AEC Network Factsheets
#1 – Staffing in AEC
Staffing of AEC units is a common challenge faced across the Network. This is an area where it
can be difficult to know what to use as a frame of reference as there are many variations in how units are configured and their
case mix.
This does not mean there is no answer though and there are a number of useful resources that already exist for approaching
this area. There are general processes for staffing decision-making and there are even tools for some types of units/wards, and
while they may not be specifically designed for AEC their outputs can be a good starting point for discussion.
Many teams find themselves in a situation where they have a service and staffing model that has come together based on what
was available at the time of set up ad now need to rationalise this in the face of expansion and business cases. Others are
starting from scratch and need to plan even though there may be uncertainty about activity levels and capabilities.
In this factsheet we hope to guide you through the process of staff planning and highlight some of the key considerations at
each stage.
Starting the Conversation
Whatever the starting point for staff modelling it is helpful to take things right back to basics. This
way planning can be based on activity and case mix rather than trying to make things work with
the staffing available. Where there is a clear difference between available and required staffing it
is usually possible to plan changes in stages that have clear dependencies to them rather than a
‘big bang’ approach. This can be useful both in understanding how the service will grow over time
and in relieving anxieties about starting a large expensive service that struggles to be financially
viable.
A useful set of prompts for this is the NICE Baseline Assessment Too for Safe Staffing. This tool
is designed for nursing in inpatient wards, however, the questions asked within it are a great start
to staffing discussions for AEC. When reading this document simply remove the word ‘nursing’ and the same considerations
can be applied to the medical model.
The main focus of this tool is on patient care and of course this is what everything else comes back to. It asks users to think
about accountability for setting and monitoring staff levels, how the service will respond to unplanned variation and how the
development of staff can be protected within the model. The tool also goes on to suggest how you might calculate numbers and
deal with skill mix.
It is important to approach activity in terms of size, acuity, dependency and complexity as this will lead you in your decisions
about what type of staff are required and their number. Available on the AEC Network website is a look-up table
(http://bit.ly/1QQxz3h) that can help organisations understand what the size of the potential is for shifting to AEC.
Using this in conjunction with your flow diagram will help you understand which patients you are likely to be dealing with, from
which sources and what effect this is likely to have on the wider system. Doing this work will help in identifying any
opportunities for redeployment of staff in the organisation and attracting specialist skills.
Finally in this initial stage there is understanding required around demand and capacity in relation to the opening times of the
service. This can help to ensure the right numbers of the right staff type are available at each stage of the day while being
mindful of the minimum levels required to be safely open.
These initial discussions are more about understanding the underpinning needs of the service/patient group rather than getting
to an actual number of staff and they are essential in order to avoid the pitfall of false assumptions and to ensure the service
can develop in a manageable way over time.
Skill Mix and Allocation
While the NICE Baseline Tool does touch on skill mix and suggests ways of looking at this, the
work done by the Society of Acute Medicine (SAM) for workforce planning on acute medical
units is a great resource for taking this forward. These recommendations are for a clinical area
that has a high degree of comparison to AEC and recognises that the staff working in these
areas are multi-skilled.
Within this the question of Advanced Nurse Practitioners (ANPs) comes up and whether they
are counted in the general nursing numbers, separately or even in the medical rota. Just as
there are variations in the way that AEC is implemented between organisations there can also
be considerable variation in the role of ANPs and this will dictate the approach used. As a professional within a role that covers
medicine, nursing and management a common problem for ANPs can be getting pulled in too many directions. The overriding
principle should be to ensure the staffing structure used for an ANP supports their intended practice and avoids the likelihood of
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being pulled into a general nursing or management role when their skills are needed elsewhere.

