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Introduction 

Greater adoption of Health Information Technology (HIT) provides 

opportunities to use electronic Staffing and Patient 

Classification/Acuity systems to go beyond inflexible ratios; and gives 

visibility to factors influencing staffing needs such as varying levels of 

patient care requirements, nursing skill mix, and patient assignments.1  

This resource will walk through three key concepts to consider when 

evaluating software solutions: Workforce Management (Staffing) 

Systems, Patient Classification/Acuity Systems, and the Request for 

Proposal (RFP) process. 

======================================================= 

Workforce Management 

Principles, Values, Responsibilities: 

Staffing impacts the ability of all nurses to deliver safe, quality care at 

every practice level and in all practice settings: 

 Nursing care delivery is multifaceted 

 Appropriate nurse staffing determination is complex1,2  

Nurses have a professional duty to be knowledgeable about staffing, 

its processes and organizational functions, 

as part of their responsibility to patients. 

While nurse managers and other leaders 

may be accountable to their organization 

for nurse staffing, all nurses are 

accountable to their patients and 

profession.3  

 Nurse leaders seek to make 

appropriate staffing assignments by 

matching resources to patients 

based on3: 
 



  

o patient care needs 

o staff skill mix 

o education 

o competencies 

o unit variables  

 Much of the process can be automated1  

Today, everyone from the CNO to the frontline nurse must 

understand the relationship between staffing, cost, and patient, staff 

and organizational outcomes. 

There are four phases to the staffing process:  

 Forecasting (includes budgeting and planning) 

 Scheduling 

 Staffing 

 Improving (monitoring and analyzing outcomes) 

 Scheduling and staffing operationalize the budget plan, while the 

process of improving and adjusting based on this analysis ensures the 

delivery of safe quality care in a cost effective manner. 

Staffing and scheduling systems ease every phase of the process: 

 Systems translate policies, staffing data and evidence into 

business rules to drive schedule creation 

 Automated systems assist in promoting staff satisfaction 

surrounding perceptions of fairness for the actual work schedule 

along with the process used to generate that schedule4  

 Systems facilitate effective communication, active staff 

participation and increase staff autonomy and satisfaction 

 Systems alert managers of variances and urgent staffing issues, 

and provide dashboards and reports that help monitor 

productivity 



  

 Systems simplify and automate the processes that increase 

efficiency and provide reliable and valid data to decision-makers 

across many units/departments and settings  

======================================================= 

Forecasting: Shape a plan for current and future operational 

requirements by analyzing organizational structure and policies, 

operational variables, and staffing data. 

 



  

Scheduling: Determine a set number and type of staff to be 

allocated for an anticipated workload and defined future time 

period, typically four to twelve weeks. Translate budget and forecast 

into a tactical plan for meeting expected patient volumes, service 

and care requirements. 

 



  

Staffing: Day-to-day operations that assess and determine the shift 

allocation of nursing resources to ensure adequate staffing on each 

shift and unit/department. Typically occurs within 4 to 48 hours of the 

work shift. 

 



  

Improving: Monitor, analyze and evaluate staffing actions to plan in 

real-time, near-time and retrospective intervals. Identify trends and 

patterns that inform and refine scheduling and forecast planning. 

 

======================================================= 

Patient Classification/Acuity Systems 

Background 

Determining the right number and type of nursing staff required to 

meet patient care needs historically is viewed as the foundation of 



  

workforce management systems5, 6.  From Florence Nightingale’s 

initial efforts to assign patients to particular wards based on severity 

of illness7 to more focused studies from the 1960’s forward, the need 

for accurate data on patient care requirements has continued to 

grow. 

 Data impact all aspects of workforce management: 

o Forecasting 

o Scheduling 

o Staffing 

o Improving 

 Directly affects patient care quality, safety, and effectiveness 

by compensating for shift variations in care needs  

 “A growing body of evidence shows that patient acuity-driven 

staffing is an effective way to optimize nurse staffing to 

improve patient outcomes and promote clinical and 

organizational excellence”8. 

