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00:00 Speaker 1:

I'll be back first. I told you about that earlier.

00:02 Speaker 2:

I said I'd come see you after class.

00:06 Speaker 1:

Drink to death, and today you know what I said.

00:09 Speaker 3:

Small face.

00:09 Speaker 2:

The kid was actually a good kid, it was kind of fun. The head nurse asked about your personal information first, and you asked about your 38.

00:22 Speaker 4:

Right? Title: Associate Chief Nurse, and years of nursing experience. How many years have you been doing this since 2006?

00:31 Speaker 1:

17,17.

00:32 Speaker 3:

Just 17 years.

00:35 Speaker 4:

The management work is up to 19 years.

00:37 Speaker 1:

19 years.

00:38 Speaker 4:

4 years.

00:40 Speaker 1:

4 years.

00:41 Speaker 4:

Then finally, the degree and undergraduate education. Then what's your major and which department is it in?

00:52 Speaker 2:

It's about motherhood.

00:54 Speaker 4:

For maternal and child severe illness, the head nurse of maternal and child severe illness specialty is responsible.

00:58 Speaker 1:

Okay.

01:01 Speaker 4:

Let me ask you the first question which is the status quo of nurse competency in your ICU department.

01:08 Speaker 1:

There are 19 people in our department now. In addition to myself, there are 6 people with n3, and 12 people with n2.

01:16 Speaker 4:

 at the back 。

01:18 Speaker 1:

There was none left. All right.

01:20 Speaker 4:

How many 19-year-olds do you think you have now? How many?

01:27 Speaker 1:

Just one n and other.

01:28 Speaker 3:

All n squared, right?

01:34 Speaker 4:

Can this level of energy meet your workload and reflect your.

01:41 Speaker 1:

In clinical practice, I believe the ICU requires substantial physical stamina as its fundamental requirement, right? The department needs continuous development and expansion. Regarding the seniority grading system, N2 and N3 positions should be mainstream. These roles typically require 15 years of experience with proven expertise, while N00 and N1 positions generally occupy 1-3 or 5 years. However, current N1 positions often involve temporary hires due to qualification gaps. Under standard seniority criteria, only two staff members currently hold N1 status, meaning most are N2. But does N3 position actually reflect such professional qualifications? He has a comparison of his experience. I believe his work experience and capabilities should also reach level n3, as the current promotion mechanism for core articles or similar criteria doesn't adequately meet the technical requirements of ICU departments like m2 and s3. While I think levels n2 and n3 should account for a slightly larger proportion, we should also have nurses at levels n3 and n4. This is because ICU departments often need to inherit advanced expertise or create new competencies from scratch, including developing standardized protocols. However, if there are too many n2 and n3 nurses, they'll be overwhelmed and unable to develop higher-level integration skills, hindering the advancement of specialized ICU techniques. Therefore, I suggest maintaining relatively more n2 and n3 nurses, with n4 nurses or those above n3 being optional but not overly dominant. Previously, the head nurse at N0n1 emphasized that ICU nurses didn't need such training. However, I believe ICU nurses should receive specialized training from their early days in other departments. Without this foundational training, they lack the critical care philosophy required for managing critically ill patients. Currently, ICU nurses often only learn basic hand hygiene and sterile techniques – similar to those in general wards. To effectively transition them into ICU settings, we must instill these fundamental norms and standardized workflows from the start. For example, while nurses in regular wards can simply wait at their stations for patients' calls, ICU nurses transitioning from other departments often bring pre-existing service mindsets. ICU nurses should remain by patients 'bedsides rather than frequently moving between stations. While N0 and N1 training are necessary, they shouldn' t dominate the initial phase. Gradual progression to N2 is recommended, followed by systematic introduction of N0 and N1 concepts through mentorship. Complete immersion in ICU environments might hinder proper professional development.

04:50 Speaker 3:

What percentage do you think is appropriate? For example, if there are 10 nurses, what percentage do you think n1n2n3n4 should be?

04:57 Speaker 1:

I think about 70% of them should be around n two n three.

05:02 Speaker 3:

In fact, how many n two n three.

05:04 Speaker 1:

At 40 years old, the age range of 23-33 indicates that the individual is relatively young and energetic. ICU work demands physical stamina and the ability to work night shifts continuously, though their workload might be comparatively lighter. By the time they reach 30 years old (n3), most have accumulated 10-15 years of experience. However, family responsibilities and declining physical capacity make these individuals more vulnerable to adverse effects as their seniority increases. I find those aged 6-10 particularly motivated. For those between n3 and n4, we should assess whether they fall within the 10-15% range, while n0-n1 also corresponds to this approximate percentage.

05:44 Speaker 3:

Each accounts for 15.

05:45 Speaker 4:

Twelve or thirteen.

05:49 Speaker 3:

2~3.

05:56 Speaker 4:

At present, our hospital is divided into n0 to n4 levels. Do you think this classification is reasonable? If there are other levels of classification, do you think the current n0~n4 classification is ok?

