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00:05 Speaker 1:

That's the first question, what is the current level of nurses in your department? How many are there from n1n0 to n4, and so on.

00:14 Speaker 2:

What's the situation? Are you referring to our breast disease ward or breast department? Let me explain the breast specialty division. Currently, we have 53 nurses in total, with three assigned to the Pharmaceutical and Salt Ward. However, since the Pharmaceutical and Salt Ward and Breast Disease Ward 4 are considered one unit, they should be counted as part of the 53 nurses. Regarding staffing levels: there are 2 postgraduate students (2022 graduates) in N0 category, 12 in N1 category, 17 in M2 category, and 19 in N3 category.

00:46 Speaker 3:

There are four N4s.

00:48 Speaker 2:

Four of the s are head nurses in three wards, and one ward has a higher grade. At present, there are three head nurses in m3, which is also an average distribution.

01:00 Speaker 1:

Do you think the current number of energy levels can meet the working status of your area?

01:10 Speaker 2:

Currently, our staffing levels are generally adequate. First, in breast surgery practice, we rarely encounter critically ill patients requiring Level M2 (mid-level) care, so the requirements for such cases are not particularly stringent. As mentioned earlier, we have seen minimal new nurse admissions in recent years due to both hospital-wide recruitment freezes and departmental staff reductions. The only recent addition was a 2020 graduate student – this wasn't strictly about replacing a nurse position. Our current staffing capacity effectively meets operational needs. Our current staffing ratio is approximately N3/N4, with 30% of our workforce meeting core clinical demands and about 60% handling Level M2 responsibilities. The 10/100 ratio for N0/N1 cases aligns with our specialty's operational requirements.

02:05 Speaker 1:

Do you think the proportion of your department is appropriate? Yes.

02:10 Speaker 2:

Currently, regardless of suitability, I believe there are actually more high-level players in the market. We hope to see some low-level players emerge, but currently we can't achieve that because they won't enter the Shanghai Stock Exchange in the next few years. This leads to continuous upward pressure, resulting in an oversupply of high-level players. At present, there are many N3 players, both N3 and N2 are abundant, while N0/N1 are almost non-existent, with only one or two remaining.

02:36 Speaker 3:

Let me interject: You mentioned earlier that the number of N3 members has been increasing significantly. This trend might continue rising, right? With no new comrades joining, we may implement annual competency evaluations in the coming years. If these assessments can be conducted within 1-2 years, you think the current N3 members could all reach your current level?

02:58 Speaker 2:

In reality, we want to determine what kind of evaluation we should receive every two years. Since everyone is promoted to the m3 level, there might be a brief push before promotion. However, after being promoted, they often fail to meet hospital standards or our department's requirements. Despite these shortcomings, we haven't downgraded their classification.

03:19 Speaker 1:

How many levels do you think nurses should be divided into? N0 is now n0 to n4, a total of 5 levels. Do you think the level division is appropriate?

03:30 Speaker 2:

How do you say that? If you break it down, it's something like this, but if you roughly divide it, for example, you can also divide it into low energy levels, medium energy levels, high energy levels, and so on.

03:41 Speaker 1:

What are the dimensions and indicators that you think each energy level looks at?

03:49 Speaker 2:

The five-dimensional problem is a big one. If it's too big, you should talk about it first.

03:56 Speaker 3:

Energy levels, for example, as you mentioned a few energy levels, each grade is applicable to each grade, for example, its big dimensions.

04:07 Speaker 2:

Currently, our department's competency framework primarily focuses on two key aspects. First is clinical competence – you must demonstrate sufficient operational skills to fulfill your responsibilities. Second involves technical proficiency, which may include specific operational skill requirements. These two components form the foundation. Additionally, teamwork dynamics matter significantly, such as peer evaluations and collaboration with colleagues. Effective communication remains crucial in modern practice. Monthly and annual performance reviews further contribute to overall assessment. For junior staff at lower competency levels (e.g., N3/N4), these criteria apply. However, for mid-level professionals (N0/N1/M2), research capabilities should be incorporated into their evaluation system. It's worth noting that those at the highest levels (N0/N1/M2) might not require explicit consideration of research competencies.

05:04 Speaker 3:

 good 。

05:10 Speaker 1:

You think that n0 to n2 is mainly a measure of their clinical competence.

05:16 Speaker 2:

It should be on the same level as technical expertise, and then include things like democratic assessment and communication with colleagues in teams or medical care, or coordination of teamwork, which I think should also be part of the assessment criteria.

05:33 Speaker 1:

What percentage do you think your clinical working ability and technical level, as well as the democratic assessment, account for?

05:39 Speaker 2:

I think it might be 40,40 to 20. Anyway, clinical work ability and specialty level may account for the majority, they can be about the same, and then later democratic assessment or performance may account for 10% or 20%.

05:56 Speaker 1:

That is, n34 should be supplemented with a scientific research.

05:59 Speaker 2:

Research may account for 20 to 30 percent of that.

06:03 Speaker 3:

I think which percentage went down before you got here?

06:06 Speaker 2:

In terms of clinical working ability and technical level, clinical working ability accounts for 30%, because this is the most basic, then technical level accounts for 40%, and the rest accounts for 30%.

06:25 Speaker 1:

You just said that your department has research nurses, research nurses, pharmaceutical research nurses, and ordinary nurses. Then what do you think is the overall career path for them to develop?

06:41 Speaker 2:

We don't have specialized training programs for nurses in pharmaceutical research. In our Fourth Ward, which handles both chemotherapy and drug research, three nurses are assigned to this department to receive bonuses. However, these aren't dedicated researchers—they mainly handle more clinical research projects. As the hospital director pointed out, since they're not part of the oncology department, they tend to focus on such projects. Regarding these pharmaceutical researchers, we haven't specifically trained them. First, they need proper qualifications, right? They should hold a Good Clinical Practice (GCP) certification and undergo regular assessments. Second, regardless of their specialty, we should provide them with training opportunities and learning chances. After completing their studies, they should also share the knowledge gained within the department, helping others acquire relevant expertise.

