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Tab 1
SB 469 & DIVISION 510
What is a Nurse Staffing Committee?
Oregon Health Authority – Nurse Staffing
Open House
Division 510
Staffing Law Rules and Explanations

What is a Nurse Staffing Committee?

The law requires each hospital to establish and maintain a hospital nurse staffing
committee. This committee is charged with developing a written, hospital-wide
staffing plan for nursing services, in accordance with ORS 441.155 and OAR chapter
333, division 510 rules. The primary goal of the nurse staffing committee is to ensure
that the hospital has adequate nurse staffing “to meet the health needs of the
patients”.
The law also prescribes meeting frequency, stating that the nurse staffing committee
must meet at least quarterly (every 3 months) and at a time and place specified by at
least one of the co-chairs. The law also states that the members of the staffing
committee must be released from their work assignments to attend these meetings
and that the time spent in staffing committee meetings will be paid time.
The make-up of the staffing committee shall be equal numbers of hospital nurse
managers and direct care nursing staff. In addition, there will be one person on the
committee that is a direct care staff person that is not a registered nurse. Hospital staff
that is represented under a collective bargaining agreement will vote to select
registered nurses to the staffing committee.
As mentioned previously, the staffing committee will have 2 co-chairs, one of which is
a hospital nurse manager and one who is a direct care registered nurse.
The staffing committee must develop a written charter that documents the policies
and procedures of the committee and must include:
•
How meetings are scheduled
•
How members are notified of meetings
•
How agendas are developed
•
How input is solicited and submitted
•
Who may participate in decision making
•
How decisions are made
•
How the committee will monitor, evaluate and modify staffing plans
over time

For more detailed information on Nurse Staffing Committees, refer to 333-510-010

Oregon’s New Hospital Nurse
Staffing Law (Senate Bill 469)
Strengthening Oregon’s Nurse Staffing Law: The Oregon Legislature and ONA successfully
passed improvements to Oregon’s Hospital Nurse Staffing Law in 2015 (Senate Bill 469). These
changes build on Oregon’s collaborative staffing committee structure by improving muchneeded state enforcement, empowering staffing committees, helping resolve impasses,
enhancing transparency, and increasing accountability. Read on for a review of new
improvements to the law.
Improves Enforcement: Increases the frequency
of staffing audits and reduces the time staffing
complaints go unresolved.
•
•

•

•

Requires hospitals to be audited every 3 years
Requires state to initiate on-site
investigations within 60 days of receiving
staffing complaints
Requires state to re-survey facilities with
approved plans of correction within 60
days of correction plans implementation
Requires state to interview co-chairs of
staffing committees as part of audits and
investigations

New enforcement provisions take effect immediately.
Empowers Staffing Committees: Specifies that
staffing committees have the final say in staffing
plans. Modifies membership of staffing
committees.
•

•
•

•

•

Staffing plans passed by Hospital Nurse
Staffing Committees (HNSCs) must be
implemented by hospitals, with limited
emergency exceptions
HNSCs must meet quarterly or at the call of either co-chair
Members of HNSCs must be released from
regular assignments to participate in
committee work
Each hospital specialty unit must be
represented on the staffing committee by a
direct-care RN
Creates a new position on HNSCs for a nonsupervisory, non- RN, direct-care staff
member whose services are covered by

Appropriate
RN Staffing
For Patients: Saves Lives
Each additional patient added to
the average RN workload
increases the likelihood of a
patient death by 7%. (Aiken and
colleagues, 2014)
For Nurses: Improves Work
Environment
Nurses tend to have a more
positive perception of their work
environment when it employs
nurse ratios or staffing plans.
(Cox, 2005)
For Hospitals: Saves Money
Increasing the number of RNs
can reduce the length of
patients’ hospital stays and
adverse events, saving nearly
$3 billion nationally.
(Needleman, 2011)

•

staffing plans
The non-RN, direct-care staffer will join the
HNSC as part of the direct-care staffs’ fifty
percent membership

New staffing committees must be formed by January 1, 2016.
New staffing plans must be implemented by January 1, 2017 or on approval of staffing committees if
prior to 2017. Existing staffing committees and plans remain in place until new staffing committees
and plans are implemented.
Additional Staffing Plan Requirements, Regular Review: Creates more comprehensive
staffing plans and a more thorough review process.
•

Staffing plans must consider admissions, discharges, transfers, breaks and
additional non-direct care required tasks

•
•
•

Plans cannot rely solely on external benchmarking measures
Regular review of staffing plans by HNSCs must be completed annually
Reviews must include: patient outcomes, reports of inadequate staffing, staffing
complaints, staff overtime, hours per patient day, deviations from staffing plan, and
other factors determined by HNSCs

New staffing plans must be implemented by January 1,
2017 or on approval of staffing committees if prior to
2017.
Helps Resolve Impasses: Creates mediation rules to
promote
agreements.
•
•
•
•

ONA nurses reported more than

3,400 incidents of inadequate or
unsafe staffing between 2012 and
July 2015.

If an HNSC cannot agree to a staffing plan, either co-chair can call for a 30-day pre-impasse
period to work towards a resolution
After the 30-day pre-impasse period, an HNSC begins a mediation process
Any agreement reached with a mediator must be based on the staffing plan requirements
If there is no agreement after 90 days of mediation, the Oregon Health Authority (OHA) may
fine the hospital

New impasse rules must be implemented by January 1, 2016.
Enhances Transparency: Increases access to staffing information.
•

Oregon’s staffing law and instructions on how to report a violation must be posted on each
hospital unit in areas visible to the public
New transparency requirements must be implemented by January 1, 2016.

Increases Accountability: Creates a collaborative advisory board to ensure best practices.
•

Creates a 12-member advisory board to advise the OHA

•
•
•

Advisory Board will resemble collaborative staffing committee model and include equal
representation from direct-care staff and nurse managers
Advisory Board will identify nurse staffing trends and problems and advise OHA on
administration of the staffing law
Advisory Board will report annually to the Legislature

New accountability provisions take effect immediately.
Makes Changes to Mandatory Overtime: Establishes reasonable limits on use of mandatory
overtime.
•
•
•

Specifies that nurses cannot be required to work beyond the agreed-upon, prearranged shift
Specifies that a hospital must provide a 10-hour rest period after a nurse works 12 hours in a
24-hour period
HNSCs will review patterns of overtime utilization

New overtime provisions take effect immediately.

To learn more about Oregon’s nurse staffing law visit www.OregonNurseStaffingLaw.org

Oregon Health Authority
Nurse Staffing Open House
August 25, 2016
Dana Selover, MD, MPH – HCRQI Section Manager
Annabelle Henry, JD, MBA – HFLC Program Manager
Public Health Division

Administrative Rule Overview
• Administrative Rules – Purpose
o Implement statutes
o Interpret statutes
o Describe procedure/practice for complying with statute
• Administrative Rules – Process
o Asked stakeholders from Nurse Staffing Advisory Board (NSAB) for input
o Provided draft rules to Rules Advisory Committee (RAC) made up of NSAB members
and received RAC input
o Sent draft incorporating RAC input to Secretary of State (SOS) Received public
o comments
o Issued Hearing Officer Report and sent final rules reflecting public comments to
SOS

o
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New rules were effective July 1, 2016

Administrative Rule Overview
• Administrative Rules – Location
o New rules are posted on the Secretary of State website; and
o Rules are always linked on www.healthoregon.org/nursestaffing
• Administrative Rules – Structure
o 333-501s contain surveys/audits, complaint investigations, and civil penalties 333o 510s contain definitions and operative rules.
o Operative rules used to all be in 333-510-0045, but now they’re in 333-510- 0045
and 333-510-0105 through 333-510-0140
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Nurse Staffing Administrative Rules
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OAR 333-501-0035

Nurse Staffing Audit Procedures

OAR 333-501-0040

Nurse Staffing Complaint Investigation Procedures Civil

OAR 333-501-0045

Penalties for Violations of Nurse Staffing Laws

OAR 333-510-0002

Definitions

OAR 333-510-0045

Nurse Staffing Posting and Record Requirements Nurse

OAR 333-510-0105

Staffing Committee Requirement

OAR 333-510-0110

Nurse Staffing Plan Requirements

OAR 333-510-0115

Nurse Staffing Plan Review Requirement Nurse

OAR 333-510-0120

Staffing Plan Mediation Replacement Nurse

OAR 333-510-0125

Staffing Requirements Nursing Staff Member

OAR 333-510-0130

Overtime

OAR 333-510-0135

Nurse Staffing Plan Waiver

OAR 333-510-0140

Nurse Staffing Plan During an Emergency

OAR 333-501-0035
OAR 333-501-0040

Nurse Staffing Audit Procedures Nurse
Staffing Complaint Investigation Procedures

• 3-days advance notice for hospital and Hospital Nurse Staffing Committee
(HNSC) cochairs (Audits only)
• Required interview of both cochairs
• Additional interviews at surveyors’ discretion: staff, including those who do not
come forward voluntarily, and patients/family members
• OHA report issued to hospital and cochairs within 30 days after
audit/investigation closes

• Hospital must submit plan of corrections (POC) within 30 days after receiving
OHA’s report
•
OHA issues written POC sufficiency determination within 30 days after receiving
POC. Determination requires hospital to
o Revise and resubmit POC within 30 days, or
o Implement approved POC within 45 days
•
OHA conducts a follow-up audit/investigation within 60 days of POC approval
date
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OAR 333-510-0045

Nurse Staffing Posting and
Record Requirements

• Hospitals must post a complaint notice
o Summarizes ORS 441.152 – 441.177
o Clearly visible to public
o Includes OHA’s phone, email, and www.healthoregon.org/nursestaffing
• Hospitals must post an anti-retaliation notice
o Summarizes ORS 441.181, 441.183, 441.192
o Posted where notices to employees and employment applicants are
customarily displayed
• Rule lists documents that hospitals must maintain in order to demonstrate
compliance. Nurse staffing surveyors may request some or all of these
documents when conducting an audit or investigation.

6

OAR 333-510-0105

Nurse Staffing Committee
Requirement

• HNSC develops hospital-wide staffing plan implemented by hospital
• HNSC meets at least every 3 months and additional times specified by either
cochair
• Hospital releases from assignment and pays members of HNSC to attend HNSC
meetings
• HNSC has equal numbers direct care & nurse managers with 2 cochairs
• HNSC direct care members = 1 RN per specialty/unit + 1 LPN/CNA per committee.
Selection process specified in rule
• HNSC charter must document processes for scheduling, meeting notices, agendas,
input from staff & decision-making
• Quorum & equal voting requirements
• Observers & limited exclusions
• Detailed minutes requirements
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OAR 333-510-0110

Nurse Staffing Plan
Requirements

Plan must :
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•

Be based on specialized qualifications & competencies to provide necessary skill
mix

•

Be based on measurement of unit activity including admissions, discharges &
transfers

•

Be based on total diagnoses for unit & nursing staff required to manage that set of
diagnoses

•

Be consistent with nationally recognized standards & guidelines Recognize

•

differences in individual patient acuity & nursing care intensity Establish

•

minimum nurse staffing numbers, no less than 1:1

•

Include formal process for initiating limits on admissions & diversions Consider

•

tasks not related to direct care including breaks

•

Cannot be based solely on external benchmarking data

•

Doesn’t change CBA

OAR 333-510-0115

Nurse Staffing Plan Review
Requirement

• HNSC must review plan at least annually
• Review considers:
o Patient outcomes
o Complaints about staffing including delays or absence of nursing care
o Number of hours of care provided compared with number of patients served
during a 24-hour period
o Aggregate mandatory overtime & aggregate voluntary overtime worked by
nursing staff

o Percentage of shifts for which nurse staffing differed from written plan
requirements
o
Any other factors necessary to ensure hospital meets patient health care
needs
o
Any report filed by nursing staff indicating pattern of required overtime for
• After review HNSC issues written report to hospital and
modifies plan as needed
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OAR 333-510-0120

Nurse Staffing Plan Mediation

• If HNSC cannot agree on a plan, then either cochair can start 30-day waiting period.
During the 30 days
o HNSC continues to develop plan
o Hospital continues to respond to reasonable data requests submitted to a
cochair
• After 30 days if there is still no agreement, cochairs notify OHA of impasse.
Notification includes:
o Documentation of first vote
o Documentation that 30-day period was invoked
o Documentation that negotiations and data exchange continued during 30day period
o Documentation of vote at the end of 30-days

• OHA assigns a mediator within 15 days
• Mediation continues for up to 90 days
• Possible CMPs
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OAR 333-510-0125

Replacement Nurse Staffing
Requirements

• Hospital maintains and posts/publishes a list of on-call replacements for
vacancies & unexpected shortages. List must:
o Provide sufficient replacements on a regular basis
o Be available to the person responsible for obtaining replacements
o On-call lists are defined in OAR 333-510-0002 and can include off-duty staff,
nurse staffing agencies, and others
• When developing the list hospital needs to explore all reasonable options and
document these efforts
• When a hospital learns of the need for replacements the hospital must make every
reasonable effort to secure voluntary replacements before requiring overtime.
Hospitals must document efforts to secure voluntary replacements. Reasonable
efforts include, but are not limited to:
o Seeking replacements when the vacancy became known; and
o Contacting all available resources on the on-call list
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OAR 333-510-0130

Nursing Staff Member
Overtime

• “Require” means hours worked as a condition of employment including
previously scheduled hours or hours actually worked on call or on standby
• Hospitals may not require nursing staff members to work
o Beyond the agreed-upon and prearranged shift, regardless of shift length;
More than 48 hours in any hospital-defined work week; More
o

than 12 hours in a 24-hour period; or

o

During the 10-hour period immediately following the 12th hour worked during
o a 24-hour period. This work period begins when the nursing staff member
begins a shift
• Voluntary overtime is allowed
• Hospitals can require an additional hour if:
o A vacancy in the next shift becomes known at the end of the current shift;
or
o To avoid potential harm to a patient if the nurse leaves or
transfers care
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OAR 333-510-0130

Nursing Staff Member
Overtime

• Hospitals must have mandatory overtime policies
o That require mandatory overtime occurrences be documented
o Policies must be provided to new nursing staff and readily available to all
nursing staff
• Calculation of Hours Worked:
o Time in required meetings or training counts as hours worked in the
Maximum Required Hours
o Time spent on call or on standby when a nursing staff member is required
to be at the hospital counts as hours worked in the Maximum Required
Hours
o Time spent on call or on standby when a nursing staff member is not

required to be at the hospital does not count as hours worked in the
Maximum Required Hours
• Nursing staff members can report a pattern of required overtime in
nonemergency circumstances to the HNSC.
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OAR 333-510-0130

Nursing Staff Member
Overtime

• Maximum Required Hours and Calculation of Hours Worked do not apply in
o National or state emergencies or when the hospital’s facility disaster plan
is implemented
o In the following emergency circumstances:
 Sudden and unforeseen adverse weather conditions
 An infectious disease epidemic suffered by hospital staff
 An unforeseen event preventing replacement staff from approaching or
entering the hospital; or
 Unplanned direct care staff vacancies of 20% or more of the nursing staff

for the next shift at the Oregon State Hospital (OSH) if, based on the
patient census, the OSH determines the number of direct care staff
available hospital-wide cannot ensure patient safety
• OSH has to seek replacements in the emergency described above

• RNs cannot place patients at risk of harm in violation of Board of Nursing rules
• Nursing staff members are RNs, LPNs & CNAs
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OAR 333-510-0135

Nurse Staffing Plan Waiver

• OHA may waive any staffing plan requirement if the waiver is necessary to
ensure the hospital is staffed to meet health care needs of its patients
• This waiver standard differs significantly from the prior standard Waiver
• requests must be
o Submitted to OHA in writing;
o State why the hospital is seeking the waiver;
o Explain how the waiver is necessary for the hospital to meet patient health
care needs; and
o Verify that the HNSC was notified of the waiver request before it was
submitted to OHA
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OAR 333-510-0140

Nurse Staffing Plan During an
Emergency

• Hospital does not have to follow the staffing plan in the event of:
o National or state emergencies when the hospital’s facility disaster plan is
implemented
o In the following emergency circumstances:
 Sudden unforeseen adverse weather conditions
 An infectious disease epidemic suffered by hospital staff
• In any other kind of emergency either HNSC cochair can call an emergency
meeting and the HNSC can review and modify the plan
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OREGON HEALTH
AUTHORITY,
PUBLIC HEALTH
DIVISION
DIVISION 510
PATIENT CARE AND NURSING SERVICES
IN HOSPITALS
333-510-0001
Applicability
These rules apply to all hospitals, regardless
of classification. Stat. Auth.: ORS 413.042 &
441.055
Stats. Implemented: ORS 441.055 & 442.015
Hist.: HD 21-1993, f. & cert. ef. 10-28-93; PH 11-2009, f. & cert. ef. 10-1-09
333-510-0002
Definitions
As used in OAR chapter 333, division 510, the following definitions apply:
(1) "Direct Care Registered Nurse" means a nurse who is routinely assigned to a
patient care unit, who is replaced for scheduled and unscheduled absences and
includes charge nurses if the charge nurse is not management services.
(2) "Direct Care Staff" means registered nurses, licensed practical nurses and
certified nursing assistants that are routinely assigned to patient care units and
are replaced for scheduled or unscheduled absences.
(3) "Direct Care Staff Member" means an individual who is a direct care registered
nurse, licensed practical nurse or certified nursing assistant who is routinely
assigned to a patient care unit and is replaced for a scheduled or unscheduled
absences.
(4) "Epidemic" means the occurrence of a group of similar conditions of public health
importance in a community or region that are in excess of normal expectancy and
that are from a common or propagated source.

(5) "Evidence Based Standards" means standards that have been scientifically
developed, are based on current literature, and are driven by consensus.
(6) "Hospital" means a hospital as described in ORS 442.015 and an acute inpatient
care facility as defined in ORS 442.470.
(7) "Mandatory Overtime" is any time that exceeds those time limits specified in ORS
441.166 unless the nursing staff member voluntarily chooses to work overtime.
(8) "Nurse Manager" means a registered nurse who has administrative
responsibility 24 hours a day, 7 days a week for a patient care unit, units or
hospital and who is not replaced for short-term scheduled or unscheduled
absences."Nursing care intensity" means the level of patient need for nursing
care as determined by the nursing assessment.
(9) "Nursing staff" means registered nurses, licensed practical nurses and
certified nursing assistants.
(10) "Nursing staff member" means an individual who is a registered nurse, licensed
practical nurse or a certified nursing assistant.
(11) "On Call" means a scheduled state of availability to return to duty, work-ready,
within a specified period of time.
(12) "On Call Nursing Staff" means individual nursing staff members or nursing
service agencies maintained by a hospital that are available and willing to cover
nursing staff shortages due to unexpected nursing staff absences or
unanticipated increased nursing service needs.
(13) "Patient acuity" means the complexity of patient care needs requiring the skill and
care of nursing staff.
(14) "Potential Harm" or "At Risk of Harm" means that an unstable patient will be
left without adequate care for an unacceptable period of time if the assigned
nursing staff member leaves the assignment or transfers care to another nursing
staff member.
(15) "Quorum" means that a majority, or one-half plus one, of the staffing
committee members are present during a staffing committee meeting.
(16) "Safe Patient Care" means nursing care that is provided appropriately, in a
timely manner, and meets the patient's health care needs. The following factors may
be, but are not in all circumstances, evidence of unsafe patient care:
(a) A failure to implement the written nurse staffing plan;

(b) A failure to comply with the patient care plan;
(c) An error that has a negative impact on the patient;
(d) A patient report that his or her nursing care needs have not been met;
(e) A medication not given as scheduled;
(f) The nursing preparation for a procedure that was not accomplished on time;
(g) A nursing staff member who was practicing outside his or her authorized scope of
practice;
(h) Daily unit-level staffing that does not include coverage for all known patients,
taking into account the turnover of patients;
(i) The skill mix of employees and the relationship of the skill mix to patient acuity
and nursing care intensity of the workload is insufficient to meet patient needs; orAn
unreasonable delay in responding to a request for nursing care made by a patient or
made on behalf of a patient by his or her family member.
(17) "Staffing Committee" means the hospital nurse staffing committee.
(18) "Staffing Plan" means the written hospital-wide staffing plan for nursing
services developed by the hospital nurse staffing committee.
(19) "Standby" means a scheduled state of availability to return to duty, work-ready
within a specified period of time.
(20) "Waiver" means a variance to the hospital-wide staffing plan requirements as
described in ORS 441.164.
Stat. Auth.: ORS 413.042 & 441.151 – 441.177
Stats. Implemented: ORS 441.165, 441.166 & 441.179
Hist.: PH 21-2006, f. & cert. ef. 10-6-06; PH 11-2009, f. & cert. ef. 10-1-09; PH 222016, f. & cert. ef. 7-1-16
333-510-0045
Nurse Staffing Posting and Record Requirements
(1) On each hospital unit, a hospital shall post a complaint notice that:
(a) Summarizes the provisions of ORS 441.152 to 441.177;
(b) Is clearly visible to the public; and

(c) Includes the Authority’s complaint reporting phone number, electronic mail
address and website address.
(2) A hospital shall also post an anti-retaliation notice on the premises that:
(a) Summarizes the provisions of ORS 441.181, 441.183, 441.184 and 441.192;
(b) Is clearly visible; and
(c) Is posted where notices to employees and applicants for employment are
customarily displayed.
(3) A hospital shall keep and maintain all records necessary to demonstrate compliance
with ORS
441.152 to 441.177. These records shall:
(a) Be maintained for no fewer than three years;
(b) Be promptly provided to the Authority upon request; and
(c) Include, at minimum:
(A) The staffing plan;
(B) The hospital nurse staffing committee charter;
(C) Staffing committee meeting minutes;
(D) Documentation showing how all members of the staffing committee were selected;
(E) All complaints filed with the staffing committee;
(F) Personnel files for all nursing staff positions that include, at minimum, job
descriptions, required licensure and specialized qualifications and competencies
required for the individual’s assigned nurse specialty or unit;
(G) Documentation showing work schedules for nursing staff in each hospital nurse
specialty or unit;
(H) Documentation showing actual hours worked by all nursing staff;
(I) Documentation showing all work schedule variances that resulted in the use
of replacement nursing staff;
(J) Documentation showing how many on-call hours, if any, required nursing

staff to be on the hospital premises;
(K) Documentation showing how many required meeting, education and training
hours, if any, were required of nursing staff;
(L) The hospital's mandatory overtime policy and procedure;
(M) Documentation showing how many, if any, overtime hours were worked by nursing
staff;
(N) Documentation of all waiver requests, if any, submitted to the Authority;
(O) Documentation showing how many, if any, additional hours were worked
due to emergency circumstances and the nature of those circumstances;
(P) The list of on-call nursing staff used to obtain replacement nursing staff;
(Q) Documentation showing how and when the hospital updates its list of on-call
staff used to obtain replacement nursing staff and how the hospital determines
eligibility to remain on the list;
(R) Documentation showing the hospital's procedures for obtaining
replacement nursing staff, including efforts made to obtain replacement staff;
(S) Documentation showing the hospital's actual efforts to seek replacement staff when
needed;
(T) Documentation showing each actual instance in which the hospital implemented
the policy described in OAR 333-510-0110(2)(g) to initiate limitations on admission
or diversion of patients to another hospital; and
(U) All staffing committee reports filed with the hospital administration following
a review of the staffing plan.
Stat. Auth.: ORS 413.042, 441.155, 441.169, 441.173 & 441.185
Stats. Implemented: ORS 441.155, 441.169, 441.173 & 441.185
Hist.: OHD 2-2000, f. & cert. ef. 2-15-00; OHD 3-2001, f. & cert. ef. 3-16-01; OHD 202002, f. & cert. ef. 12-10-02; PH 22-2005(Temp), f. 12-30-05, cert. ef. 1-1-06 thru 629-06; PH 21-2006, f. & cert. ef. 10-6-06; PH 11-2009, f. & cert. ef. 10-1-09; PH 112009, f. & cert. ef. 10-1-09; PH 22-2016, f. & cert. ef. 7-1-16
333-510-0105
Nurse Staffing Committee Requirement
(1) Each hospital shall establish and maintain a hospital nurse staffing committee.

The staffing committee shall develop a written hospital-wide staffing plan for nursing
services in accordance with ORS 441.155 and OAR chapter 333, division 510 rules.
In developing the staffing plan, the staffing committee’s primary goal shall be to
ensure that the hospital is adequately staffed to meet the health care needs of its
patients.
(2) The staffing committee shall meet:
(a) At least once every three months; and
(b) At any time and place specified by either co-chair of the staffing committee.
(3) The hospital shall release a member of the staffing committee from his or
her assignment to attend committee meetings and provide paid time for this
purpose.
(4) The staffing committee shall be comprised of an equal number of hospital nurse
managers and direct care staff. Direct care staff members shall be selected as
follows:
(a) The staffing committee shall include at least one direct care registered nurse from
each hospital nurse specialty or unit as the specialty or unit is defined by the hospital
to represent that specialty or unit;
(b) In addition to the direct care registered nurses described in subsection (a) of this
section there must be one position on the staffing committee that is filled by a direct
care staff member who is not a registered nurse and whose services are covered by
the staffing plan;
(c) If the direct care registered nurses working at the hospital are represented under a
collective bargaining agreement, the bargaining unit shall coordinate voting to allow
the direct care registered nurses who work at the hospital to select each direct care
registered nurse on the staffing committee;
(d) If the direct care registered nurses working at the hospital are not represented
under a collective bargaining agreement, the direct care registered nurses belonging
to each hospital nurse specialty or unit shall select the direct care registered nurse to
represent it on the staffing committee; and
(e) If the position that must be filled by a direct care staff member who is not a
registered nurse and whose services are covered by the staffing plan is represented
under a collective bargaining agreement, the bargaining unit shall coordinate voting to
allow the direct care staff members who are not registered nurses to select the direct
care staff member who is not a registered nurse to represent them on the staffing
committee.