06:12 Speaker 1:

I don't think there's anything special about the classification. I've read the idea or other words, and basically it's a five-class system from 0 to 4, but each class has different abilities and requirements.

06:28 Speaker 4:

Or are there some indicators that they look at for each level? What do you think are the aspects?

06:35 Speaker 1:

After reviewing our hospital's policies and consulting relevant literature, I've observed that most professional assessments focus on adaptability to specialized roles, core competencies, and job-specific capabilities. The evaluation criteria include teamwork and communication skills – elements we also emphasize. Key components encompass training programs, critical thinking (with a focus on early warning mechanisms), management expertise, and quality control of specialized knowledge. Professional ethics, as previously discussed, involve both personal commitment and alignment with professional values. Satisfaction metrics extend beyond patient feedback to include peer evaluations within the medical community. These eight dimensions collectively form a comprehensive assessment framework.

07:32 Speaker 4:

Here are eight dimensions.

07:35 Speaker 1:

I also observe that foundational factors like the duration of work experience in nursing positions (such as forest conservation roles) and your associate degree qualifications, along with previous clinical rotations and professional history, may influence evaluations. Considering age-related considerations, these elements could significantly impact assessments. As academic papers have noted, different departments – including surgery, internal medicine, obstetrics/gynecology, and operating rooms – carry varying weightings across their eight competency dimensions. For instance, surgeons demonstrate exceptional emergency response capabilities, while obstetric/gynecologists prioritize compassion for patients and children. Each department's competency requirements naturally vary. The challenge lies in balancing across the entire hospital system. Take ICU nurses as an example: their self-assessment scores might rank higher than general ward nurses (n3 level) despite similar academic credentials. This discrepancy arises because ICU staff must constantly handle emergencies – they can't simply avoid critical cases at night – which sharpens their emergency response skills. Applying uniform standards across all departments makes achieving balanced evaluations difficult. How do we bridge this gap? For instance, would ICU nurses 'n2 level assessments align with general ward nurses' n2 levels? The answer likely isn't straightforward.

09:03 Speaker 3:

So you might end up at a specialty level, which is your specialty, so let's say the hospital does a basic, you meet the basic requirements, so let's say you get there, and then you go to your specialty.

09:19 Speaker 1:

You can rate yourself, right? You can have a range or something on this.

09:23 Speaker 3:

As I mentioned to Lawyer Wang earlier, if you're considering your specialization path – like the proposed 40-30-15-15 ratio – once you've determined the optimal proportion for your department (let's say this ratio fits best), we'll allocate corresponding teaching hours accordingly. When implementing human-machine progression systems, we'll set clear parameters. For instance, if you're currently using 02 units but want to increase it to n3 units, will that create bottlenecks? No. You'll maintain full flexibility in adjusting these parameters.

10:02 Speaker 1:

He is weak in this aspect, but his weight in that aspect happens to be what my major needs. For example, in terms of professional technology, he may be missing this article. Can I use the regulation of professional technology in my major to achieve its n3 indicators?

10:17 Speaker 3:

The module-based system we discussed earlier, particularly in scientific research, faces a critical bottleneck: researchers must publish at least one core journal article. If I set a 50-point threshold for module credits (for example, n3), and you have other qualifications, I would consider each additional point as valid. This approach prevents researchers from being restricted by single criteria like rigid thresholds.

10:44 Speaker 1:

Or for example, if you come from another ordinary ward n2 to my place, I may have to lower your level first. After three months in my place, I will reevaluate you to see if you can meet the professional requirements of my place.

10:58 Speaker 3:

Or what needs to be done later. During department rotations, especially when transferring to specialized departments, it's generally manageable for new staff members. For example, they can adapt quickly after familiarizing themselves with the environment. However, transferring personnel from Wang Lili's team to your department would be challenging. They typically require several months of hands-on training to reach the competency level of a junior staff member or similar position.

11:21 Speaker 1:

But you have to at least make sure that he can't go down to n0 again, right?

11:25 Speaker 3:

From the beginning, because n is the most basic, as long as you can do the most basic work of a nurse, you are n one. The rule is 100%, right? As I mentioned earlier, regarding the dimensions you just mentioned, and after reviewing some literature, these are the most challenging points in your current work.

11:44 Speaker 4:

I can't judge it now.

11:47 Speaker 3:

Communication skills, how to evaluate you.

11:49 Speaker 4:

Nurse's communication and coordination ability?

11:53 Speaker 1:

I noticed they use visual analogs for assessment. Our hospital maintains a standardized evaluation framework with 20 sub-items, where scores range from 1 to 5 points. For example, N4 corresponds to 90 points, N2/N3 to 80 points, and so on down to 60 points. This self-assessment system employs visual analog scales similar to pain management tools – you're given a 10cm ruler to evaluate your condition. Whether peer reviews or patient evaluations, these assessments provide rough estimates through predefined intervals. When calculating final scores, we apply weighted ranges based on multiple criteria. This approach creates ambiguity: Why should a point increase by 10 points while another doesn't? What constitutes a critical factor? Our evaluation system even differentiates between Department A and Department B – a decision that's still debated. Could quantification actually heighten conflicts rather than reducing them?

