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EXECUTIVE SUMMARY

Nursing workforce planning and decision making in Australia is becoming increasingly difficult as 
the health care system rapidly evolves. An increasing ageing population with complex care needs, 
overall changes in patient demographics and variability in models of care, necessitates a skilled 
nursing workforce to meet health service demands into the future. Variables such as patient acuity, 
skill mix and staff turnover are some of the factors that play a significant role in workforce planning. 
While it is recognised that the issues facing nursing workforce planning are multifactorial, at a 
fundamental level is the lack of a national minimum dataset to permit informed decision making 
amongst workforce planners. 

Until now the value of a nursing workforce dataset to health services has gone largely unnoticed. 
In Australia, there is currently a lack of timely and accurate access to datasets relating to the 
nursing workforce across all levels of the health care system. In addition, there is a lack of 
transparency around workforce datasets employed by workforce planners on a national and 
international level. Nurse staffing is inherently linked to patient, nurse and health system outcomes. 
The availability of a national minimum dataset would benefit health services at the local, district, 
state and national levels; and undisputedly translate into improved patient care, and enhanced 
outcomes for both patients and nurses. 

To address these issues, the Workforce Sustainability Policy Chapter (2019), comprising Australian 
nurses, with expert knowledge, experience and research around nursing workforce, workforce 
planning and datasets, was established by the Australian College of Nursing (ACN). The Policy 
Chapter conducted an informal investigation of nursing datasets utilised within the public and 
private healthcare sectors across Australia and internationally for the purpose of strategic nursing 
workforce planning. It was required to highlight the importance of nationally consistent data 
collection as it relates to and informs workforce requirements, skill mix demands, models of 
care, service planning and future development of education, curriculum, and research/evaluation 
methodologies related to nursing practice.

This White Paper intends to introduce key issues around ‘Nursing Workforce Planning and Decision 
Making’ in Australia and provide two essential recommendations for consideration by the Australian 
Government. Specifically, that it is imperative for policy development around a comprehensive 
national minimum nursing workforce dataset.



4 Australian College of Nursing

INTRODUCTION

DEFINITIONS

In 2016/17 there were 386,629 nurses and 92,145 nursing students in Australia (AHPRA, 2018). 
Nursing is the largest single health profession in Australia comprising 56.9% of registered health 
practitioners (Department of Health, 2019). Developing and sustaining the nursing workforce is of 
vital importance, and appropriate workforce data is central to understanding the current state of 
nursing and to meet the growing demand for patient care.

Globally, nursing is challenged with a predicted shortfall in the forthcoming decade (Auerbach 
& Staiger, 2017; Buchan, Twigg, Dussault, Duffield, & Stone, 2015), emphasising the need to 
plan effectively. However, nursing workforce planning is challenging because it requires future 
forecasting of dynamic and complex healthcare system needs and must incorporate models of 
care that are constantly evolving. As Britnell (2019) highlights, no country manages its healthcare 
workforce well and few are prepared for the predicted shortfall.

Timely access to relevant nursing workforce information is fundamental to address growing needs, 
to facilitate sound planning and decision making, and to maximise the effectiveness of the nursing 
workforce at all levels, whether national, state, district, service, hospital, community centre, or 
ward. As nurse staffing is linked to outcomes for patients, nurses, and the healthcare system, it is 
crucial that accurate and consistent data are readily available. 

Workforce Planning 
Workforce planning is a “continuous business planning process of shaping and structuring 
the workforce to ensure there is sufficient and sustainable capability and capacity to deliver 
organisational objectives, now and in the future” (Australian Public Service Commission, 2019).

Dataset 
A dataset may include one or more databases or sources of information. It is “a collection of 
separate sets of information that is treated as a single unit by a computer” (Cambridge University 
Press, 2019). In the context of this document, the term dataset indicates systematic, often routine, 
collection of data.