(f) If the position that must be filled by a direct care staff member who is not a
registered nurse and whose services are covered by the staffing plan is not
represented under a collective bargaining agreement, the direct care staff
members who are not registered nurses shall select the direct care staff member
who is not a registered nurse to represent them on the staffing committee.
(5) The staffing committee shall have two co-chairs. One co-chair must be a hospital
nurse manager elected by a majority of the staffing committee members who are
hospital nurse managers. The other co-chair must be a direct care registered nurse
elected by a majority of the staffing committee members who are direct care staff.
(6) The staffing committee must develop a written charter that documents the policies
and procedures of the staffing committee. At minimum, the charter must include:
(a) How meetings are scheduled;
(b) How members are notified of meetings;
(c) How agendas are determined;
(d) How input from hospital nurse specialty or unit staff is submitted;
(e) Who may participate in decision-making;
(f) How decisions are made; and
(g) How the staffing committee shall monitor, evaluate and modify the staffing plan over
time.
(7) Staffing committee meetings must be conducted as follows:
(a) A meeting may not be conducted unless a quorum of staffing committee members is
present;
(b) Except as set forth in subsection (c) of this section, a meeting must be open to all
hospital nursing staff as observers and to any other individual as either observer or
presenter by invitation of either co- chair of the staffing committee;
(c) Either co-chair of the staffing committee may temporarily exclude all non-members
from a meeting during staffing committee deliberations and voting; and
(d) Each staffing committee decision must be made by majority vote; however, if a
quorum consists of an unequal number of hospital nurse managers and direct care
staff, only an equal number of hospital nurse managers and direct care staff may vote.
(8) The staffing committee must document meeting proceedings by keeping written

meeting minutes that include, but are not limited to, the following information:
(a) The name and position of each staffing committee member in attendance;
(b) The name and position of each observer or presenter in attendance;
(c) Motions made;
(d) Outcomes of votes taken;
(e) A summary of staffing committee discussions; and
(f) Instances in which non-members have been excluded from staffing committee
meetings.
(9) The staffing committee shall approve meeting minutes prior to or during
the next staffing committee meeting.
(10) The staffing committee shall provide meeting minutes to hospital nursing staff
and other hospital staff upon request no more than 30 calendar days after the
meeting minutes are approved by the staffing committee.
Stat. Auth.: ORS 413.042, 441.151 & 441.154
Stats. Implemented:
ORS 441.154 Hist.: PH
22-2016, f. & cert. ef. 71-16
333-510-0110
Nurse Staffing Plan Requirements
(1) Each hospital shall implement a written hospital-wide staffing plan for nursing
services that is developed and approved by the hospital nurse staffing committee
established in accordance with ORS 441.154 and OAR chapter 333 division 510
rules.
(2) The staffing plan:
(a) Must be based on the specialized qualifications and competencies of the nursing
staff and provide for the skill mix and level of competency necessary to ensure that
the hospital is staffed to meet the health care needs of patients;
(b) Must be based on a measurement of hospital unit activity that quantifies the rate of
admissions, discharges and transfers for each hospital unit and the time required for a
direct care registered nurse belonging to a hospital unit to complete admissions,

discharges and transfers for that hospital unit;
(c) Must be based on total diagnoses for each hospital unit and the nursing staff
required to manage that set of diagnoses;
(d) Must be consistent with nationally recognized evidence-based standards and
guidelines established by professional nursing specialty organizations such as, but
not limited to: The American Association of Critical Care Nurses, American Operating
Room Nurses (AORN), or American Society of Peri-Anesthesia Nurses (ASPAN);
(e) Must recognize differences in patient acuity and nursing care intensity;
(f) Must establish minimum numbers of nursing staff, including licensed practical nurses
and certified nursing assistants, required on specified shifts, provided that no fewer
than one registered nurse and one other nursing staff member is on duty in a unit when
a patient is present;
(g) Must include a formal process for evaluating and initiating limitations on
admission or diversion of patients to another hospital when, in the judgment of a
direct care registered nurse or a nurse manager, there is an inability to meet patient
care needs or a risk of harm to patients;
(h) Must consider tasks not related to providing direct care, including meal breaks and
rest breaks;
(i) May not base nursing staff requirements solely on external benchmarking data;
(j) May not be used by a hospital to impose upon unionized nursing staff any
changes in wages, hours or other terms and conditions of employment unless the
hospital first provides notice to and, upon request, bargains with the union; and
(k) May not create, preempt or modify a collective bargaining agreement or
require parties to an agreement to bargain over the staffing plan while a
collective bargaining agreement is in effect.
Stat. Auth.: ORS 413.042 & 441.155
Stats. Implemented:
ORS 441.155 Hist.:
PH 22-2016, f. & cert.
ef. 7-1-16
333-510-0115
Nurse Staffing Plan Review Requirement
(1) The staffing committee shall:

(a) Review the staffing plan at least once per year; and
(b) At any other time specified by either co-chair of the staffing committee.
(2) In reviewing the staffing plan, the staffing committee shall consider:
(a) Patient outcomes;
(b) Complaints regarding staffing, including complaints about a delay in direct
care nursing or an absence of direct care nursing;
(c) The number of hours of nursing care provided through a hospital unit compared
with the number of patients served by the hospital unit during a 24-hour period;
(d) The aggregate hours of mandatory overtime worked by nursing staff;
(e) The aggregate hours of voluntary overtime worked by nursing staff;
(f) The percentage of shifts for each hospital unit for which staffing differed from
what is required by the staffing plan;
(g) Any other matter determined by the committee to be necessary to ensure that
the hospital is staffed to meet the health care needs of patients; and
(h) Any report filed by a nursing staff member stating the nursing staff
member’s belief that the hospital unit engaged in a pattern of requiring direct
care nursing staff to work overtime for nonemergency care.
(3) Following its review of the staffing plan, the staffing committee shall issue a written
report to the hospital that indicates whether the staffing plan ensures that the hospital
is adequately staffed and meets the health care needs of patients. If the report
indicates that it does not, the staffing committee shall modify the staffing plan as
necessary to accomplish this goal.
Stat. Auth.: ORS 413.042 & 441.156
Stats. Implemented:
ORS 441.156 Hist.: PH
22-2016, f. & cert. ef. 71-16
333-510-0120
Nurse Staffing Plan Mediation
(1) If the staffing committee is unable to reach an agreement on the staffing plan,

either co-chair of the staffing committee may invoke a waiting period of 30
business days.
(a) During the 30-day waiting period, the staffing committee shall continue to
develop the staffing plan; and
(b) The hospital shall promptly respond to any reasonable requests for data that
is related to the impasse and is submitted by either co-chair of the staffing
committee.
(2) If at the end of the 30-day waiting period, the staffing committee remains unable to
reach an agreement on the staffing plan, one of the staffing committee co-chairs shall
notify the Authority of the impasse. This notification shall include:
(a) Documentation that the staffing committee voted on the provision or provisions in
question and a deadlock resulted;
(b) Documentation that either co-chair of the staffing committee formally invoked
a 30-day waiting period;
(c) Documentation that during the 30-day waiting period, the staffing committee
continued to develop the staffing plan including documentation of options the staffing
committee considered after invoking the 30-day waiting period;
(d) Documentation of any reasonable requests for data submitted to the hospital
by either staffing committee co-chair and the hospital’s response, if any; and
(e) Documentation that the staffing committee voted on the provision or provisions in
question again after the 30-day waiting period formally ended and another deadlock
resulted.
(3) No more than 15 business days after receiving notice of an impasse, the Authority
shall assign the staffing committee a mediator to assist the staffing committee in
reaching an agreement on the staffing plan.
(a) Mediation shall be consistent with requirements for implementing and reviewing
staffing plans set forth in ORS 441.155 and 441.156 and OAR chapter 333 division
510 rules; and
(b) Mediation shall be provided for no more than 90 calendar days.
(4) The Authority may impose civil monetary penalties against a hospital, if the
staffing committee is unable to reach an agreement on the staffing plan after 90
days of mediation.
Stat. Auth.: ORS 413.042, 441.154 & 441.175

Stats. Implemented:
ORS 441.154 Hist.: PH
22-2016, f. & cert. ef.
7-1-16
333-510-0125
Replacement Nurse Staffing Requirements
(1) A hospital must maintain and post or publish a list of on-call nursing staff that may
be contacted to provide qualified replacement or additional nursing staff in the event
of a vacancy or unexpected shortage. This list must:
(a) Provide for sufficient replacement nursing staff on a regular basis; and
(b) Be available to the individual who is responsible for obtaining replacement staff
during each shift.
(2) When developing and maintaining the on-call list, the hospital must explore all
reasonable options for identifying local replacement staff and these efforts must be
documented.
(3) When a hospital learns about the need for replacement nursing staff, the
hospital must make every reasonable effort to obtain adequate voluntary
replacement nursing staff for unfilled hours or shifts before requiring a nursing staff
member to work overtime and these efforts must be documented. Reasonable
efforts include, but are not limited to:
(a) The hospital seeking replacement nursing staff at the time the vacancy is known;
and
(b) The hospital contacting all available resources on its list of on-call nursing staff
as described in this rule.
Stat. Auth.: ORS 413.042, 441.155 & 441.166
Stats. Implemented: ORS 441.155
& 441.166 Hist.: PH 22-2016, f. &
cert. ef. 7-1-16
333-510-0130
Nursing Staff Member Overtime
(1) For purposes of this rule "require" means hours worked as a condition of
employment whether as a result of a previously scheduled shift or hours actually
worked during time spent on call or on standby.

(2) A hospital may not require a nursing staff member to work:
(a) Beyond the agreed-upon and prearranged shift, regardless of the length of the shift;
(b) More than 48 hours in any hospital-defined work week;
(c) More than 12 hours in a 24-hour period; or
(d) During the 10-hour period immediately following the 12th hour worked during a
24-hour period. This work period begins when the nursing staff member begins a
shift.
(3) Nothing in this rule precludes a nursing staff member from volunteering to work
overtime.
(4) A hospital may require an additional hour of work beyond the hours authorized
in section (2) of this rule if:
(a) A staff vacancy for the next shift becomes known at the end of the current shift; or
(b) There is a potential harm to an assigned patient if the nursing staff member leaves
the assignment or transfers care to another nursing staff member.
(5) Each hospital must have a policy and procedure in place to ensure, at minimum,
that:
(a) Mandatory overtime, when required, is documented in writing;
(b) Mandatory overtime policies and procedures are clearly written, provided to all
new nursing staff and readily available to all nursing staff;
(c) Time spent by the nursing staff member in required meetings or receiving
education or training will be included as hours worked for the purpose of section (2) of
this rule;
(d) Time spent on call or on standby when the nursing staff member is required to
be at the hospital will be included as hours worked for the purpose of section (2) of
this rule; and
(e) Time spent on call or on standby when the nursing staff member is not
required to be at the hospital will not be included as hours worked for the
purpose of section (2) of this rule.
(6) If a nursing staff member believes that a hospital unit is engaging in a pattern of
requiring direct care nursing staff to work overtime for nonemergency care, the
nursing staff member may report that information to the staffing committee. The

staffing committee shall consider the information when reviewing the staffing plan as
described in OAR 333-510-0115.
(7) The provisions of sections (2) through (5) of this rule do not apply to nursing staff
needs:
(a) In the event of a national or state emergency or circumstances requiring the
implementation of a facility disaster plan; or
(b) In emergency circumstances that include:
(A) Sudden and unforeseen adverse weather conditions;
(B) An infectious disease epidemic suffered by hospital staff;
(C) Any unforeseen event preventing replacement staff from approaching or entering
the premises; or
(D) Unplanned direct care staff vacancies of 20% or more of the nursing staff for the
next shift hospital-wide at the Oregon State Hospital if, based on the patient census,
the Oregon State Hospital determines the number of direct care staff available
hospital-wide cannot ensure patient safety.
(8) Nothing in section (6) of this rule relieves the Oregon State Hospital from
contacting voluntary replacement staff as described in OAR 333-510-0125 and
documenting these contacts.
(9) A registered nurse at a hospital may not place a patient at risk of harm by
leaving a patient care assignment during an agreed upon scheduled shift or an
agreed-upon extended shift without authorization from the appropriate supervisory
personnel as required by the Oregon State Board of Nursing OAR, chapter 851.
(10) Until the Authority defines “other nursing staff” as that term is described in ORS
441.166(1), this rule applies only to “nursing staff member” as that term is defined in
these rules.
Stat. Auth.: ORS 413.042, 441.166 & 441.168
Stats. Implemented: ORS 441.155
& 441.165 Hist.: PH 22-2016, f. &
cert. ef. 7-1-16
333-510-0135
Nurse Staffing Plan Waiver
(1) At a hospital’s request, the Authority may waive any staffing plan requirement set

forth in ORS
441.155 provided that a waiver is necessary to ensure that the hospital is staffed to
meet the health care needs of its patients.
(2) All requests for a waiver must:
(a) Be submitted to the Authority in writing;
(b) State the reason or reasons for which the hospital is seeking the waiver;
(c) Explain how the waiver is necessary for the hospital to meet patient health care
needs; and
(d) Include verification that the hospital notified the staffing committee of the request
for a waiver prior to its submission.
Stat. Auth.: ORS 413.042 & 441.165
Stats. Implemented: ORS 441.155
& 441.165 Hist.: PH 22-2016, f. &
cert. ef. 7-1-16
333-510-0140
Nurse Staffing Plan During an Emergency
(1) A hospital is not required to follow the staffing plan developed and approved
by the staffing committee in the event of:
(a) A national or state emergency requiring the implementation of a facility disaster
plan;
(b) Sudden and unforeseen adverse weather conditions; or
(c) An infectious disease epidemic suffered by hospital staff.
(2) In the event of an emergency circumstance not described in section (1) of this rule,
either co-chair of the staffing committee may specify a time and place to meet to
review and potentially modify the staffing plan in response to the emergency
circumstance.
Stat. Auth.: ORS 413.042 & 441.165
Stats. Implemented: ORS 441.155
& 441.165 Hist.: PH 22-2016, f. &
cert. ef. 7-1-16
For more information please visit the Oregon State Board of Nursing Division 510
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OAR 333-510-0002 Definitions
As used in OAR chapter 333, division 510, the following
definitions apply:
(1) ) "Direct Care Registered Nurse" means a nurse who is
routinely assigned to a patient care unit, who is replaced for
scheduled and unscheduled absences and includes charge
nurses if the charge nurse is not management services.
(2) ) "Direct Care Staff" means registered nurses, licensed
practical nurses and certified nursing assistants that are routinely
assigned to patient care units and are replaced for scheduled or
unscheduled absences.
(3) ) "Direct Care Staff Member" means an individual who is a
direct care registered nurse, licensed practical nurse or certified
nursing assistant who is routinely assigned to a patient care unit
and is replaced for a scheduled or unscheduled absences.
(4) ) "Epidemic" means the occurrence of a group of similar
conditions of public health importance in a community or region
that are in excess of normal expectancy and that are from a
common or propagated source.
(5) ) "Evidence Based Standards" means standards that have
been scientifically developed, are based on current literature, and
are driven by consensus.
(6) ) "Hospital" means a hospital as described in ORS 442.015
and an acute inpatient care facility as defined in ORS 442.470.
(7) ) "Mandatory Overtime" is any time that exceeds those time
limits specified in ORS 441.166 unless the nursing staff member
voluntarily chooses to work overtime.
(8) ) "Nurse Manager" means a registered nurse who has
administrative responsibility 24 hours a day, 7 days a week for a
patient care unit, units or hospital and who is not replaced for
short-term scheduled or unscheduled absences.
(9) ) "Nursing care intensity" means the level of patient need
for nursing care as determined by the nursing assessment.
(10) Nursing staff" means registered nurses, licensed practical
nurses and certified nursing assistants.
(11) Nursing staff member" means an individual who is a
registered nurse, licensed practical nurse or a certified nursing
assistant.
(12) Call" means a scheduled state of availability to return to
duty, workready, within a specified period of time.
(13) Call Nursing Staff" means individual nursing staff members
or nursing service agencies maintained by a hospital that are
available and willing to cover nursing staff shortages due to
unexpected nursing staff absences or unanticipated increased
nursing service needs.
(14) atient acuity" means the complexity of patient care needs
requiring the skill and care of nursing staff.
(15) otential Harm" or "At Risk of Harm" means that an

ONA Explanation
Definitions are intended to provide clarity about the terms used in
the administrative rules.
This definition limits who can be considered “direct care”. RNs
such as care coordinators, managers or Clinical Nurse
Specialists would not be counted.

This definition means that a hospital cannot use its off duty
regularly scheduled staff to fill in for surges in census or
unexpected absences. Exception would be if a nurse asked to be
on call or indicates availability for short notice hours.

unstable patient will be left without adequate care for an
unacceptable period of time if the assigned nursing staff member
leaves the assignment or transfers care to another nursing staff
member.
(16) uorum" means that a majority, or one-half plus one, of the
staffing committee members are present during a staffing
committee meeting. Oregon Administrative Rules Page 5 of 12.
(17) afe Patient Care" means nursing care that is provided
appropriately, in a timely manner, and meets the patient's health
care needs. The following factors may be, but are not in all
circumstances, evidence of unsafe patient care:
(a) ) A failure to implement the written nurse staffing plan;
(b) ) A failure to comply with the patient care plan;
(c) An error that has a negative impact on the patient;
(d) ) A patient report that his or her nursing care needs have
not been met;
(e) ) A medication not given as scheduled;
(f) The nursing preparation for a procedure that was not
accomplished on time;
(g) ) A nursing staff member who was practicing outside his or
her authorized scope of practice;
(h) Daily unit-level staffing that does not include coverage for all
known patients, taking into account the turnover of patients;
(i) The skill mix of employees and the relationship of the skill mix
to patient acuity and nursing care intensity of the workload is
insufficient to meet patient needs; or
(j) An unreasonable delay in responding to a request for nursing
care made by a patient or made on behalf of a patient by his or
her family member.
(18) affing Committee" means the hospital nurse staffing
committee.
(19) affing Plan" means the written hospital-wide staffing plan for
nursing services developed by the hospital nurse staffing
committee.
(20) andby" means a scheduled state of availability to return to
duty, workready within a specified period of time.
(21) "Waiver" means a variance to the hospital-wide staffing plan
requirements as described in ORS 441.164. Stat. Auth.: ORS
413.042 & 441.151 – 441.177
Stats. Implemented: ORS 441.165, 441.166 & 441.179
STAFFING COMMITTEES ORS 441.154
(1)(a) For each hospital there shall be established a hospital
nurse staffing committee. Each committee shall:
(A) Consist of an equal number of hospital nurse managers and
direct care staff;
(B) For that portion of the committee composed of direct care
staff, consist entirely of direct care registered nurses, except for
one position to be filled by a direct care staff member who is not a
registered nurse and whose services are covered by a written
hospital-wide staffing plan that meets the requirements of ORS
441.162; and

333-510-0105
Nurse Staffing Committee Requirement
(1) ) Each hospital shall establish and maintain a hospital nurse
staffing committee. The staffing committee shall develop a written
hospital-wide staffing plan for nursing services in accordance
with ORS 441.155 and OAR chapter 333, division 510 rules. In
developing the staffing plan, the staffing committee’s primary goal
shall be to ensure that the hospital is adequately staffed to meet
the health care needs of its patients.
(2) ) The staffing committee shall meet:
(a) ) At least once every three months;

One of the direct care positions is filled by a staff member who is
not a registered nurse.

(C) Include at least one direct care registered nurse from each
hospital nurse specialty or unit.
(b) ) If the direct care registered nurses who work at a hospital
are represented under a collective bargaining agreement, the
bargaining unit shall conduct a selection process by
which the direct care registered nurses who work at the hospital
select the members of the committee who are direct care
registered nurses.
(c) If the direct care staff member who is not a registered nurse
who works at a hospital is represented under a collective
bargaining agreement, the bargaining unit shall use the
selection process conducted pursuant to paragraph (b) of this
subsection to select that member of the committee.
(d) ) If the direct care registered nurses who work at a hospital
are not represented under a collective bargaining agreement, the
direct care registered nurses belonging to a hospital
nurse specialty or unit shall select each member of the committee
who is a direct care registered nurse from that specialty or unit.
(2) ) A hospital nurse staffing committee shall develop a written
hospital-wide staffing plan in accordance with ORS 441.162. The
committee’s primary goals in developing the staffing
plan shall be to ensure that the hospital is staffed to meet the
health care needs of patients. The committee shall review and
modify the staffing plan in accordance with section 5 of this
2015 Act.
(3) ) A majority of the members of a hospital nurse staffing
committee constitutes a quorum for the transaction of business.
(4) ) A hospital nurse staffing committee shall have two
cochairs. One co-chair shall be a hospital nurse manager
elected by the members of the committee who are hospital
nurse
managers and one co-chair shall be a direct care registered
nurse elected by the members of the committee who are direct
care staff.
(5)(a) A decision made by a hospital nurse staffing committee
must be made by a vote of a majority of the members of the
committee. If a quorum of members comprises an unequal
number of hospital nurse managers and direct care staff, only an
equal number of hospital nurse managers and direct care staff
may vote.

and
(b) At any time and place specified by either co-chair of the
staffing committee.
(3) ) The hospital shall release a member of the staffing
committee from his or her assignment to attend committee
meetings and provide paid time for this purpose.
(4) ) The staffing committee shall be comprised of an equal
number of hospital nurse managers and direct care staff. Direct
care staff members shall be
selected as follows:
(a) ) The staffing committee shall include at least one direct care
registered nurse from each hospital nurse specialty or unit as the
specialty or unit is defined by the hospital to represent that
specialty or unit;
(b) ) In addition to the direct care registered nurses described in
subsection (a) of this section there must be one position on the
staffing committee that is filled by a direct care staff member who
is not a registered nurse and whose services are covered by the
staffing plan;
(c) If the direct care registered nurses working at the hospital are
represented under a collective bargaining agreement, the
bargaining unit shall coordinate voting to allow the direct care
registered nurses who work at the hospital to select each direct
care registered nurse on the staffing committee;
(d) ) If the direct care registered nurses working at the hospital
are not represented under a collective bargaining agreement, the
direct care registered nurses belonging to each hospital nurse
specialty or unit shall select the direct care registered nurse to
represent it on the staffing committee; and
(e) ) If the position that must be filled by a direct care staff
member who is not a registered nurse and whose services are
covered by the staffing plan is represented under a collective
bargaining agreement, the bargaining unit shall coordinate voting
to allow the direct care staff members who are not registered
nurses to select the direct care staff member who is not a
registered nurse to represent them on the staffing committee.
(f) If the position that must be filled by a direct care staff member
who is not a registered nurse and whose services are covered by
the staffing plan is not represented under a collective bargaining
agreement, the direct care staff members who are not registered
nurses shall select the direct care staff member who is not a
registered nurse to represent them on the staffing committee.
(5) ) The staffing committee shall have two co-chairs. One cochair must be a hospital nurse manager elected by a majority of
the staffing committee members who are hospital nurse
managers. The other co-chair must be a direct care registered
nurse elected by a majority of the staffing committee members
who are direct care staff.
(6) ) The staffing committee must develop
a written charter that documents the policies and procedures of
the staffing committee. At minimum, the charter must include:
(a) How meetings are scheduled;
(b) How members are notified of
meetings;
(c) How agendas are determined;

The hospital defines specialties and can be a group of units such
as Maternal-Child or Critical Care.

This means that in a represented facility the nurses in the
Bargaining Unit choose the RN representative and the BU is
responsible for the process.

Even in an unrepresented facility the direct care RNs choose their
members of the staffing committee

This section of statute prevents either group from dominating the
decision. So there must be an equal number of each group –
managers and direct care staff - before a vote can occur and
then any decision has to be made by a majority of the quorum
number.

This provides direction to the staffing committees about its

(d) How input from hospital nurse
specialty or unit staff is submitted;
(e) Who may participate in decision-making;
(f) How decisions are made; and
(g) How the staffing committee shall monitor, evaluate and modify
the staffing plan over time.
(7) Staffing committee meetings must be conducted as follows:
(a) A meeting may not be conducted unless a quorum of staffing
committee members is present;
(b) Except as set forth in subsection (c) of this section, a meeting
must be open to all hospital nursing staff as observers and to any
other individual as either Oregon Administrative Rules observer
or presenter by invitation of either co-chair of the staffing
committee;
(c) Either co-chair of the staffing committee may temporarily
exclude all non-members from a meeting during staffing
committee deliberations and voting; and
(d) Each staffing committee decision must be made by majority
vote; however, if a quorum consists of an unequal number of
hospital nurse managers and direct care staff, only an equal
number of hospital nurse managers and direct care staff may
vote.
(8) The staffing committee must document meeting proceedings
by keeping written meeting minutes that include, but are not
limited to, the following information:
(a) The name and position of each staffing committee member in
attendance;
(b) The name and position of each observer or presenter in
attendance;
(c) Motions made;
(d) Outcomes of votes taken;
(e) A summary of staffing committee discussions; and
(f) Instances in which non-members have been excluded from
staffing committee meetings.
(9) The staffing committee shall approve meeting minutes prior to
or during the next staffing committee meeting.
(10) The staffing committee shall provide meeting minutes to
hospital nursing staff and other hospital staff upon request no
more than 30 calendar days after the meeting minutes are
approved by the staffing committee. Stat. Auth.: ORS 413.042,
441.151 & 441.154
Stats. Implemented: ORS 441.154

ORS 441.154
(b) If the committee is unable to reach an agreement on the
staffing plan, either co-chair of the committee may invoke a 30day period during which the committee shall continue to
develop the staffing plan. During the 30-day period, the hospital
shall respond in a timely manner to reasonable requests from
members of the committee for data that will enable the
committee to reach a resolution. If at the end of the 30-day
period, the committee remains unable to reach an agreement on
the staffing plan, one of the co-chairs shall notify the

333-510-0120
Nurse Staffing Plan Mediation
(1) If the staffing committee is unable to reach an agreement on
the staffing plan, either co-chair of the staffing committee may
invoke a waiting period of 30 business days.
(a) During the 30-day waiting period, the staffing committee shall
continue to develop the staffing plan; and
(b) The hospital shall promptly respond to any reasonable
requests for data that is related to the impasse and is submitted
by either co-chair of the staffing committee.
(2) If at the end of the 30-day waiting period, the staffing

procedures.

Either co-chair may invite observers. For example, the direct
care RN co-chair may invite a member of the ONA staff to attend.

This is meant to create a narrow exception for excluding
observers from a portion of the meeting. There is not yet
experience with the new law to know if this section will be
misused by either co-chair.

This section is meant to insure that the staffing committee makes
a good faith effort to agree on a staffing plan. However, it also
provides an external process in the event that agreement cannot
be reached. This is new language and therefore not yet tested.

Oregon Health Authority of the impasse.
(c) Upon receiving notification under paragraph (b) of this
subsection, the authority shall provide the committee with a
mediator to assist the committee in reaching an agreement
on the staffing plan. Mediation conducted under this paragraph
must be consistent with the requirements for implementing and
reviewing staffing plans under section 5 of this 2015 Act
and ORS 441.162.
(d) ) If the committee is unable to reach an agreement on the
staffing plan after 90 days of mediation, the authority may impose
a penalty against the hospital as described in ORS
441.170.

ORS 441.154
(6) ) A hospital nurse staffing committee shall meet:
(a) ) At least once every three months; and
(b) ) At any time and place specified by either co-chair.
(7)(a) Subject to paragraph (b) of this subsection, a hospital
nurse staffing committee meeting must be open to:
(A) The hospital nursing staff as observers; and
(B) Upon invitation by either co-chair, other observers or
presenters.
(b) At any time, either co-chair may exclude persons described in
paragraph (a) of this subsection from a committee meeting for
purposes related to deliberation and voting.
(8) Minutes of hospital nurse staffing committee meetings must:
(a) ) Include motions made and outcomes of votes taken;
(b) ) Summarize discussions; and
(c) Be made available in a timely manner to hospital nursing staff
and other hospital staff upon request.
(9) A hospital shall release a member of a hospital nurse staffing
committee described in subsection (1)(a) of this section from the
member’s assignment, and provide the member with paid time, to

committee remains unable to reach an agreement on the staffing
plan, one of the staffing committee co-chairs shall notify the
Authority of the impasse. This notification shall include:
(a) Documentation that the staffing committee voted on the
provision or provisions in question and a deadlock resulted;
(b) Documentation that either co-chair of the staffing committee
formally invoked a 30-day waiting period;
(c) Documentation that during the 30 day waiting period, the
staffing committee continued to develop the staffing plan
including documentation of options the staffing committee
considered after invoking the 30-day waiting period;
(d) Documentation of any reasonable requests for data submitted
to the hospital by either staffing committee co-chair and the
hospital’s response, if any; and
(e) Documentation that the staffing committee voted on the
provision or provisions in question again after the 30-day waiting
period formally ended and another deadlock resulted.
(3) No more than 15 business days after receiving notice of an
impasse, the Authority shall assign the staffing committee a
mediator to assist the staffing committee in reaching an
agreement on the staffing plan.
(a) Mediation shall be consistent with requirements for
implementing and reviewing staffing plans set forth in ORS
441.155 and 441.156 and OAR chapter 333 division 510 rules;
and
(b) Mediation shall be provided for no more than 90 calendar
days.
(4) The Authority may impose civil monetary penalties against a
hospital, if the staffing committee is unable to reach an
agreement on the staffing plan after 90 days of mediation.
Stat. Auth.: ORS 413.042, 441.154 & 441.175
Stats. Implemented: ORS 441.154

This gives equal authority to both co-chairs of the committee.

attend committee meetings.
NURSE STAFFING ADVISORY BOARD ORS 441.152
(1)(a) The Nurse Staffing Advisory Board is established within the
Oregon Health Authority, consisting of 12 members appointed by
the Governor.
(b) ) Of the 12 members of the board:
(A) Six must be hospital nurse managers;
(B) Five must be direct care registered nurses who work in
hospitals; and
(C) ) One must be either a direct care registered nurse who
works in a hospital or a direct care staff member who is not a
registered nurse and whose services are covered by a written
hospital-wide staffing plan that meets the requirements of ORS
441.162.
(c) To the extent practicable, board members shall be appointed
to ensure that the board is represented by members from
hospitals where direct care staff are represented under a
collective bargaining agreement and hospitals where direct care
staff are not represented by a collective bargaining agreement
and by hospitals of different sizes, types and geographic
location.
(d) ) The term of office of each board member is three years, but
a member serves at the pleasure of the Governor. Before the
expiration of the term of a member, the Governor shall
appoint a successor whose term begins January 1 next following.
A member is eligible for reappointment, but may not serve more
than two consecutive terms. If there is a vacancy
for any cause, the Governor shall make an appointment to
become immediately effective for the unexpired term.
(2) ) The board shall:
(a) ) Provide advice to the authority on the administration of
ORS 441.162 to 441.170;
(b) ) Identify trends, opportunities and concerns related to
nurse staffing;
(c) Make recommendations to the authority on the basis of those
trends, opportunities and concerns; and
(d) Review the authority’s enforcement powers and processes
under sections 9, 10 and 11 of this 2015 Act.
(3)(a) Upon request, the authority shall provide the board with
written hospital-wide staffing plans implemented under ORS
441.162, reviews conducted under section 5 of this 2015
Act, information obtained during an audit under section 9 of this
2015 Act and complaints filed and investigations conducted as
described in section 10 of this 2015 Act.
(b) ) The authority may not provide the board with any
information under paragraph (a) of this subsection that is
identifiable with a specific hospital unless the information is
publicly
available.
(c) Hospital-wide staffing plans provided to the board under this
section are confidential and not subject to public disclosure.
(4) ) A majority of the members of the board constitutes a
quorum for the transaction of business.
(5) The board shall have two co-chairs selected by the Governor.

(6) ) Official action by the board requires the approval of a
majority of the members of the board.
(7) ) The board shall meet:
(a) ) At least once every three months; and
(b) ) At any time and place specified by the call of both cochairs.
(8) ) The board may adopt rules necessary to for the operation
of the board.
(9) ) The board shall submit a report on the administration of ORS
441.162 to 441.170 in the manner provided in ORS 192.245 to an
interim committee of the Legislative Assembly related
to health no later than September 15 of each year. The board
may include in its report recommendations for legislation.
(10) Members of the board are not entitled to compensation, but
may be reimbursed for actual and necessary travel and other
expenses incurred by them in the performance of their
official duties in the manner and amounts provided for in ORS
292.495. Claims for expenses shall be paid out of funds
appropriated to the authority for purposes of the board.

Notwithstanding the term of office specified by section 2 of this
2015 Act, of the members first appointed to the Nurse Staffing
Advisory Board:
(1) Four shall serve for a term ending January 1, 2017;
(2) ) Four shall serve for a term ending January 1, 2018; and
(3) ) Four shall serve for a term ending January 1, 2019.