13:09 Speaker 3:

How do you evaluate it?

13:11 Speaker 4:

What is simulation? How does it simulate the visual simulation.

13:14 Speaker 1:

I think definitely.

13:15 Speaker 3:

When you go to the ward, you can't say that so many of us often go to the nursing department and grind, but I don't know you. Yes, only the head nurse knows where to go.

13:23 Speaker 1:

Therefore, if the system evolves into regional divisions or as Xia mentioned, when my evaluation criteria remain fixed, if 10 people need to advance to level n2, there must be 11 original participants. This requires one person to step down due to vested interests. In such evaluations, colleagues will carefully weigh their options—like deciding between me and Gao Xiang—who should get the vote. Most people can smoothly transition. My recognition usually passes through him. After implementing specialized divisions, we'll assess whether departmental competition becomes more reasonable or if peer evaluations should take over.

14:05 Speaker 4:

How to say that?

14:06 Speaker 1:

Because I think the eyes of the crowd are the sharpest.

14:09 Speaker 3:

Well, as I said before, the head nurse and his colleagues know him best, but when you use these tables to evaluate him, everyone gets a high score.

14:21 Speaker 1:

If there is a constant proportion.

14:22 Speaker 2:

What you're suggesting is maintaining a fixed quota for associate degrees. This approach fosters healthy competition. For example, as we discussed earlier: departments currently have 3 nursing degree slots (n³), but the new policy will increase this to 5 or 6. When quotas expire, only 2 out of the 5 available slots will be allocated. This system prevents conflicts of interest since the Nursing Department sets these limits. Even if nurses and head nurses object, there's little chance of controversy. However, if the Nursing Department had no quota restrictions, head nurses would likely push for more slots, making it hard to justify any objections. Other departments would face similar challenges, as refusing such requests would be politically unwise.

15:04 Speaker 1:

It doesn't matter why you have to be a civil servant.

15:07 Speaker 2:

Now that's the problem, is how you use it.

15:10 Speaker 3:

You just have to use this subjective rating scale to score, and no one fails because they don't consider failing, and the soldiers are not on duty.

15:20 Speaker 1:

There is no objective indicator that can pull out the data.

15:23 Speaker 3:

He's stuck in a bind. As a performance indicator tied to operational metrics, he can't be reassigned unless all soft indicators are met. This creates challenges here. While communication skills and the care-oriented values emphasized earlier—like what Wang Li mentioned—are crucial for nurses, there's no way to evaluate them. If I delegate authority to head nurses and ward nurses to handle these tasks...

15:46 Speaker 4:

That must be a polymer.

15:50 Speaker 3:

I can't achieve the desired results.

15:59 Speaker 1:

But as long as there are no hard and fast indicators for this so-called monster, he is. Look at the travel scale that their children play with.

16:05 Speaker 2:

Every one of them was beaten to 70 or 80 points. Yeah, definitely in this one.

16:08 Speaker 1:

You tell him that you can recognize different behaviors of different ages, and he thinks he can't recognize them. He thinks he can recognize them, and he plays very well. If he plays a 5, you can give him a 4 at most.

16:18 Speaker 3:

When I shared this with Manager Wang, he mentioned that the document was originally prepared by a former deputy director to evaluate a nurse's daily clinical performance from overseas. While the actual process could be quite exciting when executed properly, it's truly something worth learning. However, I believe no one would say they don't want to protect the child.

16:37 Speaker 2:

Because if you don't have enough, you won't do it. You won't do it.

16:42 Speaker 3:

So you don't get a real evaluation.

16:46 Speaker 1:

Because there's no competition between them, anyway, everyone can.

16:51 Speaker 3:

As long as the hard indicators are done, yes.

16:53 Speaker 1:

Why be so fussy.

17:00 Speaker 4:

For example, you think that there are teaching nurses and research nurses in the department. How do they add energy levels and get promoted? How are the bonus points formulated? What do you think? There are also some research and teaching for specialized nurses.

17:20 Speaker 1:

Is it about classifying them into different energy levels, or are they in the middle of those energy levels.

17:24 Speaker 4:

The proportion of occupation?

17:28 Speaker 1:

Our hospital doesn't seem to have so many varieties now. We are just a specialist nurse, teaching nurse and research nurse.