07:52 Speaker 1:

For example, you think that nurses in different types of departments, such as research, teaching and clinical, have the same requirements for them. Or do they have different requirements?

08:05 Speaker 2:

I believe the first requirement is foundational, right? For associate degree holders, we emphasize basic competencies like workplace skills and technical proficiency. Based on different career paths—such as clinical nursing where we prioritize hands-on training in specialized techniques and clinical operations (like PICC catheterization)—we focus on developing these practical skills through targeted workshops or competitions. For research-oriented nurses, we offer dedicated research training programs tailored to their needs. Our hospital currently has research clinics where they can enhance their expertise. We also provide relevant training content to help them gain competitive advantages within their specialty fields. Our department has specialized nurses including oncology specialists and medical specialists, each with distinct areas of expertise. Building on our core capabilities in breast specialty care, these nurses provide nursing education and mentorship, assist the head nurse in management tasks, and handle case management. As specialized practitioners, they also conduct multidisciplinary consultations to address complex clinical challenges within their fields.

09:53 Speaker 1:

It's the three types of nurses who can advance their level.

09:58 Speaker 2:

You should be relevant to these. Well, this is more personal.

10:04 Speaker 1:

Personalization. How do you think we can improve a nurse's willingness to advance?

10:10 Speaker 2:

I believe there are two key aspects for clinical nurses regarding compensation, right? The second aspect is their emphasis on time management, such as rest periods. However, this isn't directly related to you-I'm just discussing their professional obligations. After salary benefits, the second priority should be career advancement opportunities and nursing performance evaluations. Some nurses might think we've focused on material aspects earlier, but we also need to consider spiritual growth in personal career development. This means providing more training opportunities, including prioritizing candidates from talent pools during selection processes-whether for nursing management trainees or specialized nurse positions.

11:06 Speaker 1:

If you say that if you go from n two to n three, if you go up to n three, he will have more opportunities for training or talent pool selection. Yes.

11:19 Speaker 2:

I think this can also be regarded as a prerequisite, for example, in the selection of talent pool. For example, if you are n2 and n3, under the same conditions, people may give priority to n3 grade.

11:33 Speaker 1:

Okay, do you think this competency assessment is done every year or every few years?

11:41 Speaker 3:

Two years.

11:43 Speaker 2:

It may be a lot of work for one person every year, and sometimes it's like if you consider the energy level of n3n4 for scientific research, he sometimes can't produce anything in a year. There is a cycle I think.

11:55 Speaker 3:

 fine 。

11:57 Speaker 1:

Well, that's all. You might as well just ask.

12:01 Speaker 3:

You mentioned several evaluation criteria, such as whether leadership is assessed. While we all understand that your capabilities are paramount, the real challenge I face every time when developing these metrics is determining how to evaluate this aspect. What specific methods or indicators do you think can effectively assess a nurse's clinical competence? As clinical nurses who have served as head nurses, we've all experienced this firsthand, right? We know which nurses excel in clinical practice and demonstrate effective approaches. However, when trying to quantify these qualities, it feels surprisingly difficult.

12:39 Speaker 2:

In reality, the clinical competency assessment in nursing departments fails to adequately reflect true professional capabilities. Take students with strong clinical performance, solid psychological resilience, and effective problem-solving skills as examples – their actual clinical competence remains underdeveloped. Such assessments prove utterly meaningless, especially when evaluating individuals who prioritize exam preparation over practical skill development. These superficial test-taking approaches cannot serve as valid criteria for assessing genuine nursing competencies.

13:02 Speaker 3:

How do you feel about each score.

13:05 Speaker 2:

It may not be a single indicator, for example, he should have several dimensions.

13:09 Speaker 3:

How do we evaluate nurses' clinical competence? I believe these two aspects are crucial. As a head nurse, you must be well aware of them.

13:18 Speaker 2:

My head nurse must know, for example, that I don't want you to think which ability is good or bad, yes, but you come to assess you, and you can't assess you with one thing.

13:27 Speaker 3:

It can only be used as one of the nursing department's exam results. Yes, it can not be used to say that clinical competence alone is used.

13:32 Speaker 2:

Enhancing this individual's evaluation and judgment is indeed crucial. Theoretically speaking, assessing one's theoretical knowledge and technical proficiency requires specialized expertise. For instance, when evaluating breast cancer-related knowledge – which itself encompasses multiple aspects like pathological analysis methods – the assessment should consider specialized clinical competencies. To illustrate: What diagnostic procedures are involved in breast cancer management? How do we conduct preliminary evaluations? What chemotherapy regimens are typically employed? Additionally, maintaining intravenous catheters also demands specialized knowledge. All these elements must be assessed through the lens of professional specialization.

14:09 Speaker 3:

Alright, let's break it down step by step. You mentioned his clinical skills first require theoretical knowledge, right? Without solid theoretical foundation, he can't handle this. Now how do we assess whether his theoretical knowledge is strong enough? You said he knows all the questions I ask, but here's the catch: the nursing department doesn't know these questions. As the evaluation department, we can't verify through any methods. If I say' I know your theoretical level is high, 'then he's just a substitute for other specialties.

14:39 Speaker 2:

It depends on the specialty.

14:42 Speaker 3:

Then it becomes an exam, and you don't want to take the exam, right? This is the first piece of theoretical knowledge and the second piece.

14:50 Speaker 2:

The second aspect involves your specialized skills. You've all demonstrated these competencies, haven't you? Take our previous discussion about drafting hand drafts as an example. For PICC (the insurance provider), basic proficiency is essential. Some individuals excel at injections while others struggle with them – that's just how it goes.