Minimum Dataset 
In this document, this refers to those data elements that are required to provide a basis for nursing 
workforce planning. It is often defined as “a set of data elements agreed for…collection and 
reporting at a national level…it does not preclude agencies and service providers from collecting 
additional data to meet their own specific needs” (AIHW, 2019). 
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Nursing Hours per Patient Day (NHPPD) 
This is a systematic nursing workload monitoring and measuring system that provides a guide to 
the number of nurses required for service provision within a specific clinical area (DHHS, 2011). 
This metric is convertible to a Nurse to Patient Ratio (NPR) via a simple equation:

(NPR=24÷NHPPD)

Nurse to Patient Ratio (NPR) 
Often referred to simply as ‘ratios’, this is a systematic nursing workload monitoring and measuring 
system that indicates the number of nurses working on a particular ward, unit or department, 
in relation to the number of patients they care for (Queensland Health, 2019). This metric is 
convertible to a NHPPD via a simple equation:

(NHPPD=24÷NPR)

Skill Mix
Skill mix is usually denoted in the literature as the percentage of Registered Nurses (RNs), often 
as the percentage of RN hours per given time period (Duffield et al., 2011a). It has a broader 
interpretation that includes qualifications and experience. As noted by Gardner, Duffield, 
Doubrovsky, Bui, and Adams (2017), nursing workforce planning internationally is often undertaken 
with a focus on the number of nursing staff needed for a given number of patients. The skill 
level, qualification, and expertise of nurses is often not well considered. This flies in the face of 
substantial evidence that emphasises the importance of an appropriate skill mix for quality of care 
and positive patient outcomes. Multiple studies and reviews have repeatedly identified the negative 
impact on patients of a reduced proportion of registered nurse staffing (Aiken et al., 2016; Duffield, 
Roche, Wise, & Debono, 2019a; Duffield, Twigg, Roche, Williams, & Wise, 2019b; Lang, Hodge, 
Olson, Romano, & Kravitz, 2004; Lankshear, Sheldon, & Maynard, 2005; Twigg et al., 2016). This is 
therefore an essential factor in a nursing minimum dataset.

Case Mix
In order to use data effectively to enhance patient outcomes, patient acuity and other 
characteristics must be incorporated. In inpatient settings this can be derived from Australian 
Refined Diagnosis Related Groups (AR-DRGs; IHPA, 2018) that provide an estimate of resource 
intensity, and therefore of patient acuity, most commonly expressed as National Weighted Activity 
Units (NWAUs). This is incorporated in some existing systems.

Nursing Productivity 
This is defined by Health Workforce Australia (2014 p.12) as “…the relationship or ratio between 
nursing inputs and nursing related outputs in the provision of health services, and focuses on 
strategies that contribute to service efficiency through the utilisation of nursing skills.” Significant 
interdependencies exist due to the multidisciplinary nature of care provision, with nursing providing 
a vital but not singular contribution to health service level productivity.
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BACKGROUND
Workforce planning in healthcare is technically difficult with the ever increasing and evolving 
complexity of health care systems, models of care and patient demographics. Nursing workforce 
planning is complex due to the many potential variables and measures, such as patient acuity and 
complexity, diverse nursing activities, and staff turnover that can all compound the development 
and currency of a workforce dataset. Determining the most appropriate variables for measuring 
nursing work, to inform decisions from local level workload to national level planning, is challenging 
but essential. 

Australia’s current nursing workforce datasets and their associated definitions vary across 
jurisdictions and services. They are often developed for specific local use and may therefore not be 
applicable to other services’ needs. While national nursing workforce data provide an overview of 
the workforce (Department of Health, 2019), this is not always timely and does not address service 
level requirements well. Internationally, there are few examples of nursing workforce datasets 
although some are reported in the research literature. It is important to understand the value and 
benefits of these workforce datasets and how they may be best utilised for workforce planning and 
understanding the quality of patient care. 