17:34 Speaker 3:

There seems to be no dedicated teaching system for this role. While graduate students aren't officially designated as research nurses, their workloads often mirror this distinction. For instance, in clinical departments where they handle half the workload and research projects make up the other half, supervisors might assign them special research assignments or require full-time participation in writing proposals. When evaluating such professionals based solely on clinical metrics—like managing critical cases or patient care numbers—it clearly doesn't reflect their true capabilities. The evaluation framework, modeled after banking systems, lacks differentiation between roles. Even specialized nurses receive no preferential policies in career progression. Currently, regardless of hospital accreditation status, there's no mechanism to grant early promotions or special treatment for specialized nurses. Do you think this system is necessary? If so, how should it be implemented? If not, why not? After all, everyone faces identical evaluations regardless of position.

19:10 Speaker 1:

If his contribution rate becomes too high, others won't get their due points. Take my research nurses as an example: most of the head nurse's research work falls under their responsibility. Other staff members first develop inertia—they feel they can't match his level and thus avoid participation. Second, when emergencies arise, you'll definitely call on them rather than others. If we compare this to a 100-point competency advancement system, where the university divides it into 50 points and a 50/50 system, even those who excel in clinical work might fail. For instance, if I specialize in clinical work but still fail, even though I manage top-performing patients and successfully resuscitate many cases, I'd feel frustrated. However, teaching nurses aren't evaluated this way—we just label them as specialist nurses. Since they don't produce results, adding performance points or extra competency advancement scores seems inappropriate. If we quantify achievements like the current 5-point evaluation system for academic papers, even specialist nurses without contributions shouldn' t get credit. Instead, let teaching nurses or those with relevant expertise claim these points.

20:27 Speaker 3:

Your point is that he shouldn 't receive such preferential policies because of his prestigious title, right? The evaluation criteria should remain consistent. Additionally, if you're an associate degree holder or graduate student with proven achievements, your academic scores will naturally be considered accordingly.

20:43 Speaker 1:

Naturally, I got it. Right.

20:45 Speaker 2:

I think the concept assessment of junior nurses is a little higher, and the requirements for violence are a little higher, right?

20:55 Speaker 1:

Right? Additionally, I believe that if we establish clear job responsibilities for specialized nurses in the later stages—like requiring them to deliver a certain number of teaching hours annually and produce specific research outputs—they would naturally become qualified within 1-5 years. This approach ensures they can calmly evaluate their performance without constant self-reflection. After all, they don't need to constantly question their daily tasks like teaching or conducting consultations. They simply don't have the capacity for such constant self-assessment.

21:22 Speaker 2:

He doesn't have that capacity.

21:23 Speaker 1:

He didn't have that ability, and he didn't have any arrangements, so even though he was a specialist nurse, he didn't have it.

21:28 Speaker 4:

That's the specialized nurses, and then there's the overall career path for graduate students, so if you train these two types of nurses, are they trained the same as regular nurses, or do they have different priorities?

21:48 Speaker 1:

I think it's definitely different now, but back when Chen Lu wasn't in our General Surgery department, I happened to be his supervisor. When you explain a specific medical specialty to him and ask him to implement it, he'll take it seriously but will admit he doesn't fully understand the field. That's why I believe during the early stages, clinical practice and hands-on experience are crucial. For example, if we assign him as a nephrology nurse or a critical care nurse, he should initially work closely with clinical staff to understand his specialty. Only then can he apply his research-oriented thinking or graduate-level concepts to contribute to the department. Otherwise, even if you tell him "the gun's still yours," without graduate-level training experience, our research mindset differs from theirs. He might not grasp what you're saying in that case.

22:46 Speaker 2:

Then he was particularly in favor of it from this side.

22:49 Speaker 3:

I think in the first three years of graduate school, I think you should at least go to the clinic and follow the clinical team. You should not be eager to say what results you want or what you want to do at this time. Only when you thoroughly understand your professional field can you do it in this process.

23:06 Speaker 1:

He gradually figured out what he wanted to pursue on his own, right? He doesn't need you to dictate the direction or give comments. When you guide him, he naturally follows your line of thinking and becomes deeply engaged. You might even find yourself steering him toward a specialized research focus. That's my take: conducting scientific research without clinical context feels meaningless to me.

23:25 Speaker 2:

So what are the basic things that graduate students are doing now? They can't analyze them. They can only write executive research because they don't know anything about clinical practice, right?

23:33 Speaker 1:

Looking for data? You want to look for data.

23:38 Speaker 4:

What do you think can be done to increase some of the willingness of nurses to advance? What policies should be given and how will they be implemented.