Terminology  

The term Patient Classification Systems refers to measurement 

systems in nursing that reflect actual patient care needs for staffing 

purposes.  The term also is referred to as Acuity Systems, although the 

concept of “Acuity” denotes unidimensional illness severity in the 

medical sense.  A literature review demonstrates that the majority of 

the nursing community continues to prefer the more inclusive term 

Patient Classification to reflect the broader bio-psycho-social-

spiritual mandate of nursing. Therefore, for purposes of this discussion, 

the term Patient Classification/Acuity System is used. 

Operational Definition 

A Patient Classification/Acuity System (PCAS) is defined as “the 

methods and processes of determining, validating and monitoring 

individual patient/family care requirements over time in order to 



  

assist in such determinations as: unit staffing, patient assignments, 

case mix analysis, budget planning and defense, per patient cost of 

nursing services, variable billing and the maintenance of quality 

assurance standards”9: 

 Includes critical system elements as well as various ways the 

resulting data can be used.   

o  confirms that a tool or measure with rules and definitions 

is used to determine patient care requirements  

o includes processes for validating and monitoring the 

measure and its outcomes over time 

 PCAS data can be used for: 

o unit staffing 

o equal workload distribution 

o quality of care maintenance 

o budget development 

o costing out care 

o organizational processes 

Types of Patient Classification/Acuity System Measures 

Three basic types of PCAS tools can be identified, with different 

philosophical assumptions.  Each type defines nursing care for the 

organization and aims to capture the fluctuations in patient care 

requirements in a different way.  Each tool type is designed to 

connect to staffing and scheduling in various ways, with the goal of 

assuring the right number and type of staff needed to care for any 

given patient group. 

Prototype Tools 

The first type of PCAS measure is the Prototype approach. This 

method describes different patient care levels in general terms such 

as “Minimum, Moderate, or Maximum care” and is often 

accompanied by care levels, such as “1= Minimum Care, 2= 



  

Moderate Care, and 3= Maximum Care.” A brief description of the 

different care requirements at each level is usually provided as well.  

The determination of the patient care level is ultimately a subjective 

matching of the actual care needs with the prototype description 

that most closely matches the actual patient care requirements. As 

such, there is no actual tool that gets completed9, 10.  This approach 

has also been defined as “a descriptive method using several 

mutually exclusive and exhaustive categories of care”11.  

Staffing by patient ratios or grids can also be viewed as another 

Prototype approach. However, as Bolton and her colleagues 

pointed out, 12 fixed staffing numbers or ratios only identify minimum 

staffing levels and do not adjust for the ever changing nature of 

patient care needs. As such, ratios alone are insufficient for staffing 

purposes. 

Summative Task Tools 

The second major type of PCAS measure is known as the Summative 

Task approach. These measures are task and frequency-based and 

assume that patient care requirements are best expressed as the 

sum of a series of observable tasks and activities. Each task is 

assigned a weight or number of points that is ultimately expressed as 

an increment of time such as minutes or hours. Those minutes or 

hours are added up, converted to hours, and are used to project the 

number of staff that generally equate to those hours9, 10. 

Care Interaction Tools 

The third type of Patient Classification/Acuity measures are known as 

Care Interaction tools. This approach to PCAS is based on 

conceptually distinct categories of patient care requirements or 

attributes rather than on individual tasks or activities. The critical 

indicators associated with this type of measure assume that care 

needs are a function of a complex interaction between various 



  

bio/psycho/social/spiritual dimensions of care, including the “type, 

frequency, duration, and complexity of the particular patient care 

requirements” 9.  For example, the care needs on a particular tool 

might relate to cardiovascular function, mental status, social 

support, and ADLs. Care Interaction tools view patient care as 

greater than the simple sum of individual patient care tasks and as 

such require the greatest degree of professional judgement of the 

PCAS tool types9, 10 .  However, the broad scope of the care needs 

identified typically results in fewer indicators overall. 