International nursing workforce data
Aiken and colleagues (Aiken et al., 2018; Aiken et al., 2014) reported data from the RN4CAST 
Nurse Survey, a large survey undertaken across medical and surgical wards in the UK and Europe 
(and recently repeated in Queensland) that collected data on nurse characteristics in addition to 
information on nursing workload (e.g. patients per nurse). Other studies reported annual or biannual 
nurse surveys (Hand, Albert, & Sehgal, 2018; Welton, 2011), administrative or other routinely 
collected data (Fagerström, Kinnunen, & Saarela, 2018; Harrington & Edelman, 2018; Hurst, 2008; 
Massey, Esain, & Wallis, 2009), unique surveys, collections, or logs (Klaus, Dunton, Gajewski, & 
Potter, 2013; Nelson et al., 2007), or a review of workload measures (Greaves et al., 2018). Data 
elements were not consistently provided but often included nurse classification (e.g. registered 
nurse, licensed practice nurse, nurse assistant), temporary (pool/casual/agency) or permanent, 
clinical area, level of education, accreditation, age or age group, experience (generally and in 
specialty area), nurse role (e.g. ‘sitter’/‘special’, ‘floater’/‘deployed’), shift, day of week, hours 
of work, and category of hours (e.g. usual hours, training, overtime). These data indicators were 
used in the studies to calculate total staff numbers, the number and proportion of each nursing 
classification, hours and proportion of agency or bank/casual nurses. They were also combined 
with patient data to calculate nurse to patient ratios or nursing hours per patient day. Most 
primary studies collected data at individual, ward, or hospital level, and usually reported it at the 
hospital or ward level. 

Challenges in using existing administrative datasets were identified in the merging of disparate 
datasets (Hurst, 2008; Kane, Shamliyan, Mueller, Duval, & Wilt, 2007; Klaus et al., 2013; Massey 
et al., 2009), classification and qualification of nurses (Massey et al., 2009), and standardisation 
generally (Klaus et al., 2013; Welton, 2011). Even in well-established systems like the National 
Database of Nursing Quality Indicators (NDNQI) in the USA, ambiguity in data elements was 
noted, particularly variation between sites (Klaus et al., 2013). Several studies have combined 
administrative data or logs with prospective datasets in order to provide a more complete picture 
(e.g. Duffield et al., 2011a).



7A National Minimum Dataset for Nursing Workforce Planning and Decision Making  White Paper

Benefits and value of workforce datasets  
to health services
Discussion regarding the value of a nursing workforce dataset to health services is sparse. 
However, the benefits of understanding workforce planning as it pertains to design and cost, 
and its association with quality of care is apparent. At the national level Rassin and Silner (2007) 
promoted the benefits of a workforce model for planning services; particularly the capacity to 
predict likely education needs. Welton (2011) identified significant differences in skill mix between 
rural and metropolitan hospitals and across states, with non-statistically significant but suggestive 
differences between hospitals with different funding structures. The value of data in understanding 
the use of bank/casual or agency nurse utilisation has also been identified (Massey et al., 2009; 
Nelson et al., 2007). Although the data consistently identify a link between nursing workforce 
and outcomes, there is variation regarding the details and magnitude of this relationship and is 
discussed below.

Studies that incorporated a prospective observational component (Adomat & Hicks, 2003; 
Fagerström et al., 2018; Hand et al., 2018; Nelson et al., 2007; Pillay, Nightingale, Owen, Kirby, 
& Spencer, 2012; Possari, Gaidzinski, Lima, Fugulin, & Herdman, 2015) present different types of 
value to health services. These studies measured tasks or activities, and in one case incorporated 
the ward layout (Hurst, 2008). Together they provide estimates of workload that can be linked to 
nurse and patient type or to the physical structure of the ward, providing evidence on which to 
base staffing models or redevelopments. There are several key limitations to these types of studies. 
Firstly, they are often resource intensive and therefore unlikely to be undertaken frequently despite 
their utility. Also, it is important to note that nursing is not a solely direct care, task-orientated 
profession, and considering workload without accounting for obtaining assessment information and 
clinical reasoning is potentially counter-productive (Possari et al., 2015).