23:45 Speaker 1:

You must be like our nurses. To help them achieve results, you should first encourage and value them, right? You need to fully support their leadership policies across all aspects. For example, if they're studying specialized fields like diabetes nursing or international stoma care – which are currently popular specialties – this will positively guide their career path. If you suggest obscure specialties like critical care nursing that's both niche and demanding, requiring daily clinical work, they might already be reluctant. No matter how much attention you give them, they might still refuse. Therefore, I believe the development of these specialties should start with nurses themselves deciding whether they truly enjoy it. At the same time, we should offer them some incentives. They need a sense of pride and achievement in their profession, making them feel this field is worth pursuing. Only then will they develop interest and commitment. Once they commit, provide necessary resources. As Brother Xia mentioned earlier, don't impose identical demands. Even if someone manages eight patients every six days, they can't afford to spend too much time on research. Clinical work requires constant energy – you can't expect too much from someone already stretched thin. Give them sufficient time and energy to focus on their projects, right? I believe this is essential. For instance, if you have specialized training in a particular field, you should guide them accordingly. If your research focuses on nephrology, for example, you might need to have them follow the department head or attend clinical consultations. They need more opportunities to engage in professional practice to truly grow, don't they? I think we should provide them with proper training opportunities rather than just telling them to produce a specific paper or project this year. It's crucial to allocate sufficient resources and support for their development.

25:47 Speaker 4:

For example, when he gets promoted, some people have two children and some people don't want to go up after getting promoted.

25:57 Speaker 2:

What can you do to increase his willingness to be promoted?

26:02 Speaker 1:

I believe the promotion system should provide clear incentives and tangible rewards. Take our current two-year cycle for each article – even we recognize this is unrealistic. If you don't meet expectations, why push? When you're stuck in a rut, I'd rather quit than keep wasting energy. Policies need to be designed so people feel they can tackle challenges through targeted guidance. Only when policies create achievable goals will people strive; otherwise, they'll just coast along because they'll never get anywhere.

26:35 Speaker 3:

Just now, I also told Director Wang that in the past two years, there have been n times of entry, and every year there is one or none.

26:41 Speaker 2:

Yeah, because of that clause.

26:43 Speaker 1:

It's too bad. People know what's going on out there, and especially if a lot of us are not just throwing in the towel, but actually writing articles and investing.

26:51 Speaker 2:

Go out and hit, but it's hard.

26:53 Speaker 3:

It's too hard, right?

26:55 Speaker 1:

So when you read it, you don't think how hard I'm trying, where you set the terms, I can't reach them, and I'm beating myself up for it, and I feel like I'm not good enough.

27:04 Speaker 3:

Frustrated.

27:05 Speaker 1:

Right? I think the terms should be designed to be visible, and hopefully, with a little effort, you can get those terms.

27:14 Speaker 3:

However, I'm not exaggerating here. From the leadership level of the Nursing Department represented by Director Wang and his team, their perspective is clear: If even senior-level personnel like them don't meet these requirements, our hospital's nursing development will stagnate. When progress stalls, we should hold them accountable. I remember Director Lin made a particularly memorable remark during a discussion. He raised the question about whether to include articles and research in the N4 qualification criteria. At that moment, Director Lin said, "If we're all at N4 but don't require this exam, why bother taking the N12 exam? That's why nobody puts in the effort—not because they're lazy, but because no one wants to pursue this path."

27:58 Speaker 2:

We're at the top of the n4, so you have to be able to do what's hard and can't do. Yeah.

28:05 Speaker 1:

However, by setting the terms in that specific location, you've essentially built an empty framework there. Since these aren't different options, your framework lacks actual value. In reality, it's not properly established at level n4. Your 3% rate originally faced resistance from everyone – no one wanted to commit, which means nobody actually joined.

28:21 Speaker 3:

That's the idea. That is to say, as I told Wang Li just now, if we want to change the situation that everyone can't reach, we should change a single clause system into a modular calculation. For example, I don't have an article every two years, but I might.

28:39 Speaker 1:

I published a non-core article two years ago, and I've been doing things or projects.

28:43 Speaker 3:

In my case, I might not publish every two years – maybe two articles a year. Now, if you break it down, let's say over six years I've published two papers, both in core journals. By combining these achievements with my research projects, I could accumulate enough points to meet the requirements.

29:03 Speaker 1:

 I 。

29:04 Speaker 3:

Yes, I don't necessarily ask you to.

29:06 Speaker 1:

It changes every two years.

29:08 Speaker 3:

Against all odds.

29:09 Speaker 1:

Well, it's just not possible right now, and it's not that they don't write here. There's something to it. They really put a lot of effort into writing it.

29:15 Speaker 3:

That is, what not to do. Why can I smell a head first? You have to read an article n times. We want a child. Finally, I say softly that it's right. It's not right to keep saying no.

29:28 Speaker 1:

You are beating people up for information, they are writing these articles very carefully, but one here is not a chapter, that's just.

29:35 Speaker 3:

If it's hard to be willing, it's really tiring to write something like this.

29:42 Speaker 1:

Because there are so many clinical things, there are so many tasks, and it's really hard to make it into a flower.

29:50 Speaker 4:

What's in the house? Then.

30:01 Speaker 1:

This progression is also that children can now start to catch fire at n stations and turn green.

30:05 Speaker 3:

And then, one more question. I just asked Wang Lili a question. If we do an evaluation mechanism later, for example, if you have a baby, you don't always think it's necessary to do it. Second, if you do it for a certain number of cycles, it should be done every year, every two years, every three years.