STAFFING PLANS ORS 441.162
.
(1) ) Each hospital shall implement the written hospital-wide
staffing plan for nursing services that has been developed and
approved by the hospital nurse staffing committee under section
1 of this 2015 Act.
(2) ) The staffing plan:
(a) Must be based on the specialized qualifications and
competencies of the nursing staff and provide for the skill mix and
level of competency necessary to ensure that the hospital is
staffed to meet the health care needs of patients;
(b) Must be based on a measurement of hospital unit activity that
quantifies the rate of admissions, discharges and transfers for
each hospital unit and the time required for a direct
care registered nurse belonging to a hospital unit to complete
admissions, discharges and transfers for that hospital unit;
(c) Must be based on total diagnoses for each hospital unit and
the nursing staff required to manage that set of diagnoses;
(d) Must be consistent with nationally recognized evidence-based
standards and guidelines established by professional nursing
specialty organizations
(e) Must recognize differences in patient acuity;
(f) Must establish minimum numbers of nursing staff, including
licensed practical nurses and certified nursing assistants,
required on specified shifts, provided that at least one registered
nurse and one other nursing staff member is on duty in a unit
when a patient is present;

333-510-0110
Nurse Staffing Plan Requirements
(1) ) Each hospital shall implement a written hospital-wide
staffing plan for nursing services that is developed and approved
by the hospital nurse staffing committee established in
accordance with ORS 441.154 and OAR chapter 333 division
510 rules.
(2) ) The staffing plan:
(a) Must be based on the specialized qualifications and
competencies of the nursing staff and provide for the skill mix and
level of competency necessary to ensure that the hospital is
staffed to meet the health care needs of patients;
(b) Must be based on a measurement of hospital unit activity that
quantifies the rate of admissions, discharges and transfers for
each hospital unit and the time required for a direct care
registered nurse belonging to a hospital unit to complete
admissions, discharges and transfers for that hospital unit;
(c) Must be based on total diagnoses for each hospital unit and
the nursing staff required to manage that set of diagnoses;
(d) Must be consistent with nationally recognized evidence-based
standards and guidelines established by professional nursing
specialty organizations such as, but not limited to: The American
Association of Critical Care Nurses, American Operating Room
Nurses (AORN), or American Society of Peri-Anesthesia Nurses
(ASPAN);
(e) Must recognize differences in patient acuity and nursing care
intensity;

This part of both the statute and rules means that the hospital is
required to implement the plan approved by the committee. The
plan cannot be overridden by the Finance staff or ignored by the
hospital administration. The plan is not advisory. The staffing
committee is also not advisory – it has authority.

This section of both the statute and rules is designed to prevent
the traditional method of counting patients or census which has
frequently been at midnight. That methodology failed to address
the enormous amount of work that admissions, transfers and
discharges require on the part of the nursing staff.

This recognizes that a patient may not be acutely ill but
circumstances such a family dynamics require more intense
nursing care.

(g) Must include a formal process for evaluating and initiating
limitations on admission or diversion of patients to another
hospital when, in the judgment of a direct care registered nurse or
a nurse manager, there is an inability to meet patient care needs
or a risk of harm to patients;
(h) Must consider tasks not related to providing direct care,
including meal breaks and rest breaks; and
(i) May not base nursing staff requirements solely on external
benchmarking data.
(3) A hospital must maintain and post a list of on-call nursing staff
or staffing agencies to provide replacement nursing staff in the
event of a vacancy. The list of on-call nursing staff or staffing
agencies must be sufficient to provide for replacement nursing
staff.
(4)(a) An employer may not impose upon unionized nursing staff
any changes in wages, hours or other terms and conditions of
employment pursuant to a staffing plan unless the employer first
provides notice to and, upon request, bargains with the union as
the exclusive collective bargaining representative of the nursing
staff in the bargaining unit.
(b) A staffing plan does not create, preempt or modify a collective
bargaining agreement or require a union or employer to bargain
over the staffing plan while a collective bargaining agreement is
in effect.

licensed practical nurses and certified nursing assistants,
required on specified shifts, provided that no fewer than one
registered nurse and one other nursing staff member is on duty in
a unit when a patient is present;
(g) Must include a formal process for evaluating and initiating
limitations on admission or diversion of patients to another
hospital when, in the judgment of a direct care registered nurse or
a nurse manager, there is an inability to meet patient care needs
or a risk of harm to patients;
(h) Must consider tasks not related to providing direct care,
including meal breaks and rest breaks;
(i) May not base nursing staff requirements solely on external
benchmarking data;
(j) May not be used by a hospital to impose upon unionized
nursing staff any changes in wages, hours or other terms and
conditions of employment unless the hospital first provides notice
to and, upon request, bargains with the union; and
(k) May not create, preempt or modify a collective bargaining
agreement or require parties to an agreement to bargain over the
staffing plan while a collective bargaining agreement is in
effect. Stat. Auth.: ORS 413.042 & 441.155 Stats. Implemented:
ORS 441.155

Annual Review of Nurse Staffing Plan ORS 441.156
(1) A hospital nurse staffing committee established pursuant to
section 1 of this 2015 Act shall review the written hospital-wide
staffing plan developed by the committee under ORS 441.162:
(a) At least once every year; and
(b) At any other date and time specified by either co-chair of the
committee.
(2) In reviewing a staffing plan, a hospital nurse staffing
committee shall consider:
(a) Patient outcomes;
(b) Complaints regarding staffing, including complaints about a
delay in direct care nursing or an absence of direct care nursing;
(c) The number of hours of nursing care provided through a
hospital unit compared with the number of patients served by the
hospital unit during a 24-hour period;
(d) The aggregate hours of mandatory overtime worked by the
nursing staff;
(e) The aggregate hours of voluntary overtime worked by the
nursing staff;
(f) The percentage of shifts for each hospital unit for which
staffing differed from what is required by the staffing plan; and (g)
Any other matter determined by the committee to be necessary to
ensure that the hospital is staffed to meet the health care needs
of patients.
(3) Upon reviewing a staffing plan, a hospital nurse staffing
committee shall:
(a) Report whether the staffing plan ensures that the hospital is
staffed to meet the health care needs of patients; and
(b) Modify the staffing plan as necessary to ensure that the
hospital is staffed to meet the health care needs of patients.

333-510-0115
Nurse Staffing Plan Review Requirement
(1) The staffing committee shall:
(a) Review the staffing plan at least once per year; and
(b) At any other time specified by either co-chair of the staffing
committee.
(2) In reviewing the staffing plan, the staffing committee shall
consider:
(a) Patient outcomes;
(b) Complaints regarding staffing, including complaints about a
delay in direct care nursing or an absence of direct care nursing;
(c) The number of hours of nursing care provided through a
hospital unit compared with the number of patients served by the
hospital unit during a 24- hour period;
(d) The aggregate hours of mandatory overtime worked by
nursing staff;
(e) The aggregate hours of voluntary overtime worked by nursing
staff;
(f) The percentage of shifts for each hospital unit for which
staffing differed from what is required by the staffing plan;
(g) Any other matter determined by the committee to be
necessary to ensure that the hospital is staffed to meet the health
care needs of patients; and
(h) Any report filed by a nursing staff member stating the nursing
staff member’s belief that the hospital unit engaged in a pattern of
requiring direct care nursing staff to work overtime for
nonemergency care.
(3) Following its review of the staffing plan, the staffing committee
shall issue a written report to the hospital that indicates whether
the staffing plan ensures that the hospital is adequately staffed

Direct care RNs can initiate a process for diverting patients or
limiting admissions and the hospital must have such a process.
“No divert” policies made by hospital administration are not
allowed.

External benchmarking data refers to companies that provide
comparisons between hospitals. Such comparisons are not
based on the care needs of patients in each facility and often are
not comparing similar hospital or unit arrangements. Such
benchmarking is often driven by financial considerations not
patient care. Example: Solucient

This specific language was developed to insure that there is a
thorough review of the staffing plan and its effects at least yearly.

Modification of nurse staffing plan in case of emergency or
epidemic ORS 441.165.
(1) ) For purposes of this subsection, “epidemic” means the
occurrence of a group of similar conditions of public health
importance in a community or region that are in excess of normal
expectancy and that are from a common or propagated source.
(2) Notwithstanding ORS 441.162 and section 5 of this 2015 Act,
a hospital is not required to follow a written hospital-wide staffing
plan developed and approved by the hospital nurse
staffing committee under section 1 of this 2015 Act upon the
occurrence of a national or state emergency requiring the
implementation of a facility disaster plan, or upon the occurrence
of sudden unforeseen adverse weather conditions or an
infectious disease epidemic suffered by hospital staff.
(3) Upon the occurrence of an emergency circumstance not
described in subsection (2) of this section, either co-chair of the
hospital nurse staffing committee may require the hospital nurse
staffing committee to meet to review and potentially modify the
staffing plan in response to the emergency circumstance.
Need for Replacement Staff ORS 441.166
(3)(a) Except as provided in subsection (4) of this section, a
hospital may not require a nursing staff member to work:
(A) Beyond the agreed-upon and prearranged shift, regardless of
the length of the shift;
(B) More than 48 hours in any hospital-defined work week;
(C) More than 12 hours in a 24-hour period; or
(D) During the 10-hour period immediately following the 12th hour
worked during a 24-hour period.
(b) For purposes of paragraph (a)(D) of this subsection, a nursing
staff member begins to work when the nursing staff member

and meets the health care needs of patients. If the report
indicates that it does not, the staffing committee shall modify the
staffing plan as necessary to accomplish this goal.
Stat. Auth.: ORS 413.042 & 441.156
Stats. Implemented: ORS 441.156

333-510-0140
Nurse Staffing Plan During an Emergency
(1) ) A hospital is not required to follow the staffing plan
developed and approved by the staffing committee in the event
of:
(a) ) A national or state emergency requiring the implementation
of a facility disaster plan;
(b) ) Sudden and unforeseen adverse weather conditions; or
(c) An infectious disease epidemic suffered by hospital staff.
(2) In the event of an emergency circumstance not described in
section (1) of this rule, either co-chair of the staffing committee
may specify a time and place to meet to review and potentially
modify the staffing plan in response to the emergency
circumstance.
Stat. Auth.: ORS 413.042 & 441.165
Stats. Implemented: ORS 441.155 & 441.165
333-510-0130
Nursing Staff Member Overtime
(1) ) For purposes of this rule "require" means hours worked as a
condition of employment whether as a result of a previously
scheduled shift or hours actually worked during time spent on call
or on standby.
(2) ) A hospital may not require a nursing staff member to work:
(a) ) Beyond the agreed-upon and prearranged shift, regardless
of the length of the shift;
(b) More than 48 hours in any hospital defined work week;
(c) More than 12 hours in a 24-hour period; or
(d) During the 10-hour period immediately following the 12th hour

This section is not meant to address sick calls, uncovered shifts
or other vacancies that are known or short notice.

This is the most controversial portion of the law and rules and the
Oregon Health Authority has chosen to interpret the statute
differently than the legislature intended.
Until this misinterpretation can be remedied either through new
rules or in the legislature this is how mandatory overtime is being
defined:
Nurses may choose to work shifts and schedules that exceed the
12 hours per 24 or 48 per week. Nothing in the law prevents that
choice.

(4) ) A hospital may require an additional hour of work beyond
the work authorized under subsection (3) of this section if:
(a) ) A staff vacancy for the next shift becomes known at the end
of the current shift; or
(b) ) There is a potential harm to an assigned patient if the nursing
staff member leaves the assignment or transfers care to another
nursing staff member.
(5) If a nursing staff member agrees to work overtime, the nursing
staff member is accountable for the nursing staff member’s
competency in practice and is responsible for notifying the
nursing staff member’s supervisor when the nursing staff
member’s ability to safely provide care is compromised.
(6)(a) Time spent in required meetings or receiving education or
training shall be included as hours worked for purposes of
subsection (3) of this section.
(b) ) Time spent on call or on standby when the nursing
staff member is required to be at the premises of the
employer
shall be included as hours worked for purposes of subsection (3)
of this section.
(c) Time spent on call but away from the premises of the
employer may not be included as hours worked for purposes of
subsection (3) of this section.
(7) ) If a nursing staff member believes that a hospital unit is
engaging in a pattern of requiring direct care nursing staff to work
overtime for nonemergency care, the nursing staff member may
report that information to the hospital nurse staffing committee
established for the hospital pursuant to section 1 of this 2015 Act.
The hospital nurse staffing committee shall consider the
information when reviewing the written hospital-wide staffing plan
as required by section 5 of this 2015 Act.
(8) ) The provisions of this section do not apply to nursing
staff needs:
(a) ) In the event of a national or state emergency or
circumstances requiring the implementation of a facility disaster
plan; or
(b) ) In emergency circumstances identified by the authority by rule
.
(b) For purposes of paragraph (a)(D) of this subsection, a nursing
staff member begins to work when the nursing staff member
begins a shift.
(4) ) A hospital may require an additional hour of work beyond
the work authorized under subsection (3) of this section if:
(a) ) A staff vacancy for the next shift becomes known at the end
of the current shift; or
(b) ) There is a potential harm to an assigned patient if the nursing
staff member leaves the assignment or transfers care to another
nursing staff member.
(5) If a nursing staff member agrees to work overtime, the nursing
staff member is accountable for the nursing staff member’s
competency in practice and is responsible for notifying the
nursing staff member’s supervisor when the nursing staff
member’s ability to safely provide care is compromised.
(6)(a) Time spent in required meetings or receiving education or
training shall be included as hours worked for purposes of

worked during a 24-hour period. This work period begins when
the nursing staff member begins a shift.
(3) Nothing in this rule precludes a nursing staff member from
volunteering to work overtime.
(4) ) A hospital may require an additional hour of work beyond
the hours authorized in section (2) of this rule if:
(a) ) A staff vacancy for the next shift becomes known at the end
of the current shift; or
(b) ) There is a potential harm to an assigned patient if the nursing
staff member leaves the assignment or transfers care to another
nursing staff member.
(5) ) Each hospital must have a policy and procedure in place
to ensure, at minimum, that:
(a) Mandatory overtime, when required, is documented in writing;
(b) Mandatory overtime policies and procedures are clearly
written, provided to all new nursing staff and readily available to
all nursing staff;
(c) Time spent by the nursing staff member in required meetings
or receiving education or training will be included as hours
worked for the purpose of section (2) of this rule;
(d) ) Time spent on call or on standby when the nursing staff
member is required to be at the hospital will be included as hours
worked for the purpose of section (2) of this rule; and
(e) ) Time spent on call or on standby when the nursing staff
member is not required to be at the hospital will not be included
as hours worked for the purpose of section (2) of this rule.
(6) ) If a nursing staff member believes that a hospital unit is
engaging in a pattern of requiring direct care nursing staff to work
overtime for nonemergency care, the nursing staff member may
report that information to the staffing committee. The staffing
committee shall consider the information when reviewing
the staffing plan as described in OAR 333-510-0115.
(7) ) The provisions of sections (2) through (5) of this rule do
not apply to nursing staff needs:
(a) ) In the event of a national or state emergency or
circumstances requiring the implementation of a facility disaster
plan; or
(b) ) In emergency circumstances that include:
(A) Sudden and unforeseen adverse weather conditions;
(B) An infectious disease epidemic suffered by hospital staff;
(C) ) Any unforeseen event preventing replacement staff
from approaching or entering the premises; or
(D) Unplanned direct care staff vacancies of 20% or more of the
nursing staff for the next shift hospital-wide at the Oregon State
Hospital if, based on the patient census, the Oregon State
Hospital determines the number of direct care staff available
hospital-wide cannot ensure patient safety.
(8) Nothing in section (6) of this rule relieves the Oregon State
Hospital from contacting voluntary replacement staff as described
in OAR 333-510-0125 and documenting these contacts.
(9) ) A registered nurse at a hospital may not place a patient at
risk of harm by leaving a patient care assignment during an
agreed upon scheduled shift or an agreed-upon extended shift
without authorization from the appropriate supervisory personnel
as required by the Oregon State Board of Nursing OAR, chapter

If a nurse chooses a shift or schedule that exceeds those limits,
then the 10 hour break between shifts is not required on the part
of the hospital. ONA encourages nurses to request that break
however.
This section will be most applicable to those types of units that
have regularly scheduled shifts and call shifts. Here are
examples of how this is applied under the current OHA
interpretation:
A nurse works 07-16 in the OR and then takes call until the
following 0700 in order to insure that he or she has full days off.
That same nurse has agreed to a certain number of call hours per
week and wishes to combine them with regular shifts or some
weekends. That is considered voluntary overtime.
If the hospital changes the call hour requirement without the
consent of the nurse and those call hours exceed what she or he
has agreed to then that becomes a shift which is not “agreed
upon” Those hours that exceed what the nurse agreed to
become mandatory overtime and the 10 hour rest break is
required if the nurse wishes to take it.

This special provision for the Oregon State Hospital was never a
part of the legislation introduced on behalf of ONA. The Oregon
Health Authority made an internal decision to grant the OSH a
special exemption. The Nurse Staffing Advisory Board did not
recommend such an exemption.

If a nurse does agree to extend her or his shift, it is important to
make clear when that shift must end. At the time the agreed
upon hours end, the hospital is responsible for insuring another

(b) Time spent on call or on standby when the nursing staff
member is required to be at the premises of the employer
shall be included as hours worked for purposes of subsection (3)
of this section.
(c) Time spent on call but away from the premises of the
employer may not be included as hours worked for purposes of
subsection (3) of this section.
(7) If a nursing staff member believes that a hospital unit is
engaging in a pattern of requiring direct care nursing staff to work
overtime for nonemergency care, the nursing staff member may
report that information to the hospital nurse staffing committee
established for the hospital pursuant to section 1 of this 2015 Act.
The hospital nurse staffing committee shall consider the
information when reviewing the written hospital-wide staffing plan
as required by section 5 of this 2015 Act.
(8) The provisions of this section do not apply to nursing staff
needs:
(a) In the event of a national or state emergency or
circumstances requiring the implementation of a facility disaster
plan; or
(b) In emergency circumstances identified by the authority by rule

Replacement staff ORS 441.166
(1) For purposes of this section, “nursing staff” includes
registered nurses, licensed practical nurses, certified nursing
assistants and other hospital nursing staff members as defined by
the Oregon Health Authority by rule.
(2) When a hospital learns about the need for replacement staff,
the hospital shall make every reasonable effort to obtain nursing
staff for unfilled hours or shifts before requiring a nursing staff
member to work overtime.

851.
(10) Until the Authority defines “other nursing staff” as that term is
described in ORS 441.166(1), this rule applies only to “nursing
staff member” as that term is defined in these rules.
Stat. Auth.: ORS 413.042, 441.166 & 441.168
Stats. Implemented: ORS 441.166 & 441.168

RN to take the assigned patients of the nurse who is leaving.
The reference is to the OSBN rules which clearly outline what is
and is not patient abandonment. Leaving an assignment when
the nurse has made clear when the agreed upon shift will end is
not patient abandonment.
This section was put into the law to address the situation which
commonly occurs in ORs. That is, adding non-emergent cases to
the surgical schedule at the end of the day for convenience which
results in overtime for nursing staff that was not agreed to.

333-510-0125
Replacement Nurse Staffing Requirements
(1) A hospital must maintain and post or publish a list of on-call
nursing staff that may be contacted to provide qualified
replacement or additional nursing staff in the event of a vacancy
or unexpected shortage. This list must:
(a) Provide for sufficient replacement nursing staff on a regular
basis; and
(b) Be available to the individual who is responsible for obtaining
replacement staff during each shift.
(2) When developing and maintaining the on-call list, the hospital
must explore all reasonable options for identifying local
replacement staff and these efforts must be documented.
(3) When a hospital learns about the need for replacement
nursing staff, the hospital must make every reasonable effort to
obtain adequate voluntary replacement nursing staff for unfilled
hours or shifts before requiring a nursing staff member to work
overtime and these efforts must be documented. Reasonable
efforts include, but are not limited to:
(a) The hospital seeking replacement nursing staff at the time the
vacancy is known; and
(b) The hospital contacting all available resources on its list of oncall nursing staff as described in this rule.
Stat. Auth.: ORS 413.042, 441.155 & 441.166
Stats. Implemented: ORS 441.155 & 441.166

The hospital must also have on-call resources. Such resources
are not just a list of those nurses not on duty on any given day.
The law and rules require that the hospital has some type of oncall resources such as a staffing agency, resource staff or
regularly scheduled staff who have agreed to cover short notice
shifts when they arise.

This is a very important piece of the legislation. The hospital is
responsible for securing replacement staff WHEN it learns of a
vacancy. For example, if a nurse is on pre-arranged leave, the
hospital is required to replace that nurse then not the day before
the leave begins.

Hospital Posting of Notice ORS 441.185.
(1) A hospital shall post a notice summarizing the provisions of
ORS 441.174, 441.176, 441.178 and 441.192 in a conspicuous
place on the premises of the hospital.
The notice must be posted where notices to employees and
applicants for employment are customarily displayed.
(2) Any hospital that willfully violates this section is subject to a
civil penalty not to exceed $500. Civil penalties under this section
shall be imposed by the Oregon Health Authority in the manner
provided by ORS 183.745.
Hospital to Maintain Records ORS 441.173.
A hospital shall keep and maintain records necessary to
demonstrate compliance with ORS 441.162 to 441.170. For
purposes of this section, the Oregon Health Authority shall adopt
rules specifying the content of the records and the form and
manner of keeping, maintaining and disposing of the records. A
hospital must provide records kept and maintained under this
section to the authority upon request.

333-510-0045
Nurse Staffing Posting and Record Requirements
(1) On each hospital unit, a hospital shall post a complaint notice
that:
(a) Summarizes the provisions of ORS 441.152 to 441.177;
(b) Is clearly visible to the public; and
(c) Includes the Authority’s complaint reporting phone number,
electronic mail address and website address.
(2) A hospital shall also post an anti-retaliation notice on the
premises that:
(a) Summarizes the provisions of ORS 441.181, 441.183,
441.184 and 441.192;
(b) Is clearly visible; and
(c) Is posted where notices to employees and applicants for
employment are customarily displayed.
(3) A hospital shall keep and maintain all records necessary to
demonstrate compliance with ORS 441.152 to 441.177. These
records shall:
(a) Be maintained for no fewer than three years;
(b) Be promptly provided to the Authority upon request; and
(c) Include, at minimum:
(A) The staffing plan;
(B) The hospital nurse staffing committee charter;
(C) Staffing committee meeting minutes;
(D) Documentation showing how all members of the staffing
committee were selected;
(E) All complaints filed with the staffing committee;
(F) Personnel files for all nursing staff positions that include, at
minimum, job descriptions, required licensure and specialized
qualifications and competencies required for the individual’s
assigned nurse specialty or unit;
(G) Documentation showing work schedules for nursing staff in
each hospital nurse specialty or unit;
(H) Documentation showing actual hours worked by all nursing
staff;
(I) Documentation showing all work schedule variances that
resulted in the use of replacement nursing staff;
(J) Documentation showing how many on-call hours, if any,
required nursing staff to be on the hospital premises;
(K) Documentation showing how many required meeting,
education and training hours, if any, were required of nursing
staff;
(L) The hospital's mandatory overtime policy and procedure;
(M) Documentation showing how many, if any, overtime hours
were worked by nursing staff;
(N) Documentation of all waiver requests, if any, submitted to the
Authority;
(O) Documentation showing how many, if any, additional hours
were worked due to emergency circumstances and the nature of
those circumstances;

(P) The list of on-call nursing staff used to obtain replacement
nursing staff;
(Q) Documentation showing how and when the hospital updates
its list of oncall staff used to obtain replacement nursing staff and
how the hospital determines eligibility to remain on the list;
(R) Documentation showing the hospital's procedures for
obtaining replacement nursing staff, including efforts made to
obtain replacement staff;
(S) Documentation showing the hospital's actual efforts to seek
replacement staff when needed;
(T) Documentation showing each actual instance in which the
hospital implemented the policy described in OAR 333-5100110(2)(g) to initiate limitations on admission or diversion of
patients to another hospital; and
(U) ) All staffing committee reports filed with the
hospital administration following a review of the staffing
plan.
Stat. Auth.: ORS 413.042, 441.155, 441.169, 441.173 & 441.185
AUDITS ORS 441.157
ENFORCEMENT
SECTION 9.
(1) For the sole purpose of verifying compliance with the
requirements of ORS 441.162 and 441.170 and 441.192, the
Oregon Health Authority shall audit each hospital in this state
once every three years, at the time of conducting an on-site
inspection of the hospital under ORS 441.025.
(2) When conducting an audit pursuant to this sections, the
authority shall:
(a) ) If the authority provides notice of the audit to the hospital,
provide notice of the audit to the cochairs of the hospital nurse
staffing committee established pursuant to section 1 of this 2015
act;
(b) Interview both cochairs of the hospital nurse staffing
committee;
(c) Review any other hospital record and conduct any other
interview or site visit that is necessary to verify that the hospital is
in compliance with the requirements of ORS 441.162 to 441.170
and 441.192; and
(d) Within 60 days after issuing an order requiring a hospital to
implement a plan to correct a violation or ORS 441.162 to
441.170 or 441.192, conduct an investigation of the hospital to
ensure compliance with the order.
(3) Following an investigation conducted pursuant to subsection
(2) of this section, the authority shall provide in writing a report of
the authority’s findings to the hospital and the cochairs of the
hospital nurse staffing committee.
(4) ) The authority shall compile and maintain for public inspection
an annual report of audits and investigations conducted pursuant
to this section.
(5) ) The costs of audits required by this section may be paid out
of funds from licensing fees paid by hospitals under ORS
441.020.

333-501-0035
Nurse Staffing Audit Procedures
(1) ) The Authority shall conduct an onsite audit of each hospital
once every three years to determine compliance with the
requirements of ORS 441.152 to 441.177 and 441.192. The
Authority shall notify the hospital and both co-chairs of the
hospital nurse staffing committee three business days in advance
of the audit.
(2) During an audit, the Authority shall review any hospital record
and conduct any interview or site visit that is necessary to
determine that the hospital is in compliance with the requirements
of ORS 441.152 to 441.177 and 441.192.
(3) ) In conducting an audit, the Authority shall interview:
(a) ) Both co-chairs of the hospital nurse staffing committee; and
(b) ) Any additional hospital staff members deemed necessary
to determine compliance with applicable nurse staffing laws.
Interviews may address, but are not limited to, the following
topics:
(A) Implementation and effectiveness of the hospital-wide staffing
plan for nursing services;
(B) Input, if any, provided to the hospital nurse staffing
committee; or
(C) ) Any other fact relating to hospital nursing services subject
to the Authority’s review.
(4) ) In conducting an audit, the Authority may also interview:
(a) Hospital staff that does not voluntarily come forward for an
interview during an audit; and
(b) Hospital patients or family members. Interviews may address,
but are not limited to, any concerns or complaints related to nurse
staffing in the hospital.
(5) ) Following an audit, the Authority shall issue a written survey
report that communicates the results of the audit no more than 30
business days after the survey closes. This survey report:
(a) ) Shall be issued to the hospital and both co-chairs of
the hospital nurse staffing committee; and
(b) May include a notice of civil penalties that complies with ORS

The new law now requires the state agency to complete an audit
every three years. Under the old law, some hospitals had never
been audited. Direct care RNs should participate in the publicly
posted audit meetings to provide factual information about
staffing in the facility.

441.175 and OAR 333-501-0045.
(6) If the survey report identifies any area of noncompliance, the
hospital shall submit a written plan to correct each identified
deficiency. This plan:
(a) Shall be called the plan of correction;
(b) Shall be submitted no more than 30 business days after
receiving the Authority’s survey report; and
(c) Shall be evaluated by the Authority for sufficiency.
(7) No more than 30 business days after receipt of the hospital’s
plan of correction, the Authority shall issue a written
determination that communicates whether the plan of correction
is sufficient. This determination:
(a) Shall be issued to the hospital and both co-chairs of the
hospital nurse staffing committee; and
(b) Shall require the hospital to either:
(A) Revise and resubmit the rejected plan of correction no more
than 30 business days after receiving the Authority’s
determination that the plan is insufficient; or
(B) Implement the approved plan of correction no more than 45
business days after receiving the Authority’s determination that
the plan is sufficient.
(8) Following the approval of the plan of correction, the Authority
shall conduct a second audit of the hospital to verify that the
hospital has implemented the approved plan of correction. This
audit shall be conducted within 60 business days of the plan of
correction approval date.
(9) The identity of an individual providing evidence during an
audit will be kept confidential to the extent permitted by law.
Stat. Auth.: ORS 413.042, 441.157 & 441.175
Stats. Implemented: ORS 441.157

SECTION 10.
(1) For purposes of ensuring compliance with ORS 441.162 to
441.170 the Oregon Health Authority shall:
(a) Within 60 days after receiving a complaint against a hospital
for violating a provision of ORS 441.162 to 441.170, conduct an
on-site investigation of the hospital; and
(b) Within 60 days after issuing an order requiring a hospital to
implement a plan to correct a violation of ORS 441.162 to
441.170, conduct an investigation of the hospital to ensure
compliance with the plan.
(2) When conducting an investigation of a hospital t ensure
compliance with ORS 441.162 to 441.170, the authority shall, if
the authority provides notice of the investigation to the hospital,
provide notice of the investigation to the cochairs of the hospital
nurse staffing committee established pursuant to section 1 of this
2015 act.
(3) Following an investigation conducted pursuant to this section,
the authority shall provide in writing a report of the authority’s
finding to the hospital and the cohairs of the hospital nurse
staffing committee.
(4) When conducting a investigation of a hospital to ensure
compliance with ORS 441.162 to 441.170, the authority may:
(a) Take evidence;

333-501-0040
Nurse Staffing Complaint Investigation Procedures
(1) The Authority shall conduct an unannounced on-site
investigation of a hospital within 60 calendar days after receiving
a valid complaint against the hospital for violating a provision of
ORS 441.152 to 441.177. A complaint is valid when an allegation,
if assumed to be true, would violate a requirement of ORS
441.152 to 441.177.
(2) During an investigation, the Authority shall review any hospital
record and conduct any interview or site visit that is necessary to
determine whether the hospital has violated a provision of ORS
441.152 to 441.177.
(3) In conducting an investigation, the Authority may:
(a) Review any documentation that may be relevant to the
complaint, including patient records; and
(b) Interview any person who may have information relevant to
the complaint, including patients and family members.
(4) In reviewing information collected during an investigation, the
Authority shall consider:
(a) The amount and strength of objective evidence, if any, that
substantiates or refutes the complaint; and
(b) The number and credibility of witnesses, if any, who attest to
or refute an alleged violation.