Design Principles for Patient Classification/Acuity Systems 

Important Design Principles have been identified for PCAS13.  These 

Design Principles include the following:  

Validity and Reliability 

Validity and reliability are perhaps the most important yet 

misunderstood elements of the Design Principles. A Patient 

Classification/Acuity tool or measure is considered valid if it actually 

measures what it is designed to measure, and in this case that 

means different levels or amounts of patient care that vary in the 

predicted direction.  For example, assume that a nursing unit is using 

a 3 level PCAS tool, with level 1 representing minimum care, level 2 

indicating a moderate level of care, and a level 3 representing the 

maximum amount of care on a unit. If patient care is then studied 

and the results show that on average, patient care increases with 

each increase in patient care level, that result is direct evidence of 

validity.  So if a study then shows that level 1 patients get less care 

than other level patients, and a level 2 patient gets more than a 

level 1 but less care overall than level 3 patients, the tool is valid 

because that the care varies in the predicted directions. Using a 

Patient Classification/Acuity tool that does not have established 

validity is to be avoided at all costs because of the lack of credible 

evidence that the tool actually works, even when staff are using it 



  

correctly. Using invalid PCAS measures will result in erroneous and 

incomplete estimates of actual patient care requirements, 

potentially affecting projected staffing levels and the resulting care 

quality. Validity should always be well established using sound 

research methods when a tool is first developed and periodically 

thereafter. The moral and scientific responsibility to create valid tools 

falls to the developing organization, whether an individual hospital, 

healthcare system, or private company offering the PCAS on the 

open market.  

Reliability of a Patient Classification/Acuity tool means that if the 

measure is valid and being used correctly, the results of the ratings 

should be accurate and dependable.  For example, if three different 

nurses who all know the care requirements of a particular patient 

separately rated his care needs using the same valid Patient 

Classification/Acuity tool, they should all choose the same indicators 

and end up with the same patient rating. When a tool is 

dependable and you can count on the ratings being correct, it is 

considered to be reliable.  

It is also extremely important to understand the critical relationship 

between validity and reliability. A tool might start out with strong 

evidence of validity, but if it is used incorrectly, the ratings will 

become incorrect and thus unreliable. Unreliable ratings 

automatically render any PCAS tool invalid. This crucial relationship 

must be well understood from the start and form the basis for 

ongoing staff education and reliability and validity monitoring for 

PCAS tools and measures over time.  

The importance of validity and reliability for PCAS tools cannot be 

overstated. In fact, it has been observed that Patient 

Classification/Acuity System measures have all too often lacked 

evidence of validity and reliability9,10,14,15.  In order to assure that the 

PCAS tools used in healthcare are as sound as possible, the validity 



  

and reliability of these systems should be well established when it is 

initially developed and/or purchased, and the ongoing reliability of 

patient ratings should be assessed at least annually for every staff 

member rating patients with a given measure. In addition, a 

description of the research methods used to demonstrate validity 

and reliability should be provided and reviewed before 

implementation in a healthcare setting is seriously contemplated.  

Simplicity and Efficiency 

The need for simplicity and efficiency in a Patient 

Classification/Acuity System is critical to maintain overall system 

effectiveness and not add unnecessarily to nursing’s workload.  To 

that end is the scientific principle of parsimony, capturing the totality 

of care with as few indicators as possible, thereby achieving the 

gold standard of simplicity and elegance. Practically speaking, this 

means that more items or indicators on a tool are not necessarily 

better13. In fact, the Simplicity and Efficiency Design Principle can 

only be met by a PCAS tool “that is conceptually clear, concise, and 

time-efficient to use” 9, 10.   Simplicity, efficiency, and the visibility of 

the tool and its indicators ultimately drive the overall usefulness of the 

measure.  

PCAS measures that are embedded in the documentation systems 

of an electronic health record (EHR) are often in the background 

and not immediately visible to the nurse.  As with any type of PCAS 

under consideration, it is critical that the nursing members of the 

system selection team see a total listing of the tool indicators, the 

associated weighting scheme, as well as a full description of the 

methodology so that they understand exactly how the care levels 

are calculated.  Patient Classification/Acuity Systems should never 

be selected without this type of demonstration and level of 

understanding. This process will also assist in determining how much 

the system meets the Simplicity and Efficiency Design Principle. 



