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FOR MORE THAN 15 YEARS, I’ve been advocating
for healthcare leaders to replace the term “opin-
ion-based” with “evidence-based.” Too often, I’ve
heard, “In my opinion, we should do the follow-
ing.” Whether the speaker is referring to leader-
ship or clinical practice, we hear “In my opinion”
far too often.   

When discussing staffing and staffing systems,
we need to focus on “evidence-based” instead of
“in my opinion.” Multiple well-designed research
studies provide evidence that patient assignments
should be based on patient acuity rather than sim-
ply the total number of patients. 

Why acuity-base staffing? 
The definition of acuity includes words like in-
sight, keen, sharp, and alert. The complexity of
patient care calls for staffing systems defined by
those very words—systems created to support new
ways to align nursing talent with patient and fami-
ly needs. Traditional staffing methods based on
the midnight census are quickly becoming obso-
lete. Those systems falsely assume all patients are
average and all nurses are similar in terms of com-
petency and talent. 

Staffing isn’t typically associated with the root
cause of healthcare challenges, such as razor-thin
profit margins, high staff and leader turnover, and
low patient satisfaction levels. But long-term suc-
cess for managing these issues hinges on appro-
priate staffing and avoiding nurse-patient assign-
ment inequity. High turnover at every level and
low patient satisfaction are well-established mark-
ers for financial disaster, whether in health care or
any other industry. One of the drivers for both
turnover and satisfaction levels is frontline
staffing. And no healthcare segment is exempt
from experiencing this reality, whether it’s acute
care, long-term care, ambulatory care, or any oth-
er setting.

Why now? 
Systems used to organize and measure nursing
services haven’t changed much over 60+ years.

Most of them use volume-based, reimbursement-
driven methods to allot staff for care. They don’t
consider variations in physical layout of the care
environment, nursing competency and skill levels,
or fluctuations in intensity of patient care needed.  

In addition, nursing care is invisible, and good
nursing care is hard to measure. It’s often thought
of simply as bad things not happening. These
days, what’s measured are sentinel events and un-
intended incidents. 

The good news
Fortunately, published research, implementation of
evidence-based practices, and guidance from cred-
ible experts are guiding the paths to change. As-
signing nurses to patients based on ever-changing
care demands is becoming easier, thanks to ad-
vances in electronic automated systems, outcomes
analysis, and the ability to measure nursing care
value. Nursing business intelligence is being in-
formed by big data and a greater understanding of
the individual nurse-patient encounter.  

I’m excited to see the advent of performance-
based nursing care that better supports what pa-
tients need, when they need it. Such care is
shaped by new evidence and real-time electronic
technology, intersecting at a time when these
things are urgently needed. Creating the platform
for ensuring that the best nursing care is provided
in the best care setting at the lowest cost can’t
happen soon enough. When it does, “average”
will be used only as a math term, not a staffing
method. And every patient, every family, every
patient, and every nurse will win.
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For more information on acuity-based staffing,
read “Practical steps for applying acuity-based
staffing” on page 30.
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