This language was placed in the law to insure that the Oregon
Health Authority investigates complaints and in a timely manner.
There were several outstanding complaints at the time the
legislation passed and some have still never been investigated
over a year later

(b) ) Take the depositions of witnesses in the manner provided
law in civil cases;
(c) Compel the appearance of witnesses in the manner provided
by law in civil cases;
(d) Require answers to interrogatories; and
(e) Compel the production of books, papers, accounts,
documents and testimony pertaining to the matter under
investigation.
SECTION 11.
The Oregon Health Authority shall post on a website maintained
by the authority:
(1) Reports of audits described in section 9 of this 2015 Act;
(2) ) Any report made pursuant to an investigation of whether
a hospital is in compliance with ORS 441.162 to 441.170;
(3) ) Any order requiring a hospital to implement a plan to correct
a violation of ORS 441.162 to 441.170;
(4) ) Any order imposing a civil penalty against a hospital or
suspending or revoking the license of a hospital pursuant to ORS
441.170; and
(5) ) Any other matter recommended by the Nurse Staffing
Advisory Board established under section 2 of this 2015 Act.

VARIANCES ORS 441.164
Upon request of a hospital, the Oregon Health Authority may
grant a variance to the written hospital-wide staffing plan
requirements described in ORS 441.162 if the variance is
necessary to ensure that the hospital is staffed to meet the health
care needs of patients.

(5) ) Following an investigation, the Authority shall issue a
written investigation report that communicates the results of the
investigation no more than 30 business days after the
investigation closes. This investigation report:
(a) ) Shall be issued to the hospital and both co-chairs of
the hospital nurse staffing committee; and
(b) May include a notice of civil penalties that complies with ORS
441.175 and OAR 333-501-0045.
(6) ) If the investigation report identifies any area of
noncompliance, the hospital shall submit a written plan to correct
each identified deficiency. This plan:
(a) ) Shall be called the plan of correction;
(b) ) Shall be submitted no more than 30 business days
after receiving the Authority’s investigation report; and
(c) Shall be evaluated by the Authority for sufficiency.
(7) No more than 30 business days after receipt of the hospital’s
plan of correction, the Authority shall issue a written
determination that communicates whether the plan of correction
is sufficient. This determination:
(a) ) Shall be issued to the hospital and both co-chairs of
the hospital nurse staffing committee; and
(b) ) Shall require the hospital to either:
(A) Revise and resubmit the rejected plan of correction no more
than 30 business days after receiving the Authority’s
determination that the plan is insufficient; or
(B) Implement the approved plan of correction no more than 45
business days after receiving the Authority’s determination that
the plan is sufficient.
(8) ) Following the approval of the plan of correction, the
Authority shall conduct a second investigation of the hospital to
verify that the hospital has implemented the approved plan of
correction. This investigation shall be conducted within 60
business days of the plan of correction approval date.
(9) ) The identity of an individual providing evidence during
an investigation will be kept confidential to the extent
permitted by law.
Stat. Auth.: ORS 413.042, 441.025, 441.057, 441.171 & 441.175
Stats. Implemented: ORS 441.057 & 441.171
333-510-0135
Nurse Staffing Plan Waiver
(1) ) At a hospital’s request, the Authority may waive any staffing
plan requirement set forth in ORS 441.155 provided that a waiver
is necessary to ensure that the hospital is staffed to meet the
health care needs of its patients.
(2) ) All requests for a waiver must:
(a) ) Be submitted to the Authority in writing;
(b) ) State the reason or reasons for which the hospital is
seeking the waiver;
(c) Explain how the waiver is necessary for the hospital to meet
patient health care needs; and
(d) ) Include verification that the hospital notified the staffing
committee of the request for a waiver prior to its submission.
Stat. Auth.: ORS 413.042 & 441.164
Stats. Implemented: ORS 441.155 & 441.164

Under the old law, the Oregon Health Authority was not required
to make sure the plan of correction was actually implemented.
And in some cases, it never was.

Waivers have been poorly understood and not publicly known.
The Nurse Staffing Advisory Board will be reviewing all existing
waivers and will provide recommendations to the Oregon Health
Authority.
Here are some examples of waivers
A small critical access hospital has a room within a medical
surgical unit which is designated for critical care. The current
rules require that one RN and one other staff member be in a
“unit” when a patient is present. However, the hospital has
requested that the medical surgical staff be counted as nursing
staff available to any patient in the room designated as critical
care. The Oregon Health Authority previously approved having
an RN in that room with medical surgical staff as secondary staff

rather than another RN or and LPN or CNA. Nursing staff in the
facility believe this waiver to be appropriate.
In another small hospital, the hospital has been granted a waiver
to staff the emergency department with only 1 RN and use the
house supervisor or float RN as the second staff when a patient
is present. This has resulted in insufficient staff in the ED
because neither the house supervisor or float RN is always
available when needed. ONA will recommend that those types of
waivers not be granted.
CIVIL PENALTIES: Suspension or Revocation of License;
Rules; Records ORS 441.175
:
(1) The Oregon Health Authority may impose civil penalties in the
manner provided in ORS 183.745 or suspend or revoke a license
of a hospital for a violation of any provision of ORS 441.162 to
441.170. The authority shall adopt by rule a schedule establishing
the amount of civil penalty that may be imposed for a violation of
ORS 441.162 to 441.170 when there is a reasonable belief that
safe patient care has been or may be negatively impacted,
except that a civil penalty may not exceed $5,000. Each violation
of a written hospital-wide staffing plan shall be considered a
separate violation. Any license that is suspended or revoked
under this subsection shall be suspended or revoked as provided
in ORS 441.030.
(2) The authority shall maintain for public inspection records of
any civil penalties or license suspensions or revocations imposed
on hospitals penalized under subsection (1) of this section.
ORS 441.030
(1) The Oregon Health Authority or the Department of Human
Services may assess a civil penalty and, pursuant to ORS
479.215, shall deny, suspend or revoke a license, in any case
where the State Fire Marshal, or the representative of the State
Fire Marshal, certifies that there is a failure to comply with all
applicable laws, lawful ordinances and rules relating to safety
from fire.
(2) The authority may:
(a) Assess a civil penalty or deny, suspend or revoke a license of
a health care facility other than a long term care facility in any
case where it finds that there has been a substantial failure to
comply with ORS 441.015 to 441.063 or the rules or minimum
standards adopted under ORS 441.015 to 441.063.
(b) Assess a civil penalty or suspend or revoke a license issued
under ORS 441.025 for failure to comply with an authority order
arising from a health care facility’s substantial lack of compliance
with the provisions of ORS 441.015 to 441.063 or 441.162 to
441.170 or the rules adopted under ORS 441.015 to 441.063 or
441.162 to 441.170.
(c) Suspend or revoke a license issued under ORS 441.025 for
failure to pay a civil penalty imposed under ORS 441.170.

333-501-0045
Civil Penalties for Violations of Nurse Staffing Laws
(1) For the purposes of this rule, “safe patient care” has the
meaning given to the term in OAR 333-510-0002.
(2) The Authority may impose civil penalties for a violation of any
provision of ORS 441.152 to 441.177 and 441.185 if there is a
reasonable belief that safe patient care has been or may be
negatively impacted.
(3) Each violation of the written hospital-wide staffing plan shall
be considered a separate violation.
(4) If imposed, the Authority will issue civil penalties in
accordance with Table 1 of this rule.
(5) In determining whether to issue a civil penalty, the Authority
will consider all relevant evidence including, but not limited to,
witness testimony, written documents and observations.
(6) A civil penalty imposed under this rule shall comply with ORS
183.745.
(7) The Authority shall maintain for public inspection records of
any civil penalties imposed on hospitals penalized under this rule.
Stat. Auth.: ORS 413.042, 441.175 & 4410185
Stats. Implemented: ORS 441.175 & 441.185

IMPLEMENTATION ORS 441.154
SECTION 17.
(1) ) For purposes of this section, “hospital” has the meaning
given that term in ORS 441.160.
(2) ) A hospital nurse staffing committee shall be established for
each hospital in accordance with section 1 of this 2015 Act on or
before January 1, 2016.
(3) ) Each hospital shall post material as described in section 7
of this 2015 Act on or before January 1, 2016.
(4) ) The Oregon Health Authority shall adopt rules required
by section 8 of this 2015 Act on or before July 1, 2016.
(5) ) Each hospital nurse staffing committee established pursuant
to section 1 of this 2015 Act shall develop a written hospital-wide
staffing plan in accordance with ORS 441.162 as amended by
section 4 of this 2015 Act on or before January 1, 2017.
APPLICABILITY
Notwithstanding section 1 of this 2015 Act and the amendments
to ORS 441.162 by section 4 of this 2015 Act:
(1) ) A hospital staffing plan committee established before the
effective date of this 2015 Act shall continue to have the duties,
functions and powers of a hospital staffing plan committee
as described in ORS 441.162 immediately before the effective
date of this 2015 Act until a hospital nurse staffing committee is
established under section 1 of this 2015 Act; and
(2) ) A hospital-wide staffing plan for nursing services
implemented under ORS 441.162 before the effective date of this
2015 Act shall continue to be in effect until a hospital nurse
staffing committee established under section 1 of this 2015 Act
implements a new written hospital-wide staffing plan for nursing
services pursuant to ORS 441.162 as amended by section
4 of this 2015 Act.

This section of law insures that existing staffing committees and
staffing plans are in effect until the new law is fully implemented.
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Staffing Committee Charter Tip Sheet
The staffing committee must develop a written charter that includes the policies and procedures
of the staffing committee. It must include:

How meetings are scheduled
Your charter should be able to answer these questions:
• Who is responsible for scheduling the meetings?
• Where will the meetings be?
• When are the meetings?
• How long are the meetings?
• How many meetings will the committee have per year? (Staffing committees
must meet at least quarterly)

How members are notified of meetings
Your charter should be able to answer these questions:
• How are members of the committee being notified of upcoming meetings?
• Who is responsible for sending the notification?
• When does the notification get sent?

How agendas are determined
Your charter should be able to answer these questions:
• Who is responsible for creating the agenda?
• How can a member submit agenda topics for consideration?
• When or how will the routine work of the committee, such as charter reviews and
approvals and staffing plan reviews and approvals, be added to the agenda?

How input from hospital nurse specialty or unit staff is submitted
Your charter should be able to answer these questions:
• How are the committee members expected to communicate with their
represented units?
• How do committee members bring comments from their units to the committee?
• Can any nursing staff member, not just those on the committee, submit input? If
so, how would they do that?

Who may participate in decision making
Your charter should be able to answer these questions:
• How does the committee ensure equal numbers of direct care and management
staff are voting?
• When there is an unequal number, how do you decide who does not vote?
• If alternates are used, how it is decided that the alternate votes instead of the
primary?
• If members represent more than one unit, do they get more than one vote?

How decisions are made
Your charter should be able to answer these questions:
• What practice does the committee use to vote?
• If there is a tie on a vote, how will the committee address this?

How the staffing committee shall monitor, evaluate and modify the
staffing plan over time.
Your charter should be able to answer these questions:
• When or how will the committee accomplish the routine work of reviewing each
plan at least annually?
• What things will the committee consider when reviewing the plan?
• How will the committee decide if the plan needs to be modified?
• What would the modification process look like?
• Who will be responsible for issuing a written report on the review of the staffing
plan?

Other Tips
•

•
•

•

•

Be careful of using the words “nurse” or “RN” in your charter, because there is
one member of the committee who is not a RN. For example, be sure your
charter language ensures that the non-RN member can vote, give input, etc.
Define what a quorum is for your staffing committee as well as what units are
represented and by whom.
If the committee utilizes alternates, be sure to detail how the alternates are
utilized, what responsibilities they might have, and how it would be decided that
the alternate would vote instead of the primary.
It can be helpful to include documentation of how staffing committee members
are selected and how long they serve; however, the committee does not create
the process by which direct-care members of the committee are selected.
The charter should be reviewed and voted on by the committee at least annually.

Template for Staffing Committee Charter
I.
II.
III.

IV.

V.

VI.

VII.

VIII.

IX.

X.

Title of Committee
a. Charter date (last revised)
Purpose of committee
Membership
a. Nurse membership selection with terms
b. Management membership selection with terms
c. Clause indicating that Nurse Staffing Committee members are released
from assignments and paid to attend the meeting
Meeting schedule
a. How meetings are scheduled, minimum of quarterly
b. How are members notified of meeting date/time/location
Agenda
a. How agendas are determined
b. When agendas are sent out
Unit participation
a. List of units participating in committee
b. How units are counted and defined for purposed of being represented on
the Nurse Staffing Committee
c. How units are counted and defined for purposed of having a plan
Roles and Responsibilities
a. Co-chair, minute taker, members of committee
b. Attendance requirements
Annual Staffing Plan Review
a. Describe how the Hospital Nurse Staffing Committee will monitor, evaluate
and modify plan(s)
Decisions / Quorum
a. What constitutes quorum
b. How decisions are made
c. Who participates in decision making
Recordkeeping
a. Who is responsible to take minutes
b. When are minutes to be made available
i. How long after the meeting should minutes be made available
c. When are minutes approved (prior to next meeting or at next meeting)
d. Location minutes are posted (shared governance site?)

Example Staffing Committee Charter
I. Title:
Hospital’s Name Staffing Committee
a. Charter date (last revised)

II. Purpose
To develop, review, modify, and approve a hospital-wide staffing plan for nursing services
in accordance with ORS 441.155 and OAR chapter 333, division 510 rules. The primary
goal in developing the staffing plan shall be to ensure that the hospital is staffed to meet
the health care needs of patients.

III. Membership
a. Committee membership will consist of an equal number of hospital nurse leader primary
representatives and direct care registered nurse primary representatives from each
group of departments. Each group shall also have a designated alternate
representative, selected in the same manner as members are (described herein), who
shall serve in the event that the member is unable to attend committee meetings.

b. In addition to the direct care registered nurses there must be one position that is filled
by a direct care staff member who is not a registered nurse and whose services are
covered by the staffing plan (OAR 333-510-0105(4.b).

c. The ONA bargaining unit shall coordinate voting to allow the direct care registered
nurses who work at the hospital to select each direct care registered nurse on the
staffing committee.

d. The direct care staff members who are not registered nurses shall select the direct care
staff member who is not a registered nurse to represent them on the staffing committee
(OAR 333-510-0105(4)).

e. (Hospital administration can define their process here)

f.

Term Limits – four year term limits with half elected every two years so that only half the
committee is replaced at a time (example: in 2017 current members are 1, 2, 3, 4 and
all were elected in 2016; in 2018 even numbered members will be replaced while odd
numbered members will remain in their positions for the entire 4 year term until 2020;
the even numbered members elected in 2018 will serve until 2022 when they will be
replaced).

g. The staffing committee shall have two co-chairs. One co-chair must be a hospital nurse
manager elected by a majority of the staffing committee members who are hospital
nurse managers. The other co-chair must be a direct care registered nurse elected by a
majority of the staffing committee members who are direct care staff.

h. Department groups shall be determined by the Bend Staffing Committee and reviewed
no less than once per year.

IV. Meeting schedule 333-510-0150 (2), (6)
a. Meetings are scheduled by the Bend Staffing Committee Co-Chairs.
b. Monthly meetings are scheduled on the 1st Wednesday of the month with alternative
meeting date to be the 2nd Wednesday of the month when rescheduling is necessary.

c. The Staffing Committee shall meet at any time and place specified by either co-chair of
the staffing committee.

d. Rescheduling or canceling standing meetings will be by mutual agreement of the cochairs. Additional meetings shall take place at any time and location specified by either
co-chair of the staffing committee.

e. Meetings will be 120 minutes in duration from 1100 to 1300 unless otherwise agreed
upon by the co-chairs of the committee.

f.

The committee will hold a minimum of 10 meetings per year.

g. Staffing Committee members are notified of meetings by an emailed meeting invitation
at the beginning of each calendar year for all regularly scheduled monthly meetings. In
addition, one week before each scheduled meeting a reminder email will be sent out to
all committee members.

V. Agenda
a. Committee co-chairs determine each month’s agenda during a meeting that shall take
place no less than seven calendar days prior to the committee meeting.

b. One week before each scheduled meeting a reminder email will be sent out to all
committee members with the upcoming agenda and last month’s minutes.

c. Staff nurses may submit input through their unit’s committee representative member or
any committee representative member that will be brought to the co-chair’s attention for
consideration and inclusion on the agenda.

d. Committee members are expected to communicate on a regular basis, not less than
quarterly, with nurse staffing members in their department group in order to solicit
potential agenda items. Each committee member will have access to email each nurse
staffing member in the department group that they represent. The hospital will create
and maintain email distribution lists for each department group. Co-chairs will receive a
courtesy copy of these emails for support and tracking purposes.

e. The Committee will maintain contact lists of all members, courtesy guests, UPC Chairs,
UPC members and unit staff nurse lists.

VI. Department participation
a. Department groups shall be defined by the Staffing Committee and may be altered as
necessary when new departments are created. The department groups shall be
reviewed annually to determine if changes need to be made. Each department group
shall have one staff nurse representative and one nurse leader representative on the
committee.

b. Each department operating under the hospitals’ license where nursing services are
performed shall be represented within a department group for purposes of committee
representation.

c. Each department operating under the hospitals’ license where nursing services are
performed shall be required to have a department-specific staffing plan which shall be
incorporated into the hospital-wide staffing plan when approved by the committee.

d. A list of all departments where nursing services are performed and the determined
representative grouping of departments will be maintained and be considered part of
the Bend Staffing Committee charter.

VII. Roles and Responsibilities
a. There shall be one direct care staff nurse and one nurse leader as Co-Chairs of the
committee. The Co-Chairs shall be elected by their peers on the committee every four
years after general committee elections have occurred. There are no term-limits for CoChairs.

•

Co-chairs will alternate leading the committee meetings. In the event one cochair is absent the other co-chair will run the meeting. In the event both cochairs are absent the committee will vote on who will run the meeting.

•

The co-chair not leading the committee meeting will serve as the
timekeeper. In the event one co-chair is absent, volunteers will be solicited
and a timekeeper will be appointed.

•

Either co-chair may caucus with their respective members at any time.

b. Committee members’ primary role is to develop, monitor, evaluate, modify and approve
department-specific staffing plans which will then be incorporated into a hospital-wide
staffing plan for nursing services in accordance with ORS 441.155 and OAR chapter
333, division 510 rules.

c. Members of the committee are responsible for ongoing review of the department
staffing plans for the grouped units that they represent. Review should include a review
of data collected that could serve to demonstrate the efficacy of the staffing plan as well
as communication with department staff to assess staffing plan implementation and
whether it is meeting the health care needs of the patients.

d. The following information should be reviewed on a monthly basis in order to monitor
and assess the efficacy of the staffing plan:
•

staffing complaints submitted (SRDF’s, SAS’s).

•

mandatory and voluntary overtime hours worked.

•

how often process for limiting admissions and/or going on divert is utilized.

•

meal and rest breaks tracking sheets associated with the unit to determine
missed breaks and whether breaks provided were within the purview of the
staffing plan.

•

rates of admissions, discharges, and transfers (ADT) including how many
patients were admitted through the ED and how many were admitted
through other means as well as data regarding outcome of discharge and/or
transfers.

•

patient acuity and intensity measurements.

•

Extensions Worksheet for the unit.

•

HPPD, productivity and NDNQI.

•

Workload index.

•

OT Pivot Tables.

•

percentage of shifts that did not follow the department’s staffing plan,
recorded by department.

•

number of isolation patients per department with indication of department
included.

•

daily contact census (total number of patients in or through the unit in 24
hours).

•

HCAAPS Data.

•

CMS data.

•

Replacement nurse data and low census data.

•

any other documentation as deemed relevant by committee members.

This data will be provided to all committee members at each committee meeting and/or
every committee member will be provided training on how to access this information.

e. Attendance at all committee meetings is expected. Attendance will be tracked by the
administrative assistant and documented in meeting minutes. If a member is unable to
attend a meeting they will notify the co-chairs and their alternate by email as soon as
possible noting the specific reason why they are missing the meeting. Co-Chairs are
responsible for addressing any attendance issues with specific members. In the event a
member is unable to adequately represent their unit as deemed by mutual agreement of
the co-chairs a special selection process shall take place which shall remain congruent
with Section III of this charter.

f.

The hospital shall release a member of the staffing committee from his or her
assignment to attend committee meetings and provide paid time for this purpose (OAR
333-510-0105(3)). In order to assist in releasing members to attend committee
meetings, members may try and find coverage from available staff nurses.

g. In addition to paid time for attending staffing committee meetings, each member of the
staffing committee shall be compensated for all hours spent furthering the committees’
purpose.

h. Courtesy members refer to non-voting members that have a standing invitation to
attend every committee meeting. Courtesy members will be nominated by either cochair and approved through a vote of the regular committee members in accordance
with Section IX herein and not subject to the processes described in Section III.

i.

Non-member guests and/or presenters may be invited by either Co-Chair of the staffing
committee and included on the agenda in accordance with Section V.

j.

Meetings must be open to all hospital nursing staff as observers and to any other
individual as either observer or presenter by invitation of either co-chair of the staffing
committee (333-510-0105(7.b).

k. Either co-chair of the staffing committee may temporarily exclude all non-members from
a meeting during staffing committee deliberations and voting.

VIII. Annual Staffing Plan Review
The hospital-wide staffing plan is comprised of department specific staffing plans as
described in Section VI(c) and VII(b). Department specific staffing plans will be monitored,
evaluated, modified and approved for inclusion to the hospital-wide staffing plan no less
than once per year in accordance with the Bend Staffing Committee Policy on Monitoring,
Evaluating, Modifying and Approving Staffing Plans. An Annual Reporting Calendar will be
developed by the co-chairs prior to January 1 of each calendar year.

a. The Annual Reporting Calendar shall include each department required to submit a
draft department specific staffing plan and include specific dates for the following:
•

Submission of draft department specific staffing plans to the co-chairs for
initial review

•

Co-chair mutual approval or denial of the draft department specific staffing
plan

•

Submission of revised draft staffing plan if initial draft was denied by cochairs

•

Presentation to the staffing committee for evaluation

b. Development of department specific staffing plans will be conducted by following the
Staffing Committee Article Developing and Modifying Collaborative Staffing Plans.
The names of all involved in the draft shall be included when the draft staffing plan
is submitted to the Co-Chairs for initial review and placement on the committee
agenda.

c. Each written department specific staffing plan must show consideration for the
following, as assessed by the co-chairs, prior to review by the committee (333-5100110(2)):
•

Specialized qualifications and competencies of the nursing staff

•

Provides for skill mix and level of competency to meet health care needs of
patients

•

Activity measure including rate of admissions, discharges and transfers and
time required for direct care RN to complete these tasks

•

Based on total diagnosis for unit and nursing staff required to manage those
diagnoses

•

Consistent with nationally recognized standards (date of standards)

•

Recognizes differences in patient acuity and nursing care intensity

•

Establishes minimum numbers of RNs, LPNs, and CNA’s required on
specific shifts (1:1 or greater)

•

Includes process for limiting admissions/diversions to another hospital

•

Considers non-direct care tasks including meals and rest breaks

•

Not solely based on external benchmarking data, describes whether
benchmarking data was considered and how data was used

•

Addresses issues related to geographic layout of unit, units/services being
located in different areas, etc.

d. In reviewing the department specific staffing plans, the staffing committee shall
consider the following data (333-510-0115):
•

Patient outcomes

•

Complaints regarding staffing, including complaints about a delay in direct
care nursing or an absence of direct care nursing (SRDF’s & SAS’s)

•

The aggregate hours of mandatory overtime worked by nursing staff

•

The aggregate hours of voluntary overtime worked by nursing staff

•

The percentage of shifts for each hospital unit for which staffing differed
from what is required by the staffing plan

•

Any other matter determined by the committee to be necessary to ensure
that the hospital is staffed to meet the health care needs of patients

•

Any report filed by a nursing staff member stating the nursing staff
member’s belief that the hospital department engaged in a pattern of
requiring direct care nursing staff to work overtime for nonemergency care..

e. Plans for voting on department specific staffing plans will follow the Staffing
Committee Article Monitoring, Evaluating, Modifying and Approving Staffing Plans
and shall not occur during the meeting in which the plan has been presented in
order to provide committee members sufficient time to fully consider all the
necessary and relevant data.

f. When a staffing plan has been approved by the committee, it shall be implemented
as soon as possible but no later than 30 days from the date of approval.

IX. Decisions/Quorum
a. A quorum shall be established at the start of each committee meeting.
•

A quorum is defined by law as one-half of the committee members plus one
member.

•

If a quorum is not present, the meeting cannot proceed.

b. Once a quorum has been established, the committee must determine the voting
eligibility of each member.
•

Only an equal number of hospital nurse leaders and direct care staff may
vote (333-510-0105 (7.d).

•

If there is a need for non-voting members, volunteers will be solicited, if
there are no volunteers then the appropriate (direct care staff or leadership)
Co-Chair will determine the non-voting member.

c. Process for voting:
•

Any member may make a motion to vote on an issue.

•

A member, other than the moving member, may second the motion to initiate
a vote.

•

A vote shall be taken utilizing color-coded cards with green indicating a
“yes”, yellow indicating “abstention” and red indicating a “no” vote.

d. Prior to a vote, any member may request time to caucus with their respective
members.

e. All members are encouraged to participate in open discussion regarding all agenda
items regardless of their eligibility to vote.
•

Any member may request additional relevant data and the data will be
provided and reviewed by the committee prior to voting on the issue.

f.

If a vote results in a deadlock, either co-chair may invoke a waiting period of 30
business days.
•

During the 30-day waiting period, the staffing committee shall continue to
develop the staffing plan; and

•

The hospital shall promptly respond to any reasonable requests for data that
is related to the impasse and is submitted by either co-chair.

•

If at the end of the 30-day waiting period, the staffing committee remains
unable to reach an agreement on the staffing plan, one of the staffing
committee co-chairs shall notify the Oregon Health Authority of the impasse
in accordance with OAR 333-510-0120.

X. Recordkeeping
a. An administrative assistant shall be assigned to document the business of the Staffing
Committee in official meeting minutes. The staffing committee must document meeting
proceedings by keeping written meeting minutes that include, but are not limited to, the
following information:
•

The name and position of each staffing committee member in attendance

•

The name and position of each observer or presenter in attendance

•

Motions made

•

Outcomes of votes taken

•

A summary of staffing committee discussions

•

Action items – all action items will include who is responsible, what the action is and
when the action is to be completed. Co-chairs will be notified by email when an
action item is completed.

•

Instances in which non-members have been excluded from staffing committee
meetings.

b. Draft meeting minutes from the previous meeting shall be provided via email to
committee members one week in advance of scheduled committee meetings so that
they may review them prior to the meeting in which they will be considered for approval.
•

Members are encouraged to email co-chairs with any amendments to the
draft meeting minutes so the co-chairs can prepare to present the suggested
amendment to the full committee.

c. Draft meeting minutes from the previous meeting will be reviewed, amended if
necessary, and approved during meetings as a standing agenda item by a majority vote
in accordance with the voting process described in Section IX herein.

d. Approved meeting minutes will be made available on the Staffing Committee section of
the i-drive within seven business days following approval by the committee.
The Staffing Committee Article Records and Documents will detail the process, location
and access for all committee records.
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Staffing Plan Tip Sheet
Specialized Qualifications and Competencies
“Specialized qualifications” refers to specialty certificates, for example ACLS, PALS, NRP, TNCC etc.
“Competencies” refers to specialty skills evaluated by a nurse educator or preceptor such as CBGs, EKGs,
blood transfusion, restraints, etc. Your staffing plan can refer to an additional document which outlines the
qualifications and competencies for each kind of nursing staff member for your unit. During an audit, the
hospital will need to be able to show a nursing staff member’s qualifications and competencies; the law
required that these records go back at least three years. Qualifications and Competencies should be
specific to each type of nursing staff member (RN, LPN, CNA1, and/or CNA2) that the unit uses.
Your staffing plan should be able to answer these questions:
• What qualifications and competencies do the RNs on your unit need?
• What qualifications and competencies do the LPNs on your unit need?
• What qualifications and competencies do the CNA1s on your unit need?
• What qualifications and competencies do the CNA2s on your unit need?
• Do all nursing staff members need all of the qualifications and competencies? If not, how many
nursing staff members would you need on a shift with these specialty skills? (For example, do all
RNs on the oncology unit need to be chemo certified? If not, how many chemo certified RNs do you
need each shift?)
• If nursing staff members are floating to your unit, what are the minimum qualifications and
competencies they would need?
• How can you show what qualifications and competencies a nursing staff member on your unit has?