  

Objectivity 

Another important Design Principle to look for in a Patient 

Classification/Acuity System is that it should allow for ease in 

objective verification of tool ratings as well as the tool validation 

process13.  This can be best achieved by having someone with both 

nursing and measurement expertise involved in the development of 

the measure. 

Acceptability 

It has been observed that the acceptability of PCAS measures is 

important to colleagues both inside and outside the nursing 

department.   For members of the nursing team, acceptability is a 

function of how well the measure appears to capture the essence of 

nursing and patient care. This also implies the exercise of subjective 

nursing judgement in rating patient care needs13. When the Patient 

Classification/Acuity System is acceptable to nursing, acceptability 

in other critical departments such as Finance will occur as they are 

also educated about the system, how it can be used, the selection 

process and rationale, as well as ongoing system monitoring 

processes 9, 10.  The importance of this step is crucial to any 

healthcare  organization because of the important assertion that 

“valid and reliable PCAS’s define and defend the work of 

professional nursing practice, protect patients from complications, 

and decrease the vulnerability of nurse staffing to budget cuts”17. As 

such, the care indicators on a PCAS tool must be visible and 

represent the full scope of nursing practice and patient care. 

Tool Development 

It is essential that when a Patient Classification/Acuity System is under 

development that a registered nurse with doctoral level expertise in 

measurement methods or an RN working directly with someone with 

that expertise has been involved throughout the tool development 



  

process. This helps assure that patient care and nursing’s scope of 

practice are well understood and represented by the Patient 

Classification/Acuity measure.  It also assures stronger validity and 

reliability of the PCAS tool at the start. In addition, access to 

registered nurse clinical experts for feedback and testing throughout 

the development process is also critical if the system is to 

appropriately define nursing care and meet the intent of this critical 

Design Principle.   

Nursing Work 

This final Design Principle offered by Fasoli, Fincke, and Haddock13 is 

fundamental to a well-conceived, fully relevant Patient 

Classification/Acuity System for nursing.  This principle involves the 

common knowledge and central belief that nursing work is much 

greater than the simple sum of individual tasks. Keeping this core 

knowledge and understanding of the interactive nature of nursing 

practice in mind and making sure it is incorporated throughout the 

system development, application, and utilization phase will help 

assure a system that works for nursing, the organization, and the 

patients it serves. 

Keys to Successful Implementation 

In order to fully implement and maintain a Patient 

Classification/Acuity System so that it informs staffing decisions in the 

most complete way, eight Keys to Successful Implementation 

reflecting best practices in evidence-based leadership must be 

applied to the process9,10,18,19. The eight keys are: 

Commitment 

Creating and fostering high level commitment to make the system 

work as well as it possibly can at all levels of the organization is 

essential.  Starting with the nursing leadership team, enthusiasm can 

be encouraged by education about the system and how it can help 



  

each nurse, patient, and the organization on a daily basis. 

Commitment is contagious.  Since commitment is evidenced by 

action, assessing commitment levels of all staff should be an ongoing 

process so that it can be influenced as needed. 

Clarity 

Assuring there is widespread clarity and understanding about the 

purpose of the Patient Classification/Acuity System is also crucial.  

Some staff might worry that the new system could result in layoffs or 

decreased staffing.  One of the major messages that staff can’t hear 

often enough is that purpose of the new system is to assure 

appropriate staffing, given the actual patient care needs. Also 

reminding managers and staff that a valid and reliable Patient 

Classification/Acuity System is one of the best ways to document the 

staffing that is actually required.  That particular point should 

encourage staff to rate patients as carefully and correctly as 

possible so that care requirements will be visible to all. 

Coordination 

Appointing one person with an appropriate level of authority to 

serve as the organization’s Patient Classification/Acuity System 

Coordinator, with responsibility for the implementation and ongoing 

system oversight and maintenance over time is also critical.  

