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Purpose
The Nursing and Midwifery Towards A Safer Culture (NM TASC) Project presents the Review
of Nursing and Midwifery Staffing Models Discussion Paper (Discussion Paper). The
Discussion Paper has been extensively researched from the current literature to provide
evidence-based recommendations for future staffing models which move beyond the
implementation of the Ratios Model.

Intent
The intent of the Discussion Paper is to review Nursing and Midwifery Staffing Models as a
proactive step to promote safety for all nurses, midwives and those they provide care for
through extensively researched literature and best evidence-based principles. The intended
audience of the Discussion Paper is the ACT Health Directorate (ACTHD), Canberra Health
Services (CHS), and Calvary Public Hospital Bruce (CPHB).
Of note, the ACT Public Sector Nursing and Midwifery Enterprise Agreement (EA)
negotiations are currently underway within the ACT public health system. There is a strong
focus on negotiating terms and conditions of a nurse/midwife to patient ratio model which
is being negotiated as a minimum.
The best practice principles that are recommended within the Discussion Paper could
potentially inform future ACT Public Sector Nursing and Midwifery Enterprise Agreement
negotiations beyond ratios as a minimum.
The current proposed ACT staffing model outlines processes for determining appropriate
staffing levels and skill mix based on service demand and is reflected through documents
Schedule X (mandated nurse/midwife to patient ratios) and the Staffing Framework (for
determining staffing profiles and skill mix on the wards).

