the Project Scope that anomalies and issues raised
Discovery Phase of the project were all of value despite some as out-of-project scope. All anoiw

issues have been included in the information provided to all stakeholders, to inf
priorities and future enterprise bargaining agreements.
Agreed—OutcomesMatters generally agreed to by the I?/\c{ up for |

rganisational

reference to NaMIG / EB Forum:

V7

1.e Work Value Assessment_- Refer Addendum 6, page 37 and Am %e 82 b

and the stewardship of the Generic Level Statéments, b
governance for nursing and midwifery and eqwt
Flowchart Page 138
Netes).

a-o0 Public Health nurses and. Nurs
specific classifications.

4-e Enrolled Nurse-Advanced Practice — Refer A

a0 The Enrolled Nurse-Adva

policy to inform and edycate wy

process for. embedding/this role in

5.e¢ Midwifery nomenclature /£ Ref ddendum™6, page 36

a-0 Midwifery nomen

m 11, page 49

working to their full professional capacity.
juslifications in role descriptions
a-0 Queensland Health

a-0 A proposed centralised governance process for work val 4@5/ SS|

nt of Grades 7 — 12«
o principles of self-
members (See—Refer

<

idate, grade 7, to be removed as<

ed Practice role%quires guidelines through a statewide HR<
ing and midwifery managers and executives about the
nits, services or divisions.

<

cﬁ(ure i rated where possible to include the midwifery setting.«
e the grad evel where a midwife must be a Nurse Practitioner and

descriptions to include the following desirable qualifications: -
&= Assistant in Nursing — Certificate 11l (Refer Addendum 10, page 48); and <

= Enrolled Nurse—Advanced Practice — Advanced Diploma.
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2.1
negotiations—For _further discussion _at NaMIG / EB

Forum
In-scope, m
e Generic Level Statements — Refer Addendum 12, page 52 PN V
#0 The revised Generic Level Statements with explanatory notes, including the f <«

classification structure i.e. clinical, management, research and educatioy
o Work value assessment — Refer Addendum 14, page 82
*o A revision of the B7 Policy Attachment 3 Grades 9 - 12 Evaluatig
There has been no agreement on a robust instrument for consitle
the role and its environment for Grades 7 — 12.
e Advanced practice roles — Refer Addendum 6, page 37
+0 Possible expansion of Grade 8 roles to include Sole Praciitj
career structure and Generic Level Statements.
o Nurse/Midwife Unit Manager — Refer Addendum 6, page
o0 Workload of the Nurse/Midwife Unit Manager. needs
Grade 7 roles, as addressed in the Nurse-Unit Ma
principles 5 and 6.

++e Fatigue management — Refer Azﬁ?sn\d%\paqe 33 <

rsmg Grade 10 remains a workload and fatigue+
res a review. It was agreed that the Director of Nursing title
| and remote positions. This includes consideration of

e  Regional, rural and remote —Refer Addendum 6, page 39 <
#0_Better clinical education pathways for most settings and facilities. <
0 More Clinical Nurse or Midwifery Educators/Clinical Facilitators for new graduates.
o0 Reconsideration of rural and remote incentives. The Remote Area Nursing Incentive
Package (RANIP) has not increased since 1995.

Nurse Practitioners — Refer Addendum 8, page 45 -
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| 0 _Succession planning, leave relief and lack of flexibility in work arrangements for Nurse
Practitioner to improve work life balance — across Local Health and Hospital Networks
locum arrangements.

| 0 Professional development allowance for Nurse Practitioners requires alignment with the
national registration requirements.
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The rapidly changing and increasingly pressured health service delivery environment has impacted upon
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ADDENDUM 1: PROJECT GOVERNANCE
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Consultation

A Classification and Career Structure Project Strategic Referenc up was” established to provide

consensus on strategic oversight and leadership. Terms of Referenc e developed collaboratively
and endorsed by the Reference Group members, listed below /0
Chair:
Members:
Lesley-Fleming, ED yal Brisbahe & Women’s Hospital — Project Champion
Nursing (DDON), Central West HSD / Michelle
, Mt Isa HSD
ation and Training, ClinEdQ
onal Officer, Queensland Nurses’ Union
ougherty, Industrial Officers, Queensland Nurses’ Union
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ADDENDUM 2: METHODOLOGY
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The Project Implementation Strategy was endorsed by the Project Reference Group on 22 November
2010.