Department and shift level staff coordinators should also be 

designated to work closely with the organization PCAS Coordinator 

so that annual reliability and validity assessment can be scheduled 

and conducted as part of ongoing competency validation. By 

meeting on a regular basis, any problems that surface can be 

identified and resolved in a timely manner.  

Education 

Education is a major key to successful implementation and long term 

maintenance of any Patient Classification/Acuity System.  All levels 



  

of staff need to have a common knowledge base about the system, 

its purpose, and their role in making it work.  This core information 

needs to be offered in a variety of ways over time to meet learner 

needs.  The PCAS and staffing requirements should be routine 

agenda items for general staff meetings.  Issues can be resolved 

much easier when they are made known sooner rather than later.  It 

is also essential that PCAS training be a core component of the On-

boarding process. Organizations should also consider 

acknowledging individual staff or units with high PCAS reliability 

scores on a periodic basis.  

Expertise 

Building staff and coordinator expertise in using the PCAS must be a 

major organizational goal.  Devising ways to transfer that expertise to 

other levels of staff will help assure organizational strength and 

redundancy in this critical skill set. Instituting an Expert User program 

where strong staff expertise related to the PCAS is assured in all 

departments and shifts is one important way organizations can invest 

in their staff in a new and important way. 

Involvement 

All levels of nursing management and staff must be involved in the 

implementation and long-term maintenance of the Patient 

Classification/Acuity System. This involvement may look differently 

across staff levels, but it is critical to implementation success. It has 

been said that “the earlier and more widespread the involvement, 

the more successful the implementation” 9,10. This approach also 

fosters immediate problem identification and remediation. 

Communication 

Multiple venues for communication about the system in an ongoing 

strategy to assure successful implementation of the PCAS over time. 

Whether the issue is related to staffing, the nursing budget, or patient 



  

care issues, there are likely implications for the Patient 

Classification/Acuity System that can be addressed, whether in shift 

report, staff meetings, issues forums, or in impromptu staff discussions. 

Engaging in regular, direct communication about the PCAS is one of 

the best ways to insure successful implementation over the long 

term. 

Evaluation 

In addition to annual reliability monitoring of the staff involved in 

rating patients and periodic formal validity assessments of the PCAS, 

accurate patient ratings should be an expectation spelled out in 

every appropriate staff and manager level job description and 

performance evaluation. This approach helps assure that the PCAS 

knowledge base of staff and managers is current and correct, 

contributing to optimal system performance and application over 

time. 

Integration of Patient Classification/Acuity Systems 

The goal of PCAS integration should be simple: minimizing time and 

maximizing benefits.  This relies on being able to access and 

repurpose data in one system to drive data results in another, 

without redundancy and errors. It is this outcome that creates system 

integration and drives efficiencies and effort.  Currently, there are 

three major sources of Patient Classification/Acuity Systems: 

 A healthcare organization can develop its own PCAS that is 

unique to that organization, although data comparisons with 

other organizations will not be possible. However, if that 

organization already has a Staffing and Scheduling System, 

patient ratings from the newly created PCAS may be 

integrated with the additional functions of the existing staffing 

system.  



  

 A healthcare organization can also choose to acquire and 

implement a vendor neutral PCAS that works with any EHR and 

Staffing and Scheduling System. 

 A healthcare organization may choose the PCAS that comes 

with the Staffing Scheduling System and/or EHR they currently 

use or are purchasing.  

Regardless of the source of the PCAS, the Design Principles and Keys 

to Successful Implementation outlined in this work should be fully 

utilized to make this critical decision. It is also important to note that 

each of the three sources of a PCAS involves some work to integrate 

the system both within and across an organization. 

The decision to integrate different software systems may be a 

complex process, depending on the characteristics of the systems 

involved.  Determining what data elements are needed as well as 

the timing and automation of such outcomes, is critical to the overall 

success.  System integration links together different computing 

models and software applications, whether physically or functionally, 

to act as a coordinated whole.   