30:28 Speaker 1:

I want to do it at least once every five years.

30:29 Speaker 3:

Eight years on, the opening day is over.

30:34 Speaker 1:

You're too young, right? And here's another question: What's the mechanism for poverty alleviation? If we follow the current n-triple approach to ensure core stability and profitability, you might actually get promoted. I'll need to publish another article within two years, which would be similar to the 3n4 plan.

30:48 Speaker 3:

For example, if we follow the current regulations without considering future reforms, and if N3 requires you to undergo a two-year re-certification process with a core journal paper as a requirement, and if you fail to meet it, you'll be downgraded to Level L2. Right? In other words, if you meet the criteria, the remaining Level 4 requirements would be fine, correct?

31:14 Speaker 1:

 yes 。

31:17 Speaker 3:

If you can't reach it, what do you fall into?

31:19 Speaker 1:

Right, and then I finally wrote another article and ran to count.

31:22 Speaker 3:

Then two years later, he came back there.

31:27 Speaker 1:

Your poverty alleviation mechanism can not be replaced by c3n3, right? If I can publish an article every two years, I will soon go to NC.

31:36 Speaker 3:

This isn't actually called a re-evaluation. It's more accurately termed a performance evaluation. The competency framework specifies that when you advance from Level n2 to n3, you must demonstrate sustained performance at the n3 level. For example, if you climb a slope and reach n3, you're expected to maintain this standard. What specific requirements do I have for n3? You must either meet or sustain these benchmarks – failure to do so results in demotion. From what I've observed, many hospitals conduct annual evaluations, assessing your performance at year-end. These results determine your position in the following year's rotation system, maintaining a dynamic, ongoing assessment process.

32:17 Speaker 1:

Is the mechanism by which he evaluates him the same as the terms of his progression mechanism?

32:23 Speaker 3:

It won't be as complicated as you think, but it won't reach that level of complexity. The challenge lies in the gradual progression – it might feel more challenging when climbing the slope. For instance, my original proposal suggested an annual evaluation system with simplified methods. Specifically, if you score 60 points on Form N at year-end, you'd qualify. The key principle is that you must not commit any fundamental errors – a one-vote veto system would apply. Those who fail to meet the standards would face demotion. It's like signing a contract – if you can't pass the exam, how can we keep exchanging with you?

33:02 Speaker 1:

I believe the evaluation cycle should be relatively short. Whether set at one year, two years, three years, or five years – whatever terms you establish – it's like a thousand candidates competing for a single opportunity. We all want to avoid having students evaluate us annually or every five years, right? During evaluations, if most of us don't meet performance standards, make excessive mistakes, or transition from key positions to auxiliary roles like supply rooms – where we can no longer deliver expected work efficiency or meet expectations – then whether it's annual reviews or even biannual assessments, I'll fully cooperate with your evaluation process.

33:34 Speaker 3:

So when evaluating, the standard should be that at least 90% of people can maintain their original energy level, right? Yeah, and then the rest of them or whatever.

33:50 Speaker 1:

Let him go, so it doesn't matter if you review him once a year or twice a year.

33:54 Speaker 3:

You might think we could even use that card form. But here's the thing: The annual performance evaluation form – it took all the nurses in the hospital, the head nurses, and the old company's golden resources to create this document. Now that it's out there, we haven't actually used its results. Have we applied those scores from the annual evaluations? I don't think so. Except for the HR department's assessment where everyone passes, right? The basic rule is you don't need a Biao (official certificate). As long as you don't commit any fundamental errors, you pass. I've been thinking about using that form. Wang Lili suggested evaluating every two years. Why? Because some aspects might not show results in one year, but if evaluated biennially, it requires consistent performance in specific areas. For example, the article requirement must include at least one core paper. However, with our current annual evaluation form, it essentially becomes one-size-fits-all.

34:51 Speaker 2:

The points system, right? I've been doing it for a year. Let's say I asked you for a passing score of 60 on this sheet.

34:57 Speaker 3:

Just go ahead and do it. You don't have to deal with the veto issue. I'll give you points based on how many votes you get. I don't know how many points your department usually gets at the end of the year.

35:09 Speaker 1:

It seems to be around 80 points, 888 or 90 points, right? 888 or 90 points is 888 or 90 points for nurses, how much difference is there between that 23?

35:16 Speaker 3:

This isn't about the human-machine interaction. As I understand it, this has nothing to do with human-machine interaction. The nurses in your department's N2 and N3 categories aren't defined by skill levels. There will be differences in their processes when working within the N2 scope versus those in the N3 category.

35:32 Speaker 2:

No difference means that the difference I'm talking about may be that the score of nurse n2 is a little higher, and the score of nurse n3 is the same.

35:41 Speaker 4:

Lower it a bit.