What is particularly useful in the SAM piece of work are the ways that job roles are broken down so that it is easier to see who is
capable of undertaking an element of care and who is essential. This allows you to look at skill mix with a fresh pair of eyes and
think about how efficiently the workload is spread amongst your team while keeping in mind the principle of senior delivered
care.
Many elements of patient care are standardised, repeated and relatively easy to predict an average time for e.g. initial
assessment, phlebotomy, drug administration, clerking, discharge summary etc. If you consider as many of these activities as
possible under nursing and medical headings this will give an average number of clinical tasks per hours required for day for
each. You could take this a step further and map when these hours occur throughout the day. For example: if we know that 6
hours’ worth of nursing tasks tend to take place in an afternoon peak between 15:00-17:00 then 3 nurses will be required during
that period otherwise delays are going to build.
Another very useful aspect from this work is how activity is broken down allowing you to see the proportions of planned and
unplanned work (this is not the same as elective/non-elective) and to construct a timeline of a model day so you know what you
would be expecting your staff to be involved with at any given time. This might help you identify periods where you need
additional cover or times of day that non-time sensitive reviews would be best scheduled.
An area commonly overlooked when planning job roles can be the requirement for protected management time. This applies to
all clinical staff and is particularly pertinent in the field of AEC where the service development requirement can be considerable.
If this time is not clearly defined, written down and scheduled with appropriate backfill the likelihood is that this dimension will be
neglected in favour of the day-to-day service provision.
Getting Some Numbers
There are a number of established numerical models that you could use for planning your staffing.
The challenge is that none are designed specifically for AEC. This is why it is so important to have a
clear understanding of the fundamental issues described above when you look at the outputs.
A further issue is when using these tools is that the numbers of patients in AEC and their relatively low
dependency causes problems with the mathematical assumptions used to give you an output.
However that caveat in mind, it is worth taking a look to see what numbers you get and trying a few
different methods. The Nursing Times has a very useful article by Dr Keith Hurst that explains a number of different numerical
models used and their strengths and weaknesses. Again, this is written with nursing in mind but is equally applicable to
medicine.
Furthermore Dr Hurst has produced a spreadsheet template with a variety of different types of unit that can be filled in with
numbers and dependency scores from your own unit that will produce suggested numbers and grades of staff. Unsurprisingly
the ED and AMU models tend to work best as they are clinically most congruent with AEC. However, the importance of sense
checking the output cannot be overstressed. A huge advantage of this tool is the ease with which you can alter your data and
answer ‘what if?’ questions.
The RCN Baseline Emergency Staffing Tool that is designed for use in ED can be used with some degree of success for nurse
staffing in AEC. To get the most from this tool there is a fair amount of data collection to e done for which it would be best to
allocate a person solely for this role for the week. The tool is based on dependency of patients so if most patients are of a
similar low dependency this may add little to the less labour intensive Hurst model. The other thing to know about the RCN tool
is that it is only available for use by RCN Members.
Numbers of days
per week
(service)

Hours per day
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staff the role
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8

1.3

5

12

2.0

7

8

1.8

7
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2.8

Some people are more familiar with staffing than others and
are able to quickly calculate whole time equivalents (WTE)
in their head. It is useful to think about how opening hours
will affect the WTE required for the same number of on the
day staff. For a single daily role indicative multipliers for
different cover periods are shown below. (Assumptions are
made for 29 days annual leave and 20% uplift for sickness,
mandatory training, education etc.) Adding 1 non-clinical
day per week to allow for service development work will
require an additional 0.2WTE.

Other variations of opening hours can be quickly checked using Dr Hurst’s tool. Keep in mind that non-standard part time hours
might not be practical for recruitment and some degree of rounding up may be required to make a role attractive.
This illustrates the point that a service cannot run sustainably based around a single person fulfilling a role. While this might be
possible during a short proof of concept it will need to be clear in any planning what the ongoing requirement will be. Without
this the service will become inconsistent during periods where the ‘regular staff’ are not available which can impact on quality
and safety, and hamper efforts to grow the service.
Summary
For many organisations AEC is a fairly new service type and so specific tools have not yet been created for staff
modelling. Using existing tools designed for other settings can be helpful but there needs to be clear understanding
of the fundamental issues in order to make sense of the outputs. Wherever possible use of multiple methods
including professional judgement will give you a more robust and meaningful answer to staffing questions.
If you have had particular success in developing your staffing model we would be keen to share this experience
amongst the Network so please talk to your site support.