In Healthcare today, there are various sustainable, stand-alone 

systems that produce the intended results, and bridging the gap 

between systems successfully creates an integrated platform where 

the sum is greater than that of each individual solutions.  It is 

important to keep in mind that all data from two systems does not 

need to be integrated in order for the desired results to be achieved.  

The key driver is the overlapping data points that need to be 

identified, and where these data elements can be found across the 

organization’s software continuum.  Bringing together diverse data 

and sources from smaller components into a single solution allows 

the resulting software to continue functioning as one system.   

Integration and Interface are terms that are often used 

interchangeably, but are two different strategies.  Interface 



  

languages and other software known as “middleware” allows 

systems to communicate, with specific timeframes and data points. 

Integration is more far-reaching, basing its complexity on “near or 

real-time” transfer of actual data, component granularity, data 

integrity, and over-arching organizational goals.   

Staff shortages, continuing cost inflation and service demand have 

intensified the call for more effective and efficient use of scarce 

resources through integrated service delivery models 20, 21.  A 

“systems-integration approach that incorporates the fundamental 

building blocks of healthcare, from equipment and technology to 

clinical insight and workflow processes, is needed to take the next 

major leap in improving quality and safety.”22 

Additional Considerations 

One of the unanticipated outcomes of implementing a PCAS is the 

collaboration it requires with other service areas and disciplines and 

the resultant opportunities that process provides.  The ability to 

create data and workflows that are easily transposed to multiple 

service areas and cross-functional teams underscore the process 

and ultimate outcomes of the organization.  When designing a 

Patient Classification/Acuity System tool, common threads across the 

organization’s multiple applications exist that allow for synergies to 

form.  These touch points need to “connect the dots” between the 

patient, diagnosis, care plan changes, the patient stay experience, 

and any outpatient or discharge planning.   The understanding 

required to fully appreciate the activity flow from patient registration 

to discharge has downstream ramifications for the whole care 

continuum.   

The goal of identifying common threads across software applications 

is to ultimately provide a Patient Classification/Acuity measurement 

based on patient/family care requirements that can accommodate 

staffing needs as well as guide other decisions such as bed 



  

placement and discharge planning.   All levels of nursing have a 

stake in this process:  

 At the Executive Level, issues related to patient safety, financial 

stability of the organization, and the need for systems that 

support improved patient throughput and placement are 

critical.  

 For Nursing Management, financial implications of patient 

throughput, bed availability, staffing and length of stay are 

crucial concerns, as are aligning staffing to patient care needs, 

workload, and regulatory compliance. Managing overtime 

and Agency usage are also important areas of focus.   

 For Staff Nurses, common threads related to equal workload 

distribution, staff qualifications, overtime, and patient safety will 

also be areas of interest.  

By allowing clinical teams to explore the workflow of cross-functional 

solutions together, common threads that are present as well as any 

deficiencies can be identified and evaluated so that staff resources 

and patient care requirements can be better aligned.  Focusing on 

these themes will allow for improved workflow, staffing effectiveness, 

as well as alignment of the nursing work team overall. Once system 

improvements are made, the full promise of Patient 

Classification/Acuity Systems can begin to be realized. 

Summary 

The aim of this discussion was to provide essential information about 

Patient Classification/Acuity Systems and to identify major issues to 

consider when selecting, developing, and/or implementing one of 

these important systems in healthcare.  Determining the right number 

and type of staff required to meet patient care needs on inpatient 

and outpatient services of all types is a critical, ever-changing 

challenge for all healthcare organizations. Fortunately, there is much 

to be learned from others who have successfully negotiated these 



  

same waters, and from those who are willing to take the journey with 

us. For those interested in learning more about PCAS methods and 

processes, reviewing the reference list attached, attending 

professional conferences and programs on related topics, engaging 

in new dialogue with other colleagues, and participating in the 

PCAS selection process are all useful strategies that will contribute  to 

the improved the design and functioning of these critical systems.  

======================================================= 

The Request for Proposal (RFP) Process 

 Introduction:  

 Prior to writing an RFP, assess current organizational 

systems and processes to identify requirements of a new 

system that will be procured.  