A V4 -

2.1 Methodology Design

The following is a summary of the project methodology. It was important that the design o
methodology was capable of generating reliable information about the current duties a Spo
undertaken by nurses and midwives assigned to each of the 12 classification grades.

eyformed, the

Lower level grades where the diff
assessed as less necessary to

was present or absent. The reasqning for what may be considered a ‘small’ sample size is based on the
assumption that the anomaly was eltier present or it was not present.

A

2.3 Clinical Setting
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The clinical setting is influenced by:

| e service types — aged care, acute, mental health, maternity, community, public health,«

emergency critical care;
e location — metropolitan, regional, rural and remote;
e clinical services capability framework (CSCF) — levels 1-6
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ADDENDUM 3: PROJECT PLAN DELIVERY
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A

3.1 Project Purpose

The purpose of this Project was to refine the Generic Level Statements and descriptors of the current
nursing and midwifery classification structure in the Nurses (Queensland Health) Sectiop—QMX

Award 2003.
As a result of this project, the following outcomes were sought:
1. Descriptors and Generic Level Statements, which better reflect contemporar new nursing
and midwifery roles for each of the classifications that are sensitive to the (cQn ettings

Queensland Health nurses are employed in;

Statements for the purposes of th
Methodology section of this rep
Nurses. and Midwives State Aw

was discussed at the July Project Reference Group meeting with all members. This was also part of the
presentation this Project made at the August 2011 NaMIG workshop, and there was apparent agreement
around the table that this was to be one of the major deliverables of this Project. This was also reported
through to the Chief Nursing and Midwifery Officer.
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The objective of this project was to refine and enhance the classification and career structure for nurses
and midwives and the current Generic Level Statements and definitions. The project focused on key
roles such as:

. midwives « Formatted: Indent: Left: 0 cm,

Hanging: 1 cm, Bulleted + Level: 1 +
¢ enrolled nurses . Aligned at: 1.9 cm + Tab after: 2.54
. nurse managers and other grade 7 descriptors cm + Indent at: 2.54 cm, Tab stops:
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Performance indicators for these objectives were to be:

. work level statements and definitions that align to actual job requirements, includj ore funcfions < Formatted: Indent: Left: 0 cm,

. . - S Hanging: 1 cm, Space After: 0 pt,
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| . As guided by stakeholder and employee feedback — local employee m
and job satisfaction — completion of staff survey.

3.3 Critical Success Factors

. Communication between key stakeholders involved in this proje < Formatted: Indent: Left: 0 cm,
. " . . Hanging: 1 cm, Space After: 0 pt,
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of care
| . All critical time frames and deliverables are met.

3.4 Project scope

The Project was designed to focus on optimizing the
definitions that capture and are sensitive to the variety 0O
Health nurses and midwives are employe

gation of roles within the existing structure using
ings and complexities in which Queensland
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. Understanding and considering role ambiguities, where they exist

. Aligning roles and functions with skills and responsibilities through accurate Generic Level
Statements across streams

. Advanced and specialised clinical practice, and subsequent equivalency across management,
research and education streams
=iii. ___Assumptions
. The revised descriptors and level statements will be ready for inclusion in EB8 in 2012.

. Cost implications of any proposed changes will be considered in a separate governmeg
and may form part of future enterprise bargaining agreements; and

. A career structure is a complementary but separate function of this project; ho r the
descriptors and level statements should support clearer career pathways for nurges a

=y, Constraints

. The move to national registration (from the Queensland Nursing
Practitioner Regulation Agency/Australian Nursing & Midwifery Co
Consistent nomenclature between jurisdictions would be i

=y, Exclusions

. The remuneration of each grade, band and pay point e _classification structure was not

addressed by this project

. Industrial issues arising from the consultation gnerefifem
be negotiated as part of the next enterprise hayg

. Job evaluation methodology instrument; and

. Outcome evaluation of the impact of refinements and erhancement.

