
Appendix 1 

Bi-annual Staffing Review September/October 2024 

1.0 Safer Nursing Care Tool Data Results 

The Safer Nursing Care Tools (SNCT) calculates clinical staffing requirements based on patients’ needs (acuity and dependency) which, 
together with professional judgement, guides chief nurses in their safe staffing decisions. 

The tools: 

• Provide organisational level metrics to monitor impact on the quality of patient care and outcomes.
• Give a defined measure of patient acuity and dependency.
• Supports benchmarking activity in organisations when used across Trusts.
• Embrace all the principles that should be considered when evaluating decision support tools set out in the relevant NHSE ‘Safe,

sustainable and productive staffing’ resources.
• Include staffing multipliers to support professional judgement.
• Provide accurate data collection methodology.

The levels of acuity within the tool range from Level 0 to Level 3 (Table 2). Level 3 patient acuity is only delivered within ED and Critical Care 
for adult patients. Not all current versions of the tools (ED and CYP) include all acuity categories, however those that do not are under review 
by the national team. Table 2 shows SNCT levels of acuity for Adult inpatient and Acute Assessment areas 
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            The review was undertaken across the adult inpatient wards, Emergency Departments and Paediatrics and provided 3 datasets to review. 
Also included was the medical escalation area for the Summer and autumn audits. This area opened following the move of DSU to the elective 
hub and as beds are expected to stay open it was included in the census.  

 
Data was collected for adult inpatient wards and paediatric wards over a 30-day period. A Professional Judgement Framework within the 
SNCT was also used by the ward managers and matrons to inform their professional judgement used as part of the triangulation for the 
staffing reviews.  
 
The emergency departments data collection is completed over a 12-day period and records acuity twice a day providing data on the 24 hours 
period. 
 

           Table 3  - Summary of SNCT recommended WTE for September/October Census Period 

 Recommended WTE inc 1c/1d Recommended WTE exc 1c/1d 

Ward Reg Unreg Total Reg Unreg Total 1c/1d 

TAMU 18.55 9.99 28.54 18.55 9.99 28.54 - 

SAMU 24.66 13.28 37.93 24.42 13.15 37.57 0.36 

SAMA 21.55 9.23 30.78 21.36 9.15 30.51 0.27 

AOTU 25.16 16.77 41.93 24.47 16.31 40.78 1.15 

Ward 4 25.69 21.02 46.71 24.64 20.16 44.8 1.91 

Ward 6/CCU 21.27 9.12 30.39 20.98 8.99 29.97 0.42 

Ward 7 27.44 22.45 49.89 27.44 22.45 49.89 - 

Ward 8 15.85 6.97 20.81 14.96 6.41 20.81 - 

Ward 9  17.79 14.56 32.35 17.79 14.56 32.35 - 

Ward 10 22.07 14.71 35.73 22.07 14.71 35.55 0.18 

Ward 11 27.42 18.28 45.70 27.04 18.03 45.07 0.63 

Ward 14 7.42 4.94 12.36 7.42 4.94 12.36 - 

Ward 15 24.54 20.08 44.61 24.54 20.08 44.61 - 

Ward 16 17.38 11.59 28.97 17.32 11.5 28.87 0.1 

Ward 17 27.53 11.78 39.33 27.53 11.78 39.33 - 

Ward 22SS 20.05 13.36 33.41 19.74 13.16 32.9 0.51 

Ward 23OH 29.43 15.84 45.27 29.43 15.84 45.27 - 

Ward 24 30.8 16.58 47.38 30.8 16.58 47.38 - 

Ward 25 25.16 16.77 56.88 25.16 16.77 56.88 - 

Ward 26 30.17 24.68 54.85 29.17 23.86 53.03 1.82 



 

 
 

Ward 27 34.21 27.99 62.19 31.62 25.87 57.5 4.69 

Ward 28 29.95 24.51 54.46 29.07 23.79 52.86 1.6 

SAU 40.28 21.69 61.97 40.23 21.66 61.89 0.08 

Ward 35 12.36 8.24 20.6 12.36 8.24 20.6 - 

Ward 37 30.22 20.15 50.37 27.73 18.49 46.22 4.15 

Ward 19 n/a n/a n/a 44.4 22.6 67.0 n/a 
 

           SNCT guidance requires a review of data from a minimum of two census periods before making changes to establishments/budgets. Where 
data is significant different further census may be required. With multiple changes in ward function, and a number of wards moves the SNCT 
has limitations if subsequent census periods do not analyse the same ward functions/locations. When applying methodology for safer staffing 
reviews, the SNCT evidence-based tools should always be considered alongside outcomes and professional judgement.  