Unit Activity (A/D/T) and the Time Required
“Unit activity” refers to the admissions, discharges, and transfers on the unit. Your staffing plan can
summarize an average for the unit. Make sure you do not keep old data as part of the plan unless this is
pertinent. Although the staffing law only speaks to admissions, discharges, and transfers, other
measurements of unit activity such as average daily census or average case time length may be relevant
to your plan. You can include this information, but in order to meet this requirement of the law your staffing
plan must address admissions, discharges, and transfers, even if it is just to say that the unit does not have
any.
Your staffing plan should be able to answer these questions:
• On average, how many admissions, discharges, and transfers does this unit see?
• On average, how long does it take to complete an admission, discharge, and transfer?

Total Diagnoses and Nursing Staff Required
“Diagnoses” refers to the medical diagnoses of the patient. Make sure to include the actual diagnoses seen
on the unit, not the nursing services or procedures provided or a broad list of conditions or symptoms. For
example, instead of listing “pulmonary diseases,” list instead, “pneumonia, COPD, bronchitis…” Diagnoses
can best be captured by finding the top ICD-10 codes being billed to your unit. You do not need to list every

single diagnosis the unit sees, but should list the top 5-10.
Your staffing plan should be able to answer these questions:
• What are the top 5-10 diagnoses served on unit?
• Based on these diagnoses, what kinds of nursing staff members does the unit staff with? (RN, LPN,
CNA1, and/or CNA2)

Nationally Recognized Standards
“Nationally recognized standards” refers to evidence-based standards and guidelines established by
professional nursing specialty organizations, for example AACN, AORN, AWHONN, etc. If such standards
exist for your specialty unit, the staffing plan should reflect this. All references to nationally recognized
standards should be properly cited with at least a year of publication or a version number of the
recommended guidelines.
Your staffing plan should be able to answer these questions:
• If a nationally recognized standard exists for your specialty unit, what version or year of these
standards is your staffing plan using?
• If your staffing plan is using a standard not established by a nursing specialty organization, why?
• If your staffing plan is not using any standards, why?

Acuity and Intensity
“Acuity” refers to the level of nursing skill required, for example medications, drains, tubes, IVs, wound
care, etc. “Intensity” refers to the level of patient need which makes giving nursing care more complicated,
for example language barriers, cognitive barriers, etc.
Your staffing plan should be able to answer these questions:
• How does the unit assess acuity and intensity?
• How often is acuity and intensity assessed, and by who?
• How is staffing determined or adjusted based on acuity and intensity?

Minimum Numbers of Staff
“Minimum numbers of staff” refers to the base-level number of nursing staff members required to care for
any given census point. The staffing plan should ensure that there is never less than one RN and one other
nursing staff member on the unit when there is at least one patient present. Your staffing plan could use a
grid or matrix to show minimum numbers of nursing staff. Be sure to include the type of nursing staff
member.
Your staffing plan should be able to answer these questions:
• What are the minimum numbers of RNs required at each census point?
• What are the minimum numbers of LPNs required at each census point?
• What are the minimum numbers of CNA1s required at each census point?
• What are the minimum numbers of CNA2s required at each census point?

Diversion or Limitation on Admission of Patients
“Diversion” refers to an Emergency Department re-routing emergency vehicles to another hospital due to
an inability to provide care. “Limitation on admission” refers to an in-patient unit temporarily withholding
taking admissions from another unit due to an inability to provide care. Your staffing plan could refer to an
additional document or policy which outlines the diversion/limitation on admission process. The process
should be able to be initiated by any bedside RN.

Your staffing plan should be able to answer these questions:
• What is the formal process by which a diversion or limitation on admissions is assessed?
• What chain of command should be followed?
• Who in the chain of command has the authority to make the decision to go on diversion or initiate a
limitation on admissions?

Meals and Breaks
“Meals” refers to a thirty-minute, unpaid break given when a staff member is working more than six hours
during which they should be relieved of all work duties. “Breaks” refers to a period of not less than ten
minutes of paid time for every four hours worked. Staffing plans should be followed at all times, including
when nursing staff members are off unit for a meal or break.
Your staffing plan should be able to answer these questions:
• How does the unit ensure that the staffing plan will be followed during meals?
• Who will the nursing staff members report off to during meals?
• How will nursing staff members document their meals and breaks?

National Nursing Specialty Organizations Staffing Standards and Position Statements

Specialty Organization

Document Title and Date

Web Address

Academy of Medical
Surgical Nurses (AMSN)
www.amsn.org

Staffing Standards for Patient Care
(12/2016)

https://www.amsn.org/sites/default/files
/documents/practiceresources/position-statements/AMSNPosition-Staffing-Standards.pdf

Air & Surface Transport
Nurses Association
(ASTNA)
www.astna.org

Staffing Of Critical Care Transport
Services (2010)

http://c.ymcdn.com/sites/astna.org/reso
urce/collection/4392B20B-D0DB-4E76959C6989214920E9/Staffing%20of%20Criti
cal%20Care%20Transport%20Service
s.pdf

Transport Nurse Safety in the
Transport Environment (2011)

http://c.ymcdn.com/sites/astna.org/reso
urce/collection/4392B20B-D0DB-4E76959C6989214920E9/Transport_Nurse_Safe
ty_in_the_Transport_Environment.pdf

American Academy of
Ambulatory Care Nursing
(AACN)
www.aaacn.org

The Role of the Registered Nurse In
Ambulatory Care (2012)

https://aaacn.org/sites/default/files/doc
uments/PositionPaper.pdf

American Association of
Critical Care Nurses
(AACN)
www.aacn.org

Nurse Managers Guide to Innovative
Staffing (2016)

https://www.aacn.org/store/books/1286
85/the-nurse-managers-guide-toinnovative-staffing-2nd-ed

Guide to Healthy Work Environment
(2016)

https://www.aacn.org/WD/HWE/Docs/
HWEStandards.pdf

American Association of
Neuroscience Nurses
(AANN)
www.aann.org

Member only publications available

http://aann.org/uploads/Membership/S
FG/stroke/Stroke-2015-Middletonnursing_triage_treatment_and_transfer
.pdf

American Nephrology
Nurses' Assocaition (ANNA)
www.annanurse.org

Nurse Staffing Model (2015)

https://www.annanurse.org/download/r
eference/health/position/nurseStaffing
Model.pdf

American Nurses
Association (ANA)
www.nursingworld.org

ANA Principles of Nurse Staffing

http://www.nursingworld.org/NurseStaff
ing-StaffingResources

American Organization of
Nurse Executives (AONE)
www.aone.org

Policy Statement on Mandated
Staffing Ratios (2003)

http://www.aone.org/resources/mandat
ed-staffing-ratios

American Psychiatric
Nurses Association (APNA)
www.apna.org

Staffing of Inpatient Psychiatric Units
(2011)

http://www.apna.org/i4a/pages/index.cf
m?pageid=4662

American Society of
PeriAnesthesia Nurses
(ASPAN)
www.aspan.org

On-call/Work Schedule (2016)

http://www.aspan.org/Portals/6/docs/Cl
inicalPractice/PositionStatement/Curre
nt/PS_2_On_Call_2017.pdf?ver=201701-13-101226-547

Acuity Based Staffing for Phase I
(2016)

http://www.aspan.org/Portals/6/docs/Cl
inicalPractice/PositionStatement/Curre
nt/PS_14_Acuity_2017.pdf?ver=201701-13-101227-450

Role of the Imaging RN in Patients
Undergoing Sedation

http://www.arinursing.org/pdf/d_Role_o
f_the_Imaging_Registered_Nurse_in_
Patients_Undergoing_Sedated_Proced
ures.pdf

Patient Safety in the Imaging Setting

http://www.arinursing.org/practiceguidelines/arinpspatientsafety.pdf

The RN in the Imaging Setting

http://arinursing.org/pdf/e_The_Registe
red_Nurse_in_the_Imaging_Setting.pdf

Association of Pediatric
Heamtology/Oncology
Nurses (APHON)
www.aphon.org

Ambulatory Pediatric
Hematology/Oncology Nursing
Practice (2008)

http://aphon.org/UPLOADS/Education/
pp2.pdf

Association of periOperative
Registered Nurses (AORN)
www.aorn.org

Safe Staffing and On Call Practices

http://aorn.org/guidelines/clinicalresources/position-statements

Association of Rehabilitation
Nurses (ARN)
www.rehabnurse.org

Factors To Consider In Decisions
About Staffing In Rehabilitation
Nursing Settings

http://www.rehabnurse.org/advocacy/c
ontent/Staffing.html

Association of Women's
Health, Obstetric and
Neonatal Nurses
(AWHONN)
www.awhonn.org

Guideline for Professional Registered
Nurse Staffing for Perinatal Units

https://www.awhonn.org/store/ViewPro
duct.aspx?id=5152716

Emergency Nurses
Association (ENA)
www.ena.org

Staffing and Productivity in the
Emergency Department (2015)

https://www.ena.org/practiceresearch/Practice/Position/Pages/Staffi
ngandProductivityEmergencyDepartme
nt.aspx

Staffing Guidelines; course available
for purchase

https://www.ena.org/practiceresearch/Practice/Pages/StaffingGuidelines.aspx

Association for Radiologic
and Imaging Nursing (ARIN)
www.arinnursing.org

One Perioperative RN Circulator
Dedicated to Every Patient
Undergoing a Surgical or Other
Invasive Procedure

Hospice and Palliative
Nurses Association (HPNA)

Shortage of Registered Nurses
(2013)

http://hpna.advancingexpertcare.org/w
p-content/uploads/2015/08/Shortageof-Registered-Nurses.pdf

Making the Business Case for
Infusion Teams

https://www.learningcenter.ins1.org/pro
ducts/making-the-business-case-forinfusion-teams-the-purpose-peopleand-process

Infusion Teams in Acute Care
Hospitals

https://www.learningcenter.ins1.org/pro
ducts/infusion-teams-in-acute-carehospitals-call-for-a-business-approachan-infusion-nurses-society-white-paper

National Association of
Neonatal Nurses (NANN)
www.nann.org

RN Staffing in the NICU (2014)

http://nann.org/uploads/About/Position
PDFS/1.4.6_RN%20Staffing%20in%20
the%20NICU.pdf

National Association of
Orthopedic Nurses (NAON)
www.orthonurse.org

Principles of a Healthful Work
Environment for Nurses (2013)

Available for download to members
and guests, must register for an
account

National Association of
School Nurses (NASN)
www.nasn.org

School Nurse Workload: Staffing for
Safe Care (2015)

http://www.nasn.org/PolicyAdvocacy/P
ositionPapersandReports/NASNPositio
nStatementsFullView/tabid/462/ArticleI
d/803/School-Nurse-WorkloadStaffing-for-Safe-Care-AdoptedJanuary-2015

National Student Nurses
Association (NSNA)
www.nsna.org

NSNA publishes the resolutions that
they pass each year at their House of
Delegates - page 14 refers to the
resolution around safe staffing

http://www.nsna.org/Portals/0/Skins/N
SNA/pdf/Resolution2008.pdf

Oncology Nursing Society
(ONS)
www.ons.org

The Impact of Nursing Workforce
Issues on Quality Cancer Care
(2015)

https://www.ons.org/advocacypolicy/positions/policy/nursingworkforce-issues

Sigma Theta Tau (STTI)
www.nursingsociety.org

Excellence and Evidence in Staffing
(2008)

http://www.nursingsociety.org/docs/def
ault-source/position-papers/excellenceand-evidence-in-staffing.pdf?sfvrsn=6

Society of Gastroenterology
Nurses and Associates
(SGNA)
www.sgna.org

Minimum RN Staffing for Patient Care
in the Gastroenterology Setting
(2016)

http://www.sgna.org/Portals/0/Minimum
%20RN%20Staffing_FINAL.pdf

Role Delineation of the RN in a Staff
Position in Gastroenterology (2012)

http://www.sgna.org/Portals/0/Educatio
n/PDF/PositionStatements/SGNA_PositionStatement_
RN_Role.pdf

Safe Staffing for Pediatric Patients
(2015)

http://www.pedsnurses.org/p/cm/ld/fid=
220&tid=28&sid=890

www.advancingexpertcare.org

Infusion Nurses Society
(INS)
www.ins1.org

Society of Pediatric Nurses
(SPN)
www.pedsnurses.org

Professional Organizations without Position Statements on Staffing
Academy of Neonatal Nursing
American Association of Colleges of Nursing
American Association of Heart Failure Nurses (AAFHN)
www.aafhn.org
American Association of Legal Nurse Consultants (AALNC)
www.aalnc.org
American Association of Men in Nursing (AAMN)
www.aamn.org
American Association of Occupational Health Nurses
American Holistic Nurses' Association (AHNA)
www.ahna.org
American Medical Informatics Association (AMIA)
www.amia.org
American Pediatric Surgical Nurses Association (APSNA)
www.apsna.org
American Society for Pain Management Nursing (ASPMN)
www.aspmn.org
American Society for Parenteral and Enteral Nutrition (ASPEN)
www.nutritioncare.org
American Society of Plastic Surgical Nurses (ASPSN)
www.aspsn.org
Association of Nurses in AIDS Care
Developmental Disabilities Nurses Association
International Association of Forensic Nurses (IAFN)
https://iafn.site-ym.com/
International Nurses Society on Addictions
National Council on State Boards of Nursing
National Gerontological Nursing Association
National League for Nursing
National Nursing Staff Development Organization
Nurse Organization of Veterans Affairs (NOVA)
www.vanurse.org
Pediatric Endocrinology Nursing Society (PENS)
www.pens.org
Preventative Cardiovascular Nurses Association (PCNA)
www.pcna.net
Society of Otorhinolaryngology and Head-Neck Nurses (SOHN)
www.sohnnurse.com
Society of Trauma Nurses (STN)
www.traumanurses.org
Society of Urologic Nurses and Associates (SUNA)
www.suna.org
Wound Ostomy and Continence Nurses Society (WOCNS)
www.wocn.org

Hospital
Medical Unit Staffing Plan
Presented June 2017
Criteria
Description of Patient
Population

Average Daily Census
(ADC)
Average Length of Stay
(ALOS)
Specialty Patient Needs

Physical Environment &
Available Technology

Unit Specific
Primarily stable acute adult patients with general medical diagnoses with
appropriate overflow from general medical/surgical complex
• Excluding patients who require specialized nursing care
• All admissions/transfers to be evaluated on an individual basis and
limited at the discretion of the charge nurse/facilitator in coordination
with [Hospital patient placement].
ADC: 34.8 (Source: Budget Income Statement – Unit 2110 – FY16 Actual
Key Stat/365)
ALOS: YTD May 2017: 7.13 (Source: Nurse Unit 2017-05 Finance – Patient
Days / Admits)
See above Description of Patient Population
• To reduce risk of elopement [Medical Unit] will use HUGS tracking
system following the recommended and appropriate use guidelines.
• Bariatric patient supplies
o Per BART team recommendations
o Supplies as listed below
o Team assignments adjusted for patient size and acuity of care
o Limiting patient placement to rooms with appropriate lift capacity
• Patients with multiple complex medical needs requiring multiple
disciplinary services
36 private patient rooms
• All rooms with ceiling lifts
• One (1) bariatric room with double lift to serve patient ≥ 500 pounds.
• Central vital-sign monitoring available, with manual connection
• 4 nurse’s stations with a Pyxis machine at each
• 10 negative pressure rooms
• 4 camera rooms with two viewing stations
• One (1) lap around the unit is 1/8 mile
• A nurse server for every 2 patient rooms.
• In room computers with the focus of providing bedside care, including
charting, medication delivery, care conferencing and family participation
• Nurse locator and patient call system are integrated into the caregiver
phone system, allowing for quick & efficient response to patient needs.
• Bariatric commode/shower chairs
• Bariatric walkers
• Sara Steady (3)
• Hover mat and lift (1)
• Lower census situations may result in increased cover and walking
distance and create staff isolation situations.
• When supplies or equipment is unavailable, calls throughout the hospital
are required to retrieve needed supplies. On night shift, staff will retrieve
their own larger equipment/supplies.
• HUGS patient elopement prevention
• Evacusleds in the clean supply room
Support
• All shifts provide direct care with support from the following:
Nursing, CNA, respiratory therapy, imaging, providers, environmental services,
pharmacy, lab services, IV services and security
• Day and evening shifts have additional support from the following: nurse
manager, acute therapies, medical social worker, RNCC, dieticians,

pastoral care, wound and ostomy care, diabetic educators, volunteers,
clinical nurse educators, behavioral health, infection prevention,
transport staff, and food services.
Minimum Staffing and
Acuity Modifications

RNs:
Concurrent Nurse to Patient Ratio is NOT TO EXCEED:
Day shift (07:00-15:30) 1:5 nurse-to-patient
Eve shift (15:00-23:30) 1:5 nurse-to-patient
Noc shift (23:00-07:30) 1:6 nurse-to-patient
Acuity determination: TBD and developed with INFOR implementation
August 2017. In the interim CN/facilitators will continue existing process
and tool used to estimate and adjust staffing ratios based on acuity
[Medical Unit] will allow a mix of 8 and 12-hour RN shifts to support
concurrent nurse-patient ratios.
Meals and breaks will be implemented per ONA, SEIU contracts and
BOLI (Bureau of Labor and Industry)
CNAs:

Staff Skill Mix

A standard of minimum staffing TBD by the Nurse Staffing Committee,
hospital administration and their representing union.
Nurse Manager
Charge Nurse / Facilitator per shift
RNs
Resource Nurse (Mid-shift resource RN is utilized 11:00-19:30)
CNAs
Charge Nurse considers the following for all shifts:
• Report from previous shift Charge Nurse/facilitator
• Census at start of shift plus anticipated admissions, discharges and
transfers
• Caregiver’s skill mix and individual/overall patient acuity, in order to
assign safe and balanced assignments
• Charge Nurse/facilitator has the ability to flex staff up or down
according to anticipated in and out flow of patients in collaboration with
the unit Nurse Manager.
o This includes the ability to request additional resources, in
collaboration with the Nurse Manager.
 When the unit has >/30% level D and/or isolation
patients (not counting the same patient twice).
• See attachment A: Acuity Staffing Calculation
and Algorithm Tool
• See Attachment B: Definition of Level D
Patients
 Protective care staff needs
 Special situations as determined by the Action
Response Team (ART) recommendations.
o Assignments adjustments are completed throughout the shift
with a minimum of every four (4) hours as:
 Patient census, acuity level, and staff availability/skill
mix change.
 Make determination and take appropriate action with
determining if patient care needs are being met or if
patient safety is at risk.
• Assign no more than 2 level D patients to an RN, if possible

No nurse with less than six-months experience in an acute care setting shall be
assigned to float to another unit.

Staff Competencies
Required
Measurable Outcomes of
Nursing Care

Per [Hospital] determined authority code
Non-Clinical:
1) Caregiver injuries (1/8/2017-6/24/2017 = 10 (Source: [Medical Unit]
Dashboard)
2) Caregiver overtime (YTD 6/10/2017) = 8.5% (Source: Biweekly
Productivity for PPE 6/10/2017)
Clinical:
1) Pain assessment: On Time Documentation [Medical Unit] 6/1/17-6/20/17
= 25%
2) Falls 12/11/2016-6/24/2017) = 12 (Source: [Medical Unit] Dashboard)
FY 2017-2018 New Metrics –
Clinical:
1. Average Length of Stay (LOS):
Non-clinical:

Process to evaluate and
limit admissions/Chain of
Command

Refer to patient placement matrix
Refer to Chain of Command
• When in the judgment of the direct care registered nurse, activity is such
that patient care needs are not being met or patient safety is at risk, the
direct care nurse will follow the chain of command in the Limitations on
Patient Admissions/Assignments

Nationally Recognized
Evidence Based on
Standards of Practice

Academy of Medical-Surgical Nurses. (2014) AMSN Position Statements:
Staffing Standards for Patient Care. Pitman NJ: academy of medicalsurgical nurses.
American Nurses Association, & American Nurses Association. (2015).
Nursing: Scope and standards of practice (3rd ed.). Philadelphia, PA:
Lippincott, Williams and Wilkins.

Annual Review & Update:

Annual review of staffing document will occur in January with implementation at
beginning of each fiscal year.
• January review by Unit Based Council (UBC)
• Input by CNs if no CN has membership on UBC
• Staff review of draft staffing plan with comment period to be two weeks.
If consensus received finalized document will be created for
implementation with fiscal year start.
• In the absence of agreement, the plan will be revised, reviewed, and
updated. CN review and staff comment period will be completed a
second time.
• If after two review periods the unit is unable to come to agreement the
issues will be escalated to the Nurse Staffing Committee (NSC).
• Annual presentation will be completed by the unit Nurse Manager and a
staff member (recommend UBC chair)

Hospital
CARDIAC PRE/POST (CPP) NURSE STAFFING PLAN
PATIENT POPULATION &
NURSING CARE PROVISION
Nursing care is provided for
general cardiac, and procedural
patients. The age groups served
are adult, and geriatric. There
are approximately 7 beds on the
unit. The unit hours of operation
are Monday through Friday:
flexing around 0600 to 1630.
Hours of operation may be
adjusted depending on census.
Cardiac Pre/Post unit patients
include general cardiology,: heart
catheterization, devices
(pacemaker, ICD, loop
recorders) Cardiologist
TEE/cardioversion, pacemaker
clinic, dobutamine MPI and
ECHO, peripheral angiography
including IVC filters
Primary Nursing Services
Provided:
• Pre-operative care—inpatient
and outpatient admits
• Periprocedural care for
outpatients
• Post-operative care for
outpatients
• Patient/family education
• Care for the bariatric patient
• Psychosocial care and
support
• Dressing changes
• Medication administration
• Close observation and
frequent monitoring for
cardiac patients

ESSENTIAL STAFFING & EVALUATION PROCESS
The CPP unit provides nurses and CNA2s to deliver
patient care and carry out unit operations.
All RNs and CNA2s are oriented and trained upon hire
to the unit to demonstrate competency in the direct
care of the patient population served. This is
documented in the individual nurse’s orientation packet
and kept on file. All core CPP RNs are trained for
procedural sedation. Each staff member receives
annual (or more frequent) skills training and review via
education provided through Healthstream and inservices. This ensures the skill mix of the CPP staff is
consistent among the individuals and the unit needs.
Some of the CPP staff is also cross trained to Cath lab
and Prefontaine Clinic.
Regularly scheduled daily staffing is 3 RNs, with 2 core
staff minimum, and one CNA2. The Charge Nurse
determines the number of staff the day before as well
as throughout the shift to ensure the amount of staff
and appropriate skill mix are available to ensure safe
patient care. For daily staffing adjustments, the
Charge Nurse and/or Clinical Supervisor consider the
following: number of Cath Lab cases, number of
procedures, number of special needs patients, ratio of
outpatients, and patient acuity.
Based on ASPAN, staffing for pre- and post-Phase II
care is as follows: 1:3 RN to patient ratio is followed for
pre- and post-care; 1:2 RN to patient ratio depending
on acuity. The Charge nurse is on duty during hours of
operation and cares for patients as needed. When
patient census/acuity increases the Clinical Supervisor
and/or PCS supervisor are notified for help as needed.
Minimum staffing will include two RNs when one post
op Phase II patient is present. .
Census increases can be supported with help from the
Clinical Supervisor, Cath lab staff, and resource RNs.

STAFFING FOR ACUITY
Staffing for acuity on CPP
considers the following
criteria:
Staffing for acuity on CPP
considers the following criteria
based on ASPAN (American
Society of Perianesthesia
Nurses) standards:
• Complexity of patient’s
condition, assessment and
required nursing care
• Knowledge and skills
required of nursing staff to
provide care
• Type of technology involved
in patient care
• Degree of supervision
required of nursing staffing
members
• Infection control and safety
issues
• Continuity of patient care
Patient conditions that
contribute to a higher level of
acuity on CPP include but are
not limited to:
 Frequent VS or CBG
monitoring
 Multiple IV medications
 Special needs patient
 Dementia/delirium
 Complicated arterial access
site(s)
 Complicated family situation
 Unstable patient
 Bariatric patient
 Fall risk

STANDARDS AND
QUALITY
Qualifications and
Competencies:
Charge Nurse: BLS,
ACLS, Procedural
Sedation Training
Floor Staff RN: BLS,
ACLS, Procedural
sedation training
Certifications per
each specialty
preferred:
As outlined in P&P:
PAY - RN SPECIALTY
CERTIFICATION
HR_9060a
Competencies:
Located in the H-drive
specific to CPP
Quality Measures:
The annual quality
evaluation process for
this staffing plan is
stipulated in the
[Hospital] P&P:
Nursing Staffing Plan
PCS_2503 in
accordance with ORS
441.151 to 441.177
and OARs 333-5100045
Environmental
Factors:

•
•

Pre, post, and intraoperative
care for moderate sedation
patients
IV infusion therapy, including
critical drips

Services Not Provided:
• Critical care patients
(including intubated patients)
• Unstable balloon pump
patients
• STEMI patients
• Acute psychiatric patients

Diversion of patients is to be avoided when possible.
Diversion Process:
Collaborate with other nursing departments, managers
and/or supervisors for patient transfers or admission to
other units (temporarily or for the duration of
admission)

 Close and/or extended
observation
 Critical drips
 Procedural sedation

HOSPITAL LABOR & DELIVERY UNIT STAFFING PLAN
Org:
Unit: Labor & Delivery
Fiscal Year: FY18
Patient
Population
Women in
their
reproductiv
e years and
their
newborns.
Low and
High Risk:
Antepartum,
intrapartum,
and
postpartum
women.

Acuity & Care Level
Description
AWHONN Standards.
Nurse to patient ratio
should not exceed
AWOHNN guidelines,
as follows:
Staffing minimums are
to be guided by the
Recommended
Registered Nurse-toPatient Ratios
(AWHONN 2010
guidelines)
Nurse: Patient ratio
examples
1:3
• Lunch and Break
coverage
• Charge RN and
covering RN
agree on safety of
assignment
3:1
• OBS
emergencies
(includes baby
nurse)

Intensity of Unit and Care
Recommended Registered
Nurse-to-Patient Ratios
(from AWHONN 2010
guidelines)
Nurse:
Care
Patient
Provided
Ratio
Triage
Triage status
1:2-3
patients
Intra
1:1
Patients in
1:1
Active Stage
1:1
of Labor
Patients in
2nd stage of
1:2
1:1
labor
2:1
Patients with
med/obstetri
1:1
c
1:1
complication
s
Cervical
Ripening
Initial
Epidural
dosing
Circulation
for
operations;
includes
baby nurse
Unmedicated
labor support
Oxytocin

Unit Manager:
Unit Base Chair:
Date: 6/22/17
Environmental and
Staffing Factors
-12 LDR rooms
with infant
resuscitation
stations and
bedside charting.
-3 OR suites with
infant resuscitation
stations, bedside
charting and one
shared Omnicell
(anesthesia only).
-2 bed PACU with
infant resuscitation,
bedside charting and
Omnicell.
--OB Triage Location
separate from unit
with little ancillary
support. Central
charting station with
3 charting stations
4 OB Triage Rooms
with bedside
charting, med room,
dirty utility room,
Omnicell and Par X
Med/Supply Storage
-2 med rooms (ob
triage, main area)

Measurement
Methods

Essential Staffing
L&D staff utilize the Association
of Women’s Health, Obstetric
and Neonatal Nursing
(AWHONN) as our evidenced
based practice standards.
Process:
The charge nurse
collaborates with the
Obstetric, Perinatal,
Midwifery, Family Medicine,
Neonatal Providers, post
partum staff and the nurse
manager to make decisions to
ensure adequate staffing for
the current and oncoming
shift. The current staffing
guidelines will be followed.
1. A LDR unit scrub
Technician will be
staffed 24/7
- If No scrub
available, then
the following will
occur:
i. Will
contact
SOR for
back up
if unable

Non-Clinical
• Patient
satisfaction
data
• Staff Injury
• Missed
Meal/break
s
• Staffing
Variance
Reports
Clinical
• Capacity
due to
staffing
• On-call
utilization
(sick vs.
influx)
• Staffing
variance
Quality
•

PSI

**Staffing Plan
must be
evaluation on an
annual basis for
effectiveness**

Patient
Population

Acuity & Care Level
Description
•

•

•

Emergency c/sec
(includes OB
Coordinator)
C-section Twin
delivery (RN for
each baby)
**NICU to attend
all c-section
deliveries (baby
nurse)

Intensity of Unit and Care

Environmental and
Staffing Factors

Management

-3 Omnicell stations
(main, triage, PACU)
- Anesthesia
Omnicell in OR
-4 Par X stations
(main, OR area,
overflow storage,
Triage)
-2 storage areas
(main and triage)
-Waterbirth Tubs: 2
Centralized Patient
Care Workstation
station that
includes:
-Central fetal
monitoring system.
(front and back
entrance 12C)
-4 charting stations
that are shared
between
8-11 nurses/shift.
- PAS workstation
-Tube Station
-One MD charting
stations with 6
available charting
stations

Birth
2:1

Postpartu
m
2:1
1:1
1:3

2:1
• Elective c/section
(includes baby
nurse)
• All patients at time
of delivery
(includes baby
nurse)
• Immediate
postpartum period
(includes baby
RN)
• Postpartum
hemorrhage
• Vaginal Twin
Delivery (included
baby RN)
1:1
• Initial placement of
labor epidural (1
hr)
• Initial infusion of
MgSO4 bolus (1
hr)

Antepartu
m
1:1
1:2
1:3

One RN for
Mother and
One RN for
baby
Immediate
postpartum
period until
mom and
baby stable
For a
minimum of
2 hours
Stable
mother-baby
couplet
(overflow)

Unstable
Antepartum
Antepartum
on
Magnesium
Antepartum
in stable
condition

The L&D charge RN works in
conjuction with the L&D
bedside RN to determine the
staffing ratio that is required
for each patient. L&D bedside
RN’s give updates on a
regular basis in order for the
charge RN to staff the unit
appropriately.
FY 2017 Data (June 2016-

NM/ANM office in
OB triage area
Infant Security:
The main L&D labor
area is a locked unit.