=i, Pre-requisites

This project was agreed through négqtiations within™he Nurses’ and Midwives: Implementation Group

(NaMIG). Two champions were W
. Veronica Casey, Executiv

. Lesley Fleming, Exeg

ents stated that “Queensland Health will conduct the review from 1
4.and will involve a range of key stakeholders. The aim is to enhance
spts and definitions to reflect contemporary and new nursing and

The original NaMIG scoping_tag
November 2009 to November
the current Generic Level State
midwifery roles.

Any new structure should provide opportunities for career development and also embrace innovation to
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improve the status of the profession as it meets technological and population demands.”
=Vil, Dependencies -

Many closely related and interdependent issues were evolving concurrently with this project.

| . Related initiatives included the move to national registration and accreditation for health<
professionals through the Australian Health Practitioner Regulation Agency. There is no other 12
grade classification system in other Australian jurisdictions, or in the US or UK.

| . Queensland is the only jurisdiction to include Assistants in Nursing and Students in Nursk
classification and career structure. Enrolled Nurses’ inclusion varies between other jurigc

e There were dedicated projects to review intersecting topics such as:

. Business Planning Framework, Models of Care, Working Arrangements - thg /6th ee EB7
projects

. Succession Management and Mentoring (ClinEdQ) completed March 201

° Two projects that informed major issues within this Project were the: «

. Mapping the role of nurse educators, concurrently implemented b dQ mpleted by July

2011.

| . Nurse Unit Manager Role - Phase IlI, concurrently imple and Midwifery Office

Queensland, completed August 2011.

a joint recommendation from this Project.

The Phase Il Nurse Unit Manager project (°
however there was collaboration on the\consultation ph

recommendations as an outcome&
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ADDENDUM 4: PROJECT PHASES
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A

The project was to report on the following outcomes throughout the four phases described in Section 6

below, as they relate to the 12 nursing and midwifery Generic Level Statements:

I 1)

4.1 Approach

Description

Identification of work performed against assigned
classification grades/levels having' regard for,
homogenous services, clinical models of care an

contexts where possible

UpS July 2011

ervation
e

December 2010 to

<. | Formatted: Font: Not Bold, Font color:
| Auto, Not All caps
[ Formatted: Normal, Left ]

consideration by nursing workforce

Analysis of possible changes in evel April 2011 to July /
mapping and August 2011

classification level- including pre sting work

focus group participants and alignment

Recommended changes to

classification | NaMIG’s October 2011
level for consideration b roup and | consideration

purpose-of informing

level statemenfs | Interim Report for | September 2011 to

Identification of issue$ outsiWroject scope | Issues papers November 2011
for consideration Classificatign and Career

Endorsed re \m.gr{ d changes in the Generic | Final project December 2012
Level Statement definitions of the existing | report
classification and c structure and concept
design for the iniplementation of any
recommendations.
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4.2 Discovery Phase

- { Formatted: Tab stops: 7.91 cm, Left

Triangulation of method or “mixed method” research methodology is the act of combining several
research methods to study one thing. This has the effect of balancing each method out and giving a
richer and ideally truer account. Triangulation of method was attempted for gathering information as
outlined in the sample selection table below. In terms of the sample size of 200, the project exceeded
this target by more than 300%.

Sample Selection

Grade 1
Grade 2 Yes N/A N/A V-
e
Grade 3 (Low) Yes N/A N/A f 23
Grade 3  (High) Yes /\f-//
Jan —
Grade 4 Yes 25-30 10 C, ) April
2011
Grade 5
Grade 6 25-30 o/
Grade7  Clinical Nurse Consultant 25-30 _ we // p
Nurse Unit { {_ Jan —
Grade 7 Manager 25-30 N 1 e
Manager / Public Health 2011
Grade 7 Nurse. .. 25-30 -\\\1%
Nurse N Jan -
Grade 8 - June
Practitioner 2011
Jan —
July
2011

* GroupA —
Clustering

using
homogenous

contexts and
settings m

RV

4 focus groups
en 6-15 people

* Group B =
Clustering
using
homogenous
contexts and
settings

Y

The methodological design relied on obtaining predominantly qualitative data through focus groups and

semi-structured interviews, using a sample size that is representative of Queensland Health’s nursing

ICroso 1N
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and midwifery workforce across settings and contexts. (As stated under 4.1.2, the sample size of 200,
was considered statistically significant, that is, the findings are unlikely to have occurred by chance). A
survey did not need to be used to obtain both quantitative and qualitative data as there were no
conflicting results from the first two methods.