15:10 Speaker 3:

It's the same problem as theory. How do you evaluate something? Even though you know that you have 10 nurses under me, I know that the nurses can't even get their licenses and are barely doing their jobs. On the other hand, if another nurse does a good job, how can I evaluate him every time he calls?

15:33 Speaker 2:

You evaluate, for example, if I give me an injection, I don't register it, for example, how many times did your nurse see you this month, how many times he came to give me an injection, what was your success rate, what was his success rate.

15:42 Speaker 3:

Have you registered? I haven't.

15:46 Speaker 2:

I thought that outside the center, only your nursing system administrator had to register, but not every department.

15:55 Speaker 3:

The central venous catheter care system is registered, right? For example, I can use your specialty to perform a certain specialty operation.

16:04 Speaker 2:

You pursue the number of specialty features,

16:14 Speaker 2:

Each major may be one or two majors for you, you can not say that you are comprehensive.

16:20 Speaker 3:

The so-called "common" or "general" standards are meaningless, because what's considered "common" is actually the basic tasks like n0n1 n2 pairs, right? Comrade Xiao Xiao must be expected to handle all your essential duties regardless of your department, right? But in reality, even these basic tasks vary in quality when it comes to clinical operations. The real challenge lies in my inability to evaluate them properly.

16:45 Speaker 2:

He insists on working with only his trusted clinical colleagues. When someone joins the team, you're the only one who knows exactly how things work. You know it's possible to coordinate simultaneously, but here's the catch: only those within your ward's inner circle truly understand the dynamics. Outsiders? Don't even think about passing exams for external appointments. Let's face it – you can't start working without passing that crucial exam. That's the hard truth.

17:05 Speaker 3:

For example, when evaluating nurses 'clinical competencies as you mentioned earlier, if I design an assessment form focusing on theoretical knowledge and clinical operations without exam-based evaluation methods, but instead have others list specific clauses or items, then ask head nurses and ward nurses to rate them, you know, wouldn't that yield genuine results? Not entirely correct. In fact, within the 19th edition of the competency progression framework, there was originally a daily nursing skills evaluation form. This document was provided by Director Gu from abroad, translated and presented to me in its finalized version. I made minor adjustments to some particularly awkward phrases. When I distributed it to Liu Ying's team for testing, I told them to rate actual performance levels. Actually, even junior colleagues with slightly weaker capabilities might score higher than expected. However, this paper lacked certification from head nurses – none of them had proper training. The reason is that the nurse's work under this form didn't meet standards. For instance, the score range was 20-40/60, and n4 showed a 90.

18:23 Speaker 2:

No one gave the score not enough, not right, because there was a human element in it, right.

18:31 Speaker 3:

So why do we want to implement quantitative metrics like a/s? Ultimately, those who fail the exam are either underperforming or part of a problematic department. There's no way to determine who's responsible for this, and in the end, it all boils down to wrinkles that can't be resolved. That's why I now believe the biggest challenge lies in establishing an evaluation system. If we assign authority through a standardized form to assess nurses' clinical skills—letting head nurses evaluate and department managers conduct assessments—the results will undoubtedly achieve 100% pass rates.

18:56 Speaker 2:

Since no one wants to take the initiative, it doesn't matter if he's in charge of the nursing department. He can afford to mess around with people – after all, his influence is negligible anyway. Yes, that's true. But once you're assigned to a ward, as you mentioned, only those closest to him truly understand him. Yet even these closest people aren't genuinely willing to get close, so he...

19:13 Speaker 3:

I don't want to think about it. And then finally.

19:15 Speaker 2:

Hi, I'm good, everyone's good, right?

19:18 Speaker 3:

When nurses fail the competency assessment and don't meet the required standards, clinical supervisors often complain: "Our department's nursing staff can't handle this. Their skills are far below Level N2 requirements. Why assign them to these cases?" While there's no serious medical issue, this remains the most challenging aspect of current evaluations. If we rely solely on standardized tests and metrics, we'd argue that exams alone aren't enough – especially when English-language questions aren't allowed. That's true; I'm fully aware English-language materials shouldn' t be included. It's a real headache. What other solutions do you think could improve this situation?

19:58 Speaker 2:

How do you get one of these indicators?

20:03 Speaker 1:

Can we evaluate the quantity and quality of each operation? If a nurse goes from n0 to n1, how many times does she have to give it? The infusion amount, yes.

20:15 Speaker 3:

So where did the data come from?

20:17 Speaker 1:

Data is usually called by his mentor or some of the general agents in Cory.

20:22 Speaker 3:

 statistics 

20:25 Speaker 1:

That's a bit of a hassle.

20:27 Speaker 3:

You also sent it from the regulation training. Can someone fill it in? Yes, how to ensure the authenticity and objectivity of the data?

20:39 Speaker 1:

It is possible that some people may not be good at technology. I think the technical department may not have practiced enough. If we play 100 Golden Mai Zhen, it will definitely be good.

20:48 Speaker 3:

Will it be better? That is to say, we can consider, especially for those below the lower energy level of N2, whether we can consider doing it from the perspective of quantity? Mr.Li, if it is from the perspective of quantity, what do you think can be considered?

21:10 Speaker 2:

Is it possible that the basic thing you mentioned about venipuncture is an operation inside?

21:18 Speaker 3:

It's not necessarily an operation.

21:23 Speaker 1:

That satisfaction and stuff.

21:24 Speaker 3:

Can I add it? Satisfaction is not personal right now.

21:27 Speaker 2:

Regarding satisfaction, as long as he doesn't mention it now and doesn't complain, that's all good. It's really hard to conduct such detailed evaluations. I think this is indeed difficult.