Benefits and value of workforce planning  
in nursing to patient care/outcomes
Similar to the consideration of the benefit of a dataset to health services, the value of workforce 
planning to patient care or outcomes is not discussed overtly, although the association between 
the nursing workforce and quality of care is again apparent. There is a sound evidence base for 
the impact of nurse staffing and skill mix on patient adverse events (Brand et al., 2012; Kane 
et al., 2007; Lankshear et al., 2005) and on nurse outcomes such as job satisfaction (Brand et 
al., 2012; Butler et al., 2011) although the measured strength of the impact varies. Aiken et al. 
(2014) reinforces the link between nursing workload and patient outcomes, with a one-patient 
increase in workload increasing the likelihood of mortality by 7% and an increased proportion 
of bachelor-qualified registered nurses linked to a decrease in adverse patient events. Similarly, 
Fagerström et al. (2018) noted an increased likelihood of negative patient outcomes including 
mortality, when nurse workload was not optimum. 
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Nursing skill mix is also a key factor (Aiken et al., 2016; Duffield et al., 2011a; Roche, Duffield, 
Aisbett, Diers, & Stasa, 2012; Wilson, Bremner, & Hauck, 2010). Determining what is the ‘right’ skill 
mix in nursing is a complex issue (Lavander, Meriläinen, & Turkki, 2016) due to the variation in the 
division of labour across direct patient care, indirect care, documentation, management roles and 
other duties. (Dahlke & Baumbusch, 2015; Van Bogaert et al., 2014). This is complicated by staffing 
systems that may not account well for patient acuity. For example, while the implementation of 
ratios in California has been linked to better nurse retention, there is ambiguity regarding their 
impact on patient outcomes (Wynendaele, Willems, & Trybou, 2019). Australian research (Duffield et 
al., 2019a) has uncovered the potential impact of inflexible systems and reinforced the limitations 
of relying on administrative systems without contextual understanding. Staffing systems do not 
take into account the clinical context or facility characteristics which are important predictors of 
patient outcomes (Duffield et al., 2019a; Hand et al., 2018), nor the time nurses spend in critical 
thinking (Possari et al., 2015). Greaves et al. (2018) acknowledge the time nurses spend with 
patient families and carers is rarely included in datasets or workload measurement tools. Nursing is 
person-centred and in this sense, datasets provide a foundation but local application and context 
is still essential. (Duffield et al., 2019a; Duffield et al., 2019b). There is therefore a requirement for 
timely, locally relevant, datasets with data elements to support context-specific decision making. 
This consideration is vital in the development of a national dataset.

A comprehensive dataset was judged to have significant application at various levels, but there 
is a dearth of nursing workforce datasets that facilitate both high- and low-level applications. 
The consequences of this sparsity and the lack of standardisation in developing and maintaining 
comprehensive nursing datasets are potentially significant. For example, inaccurate data could 
compromise nursing workload calculations (Klaus et al., 2013; Massey et al., 2009), while not 
understanding the educational level of clinical staff (Massey et al., 2009) sets a challenge for safe 
ward staffing. The capacity to understand nursing turnover rates and costs is compromised without 
the foundation of a solid and consistent dataset (Duffield, Roche, Homer, Buchan, & Dimitrelis, 
2014; Hayes et al., 2012; Roche, Duffield, Homer, Buchan, & Dimitrelis, 2015). 

The complexity of determining a nursing workforce dataset is evident from the wide variation and 
limited number of empirical studies available. The diverse nature of the studies reported here, 
and their use of administrative or bespoke data collections provided little consistency in terms 
of the key data elements and how they are best structured or obtained. Many studies adopted 
methods that used multiple sources of data, in many cases to alleviate the limitations of the 
different sources. This demonstrates both the utility and the limitations of current datasets and 
highlights the need for greater standardisation and more detailed examination of the data elements 
currently collected. 
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EXISTING DATASETS
A number of nursing datasets are utilised within the public and private healthcare sectors across 
Australia for workforce planning and staffing decisions. At the national level, data are collected 
annually from individual practitioners and collated in the National Health Workforce Dataset. This 
provides information on registration status, hours worked, employment status, workplace, and 
qualifications. These data are publicly available in summary form and in more detail, on application, 
for workforce planning purposes (Department of Health, 2019). This dataset was initially developed 
from multiple sources and remediation has been undertaken to address inconsistencies in dates 
of registration and qualifications (AHPRA, 2018). Ongoing data collection is largely by self-report 
at registration renewal, with the concurrent limitations that that imposes. At the state and service 
levels, data are often used for staffing decisions. 