Conducting these activities in the Discovery Phase (in collaboration with the NUM Project, when
appropriate) ensured that the project team had a comprehensive understanding of each role and
classification level. The consultation provided an opportunity to validate the current Generic. Level
Statements (Nurse (Queensland Health) - Section 170MX Award 2003) and provide proposed changes
based on the lived experience of nurses and midwives in a range of Queensland Health settin

From the project team’s preliminary investigation, there are several grades with anomalies o0 igui

within the nursing and midwifery structure. The discovery phase of the project methodola@y prov e
potential to identify and clarify the work performed and related matters. Issues d' project
activities, including those possibly ‘out of scope’, were progressively referred to the\ClasSificatjon and

Career Structure Refinement and Enhance Project Reference Group for considera

Existing professional and other project specific networks were utilised‘whereve
team worked closely with these networks and District Directors of Nursing abli
groups.

The project
¢ requisite focus

421 Grades1l-4

Desktop Review
Grades 1-4 was a desktop review of work already performg

Statewide services. Potential recommendations are i

Focus Groups
Focus groups were‘homogenous clus

service types and CSCF levels -
representations to confirm the curr

4.3_ Exceptions

Nurse Practitioner candida
through the Queensland
submitted a set of recommendatiQ
focus groups. The Nurse Educator

and Nurse Practitioner, Grade 8 were consulted separately
of the Australian College of Nurse Practitioners. Their Executive
included in Addendum 8. Their population is too small to justify

, Grade 7, were not listed in the sampling suggestions due to the Formatted: Tab stops: 18 cm, Right
+ Not at 15.24 cm, Position:

concurrent consultation through the Role of the Nurse Educator Project, however there were often Nurse Horizontal: 1.41 cm, Relative to: Page,
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4.4 Data collection tools

The approach used to gather the data from the focus groups was consistent but flexible, depending on
the size of each group. With the large groups, sub-groups were asked to consider their role, the skills
required, and the differences between their grade and their previous grade as a brainstorming exercise
and document their thoughts onto butcher’s paper for presentation to the group. This provided a rich
thematic landscape from which information was identified and analysed with the Project Reference
Group, and led to the proposed re-drafting of the Generic Level Statements where appropriate and the
accompanying explanatory notes.

Each focus group was transcribed and recorded using de-identified data, and the recur
captured in Addendum 6, Issues / Anomaly and Potential Solutions. The following_table A
breakdown of the approximately 671 nurse and midwives consulted for the purposes Project. The
timetable for the focus groups was forwarded to key members of the Project’ Refer oup in
Queensland Health and QNU to inform and promote the Project’s timetable:

\@@
@
Q=
AD
Q=
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ADDENDUM 5: DISCOVERY PHASE RESULTS

Over 76 focus groups were conducted throughout Queensland Health facilities, across the state between

January and April 2011.

5.1 Focus Group Attendance

+ Not at 7.62 cm + 15.24 cm
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Caveats on the focus group data

e Please note any Administration (AO) stream included in the focus groups for emerging roles were registered nurses,
expressing the desire to be employed in the nursing stream.

e Midwives were only recorded where they had indicated their specific midwifery positions, these figures do not reflect the
number of registered nurses that are midwives, or who maybe doing a dual role in a rural area

5.2 Findings

Each focus group participant was provided with a copy of their role’s Generic Level Statement for
perusal over several minutes. Depending on the size of the group, the Project Team respondedwith_an
appropriate method of consultation. Some groups consisted of very small numbers, often t
that were providing direct patient care were unable to attend and semi-structured interiews’ we
conducted with their representative participants. The larger groups, such as the nurse i
working at a grade 6 or 7 levels, were divided into sub-groups to consider the. skil
behaviours required for their specific role and the differences between their classifi
one under their level.