35:42 Speaker 2:

This is related to what we've done this year. In other words, many nurses in N3 might be idle at the company, while those in M2 could be working on funds. That's why I mentioned earlier-why should specialized programs set quotas? This restriction allows those who can't reach S3 activities to join M2, and M2 members can participate in S3 activities.

36:05 Speaker 3:

In other words, if the evaluation results you just mentioned are like this, I can use this form to help you adjust your annual certification ratings. For example, if I say you need to maintain a score of n/3 and must reach 90 points, let's take a random case: If someone in your department is barely surviving, they might end up with an 80s rating this year. I think that's how it should be handled.

36:31 Speaker 2:

This has a motivational effect, otherwise most of us now don't really understand m3.

36:39 Speaker 3:

The older the nurse gets, the less she understands, but the more she doesn't understand.

36:42 Speaker 2:

But he's using an m3 name, right?

36:46 Speaker 3:

This approach is fundamentally sound. While the current quota-free system allows temporary withdrawals, it's strategically designed to ensure alignment with departmental performance metrics. Over recent years, this framework has proven effective in preventing departments from being entirely occupied by underperforming staff. As observed, implementing quota-based restrictions would create inherent limitations: departments must maintain internal competitiveness. For instance, among ten members, those ranked last would face demotion. This mechanism establishes clear hierarchical differentiation through measurable performance benchmarks.

37:17 Speaker 2:

Otherwise everyone will eat like a big pot.

37:21 Speaker 3:

Anyway, I go to eat noodles on my birthday, and once I get promoted, I don't care anymore, right? And a lot of people when they reach the top of their lives, they say, "Well, I can't get promoted anyway," like you said, right? Well, I can't get promoted anyway.

37:30 Speaker 2:

It's not about me anymore, because you wouldn't even think about it. You're so simple. Take our promotion process for example-some projects take five years to get promoted to associate senior engineer, while I'm still at the full senior engineer level. I simply can't afford to have kids, and honestly, I don't want to. That's why I just do nothing. My days are filled with constant drowsiness. In fact, most departments operate this way these days. Most people understand this mindset-it's completely normal. This kind of mentality is actually quite common.

37:50 Speaker 1:

He wondered if n2 and n3 had spent so much energy on it, and I think performance needs to catch up.

37:55 Speaker 2:

Right, like I said today you have to keep up with everything, you have to keep up with performance and bonuses, you have to keep up with everything, but if you don't keep up with everything, we won't open it, because I'm not going to change anything by hiring people.

38:05 Speaker 3:

The ability bonus of the nurses in your two departments is linked to performance, and mine is.

38:09 Speaker 1:

All the hooks are hooked. All the hooks are hooked.

38:11 Speaker 2:

For example, my performance rating might account for 10% or 15%. Let's say the government gives us a certain percentage of interest income – we just need to fully allocate those funds. This creates an incentive system where reduced funding means lower profits. Essentially, it's like saying: "If you don't do your job, you get penalized."

38:29 Speaker 3:

And then you call the grade, and then you say, yes, it's all connected by a line, right?

38:35 Speaker 2:

Now we're gradually adjusting our approach. Previously, rewards during lectures were based on seniority and seniority-based bonuses, but now we're moving toward a more balanced system. However, you can't suddenly implement changes all at once. Clients are already adapting to this new model, right? For example, 50% of rewards might still come from your support contributions, while the remaining 50% would be tied to your performance and capabilities. Our fee structure is also evolving accordingly. This adjustment reflects that younger members have fewer opportunities compared to veterans who joined earlier. While the current system works well for everyone, future promotions may favor newer members over seasoned staff in many aspects.

39:07 Speaker 3:

What percentage of your performance is this, and how is the performance.

39:12 Speaker 1:

Here's how we calculate bonuses: Performance is tied to your job competency level and working hours. For example, if you're assigned a 2-hour shift (n2), your bonus would be calculated as 0.9-1.0 times that duration. If you work a 9.5-hour shift (a9.5), you'd use the 1.0 multiplier for 9.5 hours. For a 7.5-hour shift, you'd apply the 7.5-hour multiplier. After calculating your workload, half of your bonus comes from the full attendance bonus. Since our HR department isn't under strain, the remaining portion is determined by multiplying your performance-based multiplier with your total bonus. These two components combine to make up 50% of your final performance bonus.

39:49 Speaker 3:

Attendance was 50%.

39:50 Speaker 1:

Well, I hope he doesn't ask for leave.

39:53 Speaker 2:

What percentage of performance points do I get? My performance score is 50%, and the work cafeteria accounts for the other 50%. The professional title performance is included in the overall performance evaluation. All the professional title levels fall within this range, which is exactly reflected here.

40:06 Speaker 3:

Shouldn 't your cafeteria be part of the workload, and isn't there a workload in performance?