Jurisdictional Challenges
One of the challenges in developing and maintaining an Australian nursing dataset is the variation 
in nomenclature across jurisdictions. This was noted in 2011 (Duffield, Gardner, Chang, Fry, & 
Stasa, 2011b) and further explored more recently (Gardner et al., 2017), where 66 nursing position 
titles across Australia were mapped into seven equivalent titles and practice profiles. Simplification 
along these lines would provide substantial support for a national nursing dataset. Jurisdictional 
differences therefore mandate distinct approaches, which are primarily focused on acute hospital 
inpatient services.

Staffing Applications

Nurse Patient Ratios
Nurse patient ratios (NPR) are used to establish clinical staffing requirements. They are applied in 
Victoria (Parliament of Victoria, 2015, 2018) and Queensland (Parliament of Queensland, 2015). 
Details vary but typical staffing in public hospitals on morning and afternoon shifts is based on a 
minimum 1:4 ratio, with 1:7 (Queensland) and 1:8 (Victoria) for night shift, plus an in-charge nurse 
on all shifts. The Victorian implementation incorporates flexibility to address patient acuity, whereby 
a nurse may be allocated a smaller number of patients to facilitate safe care, while other nurses 
may take on additional patients who require less nursing interventions.

Nursing Hours per Patient Day
Nursing Hours Per Patient Day (NHPPD) also delineate clinical staffing requirements. This approach 
has been adopted in Western Australia (Australian Industrial Relations Commission, 2002), 
New South Wales (NSW Health, 2019), Tasmania (Tasmanian Industrial Commission, 2007), the 
Australian Capital Territory (ACT Government, 2017), and the Northern Territory (Duffield, 2009). 
Details and specificity vary widely. Excluding areas with mandated 12 NHPPD (1:2 ratio) or 24 
NHPP (1:1 ratio), provisions and details range, for example in Western Australia from 3 NHPPD in 
ambulatory care to 7.5 in high dependency units, and New South Wales 5, 5.5 or 6 depending on 
unit and hospital type. In order to assist in local planning, instruments such as the NHPPD Health 
Support Services Tool have been developed, with future models likely to adopt a whole of service 
approach to merge multiple existing datasets and facilitate local and state-wide planning. 
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It is important to note the equivalence of the NHPPD and NPR metrics (Table 1), even though the 
systems of implementation and reporting vary widely. Many services use Nursing Hours per Bed 
Day (NHPBD) instead of or interchangeably with NHPPD, further complicating the issue. 

Table 1 NPR / NHPPD Equivalents

PATIENTS: NURSE NHPPD

1:1 24.0

2:1 12.0

3:1 8.0

4:1 6.0

5:1 4.8

6:1 4.0

7:1 3.4

8:1 3.0

12:1 2.0

24:1 1.0

NB: In the above table 1 NPR / NHPPD Equivalents, the calculation is based on three (3) shifts of 
equal lengths being eight (8) hours and the nursing of nursing staff on each shift is the same.

Other
South Australia combines the NHPPD and NPR approaches in a detailed hospital- and unit-specific 
model that incorporates setting, acuity, and patient stability (Government of South Australia, 2016). 
A hospital-level skill mix ratio is included for non-metropolitan hospitals, and provision is made 
for disability support patients. Application of datasets in primary health care settings and in rural 
or remote Australia is limited. The most available indicator appears to be workforce density for 
the nursing profession as a whole across all work settings, as applied in Queensland (Queensland 
Health, 2016). The private hospital sector maintains independent datasets and generally uses 
NHPPD or an equivalent approach, although as systems are often proprietary, specific information 
is difficult to obtain. Anecdotally, local acuity tools and dashboards have been developed in some 
organisations, and some report considerable investment in data systems to understand minimum 
workforce requirements.