groups and resulted in the Revised Generic Level Statements. Th isi ere developed through
, 7, 9 and potentially grade

been provided by Queensland Health Human
e caveat that the data may not be current). The data quality is
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MOHRI FTE — Nurses & Cairns & Hinterland Cape York Central QLD Central West Childrens Darling Downs Gold Coast Mackay { Formatted Table ]

Midwives
S°”'v°v?;r§£‘,§§p',"§f?|’;2a"°s 2005 2011 2005 2011 2005 2011 2005 2011 2005 2011 2005 2011 2005 2011 2005 2011

AIN - USINM - EN -

ENAP (Grade 1- Grade 21217  298.74 5.23 1413 | 27166  341.23 43.10 4252 37.86 4442 | 499.88  625:89°| 173.68  301.65 | 109.00  142.37
4)

e 862.46 1,281.57 85.75 12428 | 63533 81356 75.20 82.78 | 46246 64335 | 1,727.23 2,324.89 | 962.10 >40 24 582.22
(Grade 5 - Grade 12)

Nur_s_eS in Admin 2.42 1.00 0.00 0.00 2.74 1.91 0.53 0.00 0.00 0.50 3.00 f % 0.84 0.00
positions
Y

Other Nurses 6.12 2.00 0.00 0.00 5.14 1.50 0.00 0.00 0.63 J@ {) 0.75 1.80 4.00 1.00
—
TOTAL 1,083.17 1,583.31 90.98 138.41 914.87  1,158.20 118.83 125.30 500.95 2 4@9 3.78 | 1,141.03 2,145.22 516.08 725.59

« [ Formatted: Tab stops: 14.84 cm, Left J

MOHRI FTE — Nurses & Metro North Mount Isa Sunshine 26a : Wide Bay
Midwives
source: Qi R nformatics PSSR ELER] 2005 2011 | 2005 | 2011 -- 2005 | 2011 | 2005 | 2011
Workforce Profiles
AIN - USINM - EN -
ENAP (Grade 1- Grade 738.33 982.91 496.40 762.49 29.69 7< 287.50 110.57 15.38 14.63 305.05 404.43 - 278.47
4)
Registered Nurses
(Grade 5 - Grade 12) 3,174.78 4,845.39 | 2,507.32 3,857.79 137 1,40%. 1,253.18 135.08 185.54 58.92 97.13 | 1,041.18 1,615.27 - 870.36
Ni in Admi P
U2 [ /~C AT 11.10 8.42 5.63 293 0 0.00 4.05 1.26 0.00 0.00 1.00 1.00 4.00 2.00 - 0.00
positions
Other Nurses 8.70 1.00 15.01 3.63 0.00 1.00 9.40 1.00 2.84 1.00 0.00 0.00 4.42 2.00 - 0.00
TOTAL 3,932.91 5,837.72 | 3,024.36 4,626.84 166.84 264.69 | 1,708.36 1,520.79 230.52 297.11 75.30 112.76 | 1,354.65 2,023.70 - 1,148.83
<« [ Formatted: Tab stops: 6.22 cm, Left J
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‘ MOHRI FTE — Nurses & Midwives

Source: QH HR Informatics Workforce Profiles
AIN - USINM - EN - ENAP (Grade 1- Grade 4)
Registered Nurses / Midwife - Grade 5
Clinical Nurse / Midwife - Grade 6
Clinical Nurse Consultant, Manager, Educator - Grade 7
Nurse Practitioner - Grade 8
Nurse Director, Assistant Director of Nursing - Grade 9
Director of Nursing - Grade 10
District Director of Nursing - Grade 11
Executive Director of Nursing - Grade 12
Nurses in Admin positions

