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· My name is Dr. Joan Vitello. I am currently the President of the Organization of Nurse Leaders and one of the Associate Chief Nurses at Brigham and Women’s Hospital. 
· I also served as the former President of the American Association of Critical Care Nurses. 
· I am a Registered Nurse with 38 years of experience and have cared for all types of intensive care patients. When caring for these patients we used the census – or the number of patients – as a measure of our workload. Thus, ICU staffing was based on Nursing Hours Per Patient Day – which is the number of nursing care hours provided in an ICU, divided by the number of patients on that unit for 24-hours. The range for most ICUs was 15-20 direct care hours.

· Over the years we realized that nursing workload did not only mean the number of patients but their condition and, equally more important, our patient’s age, social, economic, spiritual, pyschological background, and co-morbidities (or multiple illnesses that present at one time). Thus we saw the emergence of patient classification systems. These systems were developed to determine the number and skill mix of the nursing staff based on the number of the patients and their level of acuity. 
· Nursing workload or Nursing Intensity is the needed time spent with patients “titrating” or slowly increasing or decreasing potent IV medications, monitoring vital signs, and providing emotional and spiritual support to patients and their families along with patient and family education.
· Patient acuity is defined as the level of need of individual patients – monitoring their blood flow, or assessing their ability to carry out basic daily needs. Acuity and volume are combined and termed workload and are now measured in about 11 commercial Patient Classification systems. 
· Our Quadramed Patient Classification system at the Brigham helps guide staffing. In fact, our hours per workload index known as HPWI helps us project the numbers of both RN’s and Patient Care Assistants to assign on any given shift in any given day in our ICU’s. However the acuity varies if you are a patient in our burn trauma ICU or in the CCU. This is how dynamic staffing can be just within one hospital. 
Other factors that need to go into account when assessing HPWI are PATIENT factors such as the homogeneity of the patients in an ICU—that is, not everyone has the same admitting diagnosis; some are just awaiting placement in another less acute area; STAFF FACTORS such as experience and level of competency ; SUPPORT FACTORS such as Physician presence and other ancillary services; STRUCTURE FACTORS such as physical layout, supplies, technologies and LOGISTIC FACTORS such as patient turnover and minimal staffing.
 
· The bottom line of all of this is that patient care is complex and patient care in an ICU is extremely complex.  These Patient Classification systems will never replace the need for a nurse manager to choreograph the flow in the ICU, in collaboration with staff nurses.
· These acuity systems tell us something about the patient but nothing about the nurse, the environment, support systems and the collaborative practice expectations.
 
· Nurse managers have the judgment to know their staff’s competencies, the availability of support services such as respiratory therapists, physical therapists, and  pharmacists.
In the end, these nursing leaders match the severity and illness needs of the patient with the knowledge, skills and abilities of the ICU nurse as part of the ICU team and most importantly ensure that we have the right patient with the right nurse providing the right care. Our patients deserve no less!
Thank you for the opportunity to share my insights.
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