Ongoing review of requirements is embedded in most of these industrial agreements, and there 
is considerable variability between the systems in how they are implemented, particularly which 
factors are considered, and how they are applied. For example, the workload inherent in patient 
turnover may or may not be incorporated, a specific skill mix may or may not be mandated, and 
the inclusion of only direct care, or of direct and indirect care, differs. As might be expected across 
such diverse systems, a clear and consistent set of data elements is not available. 
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KEY POINTS REGARDING EXISTING 
DATASETS

With the exception of the aggregated data available in the National Health Workforce Dataset, 
existing datasets are applied at the state level (e.g. Queensland Health, 2016, 2019) or to acute 
inpatient staffing. Key points are noted as follows:

• The AIHW (2019) delineates several high-level categorisations related to the nursing workforce. 
However, generally, there are no agreed national nursing workforce definitions and there is no 
defined minimum dataset. Variations occur at an intrastate and interstate level, between public 
and private and between rural and metro services.

• Workforce composition, skill mix, roles and training in rural and remote locations is not 
well-reported. 

• There are apparent differences between nursing workforce determination within public and 
private sectors. The private sector has negotiated collective agreements with unions that are 
considered commercial-in-confidence. The nature and application of these data therefore 
remains unclear.

• Health services collect detailed human resources and payroll data for all employees. This 
data is used for budgeting and cost centre configurations but is not linked to other nursing, or 
patient, systems, limiting its utility. 

• The National Health Workforce Dataset can inform services about workforce characteristics and 
potentially about important projections such as expected retirements (Department of Health, 
2019). However, with an 18-month delay from collection to publication, timelines is an issue.

• International experts agree that nursing hours per patient day (NHPPD) is a useful operational 
staffing measure (Van den Heede, Clarke, Sermeus, Vleugels, & Aiken, 2007), particularly 
with the incorporation of acuity measurements (Mark & Harless, 2011; Van den Heede, Diya, 
Lesaffre, Vleugels, & Sermeus, 2008).

• A fundamental requirement for effective planning is that all the key drivers of supply and 
demand are identified and that there is ongoing, systematic collection of quality data to monitor 
trends over time (Joyce, McNeil, & Stoelwinder, 2004). The National Health Workforce Dataset 
is an important step in addressing that requirement.



12 Australian College of Nursing

POTENTIAL DATA ELEMENTS
The potential data elements described below were estimated from enterprise agreements 
developed mainly for staffing calculations in acute inpatient hospital settings. Other elements may 
be required for primary care settings. This table was developed using the following principles:

• A restricted set of key data elements, collected reliably, is likely to provide more consistent and 
useful information than a large set of data elements collected less reliably.

• Data should be calculated rather than pre-calculated measures, to avoid errors in interpretation 
and calculation. That is, in order to calculate NHPPD or NPR, nurse hours and patient hours for 
a given period should be obtained.

• Data should be collected at the finest level available, thereby providing opportunity for 
higher-level aggregation. If data are collected at a higher level, disaggregation is not reliable 
and could lead to error. For example, data collected at the hospital level may be subject 
to aggregation or averaging (Kane et al., 2007) and has been noted to contain an unknown 
amount of measurement error (Klaus et al., 2013).

Table 2 Preliminary List of Minimum Dataset Data Elements

DATA ELEMENT SOURCE/COMMENT

Nurse hours Rostering or payroll system

Type of nurse hours Rostering or payroll system  
e.g. standard, overtime, leave

Nurse classification Rostering or payroll system 
e.g. registered nurse 
Requires national consistency

Nurse experience Rostering or payroll system 
Requires national consistency, particularly experience in specialty

Nurse employment status Rostering or payroll system 
e.g. part time, casual, agency 
Requires national consistency

Nurse qualifications Usually not recorded in rostering or payroll systems 
Requires recording in rostering and payroll systems, national 
consistency, and mapping of international qualifications

Nurse accreditation Rostering or payroll system and/or human resources system 
e.g. nurse practitioner, credentialed mental health nurse

“Specialling” Potentially, rostering or payroll system 
Requires national consistency

Clinical area Patient administration system or other hospital system 
Derive from National Health Workforce Dataset
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Patient hours Patient administration system

Patient turnover Patient administration system 
Admission/discharge dates and times; patient movements

Occupied beds Patient administration system

Patient complexity/acuity Patient administration system 
AR-DRGs (National Weighted Activity Unit) provide an estimate but 
other tools may be needed for a more complete picture or in some 
specialist areas

Case mix Patient administration system 
Span of AR-DRGs (or Major Diagnostic Categories [MDCs]) 
indicate the variety of cases