21:43 Speaker 1:

Yes, unless he can scan the code by injecting an injection, it's better to upload the data directly for statistical purposes.

21:50 Speaker 3:

It is not easy to control. If the data that can be captured by the existing information system at present, the per capita medical order capital workload.

21:59 Speaker 2:

Well, we're in a bad place too, for a department like ours.

22:02 Speaker 3:

This must be a comparison only with the department, I can't compare you to someone who might not play well against you, right? I might get this tumor department to compare.

22:10 Speaker 2:

He's right. We can't make scientific progress even in a single day. The patient didn't require IV therapy for these two conditions.

22:14 Speaker 3:

If you want that, it must be the same.

22:16 Speaker 2:

It's a departmental one, or it's the same as your specialty. It's not that you set up three wards in your department, right? That's ok.

22:22 Speaker 3:

But there's no comparison between what you get and a course in electrochemistry.

22:44 Speaker 1:

I also want to ask a question. You said that there are no critically ill patients in your department. If there are critical patients in the department, except ICU, what ratio of capacity is appropriate? N0 to n4.

22:58 Speaker 2:

When ICU departments require critically ill patients, the proportion of cases between n0 and n1 might be lower. Otherwise, even if they purchase half the ICU beds, they still can't operate independently. However, for ICUs like those with dual functions, especially for independent units where one nurse works night shifts, the ratio between m and n should not exceed n-1. For night-shift rotations, nurses can work both day and night shifts, though the ratio might be slightly lower. But this isn't something you can arbitrarily determine. Based on hospital conditions, they need to immediately consider adjusting staffing without constantly hiring new nurses. In our department's previous practice, even when managing 2 to 4 wards, we didn't see significant increases in nurse recruitment.

23:41 Speaker 3:

This is not just about robbing Peter to pay Paul. Even now, procurement has provided us with 21 beds – isn't that a solution? Another operational question: As mentioned earlier, due to hospital entry requirements and various factors, your department's staffing ratio based on competency levels may be inadequate. But isn't that unreasonable? If I discuss this with the three specialty directors, you could propose ratios like 3.5:4.5 for n1 and m4. Once you establish these ratios, we'll adjust your department's competency allocation accordingly. For example, if you have 10 nurses in your specialty with an n4 competency ratio, that would be your department's designated quota. This means promotions won't be granted unless someone meets Anne's evaluation standards. Other positions might only be filled when candidates demonstrate required competencies. Could this approach work? Let's say your hospital has three positions available. If you haven't finalized other appointments, you could state that you can only handle three candidates at most. Based on the hospital's basic standards, I might evaluate you as qualified for this role. This approach actually works well. You could limit the number to three candidates. For example, if five people apply, after the head nurse evaluates you meet the hospital's basic requirements, they might assess you as meeting the first-generation evaluation criteria for specialized fields. Take ABC as an example: if you're certified as an ABC-level talent, you'll be recognized as such. The remaining two positions would be assigned to n2 candidates. If you initially proposed five candidates but now have four or five, I suggest reducing two from n3 positions. With n2 positions available, you'd have more options. When applying for these remaining positions, you could compare them with the original quota of one candidate. The difference becomes clear when you see the numbers.

25:37 Speaker 2:

Could you please explain the importance of maintaining motivation? Otherwise, everyone would just keep progressing in the same direction—once they reach a certain level, they'd rest on their laurels and stagnate. This situation actually creates opportunities for organic adjustments. Right? While the basic hospital rating system is appropriate, specialized departments require specific standards. As I mentioned earlier, these specialized standards should build upon the existing hospital classification framework.

25:59 Speaker 3:

This is the criterion for evaluation, and there are specialized criteria.

26:02 Speaker 2:

If the nursing department does not limit the number of people.

26:05 Speaker 3:

Can the department maintain operations? Maintaining departmental functions would also be challenging. If there are specialized competency standards for your field, like "You must now be able to draft specific documents," right? Currently, five people can handle drafting tasks. Should those who can draft get an N3 rating regardless of their actual proficiency level.

26:27 Speaker 2:

Yes, if I limit the ratio to you, you will hit five of them, and then choose the best one to meet the n3 version.

26:33 Speaker 3:

What do you do a lot for, what are your projects, what improvements are you making in the department, right?

26:38 Speaker 2:

It's like when five people are all skilled at something, but not all will actively participate. Some might be more proactive because they have time to engage in work-related activities, while others prefer to stay idle. The more willing someone is to contribute, the more likely they'll take initiative. When someone says "if you don't play, that's just how it is," especially when it comes to matchmaking – those young and honest folks who were born without understanding such dynamics, right? Like when a straightforward youth insists on playing, isn't that true? Why should you insist on occupying that niche? That's exactly what I mean. In reality, clinical settings present many such scenarios.

27:09 Speaker 3:

 yes 。

27:10 Speaker 2:

This approach is viable. Here's the rationale: Your current management style maintains professional harmony, as the nursing department's standards are established through this ratio-based system that defines specialty competency levels. The head nurse must make strategic compromises based on these benchmarks. By adhering to objective criteria, they avoid unnecessary conflicts. Moreover, nurses below you won't object—everyone understands and sees the transparent process. When I assign classes, it's not arbitrary; it's entirely achievable through this framework.

27:38 Speaker 3:

Well, actually, the project is ok.

27:53 Speaker 3:

You mentioned that the current requirement for N1 and N2 certifications doesn't specifically target critically ill patients. Many evaluation courses across different academic levels have undergone changes. I recall Director Lin had revised the human-machine evaluation training program at some point, and the updated version was managed by the campus administration. I don't think we can go back to those previous versions from years ago. How many revisions have there been? The ones issued last year or even this year definitely haven't been updated yet.