 Understanding the organization’s needs will help: 

  identify the appropriate vendor candidates, and 

  allow vendors to better demonstrate appropriate 

software solutions. 

 

 Steering Committee: 

 Select a Committee leader who believes in the project, 

has the time to participate, and who can effectively 

communicate and facilitate communication. 

 Sample members of the team could include: 

 IT leadership representative 

 Nursing leadership 

 Human Resources 

 Finance 

 Operations 

 Ancillaries 

 

 Clarify goals: 



  

 The team will need their collective expertise to define 

what current systems cannot do today and if a new 

system is being considered.   

 Reaching out to similar health care organizations and 

understanding what their solutions are may be helpful. 

 

 When to RFP:  

 Evaluate current assets/systems in relationship to needs.   

 Research vendors offering solutions which align with 

organizational goals. 

 

 Benchmarks:  

 Set program benchmarks that can be tracked in order to 

accurately measure program success.  

 Benchmarks allow vendors to have a clear understanding 

of what is desired from the system.  

 Benchmarks may include: 

 Clinical/Quality Benchmarks (typically for acuity and 

patient classification tools) 

 Patient satisfaction with pain management 

 Patient satisfaction with nursing care 

 Patient satisfaction with overall care 

 Patient satisfaction with medical information 

provided 

 Pressure ulcers 

 Patient falls 

 Nurse job satisfaction 

 Rates of nosocomial infections 

 Total hours of nursing care per patient, per day 

 Staffing mix (ratios of RNs, LPNs, and unlicensed staff) 

 Staffing Benchmarks (typically for staff scheduling tools) 

 Core/Contingency utilization  



  

 FTE commitments 

 Extra/Overtime 

 Core staff floating 

 Shift cancelations  

 Contingent Labor Benchmarks (typically for vendor 

management solutions) 

 Staff quality 

 Fill rates 

 Time to fill 

 Cancellation Rates 

 Vendor Performance 

 

 Needs/Gap Analysis:  

 Definition:  a documented list of pain points and new 

requirements for the system being pursued, with the 

appropriate documentation from the benchmarks and 

from the steering committee. 

 Technical gaps are data and/or application 

functionality that does not exist today or is 

fundamentally flawed (ie, the staffing office does 

not have the ability to see all open shifts across 

inpatient nursing areas). 

 Process gaps are missing or broken operational 

workflows in the hospital related to the target system 

(ie, vacation requests are submitted by nurses on 

paper forms that are easily lost). 

 Guiding Principles: Help clarify the reason and drivers for 

the decision-making process during the RFP vendor 

selection. Guiding principles generally fall into one of four 

categories— 

 

 



  

Category Samples 

Operational Drivers  Policy Standardization 

 Regulatory Compliance 

 Reduced schedule creation time 

 Control labor costs 

Technical Drivers  Maintain consistent vendor 

 Cross-system integration complexity 

 Cost of IT ownership 

Patient Care Drivers  Staff skill aligned to patient needs 

 Staffing volumes matched to patient 

acuity 

 Increased direct patient care time by 

staff 

Other Factors  System usability 

 Out of box functionality vs 

customization required 

 Total Cost 

 

 RFP Components:  

 Steps to define your purpose-- 

 Use the work from the Steering Committee and 

create a clear list of defined goals that the selected 

vendor should meet.  

 Clearly define what problem needs to be solved and 

what solutions are being sought. Do you need a 

core scheduling application? Do you need to also 

manage contingent labor including temps and 

contractors? 

 Expect your RFP to contain-- 

 Functionality/filling outcomes 

 Cost: acquisition and maintenance 

 Technical requirements 

 Infrastructure 

 Support 

 Legal 

 Compliance 

 Accreditation 

 Regulatory 



  

 Avoiding Common Pitfalls 

 Skipping the RFI process. 

 Narrowing down the list of vendors to roughly 5 

during the RFP process is critical.  

 A simple Request for Information (RFI) can help you 

weed out the bad fits.  

 RFI’s are the process of requesting general 

information from software vendors about their 

products and solutions they provide, without 

the rigor of lengthy requirements scoring and 

demonstrations.  