  
 For the purpose of the bi-annual staffing reviews, a benchmark of RN: HCA ratio of 65:35 has been utilised within the SNCT for adult inpatient 

wards. It should be noted that the gold standard would be a mix of 70% RN to 30% HCA. Evidence suggests that increasing RNs within a 
ward skill mix reduces mortality and increases patient safety and quality of care. (Aiken et al 2010, 2013, 2016, 2018, Ball et al 2018, Blegan 
et al 2011, Estabrook et al 2005, Griffiths et al 2016, RCN 2021). However, where a ward has a usual higher dependency rather than acuity 
need, it is accepted the ratio may need change. Current acuity/dependency scoring across medicine and surgery show a higher dependency 
(1b) of patients in September/October 2024 and across all census in 2024, and as such templates currently reflect a ratio with higher levels 
of HCA. As recommended by the Clinical Workforce lead in the Safer Staffing Faculty in NHSE, any recommended changes in establishments 
which results in a ratio of less than 65:35 ratio of RN:HCA will require a Quality Impact Assessment (QIA). 
 

            2.2.2 Adult Inpatient Wards SNCT % 
  
The overall average percentage data for all adult wards for the SNCT in 2024 is shown below. The main acuity of patients is stable requiring 
ward care (Level 0) or stable and dependent (Level 1B), with 43.6% and 45.83% respectively in October 2024.  

 
Table 4 – average acuity by census 2024 
  
  Empty 

Beds 
Patient Acuity 
Level 0 

Patient Acuity 
Level 1a 

Patient Acuity 
Level 1b 

Patient Acuity 
Level 1c 

Patient Acuity 
Level 1d 

Patient Acuity 
Level 2 

Patient Acuity 
Level 3 

Sept/Oct 24 2.72 43.6 6.52 45.83 0.87 0.82 1.31 0 

Jun/Jul 24 1.93 43.65 5.96 44.97 1.4 1.18 1.61 0 

Jan/Feb 24 1.69 43.95 8.44 44.62 0.56 0.04 1.69 0.00 

  
 



 

 
 

2.2.3 Surgery, Anaesthetics and Cancer Wards SNCT Establishment Review Sept/Oct 2024 
 
Data collected for the surgical areas (Chart 2) shows the highest proportion of patients recorded was 1b category (stable dependent patients). 
Comparison to the June 2024 census shows that there had been a decrease in Level 1b patients and an increase in  Level 0 and slight 
increase in 1a patients. The number of patients requiring 1:1 care (1c) has decreased slightly since June but is higher than January which we 
previously noted was an outlier month in relation to ECS requirements.  

.  

Chart 2 -SAC Average acuity by census period.  
 

 
 

Table 5 - SAC Average acuity by census period. 
 

SAC 2024 
Empty 
Bed 

Patient 
Acuity 
Level 0 

Patient 
Acuity 
Level 1a 

Patient 
Acuity 
Level 1b 

Patient 
Acuity 
Level 1c 

Patient 
Acuity 
Level 1d 

Patient 
Acuity 
Level 2 

Patient 
Acuity 
Level 3  

Jan/Feb  1.17 39.68 14.25 43.92 0.28 0.06 0.06 0  

Jun/Jul  1.2 34.6 7.66 52.87 1.51 0.01 0.01 0  

Sept/Oct 1.56 38.1 8.55 49.78 1.33 0 0.19 0  
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In 2024, bed-base changes include Ward 23 Oncology which has increased beds from 22 to 30. A further function change has seen the 
assessment area utilised for chemotherapy due to no capacity in the chemo day unit. Currently staffing for the assessment area is being used 
to partly fund the additional beds that are open as escalation but require funding as part of the substantive bed base. This is reflected in the 
increased acuity reported via the SNCT census and recommended associated staffing levels. 
 