28:29 Speaker 2:

I'm sure not, because I'm definitely not here in the first half of the year to affect you, right?

28:32 Speaker 3:

You've also revised the psychology course and made some adjustments. Do you remember adding something about happiness metrics? Regarding the humanities psychology curriculum, I recall you provided feedback on modifications. You mentioned understanding the content but emphasized that our training program lacks tiered competency development for critical care scenarios. A key issue in current implementation is the "n-1 to n-2" progression requirement – specifically, needing critical care management capabilities. For example, when a nurse rejoins your department, they might never have had access to manage critically ill patients before, or even if they occasionally attempt it, they may not meet the required standards.

29:31 Speaker 2:

He didn't train him for the economy. He didn't have a clinical perspective.

29:35 Speaker 3:

In this case, if I ask all the nurses to think about what kind of promotion they want, they must go to that kind of person to rotate in the middle of the certification process. Or if your department itself has a lot of critically ill patients, for example, how many critically ill patients have you managed? You can't monopolize it. If you don't have them, you'll end up getting seriously ill or going to the emergency room.

29:59 Speaker 2:

In theory, this approach seems feasible. However, when it comes to our department's private messaging system, I must clarify that we have virtually no patients with stomach pain – in fact, there have been none in recent years. All nurses who obtain this certification must undergo mandatory training.

30:13 Speaker 3:

No one delivers food to my room.

30:16 Speaker 2:

How long do you train, how to get the bonus during the training, or how to do it, so that I can not work.

30:25 Speaker 3:

That's the plan to design the training program properly. Now that they're graduate students, they must rotate for three months.

30:39 Speaker 2:

Because there will be a lot of them.

30:45 Speaker 3:

In this region, there are quite a few patients like Wei Dong. In half of the hospitals, there are similar numbers. Some departments handle critical cases, and they rarely have enough staff for emergencies. If you calculate based on the hospital-wide staffing requirements, say, requiring 20 nurses, even with such personnel, they might still fall short. This means about two-thirds of the department's nurses would need to be reassigned. Yes, the WeChat Weizhong Community has a substantial user base.

31:24 Speaker 2:

But it's actually reasonable, because if you just go to the training and the certificate is small, it's just for the number of people, and when you come back, there's nothing that is.

31:38 Speaker 3:

So there are two key considerations here. First, from the perspective of nurturing children's personal development. Second, hospitals like ours often require such results during outbreaks – when there's simply not enough data available. But here's the thing: if you've been away for three months without rotating through Weilong Town, it becomes meaningless and ineffective. Right? Absolutely. It's just not going anywhere.

32:10 Speaker 2:

You are like us who used to stay in the ICU for several years. It is useless for you to go now. I said, "How can I do that?" You are a son and you don't contact with me every day. It is useless.

32:18 Speaker 3:

So the director wants to talk about how we can keep our nurses in critical condition.

32:26 Speaker 2:

Business ability, but I think in fact, in every ward, you require all the main patients with critical illness to call for him, so it must also have a certain level of energy, but for those without critical illness, maybe there is no need for m2.

32:49 Speaker 3:

What's the 996 system? Regarding what you mentioned earlier, there's actually no inherent contradiction here. The point is, you need to manage critical cases with two-way communication, right? But some departments never deal with critical cases. Is that correct?

33:04 Speaker 2:

He just needs n one in the course, right? I mean sometimes there's no, but it's okay, right? There's this contradiction, yes.

33:16 Speaker 3:

Then there are the corresponding positions, for example, one is from the energy level to the position, that is, from the position to the energy level. For example, nurses in m2, n3 and n4 can be assigned to your department. Do you have any positions?

33:37 Speaker 2:

Our department doesn't have specialized roles. The staff numbers are minimal, and positions are straightforward—primarily responsibility roles and office treatment duties, with only two types of positions. While any staff member could potentially handle these roles, the most technically demanding responsibilities like discharge processing and preoperative care (including occasional IV drips) require specific qualifications. Our treatment tasks are relatively simple: we generally avoid chemotherapy, though occasional chemotherapy patients may need it. This is why we don't assign this role specifically. Our current focus isn't on central therapy because we lack the necessary facilities or expertise. For instance, when patients need chemotherapy this year or next year, we coordinate their schedules. We also assist in drafting documentation and preparing knowledge materials, which requires basic clinical skills. However, we don't create dedicated positions for these tasks. Currently, we don't offer specialized treatment centers as we lack the necessary infrastructure. When patients need urgent chemotherapy, we arrange appointments promptly. For example, if a patient needs surgery but has limited time, we might assign them to a less demanding position during their free afternoon hours.

34:54 Speaker 3:

Do you require the personnel in your position to have qualifications? I have the training level, so you should first select this person for training.

35:04 Speaker 2:

First of all, there are more than two pairs of m2n2, and then in fact, at the beginning, people are relatively limited to m3. However, later we found that because we have fewer people, and not many people work during the day, you can't know basically that there is no one there this year.

35:22 Speaker 3:

I want to ask you, from your associate degree perspective, if you're selected for law enforcement positions now, would you be capable of handling all the routine tasks mentioned earlier (n1 to n4)? You also mentioned that the "Zhitizhi" system is part of your department's specialized expertise. If you advance to the next level in your associate degree program and get selected for higher positions, wouldn't you then work in quality assurance? After being selected, what differences would exist between your n2, n3, and n4 roles from an associate degree standpoint? Apart from the current academic affairs department, there are currently no other distinctions in your associate degree curriculum.

35:52 Speaker 2:

Although we mentioned twice in our interpersonal relationship that we should publish articles or patents in two or three years, in fact, we have not achieved it.

36:04 Speaker 3:

In this case, if we follow your suggestion that we evaluate every two years as mentioned earlier, it is possible that after he finishes the evaluation, all n3 and n4 will be changed to n2.