40:11 Speaker 2:

I'm not involved in the process, but performance evaluations are fundamentally based on established protocols we call conventions. For instance, if you received a B-level promotion this year with a coefficient of 1.0, and your current position is classified as A8 (not A9.5), your coefficient might be 1.1. Additionally, there's an extra coefficient factor that depends on your departmental responsibilities and contributions. This is calculated by multiplying your additional coefficient by your professional rank ratio – for example, whether you hold a senior associate professor title or a deputy senior associate professor position, which determines your eligibility for bonus points ranging from 10% to 15%. While the exact calculations might be too technical to explain, these standards are formalized through consensus-based evaluation forms.

40:53 Speaker 1:

We've acknowledged receipt across multiple dimensions. Yes, we've all acknowledged receipt. The only exception is Nengjie, whose practical work hours are higher. For those with seniority who work night shifts, they need to add 0.1 coefficient to their base score of 1.0 and then multiply it by their working hours.

41:09 Speaker 3:

And then there might be some kind of reward and punishment, for example.

41:12 Speaker 2:

For example, if you have a document published by an angel this month, say 200 yuan, for example, then you have something extra, which is in the additional terms and conditions.

41:25 Speaker 1:

But I think there is also the fact that most nurses are not capable of doing nursing work unexpectedly, even if they write an angel's care.

41:35 Speaker 3:

Or why not be able to.

41:37 Speaker 2:

What does this ability mean? What does this ability mean? That's all that matters. He'll tell you.

41:42 Speaker 1:

My own job is nursing, so you can't say he's wrong.

41:46 Speaker 2:

He just didn't want to do it and he said no, he meant so my point is.

41:51 Speaker 1:

For example, when developing the level of energy and performance behind the nursing department, we may also have to consider that most people are not completely wrong in what they say. If you ask them to do their own work, they can only get 60 points, or even fail to get 60 points, which will cause poisoning.

42:07 Speaker 2:

I think it's basic in the exam.

42:12 Speaker 3:

Your main job is your main job, and then the rest is some non-payable work. If you come to the hospital with 20,000 yuan, you will get extra points. You don't have extra points, but your basic workload should account for at least 90% of your main job.

42:25 Speaker 1:

Is it even 80-90 points? So I think it's acceptable to establish this principle and make minor adjustments internally. However, when it comes to final details, if most nurses don't actually have issues with what they're saying, I wouldn't want to write these things down. I just want to focus on helping you excel in your core responsibilities. If you lose them too much during performance evaluations and assessments, they'll naturally complain. That's why we carefully weigh factors like why performance accounts for only 50% of attendance-essentially meaning you get paid for every day you work unless you take sick leave. But don't focus on the numbers themselves. Even if someone scores 92 while another gets 82, multiplying by 50% gives similar results in our evaluation system where total workload is capped at 20 points. The actual gap isn't that significant. So we need to consider reverse reasoning too-when someone's excellent, you might assign them a deputy role. But after replicating this approach, you still need to check their contribution ratio and adjust accordingly.

43:25 Speaker 2:

Take the current bonus reform as an example. Our previous system had a flawed approach: instead of distributing bonuses based on cafeteria usage, working hours, or performance metrics, we occasionally awarded nurses who took 7 days off that month higher rewards than full-time staff. This happened because vacation days were calculated using average bonus ratios. I believe vacation days shouldn't be compensated – they should be paid on a per-day basis, just like regular workdays.

43:52 Speaker 3:

This is how my leave was handled when I was in the department. First, there weren't many signatures for leave applications. Second, it was stated that it was granted by the state. Therefore, my current performance-based pay in the department remains unchanged despite my age. It's still calculated at 0.8.

44:09 Speaker 2:

The compensation isn't calculated based on 1.0. While we do calculate it as 1.0, I've divided the system into multiple departments, some of which are incorrect. Here's how it works: When you take leave, your company still recognizes your absence. My approach is that certain departments get paid even when participating in the program. However, I can only cover one-third of the expenses for specific departments. From now on, any rest days I take won't be compensated since I'll only get paid for actual workdays. Let me explain my calculation method: I don't base payments on whether you're on sick leave or other types of leave during the week. You'll always receive full pay regardless of your status.

44:44 Speaker 3:

I'm counting by workload. How much work do you have? For example, I took five days off this week.

44:50 Speaker 2:

You might not feel you have sufficient workload, or perhaps you believe you don't. In reality, we can implement a set of operational workflows tailored to your needs. The PDA contains pre-configured data that can be directly utilized by each individual. This constitutes one aspect. Additionally, critical care management and primary care patient management systems are fully integrated into the digital indicator framework, with all metrics accessible to individual users.

45:10 Speaker 3:

When I was doing performance in the bank, I used it all on myself. You two work at the same time, you manage three priorities. If one of them doesn't have his score, he will be higher than you. That's the data.

45:20 Speaker 2:

I'm all set to go to the obstetrics department. There are two aspects to this situation, and I was actually going to share with you about that earlier – we know about it.