Ward 5 was not operating as an inpatient ward and was excluded from the SNCT census in 2024. It has recently change ward function from 
day case to elective orthopaedic surgery and will be included in audits in 2025.  
 
The acute assessment areas on the Trauma and Orthopaedic ward at RSH (Ward 32 AOTU), funded through the SDEC business case is in 
operation. However, this is currently on Ward 32 rather than the original allocated space on Ward 31 and so not all the funded establishment 
is being used as this is a temporary plan. The QIA is to be updated to reflect this. The staffing skill mix for Ward 31, although funded will need 
to be signed off when it opens.  
 
Ward 4 Trauma and Orthopaedics has also opened an assessment area; this is not funded through the SDEC business case. Daytime staffing 
is covered by the ward and trauma nurse, so no additional staffing is required. Night cover requires an additional RN, which is not funded. The 
establishment review has proposed moving staffing and budget from the revised Ward 5 template which had been reduced due to a bed-base 
reduction follow relocation from Ward 36. Therefore, this additional nurse on nights for the Ward 4 assessment area is cost neutral. The Ward 
4 SNCT acuity results for the last 3 census has shown that the workforce required for the acuity of patients is above funded establishment and 
the Divisions request based on triangulation of all data for the establishment review was for this additional RN on nights. This RN will support 
ward inpatient care as well as manage the small assessment area which is 1 bed or 2 seats. 
 
Ward 8 patient acuity has increased with a number of outliers (orthopaedic and medical) placed on the ward. Previously before the opening of 
the elective hub in July 2023 the ward utilised beds for day case activity. This change has reflected in the October audit. There has also been 
a reduction in complex head and neck cases admitted to the ward and discussions are ongoing regards further plans for this type of surgery. 
No final decisions have been made in relation to service changes. Some variation in SNCT recommended staffing levels is noted with this 
change in ward function, however no recommended changes are proposed at this time. The budgeted staffing is above recommended SNCT 
but is noted the ward is now admitting a number of patients daily for surgery via their treatment room and waiting area due to lack of surgical 
admission suite. The ward staff are being utilised to admit and prepare patients for surgery in addition to ward normal work. Also, regular ward 
attenders utilise the treatment room in an effort to decompress emergency departments. This has meant the ward are having to flexibly use 
staff to support these additional patients which workload is not included in the SNCT audit.  
 
Triangulation as part of the establishment reviews for Ward 25 concluded that the senior divisional staff were assured by the staffing in their 
areas and no recommendations for change made other than the ward manager on ward 25 requesting that the band 6 on nights at the weekend 
was redeployed to weekdays to support education and staff supervision.  
 
Ward 37 is based in a new modular ward which has a big footfall. On opening the ward, the template was set that took into consideration the 
large space. The SNCT audits in 2024 have consistently shown the required staffing level is well below the budget and the team has proposed 



 

 
 

changes to the way they work which reflects their gained understanding of working in the environment and applying professional judgment to 
take into consideration the need for additional staff to support patient care in side rooms where there is poor visibility, a reduction of one RN 
per shift is proposed with no changes to numbers of healthcare assistants. This ward has not been in line with others in relation to skill mix 
and has less budgeted WTE Band 6. It is also recommended due to challenges that ward has including IPC outbreaks the band 6 staffing 
should match other similar wards through skill mix change as it will support the oversight of IPC practices and maintaining clean environment.   
 
The Surgical Assessment Unit current budget reflects the clinic/assessment as well as the ward area. Stratification of the budget since the last 
census has allowed a comparison with the SNCT. Currently the SNCT recommended WTE is greater than budget for inpatient beds however 
it was felt by the Divisional Director of Nursing the greater risks is in the assessment area due to significant increase in activity in the day and 
particularly at night. An exercise to map staffing against activity, analyse acuity and case mix will be completed early 2025 to ensure the staffing 
provision meets the peaks in demand and area is safely staffed due to an increase in numbers of patients waiting for long periods in treatment 
rooms and seats and not just in bays alongside an increase in planned returns and night-time activity now similar to days.   
 