36:17 Speaker 2:

Especially now that articles are hard to get published, the possibility is too great. We also have to interact with these meetings and strengthen the hierarchy. Yes.

36:25 Speaker 3:

If you don't meet that, it's not good. You've already counted on your side. I think you're strong in all aspects of scientific research. If you don't do well on your side, it might be comprehensive.

36:42 Speaker 2:

I don't think we can completely measure the level by the research of the article.

36:46 Speaker 3:

This is true, especially now. Things used to be manageable, but at the highest echelons of excellence, Hangzhou will undoubtedly take the lead. You see, the higher you climb, the harder it becomes to stand out. Take those jobs you mentioned earlier – if you can't even get a team leader position, how could anyone else? When I reach the pinnacle, what will I assess? Your expertise level. If you're truly an expert, you shouldn't still be stuck doing basic tasks.

37:21 Speaker 3:

From my operational perspective, the biggest challenge I face is evaluating performance metrics. While our current framework appears straightforward, it fails to accurately reflect a bank's true capabilities. The core issue lies in our rigid evaluation system that doesn't allow progressive adjustments. Take M2 as an example: every requirement must be fully met. If any criterion isn't satisfied, you'd likely consider it inadequate. When comparing different systems, a points-based approach seems more practical and effective.

38:15 Speaker 2:

I know the terms, for example, if you have five items, you may meet three or four items, or every item, your points can be in each aspect, but the points will be more complicated.

38:24 Speaker 3:

I think. Points are one thing and the points system is another. You don't limit the number of people because we don't limit it now.

38:35 Speaker 2:

Right? Unlike you, we get promoted and you don't even know what to do with him.

38:40 Speaker 3:

There is no ratio at present. If your terms are met, you will be on the right side, right? If it is a points system.

38:47 Speaker 2:

It's survival of the fittest.

38:49 Speaker 3:

In a points-based system, you need to establish clear criteria. For example, if 50 candidates apply for a professional title this year, you could allocate 50% of the points to those ranking above the top percentile. However, the current points-based system is quite cumbersome and inefficient. Another issue is that our current grading system builds upon existing qualifications – like requiring a nurse's degree before applying for a nursing supervisor position. When competing for these titles, you've already been evaluated once, which significantly reduces your potential points. The goal is to streamline the process by building on existing qualifications. For instance, when advancing from a nurse to a supervisor, you've already completed the evaluation cycle. This simplified approach clarifies: "I've already earned the basic qualification through promotion to supervisor – now I just need to meet specific requirements to reach the next level."

39:53 Speaker 2:

The points that were squeezed past 500 times have been mentioned once before, but they are still in the form of clauses, otherwise it would be too anti and go twice.

40:02 Speaker 3:

Another approach is modular scoring systems. For example, in workload requirements: I might assign 2/10 points to workload and 10 points to research contributions. When competing directly, workload metrics don't get complicated – you end up with 80 or 90 points, right? Or consider modular point systems where research performance matters. Let's say you need to achieve a minimum of 8 points in your research section to advance to level 3. If you score three points, you can only advance to level 2. This modular approach ensures clear progression through tiered requirements.

40:47 Speaker 2:

In scientific research, you can incorporate multiple dimensions into your efforts. Unlike a single-focused approach where you might only need two publications, your research could encompass various aspects. For instance, you might have patented specific technologies, received awards, or delivered presentations. Even if your research points accumulate in a chaotic manner, you can still make efforts across multiple fronts to enhance your overall achievements.

41:06 Speaker 3:

Right? The current terms have a limitation. As you mentioned earlier, for example, if I need to publish an article every two years, but unfortunately I haven't met that requirement yet – and I can't seem to meet it no matter how hard I try – this makes the modular credit system approach particularly challenging, doesn't it?

41:24 Speaker 2:

Is it more alive like this, yes, so that everyone can work on more aspects, otherwise you will be killed by one stick.

41:33 Speaker 3:

In reality, it's nearly impossible to see anyone achieving the M4 certification every year. Last year, only one candidate made it through. If this is the case, consider this: each paper earns one credit point. You just need to meet the score requirements for a specific module. For example, if you complete five modules and achieve the corresponding competency levels in all of them, that's how you qualify.

42:04 Speaker 2:

Is there any possibility? Take you, for example.

42:09 Speaker 3:

Is there a total risk, which module is higher, maybe like.

42:14 Speaker 2:

Like we can fix him if we're in charge.

42:16 Speaker 3:

Is that possible? For example, he is particularly strong in one area.

42:22 Speaker 2:

For instance, if you evaluate his work quality, he might score full marks in technical aspects but lose two points due to weaker research capabilities. The assessment should focus on individual module performance rather than total scores. Additionally, it's crucial to consider whether he maintains consistent high-quality output and the proportion of such achievements. Ultimately, comparisons shouldn' t be made-instead, focus on quarterly performance metrics.

42:48 Speaker 3:

Here's my personal perspective: When using modular scoring, each module assigns different grade levels with corresponding point values. For example, in the research module (let's say you set it to n4), even if you achieve a perfect score of 100, you won't get full marks like 20 or 30. Each module remains at 100 points. If you reach 80 points in the research module (say n3/60), that's acceptable. Any individual score is valid. For instance, if you score 5 points in modules n1/n2, it's fine. If you're in the department and need to submit a review report as required by doctors, you can get 5 points if the department approves your score. Even if you haven't completed the review, that's still acceptable. For example, a graduate student who publishes one paper might receive 10 points. This system allows setting different grade levels for each module based on competency levels, with higher grades assigned to those who complete research tasks. That's how it works-points increase progressively as you advance through the modules.