Background

In December 2018 the Nurses and Midwives Towards a Safer Culture (TASC) Project ‘The
First Step: Strategy’ was endorsed and launched by the former Minister for Health and
Wellbeing and Minister for Mental Health. The purpose of the Strategy which outlines the
deliverables for the TASC Project, was to provide a safe and healthy environment an
environment whereby all persons who enter Australian Capital Territory (ACT) Health
workplaces are protected from harm and feel safe at all times.
Nursing and midwifery remain the largest component of the health workforce (Deisell et al 2010;
Korkbeek et al 2012; & Holland et al 2019). There are numerous models considering skill mix
when staffing nurses and midwives on a shift-by-shift basis (Butler et al 2019), as well as within
formalised rosters that are published in advance to cover anticipated patient care needs.
Buchan et al, 2015, states that hospital patients have become sicker requiring more complex
nursing care due to advances in technology, resulting in increased patient co-morbidities.
Therefore, demands on nurses and midwives have increased due to higher patient acuity, and
fewer nurses and midwives dealing with more complex patients (Jones, M, 2020).
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There is a current worldwide nursing and midwifery shortage which is being estimated to be
about 9 million by 2030. A major contributing factor to this is the ageing nursing and midwifery
workforce that is nearing retirement (WHO: World Health Assembly Update, 2016).
Fewer nurses and midwives mean higher workloads. These workloads correlate to increased
risk of death for patients within acute hospital settings (Aitken et al, 2018). Workloads
should be taken into consideration, not just patient numbers, when different staffing
models are considered (ibid cited in Nurse to Patient and Midwife to Patient Ratios – from
Victorian amendment bill 2018).
Within the ACT Health context, in December 2019, the Australian Nursing and Midwifery
Federation (ANMF) approached the ACT Health Directorate seeking progress on rostering
for within the ACT Public Sector Nursing and Midwifery Enterprise Agreement (EA), and a
commitment to examine the adoption of Nurse-Patient ratios (Cabinet Submission 18/322).
Recommendations from the 19 May 2018 as set out in the Enterprise Bargaining Agreement
Update (Cabinet Submission 18/322), authored at the time by Rachel Stephen Smith MLA,
former Minister for Workplace Safety and Industrial Relations, ‘I recommend the EBA
Negotiations Cabinet Subcommittee note:
c) the proposal (reflected in an MOU) to investigate the feasibility of Nurse/Patient ratios
with the ANMF’
Following on from this, the ACT Government on 21 May 2018, noted ‘c) the proposal
(reflected in the MOU) to investigate the feasibility of Nurse/Patient ratios with the ANMF’
for consideration by Cabinet on Tuesday 22 May 2018.
In August 2018 a Memorandum of Understanding (MoU) was signed by the former ACT
Health Directorate (ACTHD) Director-General (DG) and ANMF ACT Branch Secretary to
develop a Ratios Framework that could be implemented across the ACT public health
services.
In September 2019, a Ministerial Brief was progressed from the ACT Health Directorate
(ACTHD) Director-General (DG), on the Ratios Framework Project (MIN19/1265). ACT
Minister for Health, Rachel Stephen-Smith MLA noted the ACT Public Sector Nursing and
Midwifery Ratio Schedule, ACT Public Sector Nursing and Midwifery Staffing Framework,
Information Brief provided by Calvary Public Hospital Bruce (CPHB) for the implementation
of the Ratios Framework, noted the indicative costs provided for the implementation of the
Ratios Framework and agreement to refer to Treasury for verification (MIN19/1265).
On the 24 February 2021, a Ministerial Brief was progressed from the Canberra Health
Services (CHS) from the Chief Executive Officer (CEO) on the introduction of Nursing and
Midwifery Ratios for consideration in the next bargaining meeting scheduled for 25
February 2021. ACT Minister for Health, Rachel Stephen-Smith MLA on 24 February 2021
noted the estimated costings of Nurse-to-patient ratios, agreement to introduce Nurse-topatients ratios based on a ‘rounded up’ model and agreed that a business case be prepared
for additional funding in relation to the implementation of ratios based on the cost
estimates prepared by CHS and CPHB (MCHS21/102).
To support the future implementation of Ratios the Chief Nursing and Midwifery Office
(CNMO) has presented a 2021-22 Business Case requesting the ACT Government to fund a
CNMO Implementation Team for four years.
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Nursing and Midwifery Rosters Overview: Staffing
Models
Nursing and midwifery rosters are based on relevant State and Territory industrial awards and
legislation. These awards aim to provide safe staffing levels that considers the effective utilisation
of senior and junior staff i.e., skill mix (Rostering Guide for Safe Staffing, Tasmania Health, 2011).
Rosters should consider service demands that fluctuate in activity, for example during admission
periods, and in relation to surgical lists or procedures (Rostering Policy – ANMF, 2019, p.1).
Safe rostering must cover shifts 24 hours each day, 7 days a week, or during the hours of specific
unit operation (Rostering Policy – ANMF, 2019, p.1). When organisations publish rosters, they
must be a complete roster. Rosters are legal documents that can be used in the court of law or
within coroner’s hearings (Best Practice Rostering Guidelines, QLD Health, 2018) as they provide a
snapshot for staffing and patient activity on any particular shift. Rosters and safe staffing levels are
directly affected by each jurisdiction’s staffing models.
This Discussion Paper will outline recommendations for consideration of adopting an alternative
safe staffing model, vs. what is currently used, for the ACT public health system being the Nursing
Hours per Patient Day model. These recommendations are for consideration in the future since
ACT Public Sector Nursing and Midwifery negotiations are currently underway to negotiate as a
minimum adoption to the nurse/midwife to patient ratio model. These recommendations are
derived from reviewing various staffing models and are based on best practice principles from
within the literature. For the purposes of background information, staffing models used around
Australia, as well as the United Kingdom (UK), New Zealand (NZ), and California within the United
States of America will be explored.

Staffing Models: Jurisdictional Overview

Most States and Territories within Australia use the model Nursing Hours per Patient Day (NHpPD)
within their public health system. This is with exception to Victoria and Queensland who have
legislated nurse/midwife to patient ratios. The NHpPD model considers basic patient acuity and
unit activity, breaking down patient care into ‘direct clinical care hours’, as well as available bed
numbers (Nursing Roster Procedure, WA Country Health Services, 2020).
Australian Capital Territory (ACT)
The ACT currently uses the NHpPD model which was introduced in 2010 (Schedule 8 within
ACT Public Sector (ACTPS) Nursing and Midwifery Enterprise Agreement 2017- 2019).
The ACT government’s Minister for Health and Wellbeing signed a Memorandum of
Understanding (MoU) with the Australian Nursing and Midwifery Federation (ANMF) ACT
Branch in 2018 agreeing to work with the union to develop nurse/midwife to patient ratios
(White – Canberra Times 2018 cited within Nurse to Patient and Midwife to Patient Ratios –
from Victorian amendment bill 2018).
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New South Wales (NSW)
NSW uses the NHpPD model which was introduced in 2011. The NSW Nurses and Midwives’
Association has been campaigning for the introduction of patient ratios as the “current
Nursing Hours per Patient Day (NHpPD) system [is] not working… [resulting in] unrecognised
missing nursing hours” and unsafe staffing levels, which then impacts patient care (Dragon,
2018).
Western Australia (WA)
WA also uses the NHpPD model which was introduced in 2002 (Twigg et al, 2011). The WA
ANMF branch has been campaigning for legislated patient ratios (Olsen 2019 cited in Nurse
to Patient and Midwife to Patient Ratios – from Victorian amendment bill 2018).
Victoria (VIC)
Victoria legislated patient ratios in 2015 and was the first jurisdiction within Australia to do so.
However, nurse and midwife ratios of 1:4 (one nurse for 4 patients) were introduced on medical and
surgical units several years before in 2001 before becoming mandated (Olley et al, 2018).