 
2.2.4 Medicine and Emergency Care Wards SNCT Establishment Review September/October 2024 
 
Data collected for the medical ward areas show the highest proportion of patients fall into the level 0 (stable - normal ward care) and 1b 
categories (stable dependent patients). Seasonally, there are higher numbers of dependent patients across the winter months.  
 
Chart 3 -MEC Average acuity by census period.  
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Table 6 – MEC acuity by census period 
 

MEC 2024 
Empty 
Bed 

Patient 
Acuity 
Level 0 

Patient 
Acuity 
Level 

1a 

Patient 
Acuity 
Level 

1b 

Patient 
Acuity 
Level 

1c 

Patient 
Acuity 
Level 

1d 

Patient 
Acuity 
Level 2 

Patient 
Acuity 
Level 3 

 
Jan/Feb 1.57 39.73 5.69 49.54 0.66 0.04 2.84 0  

Jun/Jul 1.47 44.3 5.44 45.04 1.48 1.76 2.36 0  

Sept/Oct 2.13 43.41 5.76 47.56 0.76 0.03 1.64 0.01  

 
In 2024, a function change to ward 7 has seen a significant change in patient needs. Ward 7 previously a cardiology/endocrine ward is now 
endocrine/general medicine. Approximately half the ward scored as stable with low acuity, this has now changed to 80% of the patients 
dependent on nursing care. This now reflects in recommendations for staffing. Ward 7 now has the highest recommended WTE for similar 
wards at PRH, with the other medical wards having a higher level of planned staffing. Staff feedback from staff is the nights are particularly 
challenging. Fill rates are good for this area but reflect decisions to ensure patient care is not impacted with change in acuity by agreeing 
agency cover where there are gaps.  It is recommended the ward template is increased by 1 RN and 1 HCA on nights, with the minimum 
being increasing the RN on nights in line with other similar wards and due to impact of increase in dependent patients with ward function 
change. 
 
Ward 17 showed a consistent acuity below budget across 2024. Work had been undertaken in relation to the location of patients receiving 
NIV following a patient safety incident. The patients requiring enhanced respiratory support are cohorted which has supported how the ward 
works with staff to patient ratio and delivery of level 2 care. The ward is budgeted for 4 level 2 beds. It was noted from an acuity perspective 
the ward is consistently working below budget with SNCT recommending less staffing. Following triangulation and consideration of 
professional judgement the recommendations are for reducing of 1 HCA day and night. 
 
With regards to Ward 15/16, Stroke unit there are currently 2 ward managers in the budgeted establishment however, one ward manager 
leads both wards. Recommendations from the meeting are for one of the Band 7 roles to be removed as it is not required. Ward 15 and 16 
are separated across a corridor, with 16 operating as acute with some level 2 care and enhanced monitoring requirements. Ward 15 has a 
higher dependency of patients with rehabilitation needs. The SNCT audits were completed for each area separately and budget stratified by 
ward. Recommendations made as part of the establishment review were to reduce the daytime HCA shift by 1 on ward 16.  
 
In 2024, Ward 10 Short Stay was relocated from ward 9. These wards mirror each other from an environmental perspective so no change in 
how ward works apart from location. This decision was made to support plans for expansion of AMU at a point in the future. Ward 10 Short 
Stay had been operating as a general medical ward, and changes have progressed to ensure it is operating as short stay medical model. The 
last 2 census periods reflect changes in acuity in line with the operational model. The recommendations are for a change in staffing in line 



 

 
 

with the SNCT census which shows a higher number of patients requiring level 0 care and a reduction in patients requiring level 1b care. This 
recommended change is to reduce healthcare assistants by 1 during the day.  
 