43:54 Speaker 3:

It's a little bit more flexible, it's a little bit more flexible than the rules and regulations, but it's still the same thing, and it's too complicated to be clinically operational, so it's not going to work, and basically you have to do it for a reason, and you have to think about how the data is going to come in.

44:20 Speaker 2:

This data should be easy to come by, right? He doesn't follow rigid frameworks like those used for promotion. For instance, if you publish an article, wechat accounts for 5 points, while non-core publications account for 2 points. He calculates it himself, whether it's from n-2 to n-3. During this period, he would submit the materials.

44:34 Speaker 3:

Research is relatively relaxed, and then there's teaching ability.

44:43 Speaker 2:

Teaching ability can be trained, maybe you can not say that it is the same with just having a college education, right? Your college education.

44:53 Speaker 3:

The training for the major course, the nursing welfare training, how much do you get in total? Yes, your scores will be different, but it's still the same thing. Your scores in the associate degree will be lower, and the nursing part of the major course will be higher.

45:07 Speaker 2:

You should consider that even if you don't have a college degree, there might be some training available. While specialized programs may offer more intensive training, the quality matters. Some institutions keep repeating the same approach, right? Moreover, this actually requires supervision by head nurses. You can't just label everyone as either good or bad – everything gets categorized as training, right?

45:24 Speaker 3:

Another critical issue involves the current situation where provincial authorities are implementing specialized nursing certification requirements that extend beyond existing programs. Furthermore, specialized nurses are now categorized as a distinct talent group. This necessitates the establishment of incentive policies for them. Specifically, could we consider introducing preferential policies from an interpersonal perspective to support these nurses? Currently, such measures remain absent in practice.

45:54 Speaker 2:

But take my experience as an example. I felt our departmental nurses didn't fulfill their core responsibilities. The role of a specialist nurse was actually underutilized. Back when specialist nurses first emerged, they were supposed to fully align with their positions and handle corresponding tasks. That's why I applied for the specialist nurse position. Director Gu wasn't just going through the motions—he insisted on thorough evaluation. He told me, "Your application should reflect your actual expertise." When I applied for oncology because there were no other options, he said, "You're breast specialist, but applying for oncology means you'll end up in that department." He believed I wasn't qualified for breast oncology either. Since I'd spent half an hour developing plans for ten cases, he urged me to reconsider. As Nurse Wang Pei, while in Japan, I called him specifically. Later, I didn't apply because his advice left a deep impression: Specialist nurses must be fully aligned with their roles, right? They ended up following every rule rigidly, and these people couldn't even become head nurses. This is exactly what he meant—don't take the lead. Director Gu's message was clear: "Take a moment to think about it." That's why I didn't apply. Now, isn't this similar to how the Minister of Commerce and Industry handles things? Mr.Zhang has done the math today. Now let's face it – even if we weren't originally specialized in oncology and haven't demonstrated our capabilities, you're saying "Just bring them here and I'll handle it." That's a decent proposal. But here's the catch: their potential isn't being utilized at all. So when you talk about offering them preferential policies, I think they haven't fully leveraged their potential yet.

47:30 Speaker 3:

That is to say, we should first evaluate whether the role of specialized nurses is in place. If you are in place, I can give you priority when I advance my level, which is called preferential policy.

47:42 Speaker 2:

When demonstrating your capabilities, consider practical examples: If you're a nurse, focus on tumor treatment metrics like completed oncology units. For nursing roles involving case management, consultations, or resolving related issues, highlight your value through tangible contributions. Even specialized training programs in nursing education should showcase distinctive features. Currently, many departments fail to emphasize these aspects, especially those not aligned with associate degree requirements. When you're merely following standard protocols without proper alignment, you're essentially wasting your potential – this is what I call "wasting potential."

48:19 Speaker 3:

We are about to do relevant work, do some sorting out, get rid of those who are not on duty, and do not match the positions.

48:28 Speaker 2:

He said that just like occupying this position without a success vote, he also has oncology nurses and intravenous therapy nurses in our department. Because we don't have breast specialty nurses, right? So we can only rely on these two specialties, right? Treatment and oncology.

48:45 Speaker 4:

However, specialized nurses currently face a fundamental issue: their responsibilities and rights remain mismatched. When they don't receive corresponding benefits, what entitlements should they rightfully claim? The solution lies in fostering social recognition. Hospitals and nursing departments must consistently acknowledge their contributions through various channels – whether it's by recognizing their leadership through initiatives like establishing private consultation clinics, developing professional training programs, or granting diagnostic consultation authority. Only when nurses feel their responsibilities are proportionate can they effectively leverage data-driven insights. For instance, granting them clinic consultation rights and participation in team-based consultations allows them to collect substantial clinical data. With this foundation, they can continuously refine their expertise. This approach ensures that nurses' professional development is grounded in tangible achievements rather than abstract expectations. Otherwise, if we're talking about our specialized nurses, we always require them to submit materials every time. But in reality, you don't actually provide them with opportunities for external training. For instance, have they collected patient data in oncology? How can they perform their duties without such resources? Many specialized nurses now become head nurses and struggle to find time to collect first-hand patient information or compile comprehensive profiles for further analysis. Without these foundations, how can they develop professionally? In my opinion, specialized nurses should be assigned to hormone-related positions. Right? So this is management's approach, isn't it? Without hands-on patient care experience, they can't even talk about developing specialized expertise.

50:25 Speaker 2:

Ministers are expected to be different in the future, that is, in all kinds of ways, so this thing is a temporary policy, especially.

50:32 Speaker 3:

Now it's the specialist nurses who are registering, and if you're already a head nurse, you're not allowed to leave.

50:37 Speaker 2:

But this kind of decision-making is easy for you to tell, and of course there are too many ministers.

50:42 Speaker 4:

During hospital inspections, the first thing he asks upon arrival is whether you're a specialized nurse. In our highly professional field, this distinction makes all the difference in leadership perception. Any household matter must be addressed by the nurse. That's exactly how it went during our recent inspection visit.

