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WORKLOAD/PROFESSIONAL RESPONSIBILITY REVIEW TOOL

	Employer:
	Community Hospital

	

	Unit/Area/Program:
	In-patient Surgical Unit

	

	General Description of Service:
	Post operative surgical care

	

	Timeframe Being Reviewed:
	Jan. 1, 2016 - April 30, 2016

	

	Number of Professional Responsibility Workload Report Forms Submitted:
	24

	

	Key Workload Issue(s):

	

	
	Gaps in Continuity of Care

	

	
	Balance of Staff Mix

	

	
	Access to Contingency Staff

	

	
	Appropriate Number of Nursing Staff

	

	
	Other:  
	     

	

	HAC/Unit Participants:
	HAC members plus Polly Programmanager, Nancy Nurse, Wanda Workingshort and Robert Novicern 

	

	Date First Discussed at HAC:
	5-Feb-16

	

	Date(s) Workload/Professional Responsibility Review Tool Completed:
	2-Apr-16

	

	Date Qualitative/Quantitative Analysis and Gap Analysis Completed:
	Click to enter date

	

	Date Joint Implementation/Action Plan Developed:
	Click to enter date

	

	Date Action Plan Implemented:
	Click to enter date


GUIDELINES FOR COMPLETION OF
WORKLOAD/PROFESSIONAL RESPONSIBILITY REVIEW TOOL

1. The tool is used to collect data that is specific to the workload issue(s) being addressed and is intended to enable examination and support analysis of the underlying concerns.

2. Completion of the tool is a collaborative effort on the part of the Union and the Hospital.

3. In some circumstances not all components of the tool may be required to be analyzed in order to address the workload concerns.

4. Data collected in the tool is both quantitative and qualitative.  Quantitative data will be drawn from existing hospital reports from current decision support systems.  Qualitative data will be derived through focus group discussions using the lines of inquiry referenced in the Workload/Professional Responsibility Review Tool. 

5. Data collected using this tool and submissions on the Professional Responsibility Workload Report Form and any other relevant information will form the basis for examination and analysis of the issue(s) being addressed.

6. Analysis of the data includes the identification of gaps, trends, patterns, and themes.

7. Joint recommendations will be formulated collaboratively based on the findings from the data analysis. 

8. The joint recommendations will be used to develop an action plan that reflects mutually agreed upon tactics, timelines and most responsible person.
WORKLOAD/PROFESSIONAL RESPONSIBILITY REVIEW TOOL

	A. Practice Environment

	Staffing Complement
	# FT – 24
# Regular PT – 6
# Casual PT – 2

	FTEs
	Budgeted/Actual – Employer to provide this info but for example:
Total – 28
# FT – 24
#PT – 6
1950 hours = 1 FTE

	Vacancies
	# FT – 0
# Regular PT – 3
# Casual PT – 0 

	Overtime
	# Hours – 3822
% of total hours – 7

	Sick time
	# Hours – 3900
% of total hours – 7.1

	Turnover
	# Positions FT/RPT/Casual PT – 10
% Total Unit Positions – 36

	Incident Reports
	specific to and related to workload concern(s)

Employer to provide - track incident reports outlining risks/near misses or negative patient outcomes including medication errors

	Experience
	Total years of experience in this service – 28 RNs - 14 > 10 years experience, 3 with 5 - 10 years, 6 with 3 - 5 years, 5 < 2 years 
Total years of experience –  28 RNs 14 > 10 years, 2 with 5 - 10 years, 7 with 3 - 5 years, 5 < 2 years
Novice – 5
Intermediate – 9
Expert – 14
# Staff on Orientation – 1
# Students – 0
# New Grad Initiative – 0
# Mentorship Roles – 0

	Scheduling Practice
	Type(s) of schedule 

Self scheduling - all 12 hour shift rotation

	Replacement Staff*
	PT on unit/Resource Team/Agency

Utilize PT on unit to replace , no resource team or agency use by hospital

	Accommodations &/or Modified Workers
	# Temporary – Employer to provide
# Permanent –      

	Patient Census
	# Admissions – Employer to provide
# Discharges –      
# Transfers –      


	B.  Competency

	Nurse Competency

(Key Skills/Knowledge)
	Number
	% Total RN Staff

	CNA Certification in Medical/Surgical Nursing
	0
	0

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	C.  Resources/Support/Current Status Report

	
	DESCRIPTION

	Clinical
	RN: RPN ratio is 60:40.  RN FT:PT ratio is 75:25.
There is not a dedicated Nurse Educator to the Surgical Program, there is a shared Medical/Surgical Educator who also carries corporate responsibilities.  She has no dedicated time to be "hands-on" on the unit to assist with orientation or skills development.

32% of RNs eligible to retire within next 5 years. 


	Non-Clinical
	Clerical support from 0800-1600.  After 1600 the clerical duties fall to nursing staff.  Housekeeping from 0800-1600 only. Limited housekeeping resources hospital wide to clean beds for discharges and admissions on evening shift and night causing delays in admissions from ED or PACU.