The SNCT was completed for the AMU inpatient beds and as per previously noted for SAU review, an exercise to map staffing against activity, 
analyse acuity and case mix will be completed early 2025 to ensure the staffing provision meets demand for the seated and trolley areas. The 
team work flexibly across the ward and the assessment areas, and the budget has been stratified so a comparison can be made of staffing 
requirements against function.  The currently flow through emergency departments is impacting on assessment areas with increased waiting 
times in assessment portals. It was noted that this area is having to care for additional patients on the corridor on a regular occasion which is 
not included in the staffing template. No changes are proposed for this area following this review. 
 
Following the last establishment review for ward 35, conversations with the fire officer have progressed with agreement to changes in staffing 
to maintain standards for fire safety. Ward 35 is located in the Copthorne building and without other areas open at night higher staffing levels 
were higher to meet standards in case of evacuation. With the opening of the community ward in the same building the staffing levels can be 
revised as additional support can be provided from Ward 18 is case of incident, however this still requires sign off by the fire officer. 
Considering this change, the ward SNCT recommendations are below budget for this area. Importantly, professional judgement identifies 
challenges for the area which include travel through a tunnel with patients into the main hospital, fire regulations, ward attenders for renal line 
insertions/biopsies, nurse support across the site for patients in other areas requiring peritoneal dialysis. These additional elements will require 
staffing above the SNCT recommendations, and these elements have been considered with recommendations for this area which include a 
reduction in staffing for days and nights with 1NA on days and 1 HCA on nights, pending fire officer approval.   

 
Ward 28, bed based has formally changed to include was previously escalation beds to ward beds. has changed over the year to include 
annex which was escalation capacity as part of ward bed base. A criterion for admission to these beds remains as the area is physically 
separated by door and is isolated from the main ward.  Staffing for this area is now included in ward budget rather than funded as escalation 
capacity. Changes implements in June 2024 saw a pilot of a frailty assessment unit (FAU) on ward 28. The opening of the area has changed 
the ward bed base as one 6-bedded bay now houses trollies and seats as an assessment area to allow the multidisciplinary team to perform 
a comprehensive geriatric for patients who had presented to the emergency departments.  The SNCT completed in June/July and 
September/October 2024 was based on the new ward function. No recommendations were made for ward changes apart from staff previously 
allocated to inpatient beds now supporting the assessment area. It is recommended 1 RN and 1 HCA on days and 1 RN on nights is moved 
from the ward template to the assessment area. It is also recommended the skills of the registered nurse in the assessment area are enhanced 
as they are co-ordinating care of patients in the frailty assessment area this this change would also require uplift of the registered nurse from 
Band 5 to a Band 6.    
 
Ward 27 SNCT recommendations consistently support that the requirements are higher than the funded establishment. The application of 
clinical judgement by the ward manager and matron outline that the ward is a heavy ward, with a high proportion of dependent patients with 
DoLs and the requirements for cohorting and ECS. The Division feel that this requires an additional HCSW 24/7. Having reviewed  SNCT 
data and triangulated this the recommendation is for an additional HCSW on night duties to support with care and the visibility of the high 
number of vulnerable patients cared for on this ward.  



 

 
 

 
Ward 9 (previously ward 10 in January census) recommendations are similar to Ward 28 as this area opened a Frailty Assessment Unit in 
July with conversion of a bedded bay into an assessment area with trollies and seats. The staffing model for the FAU is the same as ward 28 
with a RN required day and night and a HCA in the day. Changes to the ward template are required to reflect the staff now working in the 
assessment area rather than ward and a recommendation for the uplift from Band 5 to band 6 to reflect the responsibility in co-ordinating the 
care in the FAU.  
 
Ward 6/CCU is staffed for 23 beds, 10 of which are level 2 care. It was noted in the professional judgement conversations that capacity is not 
utilised fully which does allow some flex in staffing to support the emergency department. No recommendations have been made for changes 
in the staffing template at this time, however it is requested an operational review of level 2 beds requirements is undertaken for 2025/26.   
 