50:55 Speaker 3:

Ask the head nurse or ask the nurse and I'll ask the head nurse.

50:58 Speaker 4:

She said you don't have to talk about what professional qualifications you have obtained or what training you have received. You have received training such as this or that, but if you say that you are a critical care specialist nurse, he will immediately have a different impression of you. That's why I think this is the case.

51:14 Speaker 3:

Should head nurses be specialist nurses or not.

51:17 Speaker 4:

Right? There's this kind of ambiguity. If you want him to take on a technical role, you need to allocate time for it. For instance, if you're an international stockbroker or similar professional, they need to monitor the healing process of wounds. After applying dressings or performing wound care procedures, if the wound doesn't heal properly, or if the treatment method proves ineffective, this experience can become your expertise. With sufficient research capabilities, you could document these techniques and establish industry standards. You might even explain to doctors how much expected value a treatment brings—like predicting whether a patient can survive five years or more, or how quickly their wound heals. This is where your expertise becomes valuable.

51:57 Speaker 3:

There is a question of whether a chicken should be given corresponding treatment first or whether he should be given a fixed salary only after he has achieved results?

52:12 Speaker 4:

From a motivational perspective, what truly matters is whether they genuinely and wholeheartedly embrace this specialized field. If someone shows authentic interest or profound expertise in the discipline, even without formal training, they'll naturally gravitate toward nursing internships. Once they develop substantial understanding of the profession, they'll drive their own career development regardless of official titles. As for performance metrics or career progression – think salary comparisons – people never settle for basic incentives. Take a $10,000 salary as an example: while it might provide initial motivation, it quickly hits a ceiling. Don't you agree that $10,000 isn't just money? That's why...

52:53 Speaker 2:

One is a major that matches your major.

52:55 Speaker 4:

He should first have such motivation for himself, he is willing to learn, or whether he is interested in this major, or whether he is doing it for other purposes. I think it should be.

53:07 Speaker 2:

He deserves the credit for what he has achieved.

53:09 Speaker 4:

At least he's interested in this part, actually.

53:13 Speaker 2:

When you give him something, he accepts it with ease. Not many people are truly committed to their work. Take our past example: we were all similar in that we first invested personal time into projects. This is like the ecosystem you mentioned – many things require gradual accumulation rather than immediate results. Only when leaders see and recognize your efforts can they support you, right? Expecting a leader to give you one "date" (a traditional Chinese teaching position) and then two "dates" to become a teacher won't lead to success.

53:41 Speaker 4:

I also think you have to be good at first selecting the seedlings, right?

53:47 Speaker 3:

This is what we call "you can only get a position if you do something". We often say this, right? You have to have something first. As Zhang Yong just said, for example, if I want to be a nurse with a college diploma, you should give me a name for college counseling.

53:59 Speaker 2:

You're currently empty-handed. Even if you conduct a clinic consultation, there's nothing substantial to offer. Naturally, patients will come seeking you out, but you can't deliver anything meaningful in return. That's why we always believe: when you first create something for the leadership, they'll naturally expect you to produce results. If you don't deliver anything, how could they possibly give you anything?

54:16 Speaker 4:

I also noticed that their current specialized nurses are divided into three categories. The first is the hospital-assigned technical specialist nurse, while the second is the formal registration specialist in outpatient clinics. These registration specialists have their own identification numbers and require specific qualifications. The third category is international experts.

54:38 Speaker 2:

And then he had three sources for his industry standards, and I didn't get a deal, and Wenjie said on the document that he classified it into three levels.

54:48 Speaker 4:

But I see that there seems to be only one requirement among the specialized nurses in our hospital.

54:53 Speaker 3:

We are about to launch a rose brand, and we are doing it.

54:56 Speaker 4:

He also has to be divided.

54:57 Speaker 3:

Regarding the hierarchical structure, there are two key steps. First, we need to establish clear job classifications. As Wang Lili mentioned earlier, we must redefine non-aligned positions. Let me clarify: this isn't about switching job roles but recognizing your qualifications regardless of previous positions or levels. If you're not in the designated position, you shouldn 't be classified as a junior nurse. For example, in obstetrics, if you were previously handling critical care cases, how would you handle them now? This is our goal. The first step involves reviewing whether current positions align with these roles. Second, we need to implement hospital certification for junior nurses. If you've completed specialized training, we'll recognize your credentials. As Director Lin and I outlined earlier, certifications should demonstrate practical achievements. We'll only acknowledge those who have earned professional certificates, returned them, and demonstrated ongoing contributions within the hospital. This will formalize your status as a certified junior nurse at Jiangsu Provincial People's Hospital. We're currently developing standards with Director Lin and his team, and future initiatives will follow.

56:05 Speaker 2:

You must be actively engaged in this field. In fact, I was lacking a lymphedema training certificate back then. My learning approach differed from theirs – they might have just obtained certifications from organizations like the Jiangsu-Zhejiang Nursing Association. After completing their programs, they would simply issue certificates. However, my certification came from the National Health Commission. Previously, it was said that the National Health Commission wouldn't stamp such certificates, as they maintain a two-year evaluation system. If you fail to submit lymphedema case studies, they'll dismiss you. That's the principle behind it: if you don't obtain this certificate and report it home, you'll realize your lifelong efforts are meaningless. This is crucial. Yes, it's different from what Brother Zhang mentioned – after all, provincial-level institutions also require this specialization.

56:43 Speaker 3:

The re-certification process for three nurses takes five years, and even the provincial authorities are currently establishing standards. So even if a junior nurse obtains a bachelor's degree, they won't automatically become a senior nurse indefinitely. Alright, Xiao Tang, you're on the right track with your approach.