Queensland (QLD)
QLD legislated patient ratios in 2016 with nurse and midwife ratios of 1:4 for morning and
afternoon shifts, and 1:7 for night shifts within all medical, surgical, and mental health units
(Olley et al, 2018). QLD ratios are determined using the nurse/midwife to patient ratio
model and by using the Business Planning Framework – BPF (Best Practice Rostering
Guidelines: Queensland Health Nurses and Midwives, 2018).
United Kingdom (UK)
Wales was the first country in the UK to legislate nurse to patient ratios which were
introduced in 2016 to provide “sufficient nurses to allow them time to care for patients
sensitively” (Nurse Staffing Levels – Wales Act 2016: Operational Guidance, 2018, p.9).
The UK model uses the National Acuity Tool (NHS Wales 2018), and care quality indicators,
as well as professional judgement of nurses (Jones et al, 2018) to determine patient ratios
and safe staffing levels. This means that the model bases nursing hours per patient acuity
data using the two tools and professional judgement to determine patient ratios, which vary
ward-to-ward depending on the number of patients and their care needs (Nurse Staffing
Levels, Wales, ACT 2016: Operational Guidance).
The National Acuity Tool is quite specific and calculates nursing and midwifery care needs
over several areas: assessment and observation, respiration, personal care, nutrition,
hydration, cognition, communication, and medication requirements (Jones et al 2018).
Similar staffing models were also introduced in England, Northern Ireland, and Scotland
(Jones et al, 2018).
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New Zealand (NZ)
In 2008 NZ adopted a new safe staffing model for nurses and midwifes in public hospitals
called the Care Capacity Demand Management (CCDM) Programme which is to be
completely rolled across all 20 District Health Boards by June 2021. The model considers
patient acuity and nurses input acuity information into a digital tool called TrendCare®
(Duffield et al 2011). The tool determines accurate staffing levels and capacity that meets
patient/women’s care needs.
A stark difference between the CCDM model and the nurse/midwife to patient ratios
staffing model is that in the CCDM model, team leaders are not included in staffing levels,
whereas they are in traditional ratio models (Jones, 2020). It is noted however, that nursing
and midwifery team leaders will also not be included in staffing levels under the proposed
ACT ratio model.
United States of America (USA)
California was the first jurisdiction in the world to introduce nurse/midwife to patient ratios;
the legislation was passed in 1999, but the ratios did not come into effect until 2004
(McHugh et al 2012). The most significant of the patient ratio changes were as follows: for
step down units the patient ratios were 1:3, telemetry units (such as coronary care) and
specialty care units became 1:4 (www.amnhealthcare.com/latest-healthcarenews/california-tightening-nurse-to-patient-ratios-in-2008/).

Nurse/Midwife Patient Ratios
Jones et al, 2020, explains that in the nurse/midwife to patient ratio model professional
judgement is used to determine a ‘service profile’ which is what staffing decisions are based on.
Nurse/midwife to patient ratios are based on the number of occupied beds and are to be always
met (Jones, 2020). Patient ratios lead to increased levels of care for patients and safer working
conditions for nurses and midwives. Ratios also improve the low retention rates of nurses and
midwives that the workforce currently faces (Nurse to Patient and Midwife to Patient Ratios –
from Victorian amendment bill 2018).
Furthermore, it is widely published that the higher number of registered nurses and midwives in
relation to patient ratios equals a positive impact on patient outcomes. I.e., Decreased lengths of
stay, less cardiac arrests, fewer adverse outcomes such as falls, hospital-acquired pneumonia,
medication errors, unexpected deaths, (Duffield et al, 2011; Nurse to Patient Ratios: Questions
and Answers, QLD Health, 2016; & Ratios Save Lives – ANMF, 2017; Safe Staffing and Patient
Safety Literature Review, 2003).
Limitations of the model
“On the surface, ratios appear to be a quick fix to the very real staffing pain our nurses and
midwives are suffering” (Jones, M, 2020, p.28). Nursing and midwifery workloads, acuity,
and care hours, are not being taken into consideration within the nurse/midwife to patient
ratio. Patient care needs differ between patients within the same ward environment (Jones,
2020).
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Acuity staffing models on the other hand do take these differences into account (Harper &
McCully, 2007). Patient ratios have also been said to reduce flexibility of units to “define
their own staffing and patient needs” (Nurse to Patient and Midwife to Patient Ratios – from
Victorian amendment bill 2018, p.4).