Ward 11 SNCT audit recommendation was above the budget for this area. Professional judgment discussion recognised the challenges with 
recruitment and vacancies, and it was felt once recruited this will should improve how the ward feels. Recruitment of registered nurses has 
improved, but HCA vacancies and the number of unfilled temporary staffing requests is creating some challenge for the ward. It was noted 
that falls had been impacted by staffing gaps as the HCA’s are splitting themselves across bays. No recommendations have been made to 
change the template at this time, however the senior divisional nurse noted the priority is to support recruitment to HCA and vacant band 6 
post as this will make a difference to how the ward feels.  
 
Ward 24 shows a consistent acuity below budget across 2024. The ward is budgeted for 6 level 2 beds and support patients requiring 
enhanced respiratory support. It is felt from a nursing perspective no changes to registered nurse staffing levels are required as the ward 
should operate with a higher level of registered staff. Professional judgement discussions would support changes to template in the reduction 
of health care assistants, so it is recommended a reduction is made of 1 HCA day and night. 
 
No changes were recommended for ward 26 at this establishment review. The skill mix for the ward was below national recommendations, 
and QIA is required as the registered to non-registered staff fell below 65/35. The ward has seen a change in specialities with 6 beds now 
general medicine, 16 beds renal and 15 beds endocrine. Due to the number of medical teams and rotation of consultants the priority is to 
ensure Band 6 shifts are covered to provide senior presence.   
 
The Acute Floor at RSH opened in December 2022 and more recently the enhanced care area with monitored bed capacity in AMA has 
opened. SDEC has also recently relocated to Ward 21 due to HTP planned estates work. The current budgets incorporate AMA, AMU, and 
SDEC, attempts have been made to the budget to be stratified by area to allow for comparison with SNCT. It was noted the budgeted 
templates have not been reflected correctly on the roster. AMU was noted to be budgeted for 4 HCA but only 3 were on the roster template. 
The budget for AMU is above the SNCT recommendations for 3 census periods. Professional judgment conversations noted the Band 6 co-
ordinator based in AMU oversaw flow in beds across the acute floor as a whole, taking this into consideration and AMU has been able to 
move a HCA support AMA the recommendation is to redeploy 1 HCA day and night to AMA. As the Band 6 is responsible for flow across the 
acute floor taking calls from the site manager it was felt this impacts senior oversight of patients on AMU. A skill mix change of an RN to B6 
during the day would provide support for the nursing team when the co-ordinator is elsewhere supporting flow.  



 

 
 

 
A recent test of change process has seen changes in AMA in that one bay has converted to trolleys. The SNCT was completed on AMA on 
the enhanced care bays and 2 further bedded bays. The department also has further seated area and alongside the trolley bays were not 
included in the SNCT audit. As previously noted in SAU and AMU PRH, AMA RSH will undergo the same process for the assessment of 
activity across the day and will be considered against the staffing model. The activity through the assessment areas has increased and with 
delays to patient admissions noted with patient being held in the assessment areas for significant amounts of time. Staff have reported a high 
acuity are directly admitted to the area. Some further work to understand the acuity is required, although this cannot be completed using the 
SNCT some analysis of care required will be undertaken. Professional judgement conversations highlighted the challenges of the current 
staffing model for the bedded area. A HCA has been moved regularly from AMU to AMA due to flow through this area. It is recommended 
that a proposed reduction in HCA on the AMU template is reflected as an increase on AMA. This would formalise what is happening informally 
in practice aligning budgets and roster templates.  
 
Ward 22 short stay has consistently had an SNCT recorded below the budget. Professional judgement conversations highlighted that despite 
staff support operating a discharge area for the acute floor in the day there was still capacity to make an amendment to budgets. The discharge 
area was not included in the SNCT recommended staffing FTE. The recommendation for ward 22 was to reduce the HCA staffing by 1 during 
the day.  