Essential Staffing

2.
3.

4.

5.

6.

to staff
with own
resource
s
ii. Will
consider
using
L&D staff
trained to
scrub
A PAS staff will be
schedule 24/7
Minimum staffing for
LDR will be 4 RN’s
(which includes the
charge nurse) with a
minimum of 2 RN’s
available on-call.
When in an on-call
status, a nurse must be
immediately available
by phone with a
response time of 30-60
minutes.
Any MBU nurse floating
to L&D will be assigned
patients by the charge
nurse/facilitator based
on the MBU nurse’s
experience.
The Charge Nurse
should not be counted
in the staffing mix for
primary patient care
assignments. As part of
the staffing safety net

Measurement
Methods

Patient
Population

Acuity & Care Level
Description
• Medical/OBS
complications (see
description below)
• Fetal
Complications
(see description
below)
• Waterbirth (once
they have entered
tub)
• Actively laboring
• Intermittent
auscultation in
active labor
• 2nd stage
• Postpartum care x
2 hours
• postpartum with
complication
requiring > 2 hrs.
recovery
• Oxytocin
management with
maternal or fetal
complications
• Procedures (BTL,
Cerclage, Version)
• PACU recovery
• TOLAC (trial of
labor after
cesarean)
1:2
• Early labor

Intensity of Unit and Care

Environmental and
Staffing Factors

May 2017)
Total # of Deliveries 2428
Avg deliveries/day: 6.5
Number of C-Sections: 760
Primary: 458 (18.9%)
Repeat: 308 (12.7 %)
C-Section rate: 31.3%
VBAC Attempts: 170
VBAC Success: 150
VBAC rate: 30.6%
VBAC success rate: 86.6%
Water births: 39
Epidural rate: 62.9% (includes
all combinations of Epidural)
Twins: 69
Triplets: 4
Other: 0
NICU admits born at OHSU:
400
NICU admits from inborn: 20.7
%

We have 2 sets of
doors that which
provide access for
patients. Each door is
equipped with a
camera and intercom
for 2-way
communication. Our
triage area is not a
locked area.
STAFFING:
-Charge RN (24/7)
-RN (see baseline
staffing)
-PAS (24/7)
-OB Tech (24/7)
-Triage CNM (M-F)
09-2100 (M-F)
-Provider/Anesthesia
availability 24/7
(immediate)
- RN available to
work both MBU and
L&D

Special Procedures:
Any procedure done in the OR
(other than multiples and
L&D is an RN only
C/S), i.e., exam under
care model
anesthesia, D&C, Cerclage
(placement or removal).
Communicate: All
staff use Vocera as
Any patient needing general
mode of
anesthesia will be recovered
communication.
in the SPACU or a SPACU
Charge RN, Flex RN
RN will recover the patient on
and OB tech wear
L&D. The baby will need to go
pagers as well.

Essential Staffing
the CN may be called
upon to provide direct
patient care throughout
the shift but every effort
should be made to
avoid having the CN in
an assignment of a
complex or active OB
patient.
7. Flex nurse will be
counted in the staffing
numbers if patient
population warrants.
They will be responsible
for all newborn support,
breaking staff, and
assuming patient care
for influx.
8. When staffing the oncoming shift, staff for:
- current patients
- known incoming patients
9. Baseline staff:
- 07-11= 9
- 11-15= 10
- 15-19= 10
- 19-23 = 9
- 23-07 = 8
- 03-07 = 8
10. Weekend Staffing:
- 07-19 = 9 (10 on
Sunday due to
no on-call)
- 19-07= 9 (10 on
Sunday)

Measurement
Methods

Patient
Population

Acuity & Care Level
Description
• Magnesium
sulfate on
maintenance dose
• Uncomplicated
active labor (pair
with low risk pt)
• Cervical Ripening
• Intermittent
auscultation
without
complications
(early labor)
1:3
• Triage patients
• Other
assessments
• Not in labor/
prodromal labor
• PP overflow
couplets
• NST
1:4
• Triage pts with
CNM coverage
• R/O exam
patients(not all on
monitor)
• Antepartum
patients on MBU
status
DESCRIPTION OF
COMPLICATIONS:
MATERNAL

Intensity of Unit and Care
to the NICU for a minimum of
2 hours of observation care.
Once recovered, the patient
will be transferred to MBU or
appropriate level of care.
Newborn care provided by
L&D staff and NICU staff
(depending on acuity).

Environmental and
Staffing Factors

Call Light
Capabilities: We use
Nurse Call which has
advanced paging set
up so the RN can
automatically page
certain personal
based on the
scenario in the
patient room.
OB Rapid
Response: Charge
RN and Flex RN are
responsible for
responding to all OB
RR calls made within
OHSU.
PAS staff
responsible for
scheduling all
procedures:
• Cesarean
sections
• Tubal
ligations
• IV iron
infusion
• Cerclage
placement
• Amniocentesi
s
• Versions
• Induction of
labor
• Terminations
• NST

Essential Staffing
11. Cross Trained RN:
24/7 coverage of 2 RN’s
per shift who will be
used to cover
sick/FMLA and other
staffing needs in L&D
and MBU schedule.
These RN’s are not
counted in baseline
staffing. They will be
distributed by L&D
charge nurse once she
has evaluated staffing
with MBU charge nurse.
12. If the census allows,
LDR nurses may be
floated to the MBU only.
They will not float to
units outside the MBU.
However, they may
work on other units as
“helping hands”. Even
when floating within the
MBU the L&D nurse
must be able to return
within 4 hrs to L&D
when needed as
determined by the
Charge Nurse. The L&D
nurse will be assigned
patients by the MBU CN
based on their
experience.
13. L&D nurses not needed
in L&D or MBU will be
cancelled/curtailed in

Measurement
Methods

Patient
Population

Acuity & Care Level
Description
• Pulmonary/Cardia
c Disease
• Morbid Obesity
• Preeclampsia
• Multiple gestation
on continuous
monitoring
• Fetal Demise
• Abnormal FHR
Pattern
• TOLAC
• Preterm labor
• HELLP
• Insulin Drip
• PUPPS
• Material fever
• Choleithiasis
• Substance abuse
• Complex Social
Disarray
FETAL COMPLICATION
• Non-reassuring
tracing
• Multiple gestation
• Decrease amniotic
fluid volume
• Documented fetal
complication
• Growth restricted
fetus
• Micro/Macrosomia
• Intrauterine death
• Biophysical profile
less than 6

Intensity of Unit and Care

Environmental and
Staffing Factors
PAS staff admits all
patients and
newborns to the Epic
system. They are
responsible for
creating newborn
bands and running all
paging systems
during emergencies.
OB Technician
Staff:
• Circulate all
cases
• Stock rooms
and unit
• Order unit
supplies
• Manage
surgical
instruments
On Call System for
L&D:
All staff are required
to provide 8 hours of
on call status each
month.
• Hybrid system
allowing staff
to choose
their call time
Maternal Cross
Trained Staff:
• 2 RN’s per
shift
• Support L&D
and MBU
staffing needs
based on

Essential Staffing
accordance with the
current Collective
Bargaining Agreement
providing that minimum
staffing for the unit is
met and there is a
minimum of 1 RN
available in an on-call
status throughout the
shift.
Assess Staff Qualification
• Prior to making
assignments the charge
nurse will review the
qualifications of the nurses.
o CN will assign the
Flex RN role
• Charge Nurse availability
on each shift
• Current in unit
competencies
• At least 3 RN’s with 2 years
of experience on all shifts
Effectiveness of Staffing
• Charge nurse and staff will
communicate throughout
shift regarding changes in
the level of care and the
ability of staff to effectively
care for their patients. The
staff RN is responsible for
keeping the charge nurse
up to date regarding level
of care changes and ability

Measurement
Methods

Patient
Population

Acuity & Care Level
Description

OBS EMERGENCIES
• Fetal distress
• Active antepartum
hemorrhage
(placenta previa &
abruption)
• Cord prolapse
• Shoulder dystocia
• Suspected
ruptured uterus
POSTPARTUM
COMPLICATION
• Hypertensive
disorder with
MGSO4 infusion
• Postpartum
hemorrhage
• Critically ill patient
• Post-operative
complications
DEFINITION OF ACTIVE
LABOR:
Regular contraction &
cervix dilated to 6 cm.

Intensity of Unit and Care

Environmental and
Staffing Factors
unexpected
absence

Essential Staffing

•

2 different
documentation
components
• Epic
• OB TraceVue

•

•

•

to complete the
assignment.
When in the judgment of
the direct care registered
nurse, activity is such that
patient care needs are not
being met or patient safety
is at risk, the charge nurse
will be notified. (chain of
resolution)
The CN, direct care RN and
provider will assess patient
situation and formalize a
plan that meets the
patient’s needs and
provides for safe care.
The charge nurse will
communicate with the
provider teams and nurse
manager the current
staffing issues.
A shift plan will be
established,
evaluating/triaging the
patients on the unit at that
time. Any patients that can
be transferred or
discharged home safely
should be discharged at
that time. All non urgent
C/S shall be rescheduled or
held for a later time.
Patients who are
inductions, in active labor,
and are progressing in their
labor will optimally continue

Measurement
Methods

Patient
Population

Acuity & Care Level
Description

Intensity of Unit and Care

Environmental and
Staffing Factors

Essential Staffing

•

•

•

their induction. If the
induction has not begun,
then it will be delayed until
patient safety is no longer
at risk. Patients who are
inductions, in early labor, or
not progressing may have
their Oxytocin discontinued
allowing for a more natural
labor process until such
time as we can safely reestablish the
induction/augmentation
regimen. These patients
may also be evaluated for
discharge and rescheduled
to come in at a later time if
their condition permits this
safely.
Antepartum patients on
L&D will be evaluation for
transfer to MBU based on
new monitoring standards
on the MBU.
Antepartum patients on
MBU will also be
triaged/evaluated for
possible discharge if
appropriate. This will
decrease holding time for
pp patients waiting for a
bed on MBU.
If the plan is unsatisfactory
to the direct care nurse or
charge nurse, the chain of
resolution will be initiated:

Measurement
Methods

Patient
Population

Acuity & Care Level
Description

Intensity of Unit and Care

Environmental and
Staffing Factors

Essential Staffing
RN → Charge Nurse →
LIP/Manager → Division
Director→ CNO → CEO.
Capacity Management:
• CN will utilize the capacity
management algorithm
when there is a staffing or
bed status variance.
• CN will facilitate a
discussion with staff
provider to ensure that all
transfers or discharges are
prioritized before asking
AOD to put L&D at capacity
• Reevaluate capacity
management hourly and
notify providers, manager
and AOD as soon as we
can safely resume normal
operations.
Essential Staffing:
• Staffing Guidelines and
Recommended Registered
Nurse-to-Patient Ratios are
located on the L&D Bridge.
. The charge RN uses the
AWHONN staffing guideline
to determine how much
staff should be working
based on patient acuity.
The charge nurse will fill out
the guidelines every 2

Measurement
Methods

Patient
Population

Acuity & Care Level
Description

Intensity of Unit and Care

Environmental and
Staffing Factors

Essential Staffing

•

hours to help assess
staffing ratios.
A staffing variance should
be filled out anytime that an
employee feels the staffing
levels have affected their
ability to deliver patient care
effectively, efficiently and/or
safely, even if the situation
was resolved.

Minimum staffing:
• Charge nurse and 3
RN’s + (2 RN’s on-call)
• OB Scrub tech 24/7
• 1 ancillary person with
the ability to perform
PAS duties
Meals & Breaks:
• RN’s are encouraged to
consolidate their lunch
break and one of their
15 minute breaks
whenever feasible
• RN’s are responsible for
finding another RN who
can watch their
assignment while they
are at lunch or on a
break.
• Charge RN are utilized
for meals and breaks
when needed

Measurement
Methods

Patient
Population

Acuity & Care Level
Description

Intensity of Unit and Care

Environmental and
Staffing Factors

Essential Staffing

Measurement
Methods

Shared Governance:
• Nurses attending
shared governance
meetings, including but
not limited to Unit
Based Nursing Practice
Council, will have this
built into their FTE and
scheduling practices will
result in the staff
member not being
scheduled in core unit
staffing numbers during
these times.
This staffing plan includes, as its primary consideration, the provision of safe patient care and adequate nursing staff to the extent possible.
This staffing plan is based on accurate descriptions of individual and aggregate patient needs, as well as, requirements for nursing care.

Plan emailed/forwarded to the unit’s HBNSC Cluster Representative(s) by Unit’s UB Chair and/or the Nurse Manager.
Name(s):__________________________________ Date: _____________________
Plan reviewed by unit’s HBNSC Cluster Representative(s):
Name(s):________________________________ Date: _____________________
Plan uploaded to [Hospital’s intranet] by unit’s HBNSC Cluster Representative(s):

Hospital Emergency Room Staffing Plan
PATIENT POPULATION
Adult and pediatric patients
seeking urgent and emergent
care.
Exceptions are designated
through a process set by the
County Emergency Medical
Services Director in
consultation with the EMS
Medical Director.
The ED is a component of
the certified chest pain
,stroke center and Baby
Friendly Facility
Pregnant women of greater
than 20 weeks gestational
age that are thought to be in
labor or present with
obstetric problems or
concerns will be first triaged
by the OB department and
then transferred to the ED if
deemed appropriate by OB.
ED will board inpatient if
units are unable to admit
patients. Inpatient units
housed in ED are as follows:
ICU, PCU, MST & MS
Assists with urgent outpatient
infusions on weekends.
Extra staff may be scheduled
if needed.

INTENSITY OF UNIT AND
CARE
The ED is an adult and
pediatric unit open 24 hours
7 days a week. The ED
specializes in:
- Target Temperature
Management
- Acute Illness Care
- Cardiac Monitoring
- Vasoactive &
Antiarrhythmic Drips
- Procedural & Moderate
Sedation
- BIPAP & CPAP & Ventilator
Support
- Stroke Care, NIH
Assessment & TPA
- Wound Care
- Intravenous Access &
Infusion Therapy
- Psychiatric Observation and
Risk Assessment
- Palliative Care and
Termination of Life support
- Pelvic Exams & SANE
Exams (With contracted
SANE RN’s)
- Orthopedic Injuries and
Immobilization
- ENT Injuries and Problems
- Sepsis Treatment and
Massive Transfusions
Top 5-10 diagnoses:
Reason for Visit: Abdominal
pain, cough, chest pain,
general medical, fever,
vomiting, shortness of
breath, fall, back pain,
weakness/fatigue
Final Diagnosis:
Hypertension, diabetes,
pneumonia, acute kidney
failure, atrial fibrillation,
sepsis, acute urinary tract
infection, coronary artery
disease, anemia,
hyponatremia. The
Emergency Department is
open 24 hours 7 days a week
and serves an average of 85

ENVIRONMENTAL
FACTORS
20 total beds including a 4
bed Rapid Care Unit. 16
monitored beds including one
psychiatric seclusion room.
Rooms 1-5 contain pelvic
beds. Rooms 7 & 9 contain
code carts and are preferred
for resuscitation care. 7 beds
are equipped with fetal
monitoring. Room 16 has
negative pressure capability.
The main ED has: 7 rooms
with solid doors, 3 rooms
with glass doors, 5 rooms
with curtains. Psychiatric
seclusion room with a
window and windowed door.
Centralized nurses station
with unit secretary desk and
2 central monitors. The
charge nurse carries a cell
phone.
Pyxis with medication
refrigerator
2 Adult Code Carts
Pediatric Code Cart
Difficult Airway Cart
Ceiling lift available in rooms
8 & 9.
One triage room is available
next to admitting, 2nd triage
room has a stretcher for
performing EKG’s.
The rapid care unit is open
from 1300-2100 depending
on needs and contains a
Pyxis with limited
medications as well as a
medication refrigerator. 3
rooms with curtains and 1
room with a door.

ESSENTIAL STAFFING
Minimum Staffing:
2 RNs, one of which is the
Charge RN, and an ED Tech
Scheduled Staffing:
0330-0900 – 4 RNs and 2
Techs
1500-2130 – 9
RNs and 2 Techs
0900-1000 – 5 RNs and 2
Techs
2130-0030 – 8
RNs and 2 Techs
1000-1200 – 6 RNs and 2
Techs
0030-0330 – 6
RNs and 2 Techs
1200-1500 – 8 RNs and 2
Techs

STAFFING FOR ACUITY

Staffing is scheduled by
average hourly census and
may be adjusted up or down
based on census and acuity
as reviewed, discussed and
determined by the Charge
RN, the Nurse Leader, the
Nurse Manager, the Critical
Care Services Director, the
Nursing Supervisor and
Direct Care RNs. Patient
safety will be the primary
focus. Consideration is made
to the specialized
qualifications, skills, scope of
practice and competencies of
RNs work either 8 or 12-hour the nursing staff scheduled.
shifts with staff huddle and
Acuity ratios were developed
main shift change at 0600through department RN input
0630 and 1800-1830. A
considering ESI level and
Break Lunch Relief Nurse
recommended nurse staffing
works from 1000-1830 and
ratios from the attached
1900-0330. An RN is
references:
designated as a
3:1 to 2:1 Resuscitation,
pivot/triage/float nurse from
Mass transfusions, critical
1500-2100. ED Techs are
trauma
non-nursing ancillary staff
1:1 Procedural sedation,
and one is utilized as a unit
STEMI, tPA candidate, or
secretary on a 24/7 basis.
ESI level 1 or ventilated
Staff is supported by the
patient until stable
Nurse Leaders, Nurse
1:2 ESI level 2 patients
Manager, Critical Care
(excludes pts triaged as 2
Services Director, ED
who are not critical: needle
Physicians, Clinical Nurse
stick, SI, Head Injury Obs)
Educators & Nursing
and/or stable ESI level 1 or
Supervisor. Respiratory
ventilated patient
Therapy and Pharmacy are
available 24 hours, 7 days a 1:3 Mix of ESI 2 and 3
patients
week. Social Work and/or
Case Management are often 1:4 Up to 1 stable ESI level 2
patient with the remainder
available in hospital during
compromising ESI 3 to 5
daytime hours.
Patient’s stability to be
Meal and Rest breaks are
determined considering
scheduled and covered by
factors such as: requiring
the designated Break RN
pressors being titrated up or
interventions q 15min or less,
from 1000-0330 with rest
requiring neurological
break support from the
Charge RN when able and
assessment and intervention

STANDARDS AND
QUALITY
RN:
ACLS, BLS, PALS or ENPC,
NIH, Approved Safety
Training. , EKG Rhythm
Recognition, Moderate
Sedation.
CEN certification and TNCC
are preferred. RN’s floating
to the unit need Helping
Hands or Resource
orientation, unless being
used as patient safety
attendant. All competencies
available in MCN.
Techs:
BLS, EKG Rhythm
Recognition, Secure Training
Quality measures include,
but not limited to the
following:
-Missed meals and breaks
-Fall Rates
-COR data
-SRDF data
-HCAHPs
-Employee Survey results
-Code 62, Extra shift and
End of Shift over time
-mandatory overtime
-Staff turnover & injuries
-Restraint Usage
-Patient & Family follow-up
results & complaints
-Core Measures for STEMI,
Sepsis and Stroke care
Patient Satisfaction scores
-Medication Errors
-Length of Stay, Admit times,
LWBS, AMAs
-Number of Boarded Patients
- Patient wait times

patients per day.
Approximately 11 percent of
patients are admitted to the
hospital and 1 percent are
transferred to other area
hospitals for care. 13 percent
of patients are seen in the
Rapid Care Unit. The
designated Charge RN
attends a hospital wide bed
meeting three times during
the day/night to communicate
about and coordinate
staffing, bed availability and
potential admits. Average
Daily Census 85 patients.
Average Length of stay: All 209 minutes; Discharged 141
minutes; Admitted 274
minutes. Admit 11% of
patients and transfer 1.5%.
Emergency staffing and bed
management decisions
including the decision to go
on divert are addressed
collaboratively involving the
Charge RN, the Nurse
Leader, ED Physicians, the
Nurse Manager, the Critical
Care Services Director, the
Nursing Supervisor and
Direct Care RNs. When in
the judgment of the direct
care RN, activity is such that
patient care needs are not
being met or patient safety is
at risk, the direct care RN will
follow the chain of command
to initiate divert protocol as
outlined in polices ED-056,
C-080 and C-080A. The
chain of command for
staffing issues and divert
decisions: Charge Nurse >
Nursing Supervisor > ED
Nurse Manager > Critical
Care Services Director >
CNO.
Psych patients who are
determined to need a safety
attendant and/or placed on
hold will be transitioned to

the Pivot RN if the waiting
room is empty. The
designated Charge Nurse
duties may include relieving
for rest breaks, acting as
mentor for new staff and
helping all nurses with high
intensity patients and census
surges. At times of lower
staffing, and as needed due
to patient census and acuity,
the Charge RN may have a
patient assignment.

q 15 min, persistent agitation
at risk of self-harm or harm to
others, Code 3 transfers out
of the department
For Boarded Patients: acuity
ratios should not exceed
those allowed in the patient’s
destined unit
Patients in 4 point restraints
or determined to require
safety attendant will need 1:1
monitoring by qualified staff,
if no staff is available, these
patients will require a 1:1
During times of high volume RN
and or high acuity, the ED
Patients who are alert and
Charge may request
oriented with stable vitals
additional staff from the
waiting in a gurney for
Nursing Supervisor. ED may transport home should not
utilize Cross-trained and/or
count towards ratios
Helping Hands staff from
Rapid Care Unit: 1:5 Mix of
other departments including ESI 4 and 5, if RCU contains
Resource RNs. If no
more than 5 patients, the
additional staff is available in RCU nurse is to be assisted
the hospital, the ED Charge by an ED Tech, the float RN
can use Code 62 to find
and/or the charge RN. RCU
additional staff and can begin RN assists with triage when
the algorithm for placing the able.
department on divert.
Decisions on Code 62 and
RNs on the unit are typically
divert should be made on a
responsible for 3 to 4 patient
case by case basis, the ED
rooms in the department as
Charge and Nursing
acuity allows. If the patient’s
Supervisor should consider
in these rooms are higher in
the following criteria: two or
acuity ratio, the RN will
more ESI level 2 patients in
receive assistance from the
the waiting room with no
Charge RN and/or the Pivot
rooms available,
RN. RNs may be asked to
inability/unavailability of RN
care for additional patients in
to triage and reassess
the hallway.
patients ESI level 3 and
higher who are waiting
greater than an hour to be
roomed due to continued
rapid influx of patients or high
acuity in department, two or
more EMS arrivals waiting for
a room with no rooms
available, patients requiring
1:1 or greater RN care in the
department and other team
members are unable to
safely care for remaining
patients in the department,

video monitoring if deemed
appropriate per policy. While
in the ED psych patients are
preferred to be held in Room
15 with either 1:1 or line of
sight safety attendant who
has completed appropriate
safety training. . It is
preferred to have float staff
be safety attendants for
patients held in the ED but
when unavailable or deemed
necessary, an ED Tech or
RN or security staff can be
utilized.
An RN from the ED responds
to all Code Blues in hospital
with the ED Provider.
Nurses, Techs and Providers
will gown and mask for
Isolation patients as per
protocol.

boarded ICU and/or PCU
patients during times of lower
RN staffing that place
department above staffing
ratio for prolonged period.
Code 62, Extra Shift and
Routine Low Census will
follow Professional
Agreement between Oregon
Nurses Association and
Tuality Community Hospital.
Mandatory overtime will be
used following SB 469.

Sample Acuity Tool
Patient assignments are made by the Charge
RN and based on volume of ADT, acuity
levels, variable clinical condition and the
nursing care required for pre-procedure/
preoperative interventions, and postprocedure/
postoperative condition of patients that have
competed Phase 1 recovery in the PACU.
All patients receive q4 VS monitoring on Unit X
Level 1:
Completely independent with ADLs
• Ambulating ad lib
• DVT prophylaxis
• ADAT
• Low risk/ stable VS and labs
• Standard education
• Minimal discharge planning
• PO pain/ nausea management
• Minimal IV interventions (q4-6 IV
pain medication, MIVF weaning)
• Peripheral IV access
Level 2:
Any pt. with 3 or more level 2 indicators
consider classifying the pt. as level 3
•
•
•
•
•
•
•
•
•

•
•
•
•

+Fall risk score using Heindrich
scale
Supervised or stand-by
assistance for ambulation and
ADL activity
Comprehensive (q2-4 IV pain/
nausea management)
CBG monitoring
Drain monitoring
Lab monitoring
Fluid balance and
electrolyte management
Central line access
Advanced discharge
planning to include CM
assistance, home
evaluations for extra
assistance
Established CPAP
Isolation precautions
Telemetry monitoring with
stable rhythm
Interpreter needs

Level 3:
Any patient with 2 or more level 3
indicators, consider classifying the pt. as a
level 4.
Pts listed in this level may need to have
continuous care needs and higher level
of admission such as observation status
for 24hour stay or considered for
admission and transfer to inpatient status
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

>q4-hour VS monitoring
TPN/ lipids infusions
TF
Advanced (q1-2 IV pain/ nausea
management
PCAs, CADD, epidurals, peripheral
nerve blocks, pain ball
Tracheostomy care
Heparin gtt
Insulin gtt
Ostomy care
Bladder irrigation
Complex wound care/ dressing
changes
Critical labs values with interventions
Blood products or transfusion during
shift
Chest tubes
CIWA or Opioid withdrawal
management

Level 4:
Not permitted or appropriate to admit to this
Unit, includes, but not limited to, the
following clinical findings:
•
•
•
•
•
•
•
•

+CAM Delirium issues/ AMS
Complex psycho/ social needs
Telemetry with unstable rhythm
Patients with newly established
tracheostomies and/ or mechanical
ventilators
Lumbar/ Cardiac drains
Patients requiring IV chemotherapy
Patients dependent on staff for all
aspects of care including feeding,
toileting, bathing, turning
Patients that require more than two
staff members to simultaneously render
care on an ongoing basis

[Hospital] Medical Surgical
Patient Acuity and Intensity
Nursing assignments will be based on the Workload Acuity Score in EPIC.
The charge nurse if responsible for making patient assignments based on the acuity numbers
generated in EPIC at 0200 and 1400.
Dayshift RN Max Acuity/Intensity Score: 16
Nightshift RN Max Acuity/Intensity Score: 19
The workload acuity score may change throughout the shift. If during the shift, the total
acuity/intensity score of a nurse’s assignment exceeds the maximum acuity number it does not
place the nurse’s group out of compliance. However, it does exempt that nurse from assuming
care of new patients.
Admissions are automatically an acuity number of 3 for the first 2 hours and will be reassessed
for an acuity/intensity number for the next shift.

EPIC Workload Acuity Score
0-15
16-25
26-45
46-65
66-85
85+
Updated 8/4

Acuity/Intensity Number
1
2
3
4
5
6

Tab 4
Oregon Health Authority
(OHA) Survey Resources
OHA FAQs
OHA Sample Survey Toolkit
OHA Plan of Correction
Guidelines OHA Complaint
Intake Form

PUBLIC HEALTH DIVISION, Center for Health Protection
Health Care Regulation and Quality Improvement Section
Health Facility Licensing and Certification Program
Kate Brown, Governor

Survey & Certification Unit
800 NE Oregon Street, Suite 465
Portland, OR 97232
Voice: (971) 673-0540
Fax: (971) 673-0556
TTY: 711
http://www.healthoregon.org/hclc
mailbox.hclc@state.or.us

Hospital Nurse Staffing FAQ
The purpose of this document is to clarify issues that generate frequent questions from
around the state as Oregon implements the 2015 changes to the nurse staffing law and
the 2016 and 2017 changes to the administrative rules. Each hospital is required to
follow the laws and administrative rules currently in place.