Other Nurses

TOTAL

MOHRI FTE — Nurses & Midwives

Source: QH HR Informatics Workforce Profiles
AIN - USINM - EN - ENAP (Grade 1- Grade 4)
Registered Nurses / Midwife - Grade 5
Clinical Nurse / Midwife - Grade 6
Clinical Nurse Consultant, Manager, Educator - Grade 7
Nurse Practitioner - Grade 8
Nurse Director, Assistant Director of Nursing - Grade 9
Director of Nursing - Grade 10
District Director of Nursing - Grade 11
Executive Director of Nursing - Grade 12
Nurses in Admin positions

Other Nurses

TOTAL

| GClassification & Career Structure Final Report 141211

Caimns & Hinterland

212.17 298.74
462.22 693.41
256.22 386.13
119.60 169.61
0.00 2.00
5.00 10.00
19.42 18.42
0.00 2.00
0.00 0.00
2.42 1.00
6.12 2.00
1,083.17 1,583.31
Metro North

738.33

1,976.83

774.54

370.41

1.00

42.00

7.00

1.00

2.00

11.10

8.70

3,932.91

982.91

2,888.85

1,284.02

579.92

16.92

5,837.72

Cape York Central QLD

5.23 14.13 271.66 341.23

17.78 25.02 312.21 378.72

35.97 52.76 207.66 282.39

22.00 31.50 91.62 121.24

0.00 1.00 0.00 4.84

0.00 0.00 4.00 6.97

10.00 13.00 18.84 18.40

0.00 1.00 1.00 1.00

0.00 0.00 0.00 0.00

0.00 0.00 2.74 191

0.00 0.00 5.14 1.50

‘ 90.98 138.41 914.87 1,158.20
. Mewosouh Mount Isa

496.40

1,474.70

731.54

260.84

5.63

15.01

3,024.36

762.49

2,200.05

2.93 0.00
3.63 0.00
4,626.84 166.84

DOH-DL 15/16-032

1.00

13.00

1.00

0.00

0.00

1.00

264.69

Central West

43.10

42.36

15.34

3.00

0.00

1.00

13.50

0.00

0.00

0.53

0.00

0.00

12.00

14.50

3.00

0.00

4.05

9.40

1,708.36

42.52

20.73

23.99

12.06

0.00

0.00

24.00

2.00

0.00

0.00

0.00

168.49

4.60

10.70

5.00

2.00

0.00

1.26

1.00

1,520.79

Childrens

37.86

244.82

141.79

65.81

0.00

9.04

0.00

1.00

0.00

44.42

351.69

177.26

103.40

2.00

7.00

0.00

2.00

0.00

0.50,

0.00

South Wes

2011

200
> 92.60
70.21
33.61
13.42

0.00
1.00
16.84
0.00
0.00
0.00

2.84

230.52

110.57

88.34

50.08

2251

0.00

3.00

20.61

1.00

0.00

0.00

1.00

297.11
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Darling Downs

499.88

945.81

527.85

207.26

0.00

20.47

25.84

0.00

0
77 X
2 2,953.78

15.38

14.42

16.50

26.00

75.30

625.89

1,241.20

711.41

307.56

10.59

19.13

32.00

14.63

19.10

22.03

51.00

112.76

Gold Coast

173.68

546.23

287.36

117.51

0.00

1,141.03

0.63

12.00

12.34

0.00

0.00

4.00

4.42

1,354.65

301.65

1,028.50

535.43

238.27

11.5

2,145.22

9.84

21.00

13.50

0.00

2.00

2.00

2.00

2,023.70

Mackay

109.00 142.37

213.72 305.98

124.98 174.14

.5: 84.10

3.00

4.00, 6.00

9.00 8.00

0.00 1.00

0.00 0.00

0.84 0.00

4.00 1.00

516.08 725.59
Wide Bay

- 278.47

= 465.78

- 270.04

= 105.51

- 4.00

- 13.00

- 10.03

- 2.00

- 0.00

= 0.00

- 0.00

= 1,148.83
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MOHRI FTE - Nurses & Midwives.
Source: QH HR Informatics Workforce Profiles