 
         2.2.5 Women and Children (Ward 14 Gynae and Ward19 Paediatrics Establishment Review 
          September/October 2024   
 

Chart 4 – Ward 14 Average acuity by census period. 
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Table 6 – ward 14 acuity by census period 
 

Ward 14 
Empty 
Bed 

Patient 
Acuity 
Level 
0 

Patient 
Acuity 
Level 
1a 

Patient 
Acuity 
Level 
1b 

Patient 
Acuity 
Level 
1c 

Patient 
Acuity 
Level 
1d 

Patient 
Acuity 
Level 
2 

Patient 
Acuity 
Level 
3  

Jan/Feb  0.51 85.42 3.13 10.68 0.26 0 0 0  

Jun/Jul  0.83 89.17 0 10.83 0 0 0 0  

Sept/Oct 5 92.5 0 2.5 0 0 0 0  

 
Ward 14 has a small bed base, and it is recognised by the Shelford group who developed the audit tool smaller wards do may not be able to 
match the SNCT recommendations. Indeed, the audits undertaken all recommended a registered nurse level below the national requirements 
of minimum of two register nurses per shift and thus templates need to reflect these standards and will be above recommendations. The 
budgeted WTE has been reviewed and it is recommended ward 14 reduced the daytime healthcare assistant cover from two long days to one 
long day and an early shift. The ward does have some orthopaedic outliers and does take patients regularly into the treatment room, however 
changes in case mix and additional patients can be absorbed with the current template. It is noted that although the co-ordinator is in ward 14 
budget the senior nurse is also responsible for GATU and will flexibly work across the departments. The recommendation from the SNCT is to 
remove 1 band 6. 
 
There is some work being undertaken in relation to the possible provision and model for GATU on Sundays as currently it doesn’t open. Breast 
reconstruction is currently still included in the ward budget with additional staff on theatre days, there has not been any activity for a significant 
period so the Division was asked to clarify operational plans as this may mean a small reduction in staffing and associated saving, which could 
be used to fund/staff additional GATU hours. 
 

 
Paediatrics 

 
Chart 5 – Ward 19 -   Average acuity by census period. 
 



 

 
 

 
 

 
Table 7 – Ward 19 acuity by census period 
 

Ward 19 
Empty 
Bed (%) 

Patient 
Acuity 
Level 0 
(%) 

Patient 
Acuity 
Level 1a 
(%) 

Patient 
Acuity 
Level 1b 
(%) 

Patient 
Acuity 
Level 2 
(%) 

Patient 
Acuity 
Level 3 
(%)  

Jan/Feb  3.98 84.3 3.6 7.7 0.2 0.1  

Jun/Jul  13.93 72.12 5.45 8.18 0.3 0  

Sept/Oct 17.27 62.12 6.97 13.33 0.3 0  

 
The department has been working on a reduced bed base with closed beds throughout 2024 due to vacancies and recruitment challenges 
significantly below template. A robust workforce plan has seen significant improvement in substantive employment of children registered 
nurses and further opportunities to align staffing to variations in activity across the season periods have been considered in the development 
of a summer and winder template. In winter months the department see an increase in admissions and is required to open beds that have 
been closed across the summer months. Analysis of demand across the last 4 years has seen the development of seasonal template which 
would also support the increase of staff in winter in the children’s assessment area without increasing staffing costs and potentially offering 
some savings.     
 

0

10

20

30

40

50

60

70

80

90

Empty Bed Patient Acuity
Level 0

Patient Acuity
Level 1a

Patient Acuity
Level 1b

Patient Acuity
Level 2

Patient Acuity
Level 3

Ward 19 - average acuity %) by census period 
2024

Jan/Feb Jun/Jul Sept/Oct



 

 
 

It is noted SNCT audits completed in 2024 identify higher levels of empty beds outside winter period. With closure of beds outside the peak 
periods the SNCT recommendations would likely vary in future audits and with closure of beds the recommended staffing will be considered 
intime with proposed template variations.  Stratification of the paediatric budget prior to this establishment review has allowed for a direct 
comparison of recommended WTE with current staffing template.  

 
 
Definition of staffing levels for children and young person’s services is clearly articulated in Royal College of Nursing Guidance and provides 

an indicative baseline day and night for nurse-to-patient ratios as follows: 

• Level 3 critical care = 1:1 

• Level 2 critical care = 1:2 

• Level 1 critical care = 1:3 

• Ward care = 1:4 if the children are over 2 years old 

• Ward care = 1:3 if the child is under 2 years old. 