 Some vendors use an approach (like 

integrated timecards and schedules) or a 

technology (like cloud or mobile) that easily 

qualifies or disqualifies them from your search. 

  Ask questions that force participating companies to 

provide answers that speak to your stated 

objectives. 

 Internal confusion and conflict. 

 When internal committee members and decision 

makers agree early on goals for the RFP, it avoids 

conflict.  

 Not everyone gets what they want, but decisions 

made that align with the overall goals of the project 

will guide one solution over another.  

 Asking unnecessary questions. 

 Make sure every question on the RFP has a clear 

purpose.  

 This will make for sharper responses from vendors and 

sharper judgements from your team. 



  

 Ask open ended questions like “How would the 

system perform xyz process?” instead of “Can you 

do xyz function?”  

 Yes/No questions are not valuable for 

differentiating vendors from each nor for 

understanding how their strengths fit your 

guiding principles.  

 Open ended questions let you understand how 

the vendor approaches the solution, but from a 

usability and an overall strategic perspective. 

 Unrealistic timelines. 

 Be realistic how long the RFP should take and don’t 

try and rush the process.  

 On larger RFPs, vendors should have at least 4 weeks 

to form a response to an RFP in order to ensure the 

highest level of quality in the response. 

 Poor benchmarking. 

 Does the criteria align with the stated goals of the 

project? If it doesn’t, the information necessary to 

assess the solution against the decision making 

factors won’t be gained. 

 Ignoring key stakeholders. 

 Make sure the committee consists of multiple 

stakeholders that represent all areas of the health 

system that will be affected by the change.  

 Managing change is easier when stakeholders feel 

invested in the process.  

 

 Vendor Selection:  

 Create scoring criteria and schedule demonstrations that 

will facilitate a final vendor selection. 

 Scoring 



  

 Create an evaluation team and assign roles. 

Consider creating teams of subject matter experts to 

review each section with a final review team to 

make final evaluations and resolve any disputed 

scores.  

 Ensure that evaluators are not allowed to 

communicate with vendors during the evaluation 

period. 

 Have a clearly defined scoring system that is 

transparent to vendors and creates an opportunity 

to standardize the quality of vendors when 

compared against one another.  

 Standardize scoring. A scale of “1 to 3” or “1 to 5” 

works well: 

 5 points = Fully meet requirement 

 4 points = Meets requirement, but has minor 

issues 

 3 points = Meets requirement but has more 

significant issues that may require moderate 

level of compromise 

 2 points = Partially meets requirement and has 

significant issues that may be hard to 

overcome 

 1 point = Does not meet requirement 

 Prioritize scoring. Two questions that receive a 5 are 

not necessarily created equal. Each question can 

have a level of priority assigned. The higher the 

priority, the less likely a compromise is accepted. 

Break the RFP up into sections that you can assign 

value to. Each section could be assigned a 

percentage of value. For example, if there are 4 



  

sections, one may be worth 50% of the overall score, 

while the other 3 combined make up the other 50%.  

 Decide how much of a role price plays into the 

score. Don’t let it become a main factor. 

 Plan sufficient time for scoring the RFP.  

 Identify top vendors for Demos 

 

 Demonstration:  

 The best processes are basic and include a list of all 

functionality grouped into sections, such as:  

 Scheduling 

 Communication 

 Interfaces 

 Licensure 

 Open Shift Management 

 Staffing 

 Reporting 

 End-User Experience 

 Training    

 Questions relative to these sections should be provided in 

advance of the demo and used as a guide for the demo 

ahead of time.  

 Demo sessions should be interactive 

 Have a moderator in place to keep track of time 

and ensure that all areas are covered in the allotted 

time – typically two to three hours. 

 

 Deployment and Evaluation: 

 Creating system requirements: After researching staffing 

solutions, identify which companies publish offerings that 

align with your requirements. Your team should be able to 

speak to staffing required to implement and maintain your 



  

solution, technical infrastructure, maintenance, and 

support, in addition to core functionality. 

======================================================= 
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