Topics Covered in this FAQ
Hospital Nurse Staffing Committees
Nurse Staffing Plans
Overtime

Replacement Staffing
Complaints and Surveys
General Questions

DISCLAIMER: The following questions and answers are provided for
general information only and may not be relied upon for purposes of
regulatory compliance. The questions and answers are not legal advice,
and are not intended to be legally binding on the Oregon Health
Authority when conducting a survey or complaint investigation.
Hospital Nurse Staffing Committees (HNSCs)
1. Can a tech serve as the non-RN on the HNSC?
Answer: No. A tech is an employee who is trained to do practical work in a health
care setting. Techs may be trained to work in a specific unit and in some
specialties certification is available or required. Techs may provide input to unitbased committees that in turn provide input to the HNSC. The non-RN position
must be filled by an LPN or a CNA.
2. Does the hospital administration appoint the non-RN on the HNSC?
Answer: No. The selection of the non-RN position of the HNSC must be done in
accordance with OAR 333-510-0105(4)(e) and (f), depending on whether the
staff person is represented under a collective bargaining agreement. All LPNs
and CNAs who work in units covered by a nurse staffing plan must have the
opportunity to participate in the selection of the non-RN HNSC member.
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3. Is the non-RN a voting member of the HNSC?
Answer: Yes. The non-RN, who must be an LPN or CNA, is a voting member of
the HNSC.
4. Can the non-RN on the HNSC be the one who doesn’t vote if non-equal
members of the HNSC are present for a vote?
Answer: Maybe. The direct care members of the HNSC should decide together
which members will not vote if unequal numbers of direct care and nurse
manager members of the HNSC are present for a vote. The HNSC’s plan for this
eventuality may be included in the HNSC charter.
5. Who does the non-RN on the HNSC represent?
Answer: The non-RN represents the non-RNs who primarily provide direct care
services and work in units covered by nurse staffing plans. The non-RN on the
HNSC is selected in addition to the RNs.
For example: City Hospital has four units: ED, ICU, L&D, Med/Surg
Units at City
Hospital
ED
ICU
L&D
Med/Surg

Hospital Nurse Staffing Committee
Direct care members Nurse Manager members
RN Archuleta
RN Blaine
RN Camden
RN Dakota
CNA Marvel

Manager Ziya
Manager Ydstie
Manager Xiang
Manager Wyeth
Manager Vaughn

6. Is there a specific process for how nurse managers are selected to serve
on the HNSC?
Answer: No. The statute does not specify the selection method for nurse
managers. A hospital administration may determine its own process for selecting
nurse managers. Managers who are not nurses may not serve on the HNSC.
7. How are the agendas created for HNSC meetings?
Answer: The HNSC charter should specify the process for setting agendas for
HNSC meetings. When drafting the charter, the HNSC may consider whether the
chairs individually or jointly set agendas and how HNSC members and nursing
staff members at large may have input in setting the agenda.
8. Does a hospital need to release all direct care HNSC members from work in
order to allow them to attend HNSC meetings?
Answer: Yes. All direct care HNSC members working at the time of a HNSC
meeting must be released from work in order to attend the meeting.
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9. Is there a specific way a hospital needs to document the selection of HNSC
members?
Answer: No. The statute and rules describe the HNSC direct care member
selection process. Hospitals, unions, and non-unionized nursing staff units at
each hospital can determine how best to document that the selection complied
with the statute and rules.
10. Can a hospital combine multiple units for representation by a single RN on
the HNSC?
Answer: Yes. A hospital may combine similar or related working groups into a
single unit for HNSC convenience. During a survey or complaint investigation a
hospital that combines units for this purpose may be required to show how
feedback from all units is reflected in HNSC proceedings and how RNs on the
HNSC have sufficient familiarity to represent the designated groupings.
For example: Big Hospital has 10 units: CTU, ED, ICU 1, ICU 2, L&D, Med/Surg
1, Med/Surg 2, Med/Surg 3, PACU, Psych
Units at Big
Hospital
CTU
ED
ICU 1 & 2
L&D
Med/Surg 1, 2 & 3
PACU
Psych

Hospital Nurse Staffing Committee
Direct care members Nurse Manager members
RN Archuleta
Manager Ziya
RN Blaine
Manager Ydstie
RN Camden
Manager Xiang
RN Dakota
Manager Wyeth
RN Earhart
Manager Vaugn
RN Fierro
Manager Uribe
RN Gao
Manager Thatcher
CNA Marvel
Manager Sharma

11. Can separately licensed hospitals within the same hospital system share a
single HNSC to create a staffing plan for all of its hospitals?
Answer: No. Each hospital must have its own HNSC comprised of nursing staff
members and nurse managers employed at that hospital. Multiple hospitals may
bring their HNSCs together for training or collaborative problem-solving, but
plans must be formulated and voted on by only the HNSC members of the
hospital whose plan is the subject of the vote.
12. What should HNSC minutes show about the results of votes?
Answer: At a minimum HNSC minutes should state how many direct care
members and how many nurse managers voted for or against any motion.
Minutes should also reflect which members were present at the meeting and
which members participated in the vote.
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13. If there are uneven numbers of direct care staff members and nurse
manager members at an HNSC meeting can they all vote?
Answer: No. Only equal numbers of direct care and nurse manager members
vote. For example: City Hospital has four units: ED, ICU, L&D, Med/Surg
Units at City
Hospital
ED
ICU
L&D
Med/Surg

Hospital Nurse Staffing Committee
Direct care members Nurse Manager members
RN Archuleta
RN Blaine (absent)
RN Camden
RN Dakota
CNA Marvel

Manager Ziya (absent)
Manager Ydstie
Manager Xiang
Manager Wyeth (absent)
Manager Vaughn

In the scenario above three nurse managers may vote and three direct care
members may vote. The HNSC charter may specify which direct care members
will vote or the direct care members will need to decide for themselves which
members will vote.
14. Can a hospital have alternate members of the HNSC who attend and vote if
a HNSC member is absent?
Answer: Hospitals may decide to have alternate members substitute for HNSC
members. The use and authority of alternate members should be reflected in the
HNSC charter. The selection of alternate members should comply with the
regular HNSC member selection processes.
15. Are HNSC meetings open to non-members?
Answer: Yes with one exception. Any hospital nursing staff, other individuals
either an observer or presenter by invitation of either co-chair may observe a
HNSC meeting. Non-members may be briefly excluded when the HNSC is
deliberating prior to voting or actually voting.
Nurse Staffing Plans
1. Are units that operate for less than 12 hours/day covered by the nurse
staffing laws?
Answer: Yes. Any hospital inpatient and outpatient care unit is covered if the
nursing staff members in that unit primarily provide direct patient care services.
2. Do units at hospital satellites need nurse staffing plans?
Answer: Maybe. The need for a nurse staffing plan is based on whether the
nursing staff members at the location are primarily engaged in providing direct
patient care services. The location of the unit does not determine whether a
nurse staffing plan is necessary.
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3. Are teams that move around the hospital providing services required to
have a nurse staffing plan?
Answer: Maybe. If the nursing staff members in that unit regularly provide direct
patient care, then the unit must have a nurse staffing plan. If the patients served
by a mobile unit/team are assigned to and receiving direct care services from a
nursing staff member in a non-mobile unit/team while they are being treated by a
member of the mobile unit/team, the mobile unit/team is less likely to need a
nurse staffing plan.
For example: City Hospital has an IV/PICC team that is called in to the ICU to
insert a PICC line. Throughout the procedure, Patient remains in the ICU and
under the care of ICU Nurse Archuleta. Once the line is inserted the team leaves.
The IV/PICC team has performed a discrete service for Patient and if this is the
type of care this team generally provides it is unlikely that the IV/PICC team
needs a nurse staffing plan.
4. Do outpatient services require a nurse staffing plan?
Answer: Maybe. The need for a nurse staffing plan for a unit is based on whether
the nursing staff members of that unit are primarily engaged in providing direct
patient care services. HNSCs should analyze whether the nursing staff members
in an outpatient care unit are primarily engaged in providing direct patient care
services. Oregon Health Authority (OHA) surveyors will make the same analysis
when conducting a survey or complaint investigation.
5. Is a related service run by the same health system that is licensed
separately from the hospital covered by the nurse staffing regulations?
Answer: No. A service that is not covered by the hospital license is not covered
by hospital nurse staffing regulations.
Example: SuperWell Health System has a hospital license for City Hospital and
its three satellite clinics. Superwell has an In-Home Care agency license for City
In-Home Care. City Hospital and its three satellites are covered by Oregon
hospital nurse staffing regulations. City In-Home Care is not covered by Oregon
hospital nurse staffing regulations.
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Superwell Health System

Nurse Staffing

City Hospital

City In-Home Care

Rules Apply
Here

City Hospital Satellite 1

City Hospital Satellite 2

City Hospital Satellite 3

6. Does a hospital running an overflow unit need a nurse staffing plan for that
unit?
Answer: Yes. When a hospital opens an overflow unit to serve a surge of patients
the nursing staff members in that unit must be covered by a nurse staffing plan.
The staffing plan may be created solely for the overflow unit or the unit’s staff
may be covered by the staffing plan of a related unit. In all situations, the
overflow unit should be staffed to meet the health care needs of the patients
currently in the overflow unit.
For example: City Hospital opens an overflow med/surg unit to deal with a surge
in patients. The hospital could have a specific overflow unit nurse staffing plan or
the overflow unit could be covered by the regular med/surg unit staffing plan.
7. Does a hospital running an overflow unit need to maintain minimum
staffing numbers in the overflow unit?
Answer: Yes. An overflow unit that is physically remote from the unit which
provides its nursing staff members must maintain minimum staffing numbers at
the remote location whenever a patient is present at the overflow location.
8. Are nurse staffing plans required to address limitations on admission or
divert status?
Answer: Yes. Nurse staffing plans must include a formal process for evaluating
and initiating limitations on admission or going on divert status when, in the
judgment of a direct care RN or nurse manager there is an inability to meet
patient care needs or a risk of harm to patients. The statute and rules do not
prescribe a specific process; the regulations require that a formal process for
initiating limitations on admission or divert status be part of the hospital nurse
staffing plan. The hospital should document use of the formal process regardless
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of whether the specific instance when the process was used actually resulted in
limitations on admission or going on divert status.
9. How should nurse staffing plans measure acuity?
Answer: Acuity is one of the factors that must be considered in formulating a
staffing plan. Because no single acuity measurement tool applies to all patients,
nurse staffing plans should include a measurement system that best fits the
patient population cared for by the nursing staff members working under that
plan. The plan should include measurable criteria for how acuity will be assessed
for each patient and how decisions are made using measurement data.
10. Can a hospital have a matrix or grid separate from the nurse staffing plan
that determines the number of nursing staff members on a shift?
Answer: No. The nurse staffing plan must include minimum numbers of nursing
staff members required on specified shifts. These minimum staffing numbers
must be part of the plan that is approved by the HNSC. Changes to approved
minimum numbers must be considered and approved by the HNSC.
11. Which types of patient care providers are covered by the law and rules?
Answer: RNs, LPNs and CNAs who are primarily assigned to provide direct
patient care in hospitals are covered by the nursing staffing law and rules.
12. Which types of patient care providers are required for the minimum staffing
requirements?
Answer: Minimum staffing requirements can only be filled by RNs, LPNs and
CNAs unless the hospital receives a waiver from the OHA to use any other type
of staff member in lieu of nursing staff members in a specific unit or specialty.
13. Are CNAs covered by nurse staffing laws and rules when they are working
as techs?
Answer: A tech is an employee who is trained to do practical work in a health
care setting. Techs may be trained to work in a specific unit and in some
specialties certification is available or required. The nurse staffing laws and rules
apply to direct care staff members. The definition for direct care staff members is
made up of a licensure status component (RNs, LPNs and CNAs) and a job duty
component (routinely assigned to patient care units and replaced in case of
absence). Individuals who meet only half of this definition would not be covered
by the rules. If the tech is not required by the hospital to have CNA certification,
then the tech would not be covered by the nurse staffing laws and rules.
14. Are RN care coordinators part of the direct care staff covered by nurse
staffing rules?
Answer: Maybe. Whether any specific nursing staff member or unit is covered will
depend on an analysis of the duties typically performed by that nursing staff
member or unit. OHA surveyors consider both the licensure status component
and whether nursing staff members are primarily engaged in providing direct

Revised 01/05/2018

Hospital Nurse Staffing FAQ
Page 8 of 17

patient care services when looking at whether a nursing staff member or unit is
covered by the nurse staffing rules.
15. Can an advance practice nurse (CRNA, NP, CNM, or similar) count as one
of the nursing staff members to maintain minimum staffing numbers in a
unit?
Answer: Yes. An advance practice RN can qualify as one of the nursing staff
members when that advance practice RN is
• assigned to provide direct patient care in the capacity of a nursing staff
member in accordance with the job description for that unit; and
• the advance practice RN has the experience, qualifications and
competencies to work as a nursing staff member in that unit.
During the time the advance practice RN is working as a nursing staff member,
the advance practice nurse
• May not work as a member of the medical / allied health staff;
• Functions as a member of the nursing staff
• Is under the direction of the nurse managers; and
• Should not perform services that require advance practice licensure.
16. Does the HNSC send its annual plan review report to the OHA? To the
NSAB?
Answer: No. The HNSC should send its annual plan review to the hospital
administration. OHA surveyors may request a copy of the annual plan review as
part of a survey or complaint investigation.
17. Can a staffing plan incorporate a professional organization’s
recommendations for nurse staffing if that professional organization is not
a nursing organization?
Answer: A hospital nurse staffing committee is required to have a staffing plan
that is consistent with nationally recognized evidence-based standards and
guidelines established by professional nursing specialty organizations if such
standards exist. A committee may also consider relevant nurse staffing standards
from other professional medical organizations. In some specialties there are no
nursing specialty organizations, and medical organizations may provide the only
relevant standards. In other situations, nursing specialty organizations and
medical organizations may both provide relevant nationally recognized evidencebased standards. When considering or adopting any standards, the hospital
nurse staffing committee should document what standards were considered and
why the selected standards were adopted. If no organization’s standards are
adopted the hospital nurse staffing committee should document efforts to find
relevant standards and reasons any relevant standards were not adopted.
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18. Can a nurse staffing plan use a break coverage system in which an on-duty
nursing staff member takes on the patients or any patient care duties of
another on-duty nursing staff member during a break?
Answer: Maybe. The nurse staffing plan must consider tasks not related to
providing direct care, including meal breaks and rest breaks. The plan can
include using on-duty nursing staff members to cover for breaks if the number of
nursing staff members on duty in a unit remains at or above the minimum
number established by the nurse staffing plan throughout the break. The hospital
violates the nurse staffing plan if the number of on-duty nursing staff members
falls below the minimum number established in the plan during the break. The
viability of a break coverage system is determined by whether the coverage
complies with the unit’s nurse staffing plan, and not whether a covering nursing
staff member takes on some or all of the other nursing staff member’s patient
care duties.
For example: The unit B-6 nurse staffing plan states that the minimum number of
nursing staff members for a specific 12-hour shift is 4 RNs and 2 CNAs. Nurse
Camden and Nurse Dakota are working that 12-hour shift with 2 other RNs and 2
CNAs. Nurse Dakota takes on Nurse Camden’s patients during Camden’s break.
During the break the unit has only 3 RNs and 2 CNAs. The unit does not have
the minimum staffing required under its nurse staffing plan during Camden’s
break. The unit could be cited for failure to staff according to the plan during a
survey or complaint investigation.
19. When formulating a nurse staffing plan, can HNSCs consider factors not
listed in OAR 333-510-0110?
Answer: Yes. HNSCs may consider additional factors. HNSC minutes should
document the additional factors that were considered and also document
consideration of the factors required in the administrative rules.
Overtime

DISCLAIMER: The overtime questions and answers are provided for
general information only and may not be relied upon for purposes of
regulatory compliance. Determining what is or is not mandatory
overtime is very fact specific and may involve a review of applicable
collective bargaining agreements. The nurse staffing rules do not create,
preempt, or modify any collective bargaining agreement. The questions
and answers are not legal advice, and are not intended to be legally
binding on the Oregon Health Authority when conducting a survey or
complaint investigation.
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When used in this section the phrase “call shift” refers to set period of
time included in a nursing staff member’s schedule when the nursing
staff member is required by the hospital to report for work when
summoned by the hospital. A nursing staff member may or may not be
required to be at the hospital while waiting to be summoned for work.
1. What are the maximum number of hours a hospital can require nursing
staff members:
Answer: Under OAR 333-510-0130(2), a hospital may not require a nursing staff
member to work:
•
Beyond the agreed-upon and prearranged shift, regardless of shift length;
•
More than 48 hours in any hospital-defined work week;
•
More than 12 hours in a 24-hour period;
•
During the 10-hour period immediately following the 12th hour worked
during a 24-hour period. This work period begins when the nursing staff
member begins a shift; or
•
During the 10-hour period immediately following any agreed-upon and
prearranged shift in which the nurse worked more than 12 hours in a 24hour period.
2. What is mandatory overtime under the nurse staffing laws?
Answer: Under OAR 333-510-0002(7), mandatory overtime is any time that
exceeds the maximum number of hours a hospital requires a nursing staff
member to work, as described in OAR 333-510-0130(2). Overtime that is agreedupon and prearranged is not treated as mandatory overtime.
3. Can a hospital get a waiver to authorize mandatory overtime if it is
necessary for safe patient care?
Answer: No. Hospitals can only get waivers of nurse staffing plan requirements
described in OAR 333-510-0110; the law does not give the OHA the authority to
temporarily or permanently waive mandatory overtime limitations.
4. Does the implementation of its facility disaster plan allow a hospital to
require nursing staff members to work mandatory overtime?
Answer: Maybe. ORS 441.166(8)(a) and OAR 333-510-0130(10)(a) state that
mandatory overtime rules do not apply “In the event of a national or state
emergency or circumstances requiring the implementation of a facility disaster
plan.” The OHA has narrowly interpreted “circumstances requiring
implementation of a facility disaster plan” to include only those events that are
equivalent to a disaster for the given facility. A disaster is a calamitous event,
especially one that occurs suddenly and causes a great loss of life, damage or
hardship. A hospital that implements its facility disaster plan in response to a
lesser event is still subject to mandatory overtime limits.
Examples of such circumstances include:
• An event that causes an overwhelming and prolonged increase in a unit’s
patient population. An overwhelming increase is one that significantly
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5.

6.

7.

8.

9.

exceeds the maximum census contemplated by both the nurse staffing
plan and the hospital’s Plan for Provision of Patient Care Services, Scope
of Services, or similar document;
• An unexpected and prolonged hospital-wide power outage during which
the hospital does not have use of a generator or backup power source; or
• An unexpected and prolonged systems failure that interrupts access to
electronic health records (e.g., a ransomware attack).
If a hospital delays the start of the shift, but the length of the shift remains
the same, are the hours after the shift was originally supposed to end
mandatory overtime?
Answer: Maybe. The original beginning and end times of the shift as well as the
length of shift are the agreed-upon and prearranged shift. A nursing staff member
may agree to change the hours of his/her shift to accommodate the hospital’s
request. If the nursing staff member agrees to change the beginning and end
times of the shift and maintain the length of shift, then the new hours become the
agreed-upon and prearranged shift.
If on-call, standby, or call back time is agreed upon by the nursing staff
member and the hospital, do the maximum hour requirements apply?
Answer: No. The maximum daily hour requirements do not apply to hours worked
during agreed-upon and prearranged shifts.
Is there a maximum number of hours of voluntary overtime that a nursing
staff member may take on?
Answer: No. The nurse staffing law does not include a limitation on voluntary
overtime that a nursing staff member may take on.
What is the maximum time allowed for a prescheduled shift?
Answer: If the unit allows nursing staff members to select from shift lengths that
include shifts of 12 hours or less in addition to the shifts that are in excess of 12
hours, then longer shifts are likely not required and would not violate the
maximum daily hours. An agreed-upon and prearranged shift can be any length
provided that nursing staff members have the option of selecting shifts that
comply with the hour limits in both statute and rule.
For example: A unit has both 10-hour and 14-hour shifts as standard options; any
nursing staff member can select either 10 or 14-hour shifts. The 14-hour shifts do
not violate the regulations in this unit. If a unit only has 14-hour shifts, then the
shifts would violate the maximum daily hour requirements.
What proof do hospitals need to show that shifts are prearranged?
Answer: A nurse staffing schedule will generally provide evidence that a
schedule was prearranged and should include evidence of agreement of the
nursing staff members. Changes to a written schedule should:
• Be in writing;
• Indicate when the change was made; and
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•

Show acceptance of the change by the nursing staff member(s) whose
schedule has been changed prior to the beginning of the changed shift.
10. Should hospitals track voluntary shift pickups?
Answer: Yes. Hospitals should track these pickups for purposes of determining
how much voluntary overtime was worked and considering that overtime in the
annual plan review.
11. What is the meaning of “at the end of the current shift” for purposes of
determining when a hospital may require an additional hour of work due to
a staff vacancy in the next shift?
Answer: The agency has not defined “at the end of the current shift.” HNSCs may
set hospital or unit standard definition. If these situations are reviewed as part of
a survey or complaint, surveyors determine the reasonableness of a definitions
by considering when the hospital became aware of the vacancy, efforts the
hospital made to fill the vacancy both before and after requiring the additional
hour of work, and how often the hospital requires an additional hour of work due
to a staff vacancy or potential harm to a patient.
12. Is all overtime voluntary if it occurs as a result of a call shift when the
nursing staff member agreed to take a position in a unit that requires call?
Answer: No. Whether specific overtime is voluntary depends on whether the time
actually worked occurred during the hours of the agreed-upon and prearranged
call shift.
13. When is a nursing staff member eligible to claim the 10-hour rest period
after 12 hours of work?
Answer: The 10-hour rest period follows the end of the shift that included the 12 th
hour of work.
For example: Nurse Dakota works a 10-hour shift from 0800 to 1830 and then
works an agreed-upon and prearranged call shift. During the call shift Dakota is
called in at 2200 and works for 2 hours. Dakota can claim the 10-hour rest period
after completing the call shift.
14. Does a nursing staff member need to use Paid Time Off / Earned Time Off
or other compensated time for the 10-hour rest period?
Answer: The nurse staffing statutes are silent on this issue. Nursing staff
members covered by a collective bargaining agreement may have contract
provisions that address this issue.
15. When does the 24-hour period begin for a nursing staff member who is
called in from the call schedule after working the day shift?
Answer: The 24-hour period begins when the nursing staff member begins any
shift or call response.
For example: Nurse Camden works a 10-hour shift from 0800 to 1830 and then is
on call. Camden is called in at 2200 and works for 2 hours. The 24-hour period
began at 0800 and Camden has worked 12 hours in the 24-hour period.
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16. Does the 24-hour period for counting hours worked restart when a nursing
staff member leaves the hospital?
Answer: No. The 24-hour period does not restart if the nursing staff member
leaves the hospital.
Example: At City Hospital Nurse Blaine works an eight hour shift from 0800 to
1630 and then goes home. Blaine is on call after her shift from 1630 to 0800. At
2100 Blaine responds to call and works for four hours until 0100. Blaine has now
worked 12 hours in the 24-hour period beginning at 0800. Blaine can claim the
10-hour rest period after the call shift ends.
17. Should hospitals postpone elective procedures during a weather
emergency to avoid forcing nursing staff to work mandatory overtime?
Answer: The determination of whether to postpone elective procedures during a
weather emergency involves a variety of factors, including the risks of mandatory
overtime. The OHA expects hospitals to make decisions in emergency situations
based on an individual analysis of circumstances in order to prioritize patient
safety.
Replacement Staffing
1. Where does the list of replacement staff have to be posted?
Answer: The replacement staff list should be accessible to the individuals who
are responsible for using the list to obtain replacement staff.
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2. Does the list of replacement staff have to include the names of nursing
staff members who work for staffing agencies the hospital uses?
Answer: No. If the hospital uses staffing agencies to provide replacement staff,
the list can include the contact information for the staffing agency rather than
individual nurses who may be provided as replacements by the staffing agency.
3. Do the rules say who has to contact replacement staff in the event of a
vacancy?
Answer: No. The nurse staffing rules do not specify who must obtain replacement
staff. Hospitals will set up a replacement staffing process based on hospital size
and administrative practices. The hospital-wide nurse staffing plan can include
the replacement process or reference the location of the replacement process
among general hospital policies and procedures.
Complaints and surveys
1. Does the OHA evaluate nurse staffing complaints before an on-site
investigation?
Answer: Yes. OHA surveyors review the complaint and seek any additional
information they need. Once surveyors have a completed complaint intake, they
consider whether the complaint, if true, would raise the possibility that a nurse
staffing regulation was violated. Surveyors will only proceed with a nurse staffing
complaint investigation if the complaint indicates that there are nurse staffing
regulations at issue.
2. Are HNSC co-chairs interviewed for all surveys?
Answer: Yes. Co-chair interviews are required for surveys.
3. Are HNSC co-chairs interviewed for all complaint investigations?
Answer: No. Surveyors interview an HNSC co-chair during a complaint
investigation if the surveyor determines that the co-chair may have information
relevant to the specific facts of the complaint.
4. What happens if an HNSC co-chair is not present when surveyors are at a
hospital for a survey?
Answer: Beginning in 2017 surveyors will provide hospitals and HNSC co-chairs
with notice three business days before a survey begins. If a co-chair is
unavailable during a survey, the surveyor will arrange to interview an alternate
designated for that purpose by the absent co-chair or will interview the co-chair at
a later date.
5. What rules do surveyors apply to investigations of incidents that occurred
prior to nurse staffing law/rule changes?
Answer: New administrative rules took effect on July 1, 2016. New nurse staffing
plans must be in place by January 1, 2017. Surveyors use the rules that were in
place at the time of an incident when conducting a complaint investigation. For
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incidents that occurred prior to July 1, 2016, surveyors apply the rules that were
in place prior to the 2016 rules changes.
6. Do complaint investigations impact the timing a standard survey? Do
standard surveys impact the timing of a complaint investigation?
Answer: Complaint investigations occur following a specific complaint made to
the OHA. Standard surveys are randomized to occur once in a three-year cycle.
Having a complaint investigation in any given year does not change the likelihood
of the hospital having a standard survey in the same year.
7. Which complaints go to OHA? Which complaints go to OSBN?
Answer: Complaints regarding the action of a hospital should be made to the
OHA. Complaints regarding the nursing practice of an individual nursing staff
member should be made to the Oregon State Board of Nursing (OSBN). OHA
investigates complaints regarding nurse staffing in hospitals. The agency has
jurisdiction over hospitals. The OHA does not license or govern individual nursing
staff members or nurse managers. The OSBN licenses and has jurisdiction over
individual nursing staff members and nurse managers. The OSBN ensures that
its licensees practice in accordance with the limits of the Nurse Practice Act and
other applicable state and federal laws, rules, and regulations. The OHA and the
OSBN will refer complaints to one another as appropriate. In some situations,
both the OHA and the OSBN have a basis to investigate; in those circumstances
both agencies will investigate and may share information and resources as
needed.
General Questions
1. Can nurse staffing records be kept in electronic format using nurse staffing
software?
Answer: Yes. Records must be accessible to hospital administration and
retrievable for a survey or complaint investigation.
2. Are hospitals required to notify the OHA of an emergency circumstance
requiring either use of mandatory overtime or suspension of the nurse
staffing plan altogether?
Answer: No. Hospitals are not required to notify the OHA of mandatory overtime
or suspensions of the nurse staffing plan at the time those incidents occur. OHA
surveyors may request information about these incidents as part of a nurse
staffing audit or complaint investigation.
3. Are nurse staffing waivers that were granted under the old law still in
effect?
Answer: No. Waivers issued prior to 2015 changes to the law expired on or
before January 1, 2017. Any hospital seeking a waiver of one or more aspects of
the nurse staffing plan requirement must submit a new waiver request to the
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OHA. Waiver request forms are available on the OHA nurse staffing website and
can be submitted to mailbox.hclc@state.or.us.
4. How can a hospital get a waiver?
Answer: In order to request a waiver a hospital must
• Notify its hospital nurse staffing committee that the hospital intends to
submit a waiver request to the OHA; and
• Submit a waiver request to the OHA.
The waiver must explain:
• Why the hospital is seeking the waiver; and
• Why the waiver is necessary for the hospital to meet patient care needs.
After receiving the request the OHA will determine whether the request fits within
the guidelines of the rule and statute and then grant or deny the waiver as
appropriate.
5. What does a waiver cover?
Answer: A waiver is available for any of the nurse staffing plan requirements as
described in ORS 441.155 and OAR 333-510-0110. Waivers are not available for
other nurse staffing statutory or rule requirements.
6. How many waivers can a hospital get?
Answer: A hospital may request waivers for any number of units in a single
waiver request. For each unit to be covered by a waiver the hospital must
explain:
• Why the hospital is seeking the waiver; and
• Why the waiver is necessary for the hospital to meet patient care needs.
7. What is the wording of the complaint and retaliation notices required under
OAR 333-510-0045?
Answer: The notices must summarize the law and include any contact
information required under the rules or statute. The agency has not drafted
sample language. Hospitals are encouraged to collaborate and share resources
to draft compliant postings.
8. What does the Nurse Staffing Advisory Board (NSAB) do?
Answer: NSAB members are appointed by the governor to
• Provide advice to the OHA on the administration of Oregon's nurse
staffing laws;
• Identify trends, opportunities and concerns related to nurse staffing;
• Make recommendations to the OHA on the basis of those trends,
opportunities and concerns; and
• Review the enforcement powers and processes under Oregon's nurse
staffing laws.
NSAB members meet quarterly to fulfill these duties. Their meeting schedule,
agendas, and minutes from prior meetings are available at
www.healtheoregon.org/nursestaffing.
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9. Who are the OHA mediators if a Hospital Nurse Staffing Committee (HNSC)
reaches an impasse?
Answer: Mediators are chosen from a list of certified professional mediators who
have been vetted by the Oregon Department of Justice.
If you have additional questions about nurse staffing, please send them to
mailbox.hclc@state.or.us.