In addition, RCN guidance recommends an uplift of 25%. National Quality Board Guidance (NQB) further recommends uplifts may require 
adjustment as paediatric wards tend to attract a younger workforce and have a higher level of parenting leave. The average percentage leave 
required should be reflected in uplift and workforce plans. Guidance also advocates for establishments setting to include time for interhospital 
transfers of paediatric patients, support outreach of registered children’s nurses into areas, such as emergency departments, and consider 
the impact nursing children and adolescents in a ward area with mental health has on staffing. (Royal College Nursing, 2013; National Quality 
Board, 2018) 
 
Recommendations of the establishment review are to support the proposal of seasonal template which reduces WTE by 6.8, . 
 
2.2.6 Emergency Department Establishment Review September/October 2024   

 
 Chart 6 -   ED Average acuity by census period. 

 



 

 
 

 
 

Table 8 – ED  acuity by census period 
 

 Patient 
Acuity 
Level 
0 

Patient 
Acuity 
Level 
1a 

Patient 
Acuity 
Level 
1b 

Patient 
Acuity 
Level 
1c 

Patient 
Acuity 
Level 
2 

Patient 
Acuity 
Level 
3  

RSH Feb  51.9 19.7 22.2 6.6 1.6 0 

RSH Jul  50.3 19.3 20.3 8.3 1.5 0.4 

RSH Oct 53.9 20.6 20.1 4.6 0.6 0.1 

PRH Feb 55 20.6 11.2 11.4 1.7 0 

PRH Jul 60 13.1 13.6 10.9 2.1 0.2 

PRH Oct 59.3 22.9 13.5 3.7 0.7 0 

 
 

The current SNCT tool for ED expects that patients will have been admitted or discharged within 12 hours so there is no current provision in 

the tool for patients in the department for greater than 12 hours. The SNCT ED tool is currently under review by the national team given the 

need to consider patients who are in the ED department in excess of 12 hours as this is occurring nationally.  Conversation with regional 

Safer Staffing Fellows highlights the same issues with capturing the workload associated with 12 hours plus patients and no current national 

guidance is currently given as to how this workload is captured/equated. 
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The outputs of the SNCT tool show that without taking professional judgement into consideration the current budgets are well in excess of 

the SNCT recommendations but do not reflect the workload in the department and challenges with delivering care.   

Layering on the additional work of patients waiting in the emergency department for admission it is recognised that 30-40 patients waiting for 

admission are held in the emergency departments. The departments can often site at 200% occupancy which disables the ED from working 

effectively. 

During a previous census period the acuity of the additional patients was analysed, and it was noted the patients required a higher level of 

nursing support than the patients having ED care where the majority are stable. The environment is challenging to care for the additional 

patients and still operate normally. Cohorting of confused and risk of falls patients has been difficult with an increased requirements and 

request for staff to support patients requiring 1:1. This was not undertaken in the current census on the advice of the National Clinical Lead 

for Workforce.    

Waiting rooms can have high number of patients that need observations. At PRH, a nursing during peak times in the department will work 

differently and will deploy a nurse from fit to sit to the waiting room to ensure patients have timely observations and care.  Additional patients 

can be managed on corridors and support is sought regularly from wards to provide nurse and HCA to when corridor care is being delivered. 

The navigator will review patients on ambulances and treatments may be initiated for patients waiting outside the emergency departments 

with staff from the ambulance receiving areas supporting the care of patients in the ambulances waiting to be admitted. This is an additional 

pull on the staff member duties taking them outside the ED department for significant periods of time.  

Professional judgement considerations in relation to the environment particularly at RSH, which includes small, isolated areas and the corridor 

care at both sites need to be included, which impact on the quality challenges.  

No changes to the templates are recommended at this time however it is recognised that the department will need to adapt and work 

differently.  

 



 

 
 



 

Appendix 2: Developing Workforce Safeguards Gap Analysis and Action Plan 
 

 



 

 
 

 
 
 



 

 
 

 
 
 



 

 
 

 

 
 