Nursing Hours per Patient Day (NHpPD)
The NHpPD model is complicated. It calculates ‘care hours’ delivered to patients by nurses and
midwives. I.e., Patient care hours are calculated by dividing the total number of nursing care hours
by all nursing staff (including EN, AIN’s), with direct care responsibilities by patient days (Min &
Scott 2016). This is to determine predicted staffing levels in terms of the number of nurses
required to provide direct clinical care (NSW Public Health System Nurses’ and Midwives’ State
Award, 2019, clause 53 – section II, c).
As with the nurse/midwife to patient ratio staffing model, the NHpPD model also found that
increasing the number of nurses looking after their allocated patients resulted in increased
patient safety and reduced inpatient mortality (Twigg et al 2011).
Limitations of the model
The NHpPD staffing model cannot take into consideration patient demographics such as
age, any language barriers, anxiety, the number of comorbidities they have, multiple
admissions, discharges, and patient transfers. The way in which NHpPD care hours are
calculated (as described above) can underestimate workload and the number of staff
required to safely staff a shift (Min & Scott, 2016).

Patient Acuity Models

The staffing model of taking patient acuity data (unwellness) into consideration is “defined as the
categorization of patients according to an assessment of their nursing care requirements”; these
requirements are then re-evaluated every shift for accuracy according to the staffing model
(Lazerowich, 1995 cited in Harper & McCully, 2007, p. 284). Acuity models have clearly defined
components to capture multiple aspects of patient care that the nurse/midwife to patient ratio
and NHpPD models cannot do alone (Tomic, 2017). I.e.


Take into consideration complicated procedures



Provide patient education



Taking into consideration psychosocial interventions



Oral medication administration during a shift (time)



Take into consideration nursing time to deliver complicated intravenous medications

Acuity tools allow nurses and midwives to accurately describe the acuity of their patient
‘load’ e.g., patient allocation. The tools help to determine the most appropriate level of care
that can be delivered to their patients (Harper & McCully, 2007).
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The model considers patients or women as a person with individualized care needs. Vs.
patients as a service profile (patient ratio model), or purely in care hours per patient day
(NHpPD model). Patient Classification Systems (PCS) – a type of acuity model, covers the
same categories as listed above.
The literature describing the PCS goes into more detail per category. I.e., Education
encompassing requirements for complex patient care. Such as teaching patients about their
disease processes, any procedures that may be scheduled, or educating them on preventive
measures for their medical conditions. Psychosocial elements of care, such as taking into
consideration patients with anxiety, mental disabilities, end-of-life care considerations, and
palliative care. This also includes emotional needs of the patient and their extended family
and close friends. Complicated intravenous (IV) medications include blood products,
multiple IV antibiotics, inotropes, or hemodynamic monitoring of vascular access devices
(Harper & McCully, 2007, & Tomic, 2017).
The PCS tool, rates patient care levels from 1-4 in acuity (4 being the highest score), which
makes the “tool’s ability to differentiate significant patient characteristics” more equitable
in terms of patient allocation as well (Harper & McCully, 2007, p.297). The tool in detail,
ranks patients 1-4 in each category. The addition of each category (score) is then divided by
5 (representing each domain) to give them an overall ‘acuity ranking’. This number is then
rounded up to the nearest whole number and is used for staffing and patient allocation
(Harper & McCully, 2007).
Limitations of the model
One fault of the patient acuity model is that it is quite time consuming when calculating
staffing levels in comparison to other staffing models. The literature also states that the
model as expressed by nurse/midwife managers “has not been easy from an operational
standpoint… [as well as] a perception of inadequate care” (Evans et al, 2008).