Variance 2005-2011
AIN - USINM - EN - ENAP (Grade 1- Grade 4) 86.57

Registered Nurses / Midwife - Grade 5 231.19

Clinical Nurse / Midwife - Grade 6 129.91

Clinical Nurse Consultant, Manager, Educator - Grade 7 50.01

Nurse Practitioner - Grade 8 2.00

Nurse Director, Assistant Director of Nursing - Grade 9 5.00

Director of Nursing - Grade 10 -1.00

District Director of Nursing - Grade 11 2.00

Executive Director of Nursing - Grade 12 0.00

Nurses in Admin positions. -1.42

Other Nurses -4.12

TOTAL 500.14

MOHRI FTE — Nurses & Midwives.
Source: QH HR Informatics Workforce Profiles

AIN - USINM - EN - ENAP (Grade 1- Grade 4)

Registered Nurses / Midwife - Grade 5

Clinical Nurse / Midwife - Grade 6

Clinical Nurse Consultant, Manager, Educator - Grade 7 209.51
Nurse Practitioner - Grade 8 15.92
Nurse Director, Assistant Director of Nursing - Grade 9 21.68
Director of Nursing - Grade 10 0.00
District Director of Nursing - Grade 11 1.00
Executive Director of Nursing - Grade 12 1.00
Nurses in Admin positions. -2.68
Other Nurses -7.70
TOTAL

Cairns & Hinterland

1,904.81

| GClassification & Career Structure Final Report 141211

198.86

Cape York

47.43

1,602.48

DOH-DL 15/16-032

Central QLD

Variance 2005-2011

69.57

66.51

74.73

29.62

97.85

-0.58

-21.63

-1.00

-1.30

-9.50

-1.00

-2.79

-8.40

Central West

-187.57

Childrens

Variance 2005-2011

35.47

37.59

-1.84

66.59

RTI Document 218

Variance 20

1
2o p—

295.39

183.56

100.30

10.59

-1.34

6.16

Darling Downs

37.46

127.97

482.27

-2.00

-2.42

Gold Coast

1,004.19

669.05

]

33.37

92.26

49.16

33.56

-0.84

-3.00

13.00

10.03

38



ADDENDUM 6: ISSUES/ANOMALY IDENTIFICATION AND
POTENTIAL SOLUTIONS

A

Concurrent to the development of the Desktop Review Recommendations was the analysis of the
Discovery Phase. The Project Team developed an Issues Paper around the broad themes draw
the analysis of the focus groups and semi-structured interviews. There were areas that req
clarification and discussion between QNU and Queensland Health. At a meeting held in‘May
Project Reference Group members, a variety of issues pertaining to Grades 1-12 were
documented.

care with an appropriate skill mix, after a predominantly graduate workforce ha
last few decades. This was reinforced by findings of the Nursing and Midwifer

A number of other interdependent issues have been raised in thes s~and were organised into
major themes, both in and out of project scope, for further exp examination. Please note
the following issues were raised by nurses-and midwivég, and do Wot necessarily reflect the

nor NaMIG members.

The implementation of the project was initially’ i e¢d_by a Aumber of key classification issues
identified by opinion leaders and previous industria s and processes. Based on semi-structured
interviews with key opinion leaders, nurses and mid providing services and documentation from
Human Resources Coordination, there ar nsistent anomadies in the current structure.

Role Ambiguity

Issue/anomaly:

| . Between the grade 3 apd—4~Enrolled e (EN) and the grade 5 Registered Nurse (RN)- the*
commonly held perceptio scope of practice has become more and more blurred as role creep
has occurred within 2, grades 3 and 4. The basic difference between the EN and
RN is the ability to™as3esé /and plan care, with practice under the supervision of a Registered

Nurse.

Potential solution:

| . Promote and reinforce both the Enrolled Nurse and Registered Nurse National Competency-
Standards and the Generic Level Statements to Registered Nurses.

Issue/anomaly:

| . Clarity between Clinical Nurse, Grade 6 and Clinical Nurse Consultant and Nurse Educator, Grade+
7 roles are required
| GClassification & Career Structure Final Report 141211 39
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Solution:

. To some degree the ClinEdQ “Role of the Nurse Educator” project provided clarity between Clinical
Nurse, Grade 6 and Clinical Nurse Consultant and Nurse Educator, Grade 7 roles. Their
recommendations within the education stream were incorporated into the Revised Generic Level
Statements wherever possible.