Admission type Patient administration system  
Emergency or elective an additional indicator of acuity

Patient outcomes ICD-10AM codes (Duffield et al., 2011a; Twigg, Duffield, Bremner, 
Rapley, & Finn, 2011), adverse event systems

Nursing hours per patient day and nurse patient ratios are applied in Australia to determine and 
distribute nursing workload. Few organisations report having a data-centric comprehensive 
nursing workforce plan that is linked to organisational strategy which informs key decision making. 
Nursing workforce information is currently stored at different information levels (aggregated or 
disaggregated), in disparate systems, with inconsistent coding schema that do not integrate well. 

The identification of all useful elements for informing nursing workforce planning is challenging but 
necessary. Nationally consistent workforce data will support ongoing development of the nursing 
workforce and will inform future nursing related productivity debate, policy development, models 
of care, and service planning. It will enhance the future development of education, curriculum 
development, and research to the work of nurses. It is anticipated the World Health Organisation’s 
State of the World’s Nursing report 2020 will offer additional insights and recommendations to 
inform Australia’s work in this vital area. 
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CONCLUSION 
There is limited consistency or commonality between current nursing workforce datasets, 
whether nationally or internationally. The emphasis is often on local utility over state or national 
standardisation. This inconsistency has a detrimental impact on such central matters as quantifying 
nursing work, evaluating the impact of current nursing staffing on patient outcomes, and on 
effective planning for future nursing needs. Many of the existing datasets do not incorporate factors 
that have been associated with patient outcomes or incorporate them in a limited way that restricts 
their utility. 

The development of tools such as dashboards that can improve service delivery and clinical 
management are often undertaken at the state or local level, and may not incorporate all relevant 
data elements, leading to a disparity in how services understand and address their nursing needs. 
In order to facilitate strong context-relevant decision making, data and support should be made 
available to dataset users at all levels, who can apply their understanding to ensure the most 
effective utilisation of these data for positive patient outcomes.

As the pre-eminent professional nursing body, ACN is committed to working with the Australian 
Government and industry to facilitate a strong and sustainable nursing workforce to meet 
future health care needs of all Australians. An expanded, evidence-based minimum dataset is a 
fundamental component.
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RECOMMENDATIONS
General requirements for a comprehensive national nursing workforce dataset include:

• Consistency with existing national data dictionaries wherever common data elements exist;

• Adoption of standardised classifications for nursing positions, however named across 
jurisdictions;

• Incorporation of evidence-based outcomes into planning and decision-making processes;

• Assumption of existing outcome definitions (e.g. the Nursing Turnover Cost Calculation 
Methodology (Jones, 2005)).

In light of the discussion and research presented in this White Paper, ACN has two key 
recommendations that are essential for the effective planning and implementation of a sustainable 
nursing workforce:

1. Development of consistent national definitions and terminology for the nursing workforce.  
a.  This may entail data categorisation mapping across jurisdictions (‘crosswalks’) and the 

implementation of a national nomenclature (Gardner et al., 2017) to avoid the need to 
change current roles or terms.

2. An expanded, nationally consistent, minimum nursing workforce dataset should be developed 
and implemented. This dataset must: 
a. Include a limited set of key measures for planning and utilisation at all levels.  
  
  
  
b.  Be based on a limited set of data elements that are routinely collectable and provide the 

basis for the key measures in (a) through aggregation or calculation.

Consideration should also be given to:

• A tiered approach to categorisation similar to that of other systems (for example the 
International Classification of Diseases), whereby additional digits or characters can be 
added to provide more precise information where needed in a given jurisdiction, while not 
compromising higher-level consistency.

• Development of definitions of key outcomes where they do not presently exist.

•  The timeliness of dataset availability, and the requirements for associated skill development, 
in order to facilitate best use at all levels. 

• An alternative to self-reporting for nationally important data such as this.

i.    These should incorporate measures identified from the research evidence  
(e.g. NHPPD/NPR, skill mix, education) known to be related to nurse, patient and system 
outcomes (adverse outcomes, patient satisfaction, job satisfaction, turnover)
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