Discussion

When considering a safe rostering framework, issues of fatigue, psychological job demands,
and burnout requires consideration for the framework to succeed. These issues and how
they manifest will be explored below. The current workforce climate consists of patients
who have become increasingly complex because of the aging population and their
increasing comorbidities. Their hospital stays have become shorter, and care more intense,
resulting in increased patient acuity and pace of work for our nurses (Welton, 2017, &,
Harper & McCully, 2007).
Nurses and midwives experience a negative impact on their health and well-being when
faced with excessive workloads on a regular basis (Gifkins et al, 2020, & Holland et al 2019).
This is amplified when short staffed or working on shifts with inappropriate skill mixes which
all contribute to workload stress and fatigue (Fatigue Prevention, ANMF 2019). Fatigue is
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enmeshed within the nursing and midwifery workforce as it is a result of working rotating
rosters i.e., ‘shift work’ (Safe Staffing and Patient Safety Literature Review, 2003), and those
that go on-call (Guide for Managing the risk of fatigue at work, Safe Work Australia, 2013),
as it disrupts your normal internal body clock.
Workload stress extends past the physical demands of work to mental stress, whereby staff
can develop mild symptoms of irritability through to mood changes resulting in developing
or exacerbating existing depression (Gifkins et al, 2020, Gander et al, 2019, Safe Work
Australia, 2013, & Safe Staffing and Patient Safety Literature Review, 2003). Being exposed
to regular high levels of stress in the workplace from the demands of caring for high acuity
patients lead to compassion fatigue, and poor work–life balance (Harper & McCully, 2007, &
Higgins, 2020). Poor work–life balance can lead to negative job satisfaction, high staff
turnover, burnout, and nurses and midwives leaving the professions entirely (Wynendaele
et al 2021, & Korkbeek et al 2012).
M. Foley, former Victorian Minister for Mental Health, describes workload levels and
reinforces concepts raised by his statement within the Parliament of Victoria when talking
to the Safe Patient Care Amendment Bill 2018.
“International and local evidence . . . confirms a direct relationship between workload
levels, patient outcomes and nurse-reported quality of care. In addition, increasing
workloads have the potential to lead to burnout, absenteeism, job dissatisfaction, attrition,
and poor retention. In summary, higher staffing numbers lead to better patient outcomes,
and an increasingly engaged workforce” (Safe Patient Care – Nurse to Patient and Midwife
to Patient Ratios: Amendment Bill 2018, 2019).
It is with these principles in mind that high patient acuity, which results in increased
workloads for nurses/midwives, needs to be taken into consideration. Especially when
reviewing the literature for best practice staffing principles to help keep our nurses and
midwives safe.
A hybrid model between nurse/midwife to patient ratios and the acuity model for providing
safe staffing levels in the ACT public health system is recommended. NZ and the UK have
successfully implemented such a model as discussed earlier within this Discussion Paper.
Please note although NZ uses the TrendCare© software for measuring patient acuity, this
Discussion Paper is not advocating for the implementation of this system. Instead,
consideration is sought for the acuity and ratio hybrid model itself in a form that works for
the ACT public health sector. The proposed ACT model being put forward outlines processes
for determining appropriate staffing levels and skill mix based on service demand.
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Conclusion
As discussed above, the Patient Ratios (within the hybrid model) is what this Discussion
Paper recommends as best practice.
A positive aspect of introducing the hybrid model with patient acuity in the forefront within
inpatient units is that it can help allocate staff equitably (Harper & McCully, 2007). The
greater the acuity of patient care needs means the higher number of nurses and midwives
required to provide safe and effective care (Nurse to Patient Ratios: Questions and Answers,
QLD Health, 2016).
Patient ratios (within the hybrid model) are favourable as the model leads to increased
levels of care for patients/women and safer working conditions for all staff. This has been
reported to improve low retention rates that the current health workforce is facing (Nurse
to Patient and Midwife to Patient Ratios – from Victorian amendment bill 2018) as well as
improve absenteeism. Patient and staff safety will be at the forefront by combining the two
models: nurse/midwife to patient ratios and the acuity model. This will mean that
healthcare units will be staffed according to each patient’s individual care needs (acuity
level) and a minimum staffing level applied on top as a further safeguard. The Patient Safety
Classification System ranks patient acuity from a minimum of 1 to a maximum of 4 and this
tool is recommended as it is a simple to use staffing tool that differentiates significant
patient characteristics (Harper & McCully, 2007).
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