	Leadership
	Clinical Nurse Manager reports to non - RN Program Director, Surgical Services.

	Practice Supports
	Clinical policies and procedures are outdated, last revised 2004.  Not updated to reflect changes in RPN practice i.e. most policies exclude RPN practice.  RN staff need education on how to complete patient assignment in line with CNO 3 Factor  Framework. No up to date role descriptions

	Orientation
	Normally 2- 3 weeks above base staffing, no formal mentorship arrangement in place

	Professional Development
	RNs have no time to attend inservice programs during working hours, are not replaced.  


	D.  Lines of Inquiry

	
	DETAILS

	1.  Do the staffing levels meet the patient population, accommodate replacement, orientation, and professional development?
	No -  the skill mix does not reflect the CNO 3FF. There is insufficient base staffing to respond to acuity, changes in census, admissions and discharges and replacement of vacant shifts.  

	2.  Does the assignment of nursing care maximize continuity of patient care?
	No - the assignments straddle pods, frequent reassignment of patients between RNs and RPNs 

	3.  Are staffs work life considerations and work preferences accommodated?
	Yes - self scheduling

	4.  Are staffing levels and lines balanced to accommodate patient needs, nursing effort, experience, educational preparation and organizational demands?
	No there are 11 RNs with less than 5 years experience. There are shifts with no senior RNs working.  Skill mix not appropriate - not enough RNs to collaborate and consult with RPNs.  RPNs frequently assigned patients beyond their scope.

	5.  Is there adequate access to educational resources, i.e. conferences, workshops, clinical instructors, library, other?
	No dedicated Nurse Educator. Most inservice on-line or in the form of self-learning packages. Not enough support for novice nurses.

	6.  Do current practices promote autonomy?  i.e. evidence-informed decision-making; full scope of practice; input into decisions that affect nursing practice and unit policies; opportunity to question processes when they do not support quality patient care.
	No unit council, decision making top-down. Outdated policies and procedures, no role descriptions, RNs and RPNs unfamiliar with CNO 3 Factor Framework

	7.  Do nurses have opportunities to be involved at various levels, i.e. care rounds, unit councils, to influence practice?
	No front line involvement.

	8.  Are effective working relationships established with key stakeholders/colleagues? (cross-organizational and within area of practice)
	RNs feel isolated and just try to get through their shift.Frequent conflice between RNs and RPNs related to assignment.

	9.  Are there mechanisms to support the integration of evidence-based practices, innovation, and quality improvement?
	No

	10.  Are near misses and/or critical incidents used to improve practices?
	No evaluation to date of incident reports.  RNs who fill them out never hear back regarding disposition unless they have personally made an error.

	11.  Is there a forum in which nurses participate regularly to discuss professional/ethical issues at the unit level?
	No unit council

	12.  Are principles of client-centered care integrated into orientation?
	No

	13.  Are the core processes of client-centered care enacted in care delivery(see client-centered care, pg 20)
	No there is insufficient time to interact with patients

	14.  Is there an established process to resolve conflict and enable problem-solving within the nursing team?
	No conflict occurs frequently 

	15.  Are there established processes for recognizing and rewarding success?
	No

	16.  Are there established processes for decision-making for a variety of circumstances such as emergencies, day-to-day functioning, long-term planning?
	No - e.g. no decision trees

	17.  Are there established processes for ensuring open channels of communication?
	No


	E.  Glossary of Terms

	A. Practice Environment

Incident Reports:  Hospitals across the province use a variety of incident reporting systems to document, collect, monitor, and analyze adverse events. Adverse events are unintended injuries or complications resulting from care management, rather than by the patients underlying disease, and that lead to death, disability at the time of discharge or prolonged hospital stays (Canadian Adverse Event Study, 2004). Examples of adverse events include medication errors and falls. Please note the definition of adverse events is inclusive of critical incidents and near misses.

Replacement Staff:  The availability of nursing staff needed in addition to baseline staff in order to maintain the appropriate workload for staff while meeting patient needs (RNAO, 2007). Examples include casual and part-time nursing pool, Nursing Resource Team/Unit, agency nurses and reassignment from one patient care unit to another.

	B. Competency

Nurse Competency (key skills/knowledge):  Distribution of staff with minimum required RN and RPN entry to practice credential i.e.: BScN or diploma preparation (Important note: as of 2005, entry to practice for the RN is BScN and entry to practice for the RPN is diploma); and, distribution of staff with nationally recognized nursing or health care specialty credential for example, Critical Care, Advanced Cardiac Life Support (ACLS), and Canadian Nurses Association (CNA) Specialty Certification.

	C. Resources/Support

Clinical:  Nursing, physician, and other regulated health human resources examples include: Nursing Clinical Educators, Dieticians, Registered Respiratory Therapists, Physiotherapists and Pharmacists. The accessibility and availability of consultative resources should be considered.

Non-clinical:  Unregulated human resources examples include: clerical, porters and housekeeping.

Practice Supports:  Tools that facilitate care provision examples include: medical directives, care plans and pathways, policies, procedures, protocols, assessment tools and role descriptions.  This can also include equipment and supplies.
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