. Further investigation of the Clinical Nurse, Grade 6 and Clinical Nurse Consultant, Grade 7 has
been performed by Queensland University of Technology and Logan Hospital. The Queensland
Children’s Hospital commissioned an examination of the Clinical Nurse, Grade 6 and-Clinical
Nurse Consultant, Grade 7 role, and will seek permission to disseminate their fin&) to
NaMIG.

Workload and remuneration

Issue/anomaly:

e shealth care<
vith the Health
odel in Mental
e-been required to
abdicate their nursing professional status (Nurse Unit Manager, Griage /7 enter the HP stream.

-e The multiple classification system for positions in mental, community

settings is causing conflict due to the inequity and disparity with remd
Practitioner (HP) stream, for equal work value. This has led to an

Nna

Solution:
-e __ Out of project scope. Refer to enterprise bargaining negoti

Issue/anomaly:

. There is great variance between facilities and distr
and resources managed.

ade 7 role in support structures<

. The Nurse (Midwifery) Unit Manager (NU gmains a critical issue in the nursing
and midwifery workforce .compared with other job’ roles within the same grade. This may be

clinical'governance respon
is_still ambiguity abou

meaning different respsagsikflities, sometimes synonymous with the Nurse Unit Manager, Grade 7.
In most rural and remote aread\there is a hybrid role that exists.

Solution:

. The Nursing and Midwifery Office Queensland has completed Phase Il of the Role of the Nurse«
Unit Manager, with mutually agreed principles.

. The Nurse Unit Manager, Clinical Nurse Consultant or Clinical Nurse Educator, Grades 7 could be
banded according to breadth and depth of their role within the grade 7, and where there is

GClassification & Career Structure Final Report 141211 41
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significant human resource and budget delegations, a Nurse Unit Manager, Grade 8 role could be
introduced.

Issue/anomaly:

| -e The penalty rates from shift work for the Registered Nurse, Grade 5 role acts as a disincentive for<

a Monday to Friday Clinical Nurse, Grade 6 role, and a Clinical Nurse, Grade 6 role with penalty
rates is a disincentive to act in the Nurse Unit Manager, Grade 7 role.

Solution:
| . Out of scope. «
Issue:
| . The Clinical Nurse, Grade 6 and Clinical Nurse Consultant, Grade 7 in rural an te gfgas also+
earn more than the Director of Nursing/Facility Manager, Nurse Grade 10 ]) rol e to paid
overtime versus the 24/7 on call for the Directors of Nursing, Grade 10.
Solution:
. Out of project scope. Refer to enterprise bargaining negotiations «

. On call arrangements for Directors of Nursing, Grade 10 r
management issue. It was agreed that the Director of Nursi
rural and remote positions. This includes consideration of wheth
appropriately graded and remunerated.

nd fatigue
incentive for those
Sole Practitioner is

ins a loal
re

Issue/anomaly:

- Paypoint progressions provide no incentive fg

Grade 9s to want to backfill or become Dire

or equivalent to each other, e.g. Director of

Assistant Directors of Nursing 9(3) yet vastly di
Solution:

| - Compress Grades 9 and 10, cle

line/division (this solution was rej

Directofs / Assistant Directors of Nursing,«
i rade 10s — some paypoints are less
rade 10(4) paid same as Nursing Directors /
evels of responsibility

| - The original intent of the Gr

between Nursing Director
(facility based managemenrt-positions).

férentiations was to demonstrate relative job value
service line/division based versus Directors of Nursing

‘ -e [or increase remuneration

Issue/anomaly:

. Qualifications allowance for Grades 9-12 - expectation by organisation to have post-graduate+
qualifications (generally at least Master level) but not remunerated

Solution:

-e Out of project scope. Refer to enterprise bargaining negotiations <
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Business practices

Issue/anomaly:

. The Nurse Practitioner Candidate, Grade 7 role remains c