If you need this information in an alternate format,
please call our office at (971) 673-0540 or TTY 711.
Revised 01/05/2018

SAMPLE
Nurse Staffing Survey Tool
Kit
Including:
SAMPLE 3-business day notice to hospital administrator and HNSC
Co-Chairs
SAMPLE Needs List
Plan of Correction Guidance
Time Block Selection Posting
Survey Tool
Replacement Staffing List Review
HNSC Charter Review
HNSC Composition Review
HNSC Meeting Review HNSC
Cochair Interview Written
Staffing Plan Review Annual
Staffing Plan Review Staffing
Data Review
Replacement Staffing Usage Review
Maximum Hour Review
Personnel Survey Tool
Personnel Survey Tool Document List
Nurse Staffing Workbook
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Health Care Regulation and Quality Improvement
800 NE Oregon Street, Suite 465
Portland, Oregon 97232
971-673-0540
971-673-0556 (Fax)
April 6, 2017
SENT VIA EMAIL AND REGULAR MAIL
William Worrall Mayo
Hospital Administrator
Healthytown Hospital
1234 Healthy Way
Wellness, Oregon 97777
Edith Cavell
Nurse Staffing Committee Co-chair
Healthytown Hospital
1234 Healthy Way
Wellness, Oregon 97777
Lenah Higbee
Nurse Staffing Committee Co-chair
Healthytown Hospital
1234 Healthy Way
Wellness, Oregon 97777
RE: Nurse Staffing Survey Notice
Dear Mr. Mayo, Ms. Cavell, and Ms. Higbee:
On April 11, 2017 our office will begin a nurse staffing survey at Healthytown Hospital in accordance
with the requirements of Oregon Administrative Rule 333-501-0035. Surveyors will arrive at the
hospital at 9:00 AM to begin the survey and surveyors will leave the hospital by 5:00 PM each day
they are on-site.
When surveyors arrive at the hospital, they will identify themselves and meet with the hospital
administration to describe the survey process and request documents. A full needs list will be
provided at that meeting. Please prepare for this meeting by gathering the documents in the attached
list and provide the listed documents when surveyors arrive at the hospital.
During their time on site, surveyors will need to interview the hospital nurse staffing committee
co-chairs Ms. Cavell and Ms. Higbee. The survey will also include a review of relevant records
and interviews of any other person(s) surveyors deem necessary to determine compliance.
Further information about the nurse staffing survey process and sample survey tools are
available at www.healthoregon.org/nursestaffing.
SAMPLE Nurse Staffing Survey Tool Kit

If you have questions or concerns about the logistics of the survey, you may contact our office
at (971) 673-0540.

Sincerely,
Lisa Finkle
Nurse Staffing Advisory Board Specialist

SAMPLE Nurse Staffing Survey Tool Kit

Nurse Staffing Entry List
Provide these items when surveyors arrive at the hospital.
1. The hospital’s scope of services or provisions of patient care services
document that identifies all services provided by the hospital with
each service that has a nurse staffing plan in effect highlighted or
otherwise identified with a notation or asterisk.
2. Hospital and Nursing Department organizational charts reflecting all
services.
3. Current campus map and, if available, map of off-campus locations.
4. List of hospital patient care areas, inpatient and outpatient units,
including on-campus locations and off-campus satellite locations,
where nursing services are provided. For each unit include:
•

Scope of service,

•

Number of beds and number of patient treatment areas,

•

Shift hours,

•

Any hospital-wide nurse staffing plans used during the past 12
months,

•

List of locations where nurse staffing plans are used,

•

Any unit nurse staffing plans used during the past 12 months,

•

List of units which utilize a call program for hours the unit does not
normally operate, and

•

Contact information for the nurse manager.

5. List of all key administrative and management staff, including titles.
6. All policies and procedures related to hospital nurse staffing services.
7. Any policy regarding nurse education and training hours.
8. Any policy regarding mandatory overtime.
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Received

9. Any policy regarding the process for evaluating and initiating limitations
on admission or diversion of patients to another hospital.
10. The hospital nurse staffing committee charter.
11. Nurse staffing committee roster or membership list, including:
•

Titles,

•

Indication of whether members are managers or direct care
nursing staff,

•

Each direct care members’ specialty or unit, and

•

The list should reflect NSC memberships during the past 12 months
with NSC members’ start/stop term dates and a description of how
each direct care member was selected for the committee. Provide
this information at the time of the NSC review that will occur
during the survey.

12. Hospital nurse staffing committee meeting minutes from all meetings
held during the past 12 months.
13. Copies of all complaints filed with the hospital nurse staffing committee
during the past 12 months.
14. Any reports issued by hospital nurse staffing committee during the past
24 months.

SAMPLE Nurse Staffing Survey Tool Kit

PUBLIC HEALTH DIVISION, Center for Health Protection Health
Care Regulation and Quality Improvement Section
Health Facility Licensing and Certification Program
Kate Brown, Governor

Nurse Staffing Full Survey
Needs List
Facility Name:
Entrance Date:
Surveyors:

Survey & Certification Unit
800 NE Oregon Street, Suite 465
Portland, OR 97232
Voice: (971) 673-0540
Fax: (971) 673-0556
TTY: 711
http://www.healthoregon.org/hclc
mailbox.hclc@state.or.us

Entrance Conference
1. Introduction of surveyors Meeting
2. attendance sign in sheet Purpose
3. and scope of survey:
a. Projected timeline
i. On-site hours 0900 to 1700
b. Survey process to include
i. Co-chair interviews
ii. Nursing Staffing Committee review with hospital staff
iii. Selected specialty/unit reviews with hospital staff
iv. Surveyor/team review periods without hospital staff
c. Closing
i. Review of next steps
4.

Notice of Nursing Staffing Audit/Survey posting

5.

Nursing Staff Member Interview using Surveymonkey distribution and
management

6.

Co-Chair interview schedule to be determined after entrance

7.

Identification of primary contact person(s) for surveyors. Contact person(s):

8.

Provisions for copies or printing of documents to be made as requested. Contact
person:

9.

Request for place to work with adequate table space and accommodations for
privacy
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10. Hospital’s payroll/timekeeping work week – day/time through day/time: provide
a copy of Time Block Selection
11. Questions
Provide these items when surveyors arrive at the hospital.
1. The hospital’s scope of services or provisions of patient care services
document that identifies all services provided by the hospital with
each service that has a nurse staffing plan in effect highlighted or
otherwise identified with a notation or asterisk.
2. Hospital and Nursing Department organizational charts reflecting all
services.
3. Current campus map and, if available, map of off-campus locations.
4. List of hospital patient care areas, inpatient and outpatient units,
including on-campus locations and off-campus satellite locations,
where nursing services are provided. For each unit include:
•

Scope of service,

•

Number of beds and number of patient treatment areas,

•

Shift hours,

•

Any hospital-wide nurse staffing plans used during the past 12
months,

•

List of locations where nurse staffing plans are used,

•

Any unit nurse staffing plans used during the past 12 months,

•

List of units which utilize a call program for hours the unit does not
normally operate, and

•

Contact information for the nurse manager.

5. List of all key administrative and management staff, including titles.
6. All policies and procedures related to hospital nurse staffing services.
7. Any policy regarding nurse education and training hours.
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Received

8. Any policy regarding mandatory overtime.
9. Any policy regarding the process for evaluating and initiating limitations on
admission or diversion of patients to another hospital.
10. The hospital nurse staffing committee charter.
11. Nurse staffing committee roster or membership list, including:
•

Titles,

•

Indication of whether members are managers or direct care
nursing staff,

•

Each direct care members’ specialty or unit, and

•

The list should reflect NSC memberships during the past 12 months
with NSC members’ start/stop term dates and a description of how
each direct care member was selected for the committee. Provide
this information at the time of the NSC review that will occur
during the survey.

12.Hospital nurse staffing committee meeting minutes from all meetings
held during the past 12 months.
13. Copies of all complaints filed with the hospital nurse staffing committee
during the past 12 months.
14. Any reports issued by hospital nurse staffing committee during the past 24
months.

Complete or provide these items within 2 hours of the end of the
Entrance Conference:
15. Post the “Notice of Nurse Staffing Audit/Survey” in a location(s) visible
to nursing staff members. The notice includes the Nursing Staff Member
Survey Interview link posting.
16. Nursing staff work schedules to reflect who worked each day/shift for
the past 3 months for each selected specialty/unit.
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Completed
/ Received

17. List of all employees and contacted RNs, LPNs and CNAs who worked
during the past three months to include name, position/title and
hire/start date for each selected specialty/unit.
NOTE: A nursing staff member list will be generated by surveyors upon receipt of items 16
and 17 above. It will include the sample of nursing staff members from each specialty/unit
for whom timekeeping and qualifications and competencies will be reviewed during the time
set for specialty/unit review that will occur during the survey.
Provide these items for each specialty/unit to be reviewed at the time of the
specialty/unit review. This review will be scheduled during the survey.
18. Timesheets and timecards or timekeeping documentation showing actual
hours worked for ALL NSMs for the selected payroll work weeks for each
selected specialty/unit.
19. Shift reports/assignment documents that show actual NSM patient
assignments for all shifts during the selected work weeks for each
selected specialty/unit.
20. Documentation showing meal and break coverage for NSMs to ensure
compliance with the NSP for all shifts during the selected work weeks
for each selected specialty/unit.
21. Documentation showing the hospital’s process for obtaining replacement
nursing staff for each selected specialty/unit.
22. Documentation of any variance between the staffing on the original work
schedule and actual staffing on the shifts for the selected work weeks
for each selected specialty/unit.
For each of those variances provide documentation showing whether
nursing staff was replaced, nursing staff worked voluntary overtime,
nursing staff worked mandatory overtime, nursing staff worked short,
or how patient needs were met during that shift.
23. Documentation showing all 10-hour rest periods claimed for the
selected work weeks for ALL NSMs for each selected specialty/unit.
24. Documentation showing the hospital’s efforts to obtain replacement
nursing staff any time replacement nursing staff was used or
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sought for the selected work weeks for each selected specialty/unit.
25. The hospital’s current list of on-call (replacement) nursing staff or
staffing agency contacts used to obtain replacement nursing staff for
each selected specialty/unit.
Include documentation showing when and how the on-call list was
updated within the past 6 months.
26.A copy of any policy regarding on-call hours for each selected
specialty/unit.
27. Documentation showing whether NSMs’ on-call hours require NSMs
to be on the hospital premises for each selected specialty/unit.
28. Documentation showing ALL overtime worked by any and all NSMs for the
selected work weeks for each selected specialty/unit.
29. Documentation showing all mandatory overtime worked by any NSMs in
the past year for each selected specialty/unit.
30. Documentation showing any additional hours worked by NSMs within
the past year due to staff vacancies that became known in the preceding
shift or due to potential harm to a patient if a NSM left the assignment
or transferred care to another NSM.
31. Documentation of any instance in which the hospital limited
admissions or diverted patients to another hospital within the past
year for each selected specialty/unit.
32. A list of all licensure, qualifications, certifications, orientation
documents, initial and annual competency documents for each
category of NSM as required by the hospital. Attached
blank/uncompleted job descriptions, orientation checklists/tools,
and all initial and annual competency checklists/tools that
correspond to the list for each selected specialty/unit.
33. Documentation showing all qualifications met, orientation provided,
competencies demonstrated and training completed for the selected
NSMs for each selected specialty/unit.
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Provide this items on Day 2 of the survey.
34. Documentation showing any additional hours worked by nursing staff
members within the past 2 years due to a national or state
emergencies or circumstances requiring the implementation of a
facility disaster plan, including documentation showing the nature and
extent of the emergency or circumstances requiring implementation of
the facility disaster plan.

Other documents and records may be requested.

If you need this information in an alternate format,
please call our office at (971) 673-0540 or TTY 711.
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PUBLIC HEALTH DIVISION, Center for Health Protection Health
Care Regulation and Quality Improvement Section
Health Facility Licensing and Certification Program
Kate Brown, Governor

Survey & Certification Unit
800 NE Oregon Street, Suite 465
Portland, OR 97232
Voice: (971) 673-0540
Fax: (971) 673-0556
TTY: 711
http://www.healthoregon.org/hclc
mailbox.hclc@state.or.us

Nurse Staffing Survey and Complaint
Investigation Reports: Plan of
Correction Guidance
This memo provides additional information about Health Facility Licensing &
Certification (“Agency”) reports and the Plans of Correction described in Oregon
Administrative Rules (OAR) 333-501-0035 and 333-510-0040.
Topics covered include:
What happens after a survey or complaint investigation?
About Plans of Correction;
Plan of Correction Review; and Preparing for
surveys and complaint investigations.
What happens after a survey or complaint investigation?
The hospital and nurse staffing committee cochairs receive a written report
documenting any noncompliance. Each citation includes the legal standard, a
deficiency statement and findings of fact that support the noncompliance
determination.
Key Facts:
• The agency issues a nurse staffing survey or complaint investigation
report no more than 30 business days after the survey closes.
• The agency sends the report to the hospital administrator and both
cochairs of the hospital nurse staffing committee.
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Nurse Staffing Survey and Complaint Investigation Reports: Plan
of Correction Guidance

• The report includes a cover letter that explains whether the hospital is
required to submit a plan or correction after receiving the agency’s report.
About Plans of Correction:
A hospital must write a Plan of Correction (POC) if the agency’s nurse staffing
survey or complaint investigation report identifies noncompliance. If you are
having problems completing the POC before the deadline, please contact the
surveyor for a possible extension.
Key Facts:
• The hospital must submit a POC no more than 30 business days after it
receives the agency’s report.
• The POC must include the first page of the agency’s report. This page
must be signed by the hospital administrator.
• The hospital may involve the nurse staffing committee to assist in
finding and implementing solutions to the deficiencies.
• The POC must respond to each deficiency identified in the agency’s
report. Each response should include:
1. A detailed description of how the hospital plans to correct the
deficiency identified in each deficiency statement;
2. A description of how the hospital will implement the plan to correct the
deficiency;
3. A timeline or date by which the hospital expects to implement the
corrective actions;
4. The description of monitoring procedure(s) that the hospital will
perform to prevent a recurrence of the specific deficiency identified;
and
5.
The title of the person who will be responsible for implementing the
corrective actions described.
• The POC should not attempt to disprove the findings.
• The POC should not restate a statute or administrative rule as the
proposed solution.

Page | 2
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of Correction Guidance
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Nurse Staffing Survey and Complaint Investigation Reports: Plan
of Correction Guidance

Plan of Correction Review:
The agency issues a written determination stating whether the hospitals POC is
sufficient no more than 30 business days after receiving it. If the agency does
not approve the hospital’s POC, the hospital must submit a revised POC no
more than 30 business days after receiving the agency’s determination.
If the agency approves the hospital’s POC, the hospital must implement the
approved POC no more than 45 business days after receiving the agency’s
determination.
Preparing for surveys and complaint investigations
There are many ways to prepare for surveys and complaint investigations. Some
successful short-term solutions include:
• Gather documents that are not-unit specific (i.e. hospital nurse
staffing committee minutes, charter, roster, hospital-wide nurse
staffing plan, etc.);
• Confirm hospital nurse staffing committee cochair availability for
interviews;
• Designate a space that surveyors can use as a work area while they are
on-site; and
•
Schedule post-survey and post-report debrief meetings with the
hospital nurse staffing committee.
Some successful long-term solutions include:
• Orient hospital nurse staffing committee members using archived
webinars at www.healthoregon.org/nursestaffing;
• Run a mock survey using the survey tools available at
www.healthoregon.org/nursestaffing;
• Contact the nurse staffing team with any nurse staffing questions; and
• Document compliance with nurse staffing requirements.
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Time Block Selection

Hospital Nurse Staffing Data Review Instructions
For each unit surveyed you will review data for three specific blocks of time. The survey
sample will include one block from each of the categories below.

If a unit does not operate in all categories, choose three blocks from
categories when the unit does operate.
If a unit operates only sporadically in one category, make sure to select a block
of time when the unit did operate during that category.
Blocks
1
2
3
4
5

6
Unit
Example: NICU

Revised 10.17.2017

Category A
6:00 AM - 9:00 AM
7:00 AM - 10:00 AM
8:00 AM - 11:00 AM
9:00 AM - 12:00 PM
10:00 AM - 1:00 PM
11:00 AM - 2:00 PM

Category B
3:00 PM - 6:00 PM
4:00 PM - 7:00 PM
5:00 PM - 8:00 PM
6:00 PM - 9:00 PM
7:00 PM - 10:00 PM
8:00 PM - 11:00 PM

Timekeeping/Payroll Weeks Date selected

10/15/17 -10/21/17

8/22/17

SAMPLE Nurse Staffing Survey Tool Kit

Category C
12:00 AM - 3:00 AM
1:00 AM - 4:00 AM
2:00 AM - 5:00 AM
3:00 AM - 6:00 AM
4:00 AM - 7:00 AM
5:00 AM - 8:00 AM
Block selected
B3

Oregon Health Authority
Nurse Staffing Team

Nurse Staffing - Posting Survey Tool
Facility

Page

of
#

Reviewed with
Start time
Stop time
Posting
Complaint
Notice

Date
Surveyor #
Specifications

Locations
observed

Online
Date
observed
?

Standard
met?

● Summarizes provisions of

ORS 441.152-441.177

X

● Visible to the public
● Includes OHA's complaint

phone #, email address,
and website address
AntiRetaliation
Notice

total pages

Yes
No

● Summarizes provisions

of ORS 441.181, 441.183,
441.184, and
● Clearly visible
● Posted where notices to

Yes
No

employees and applicants
for employment are
customarily displayed

Replacemen t ● Post a list of on-call
nursing staff or staffing
Staffing
agencies to provide
replacement staff

Yes
No

● Sufficient to provide

replacement nursing staff
OT Policy

● Mandatory OT policy

readily available &
provided to new NS
members

Yes
No

Is the standard met?

Revised 05.05.2017
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Yes

No

Oregon Health Authority
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Replacement Staffing List Review
Facility
Reviewed with
Unit

Date

Page

Start time
Surveyor #

Stop time

Central list
Yes
No Date of List
Unit list
Yes
No Date of List
If there is a Central list and a Unit list, are the names on the list the same?
If there is more than one list, how are the various lists
utilized?
Written update policy
Yes
No Comments:
Evidence of updates in
accordance with policy

Yes

No

Comments:

Yes

No

Date of Last Update:

off-duty employees

Yes

No

non-employees

Yes

No

staffing agencies

Yes

No

Yes

No

Evidence of updates

of
#

total pages

Yes

No

Yes

No

Comments:

List includes:

other:
Evidence of efforts to add
names to list

Comments:

Is the standard met?

Revised
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Hospital Nurse Staffing Committee Charter Review
Page

Facility

of
#

Reviewed with
Start time
Stop time
Charter Provided
How meetings are scheduled
How agendas are determined

total pages

Date
Surveyor #
Yes
No Charter Approval Date:
Charter States:
Yes

No

Yes

No

Yes
How members are notified of meetings
No
Yes
How decisions are made
No
Yes
Who particpates in decisionmaking
No
Yes
How input from specialties/units is
No
How HNSC monitors, evaluates and modifies plan (i.e. annual review)
Charter or cochairs should confirm: HNSC members are released
from assignments to attend HNSC meetings
Charter or cochairs should confirm: HNSC members are paid for
HNSC meeting time
Description:
Charter or cochairs should
define: How units are counted
and defined for purposes of
being represented on the
Description:
Charter or cochairs should
define: How units are counted
and defined for purposes of
having a plan
Attach a list of locations where nursing services are regularly
performed. Are all locations represented on the HNSC?

Yes

No

Yes

No

Yes

No

Yes

No

Highlight on the list any location where nursing services are regularly performed that is not
represented on the HNSC.
Is the standard met?
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Yes

No
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Hospital Nurse Staffing Committee Composition Review
Page

Facility

of

#

Reviewed with
Start time
Stop time

total pages

Date

Roster Provided

Yes

No

Unit
Title

Roster Lists:

Surveyor #
Roster Date:

Yes

No

Yes

No

Direct Care/Manager status
Selection Process:
(Circle one)

Union

Yes

No

Non-Union

Direct Care

Managers

Cochairs:
Committee members
Name

Unit

Primary/
Alternate

Name

Title

Primary/
Alternate

RN
RN
RN
RN
RN
RN
RN
RN
RN
RN
RN
RN
RN
RN
LPN/CNA

Is standard met?

Revised 05.04.2017
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Yes

No

Hospital Nurse Staffing Committee Meeting Review
Date
Surveyor #
Start time
Stop time

Facility
Reviewed with
Meeting dates:
Minutes
Quorum present?
Attendance listed
Motions made listed
Vote outcomes noted
Voting record shows equal
numbers of Direct Care and
Managers voting
Discussion summarized
Observers listed
Observer exclusions noted
Minutes approval date

Oregon Health Authority
Nurse Staffing Team

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Meetings were at least quarterly?

Yes

No

Notes:

Is the standard met?

Revised 05.05.2017
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Hospital Nurse Staffing Committee
Cochair Interview Form
Confidentiality: This interview collects personally identifiable information, but no
personally identifiable information will be included in the nurse staffing survey
report. Your responses are combined with those of others and with data gathered
during the survey. Interviews and data are summarized in the nurse staffing
survey report, and the identity of any individual who provides evidence during a
survey will be kept confidential to the extent permitted by law.
Hospital/CAH Name
Date

Start time

Stop time

Surveyor Number
Interviewee name/Title
Primary work unit

Primary shift

Length of employment
• When was the last committee meeting?
• How soon after the committee meeting are minutes approved?

• How soon after minutes are approved are they made available?

• Please describe the selection process for direct care RNs on the
committee.

SAMPLE Nurse Staffing Survey Tool Kit

• Please describe the selection process for the direct care non-RN on the
committee.

• What is the policy and process for releasing committee members so that they
can attend committee meetings?

• Which units are represented by direct care staff on the committee?

• Which units have a nurse staffing plan?

• In which units are nursing care services provided?

• Has the hospital implemented the hospital-wide nurse staffing plan
created by this committee?
Yes
No
Not Fully
• If any parts of the plan have not been implemented, please explain why

SAMPLE Nurse Staffing Survey Tool Kit

• How has the plan been received by the hospital administration?

• How has the plan be received by the direct care staff members?

• What, if any, complaints has the nurse staffing committee received?

• How has the committee addressed those complaints?

• Do you have any other information you would like to share about nurse
staffing at this hospital?

SAMPLE Nurse Staffing Survey Tool Kit
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Start time

Reviewed with

Stop time

Surveyor #

Current plan shows consideration

Unit/Specialty
Description

Approval
date
Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Indicate physical locations where the plans are used:

Notes:

Revised 05.05.2017
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Hospital Nurse Staffing Data Review

Page

of
#

Unit

Facility

Date:

Reviewed with

Date

Block

Surveyor #

Start time
# RN
staff or
hrs per
staffing
plan

# RN
staff or
hrs
actually
worked

# LPN
staff or
hrs per
staffing
plan

total pages

Stop time
# LPN
staff or
hrs
actually
worked

# CNA
staff or
hrs per
staffing
plan

# CNA
staff or
hrs
actually
worked

Staffing plan
meets standards?
(see Written
Staffing Plan
Review form)

Comments:

Is the standard met?
Revised 05.05.2017
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Evidence of
attempts to meet
plan (see
Replacement
Staffing Usage
Review form)

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Oregon Health Authority
Nurse Staffing Team

Replacement Staffing Usage Review
Facility

Date

Surveyor #

Page

of
#

Unit

Reviewed with

Date of Vacancy:

Start time

Vacancy Discovery Date:

Stop time
# of Vacancies:

Shift:
(Block
)
Vacancy Discovery Time:
# of Vacancies filled:
Documentation of on duty staff
Yes
Results of contact:
Vacancy filled
Yes
No
contacted
No
Documentation of off-duty staff
Results of contact:
Vacancy filled
Yes
Yes
contacted
No
Documentation of paid on-call
Results of contact:
Vacancy filled
Yes
Yes
staff contacted
Documentation of contacts on
Yes
Results of contact:
Vacancy filled
Yes
No
replacement staff list (OAR 333510-0125)
Voluntary Overtime used?
Mandatory Overtime used?
Administrator asserts emergency exceptionto
Mandatory Overtime rules?
Yes

No

Replacement's name is on
Replacement list?

Yes

No

Yes

No

Yes

No

No

No

No

No

Other details:

Is the standard met?
Revised 05.05.2017
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Yes

No

total pages
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Hospital Nurse Staffing Maximum Hour Review

Page

of
#

Facility

Date

Unit
Nurse Staff Member
(NSM) name (from
Personnel Survey
Tool)

Block reviewed:
Did the NSM work
longer than any
agreed-upon and
prearranged shift?

Surveyor #
Reviewed with

If yes, did the Did the NSM
hospital
work more than
document
48 hours in the
whether
work week?
additional hours
were voluntary?

If yes, were the
additional weekly
hours part of
agreed- upon and
prearranged
shifts?

Did the NSM
work more than
12 hours in a
24-hour period?

Stop time

If yes, were the
additional daily
hours part of
agreed-upon
and
prearranged
shifts?

Did the NSM
have a 10hour nonwork period
following the
12th hour
worked in 24
hours?

If NO, did the
hospital
document the
NSMs decision
whether to
claim the 10hours?

Start time
Did the NSM
have a 10hour nonwork period
following
shifts in which
the NSM
worked more
than 12
hours in 24
h
?

If NO, did the NSM's hours
hospital
violated OT section
document the (circle one)
NSMs decision
whether to
claim the 10hours?

Yes

No

Yes

No

ABCDE 0

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

Yes

No

ABCDE 0

No

Yes

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

No

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

ABCDE 0

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

Yes

No

MM

Yes

No

Yes

No

Yes

No

Yes

No

MM

Yes

No

Yes

No

Yes

No

Is the standard met?
Revised 05.05.2017
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Nurse Staffing Personnel Survey Tool
Facility
Reviewed with

Start time

Unit
Employee Name

Page

Date

#

Stop time

total pages

Surveyor #

Block (same as blocks selected in Hospital Nurse Staffing Data Review)
Status
(FT/P
T/
Float/
Travele
)

Regular or
Replacement
staff

RN
,
LP
N
or
CN

Current
licensur
e?

Hire
date or
contract
start
date

Date
Nursing
Dept
Orientati
on
C
l t

Date Unit
Orientati
on
Complet
ed

Evidence of
Qualificatio
ns per
hospital
requiremen
t Yes
No

Yes

No

Yes

No

Yes

Yes

No

Yes

Yes

Evidence of
Competenci
es per
hospital
requirement
Yes

No

No

Yes

No

Yes

No

Yes

No

No

Yes

No

Yes

No

No

Yes

No

Yes

No

Is the standard met?
Revised 05.05.2017
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Record Discrepancies (note any
attachments)
s
review
ed (list
A-J)

Yes

No

Oregon Health Authority
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Nurse Staffing - Personnel Survey Tool
A
B
C
D
E
F
G
H
I
J

Document Location
Personnel files
Electronic personnel files
Electronic training records
Policy & Procedures manual
Nurse Staffing Plan
Department/Unit manager files
Contract files
Office of DON/CNO/Nurse Executive
Staff development office
Other:

Revised 04.05.2017
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Nurse Staffing Workbook

Tag

Facility

Dat

Topic
333-510-0045 Nurse Staffing Posting Requirements
333-510-0105 Hospital Nurse Staffing Committee Requirements
333-510-0110 Nurse Staffing Plan Requirements
333-510-0115 Nurse Staffing Plan Review Requirements
333-510-0125 Replacement Nurse Staffing Requirements
333-510-0130 Nurse Staffing Member Overtime
333-510-0140 Nurse Staffing Plan During an Emergency

Page

Standard

Surveyor #

1
3
6
7
8
8
10
Relevant Survey
Tool

Standards
met?

333-510-0045 Nurse Staffing Posting and Record Requirements

600

602

(1) On each hospital unit, a hospital shall post a complaint notice that:
(a) Summarizes the provisions of ORS 441.152 to 441.177;
(b) Is clearly visible to the public; and
(c) Includes the Authority’s complaint reporting phone number, electronic mail

address and website address
(2) A hospital shall also post an anti-retaliation notice on the premises that:
(a) Summarizes the provisions of ORS 441.181, 441.183, 441.184 and 441.192;
(b) Is clearly visible; and
(c) Is posted where notices to employees and applicants for employment are
customarily displayed.
(3) A hospital shall keep and maintain all records necessary to demonstrate
compliance with ORS 441.152 to 441.177. These records shall:
(a) Be maintained for no fewer than three years;
(b) Be promptly provided to the Authority upon request; and
(c) Include, at minimum:
(A) The staffing plan;
(B) The hospital nurse staffing committee charter;

Revised 05.05.2017
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Yes

No

Yes

No

Yes

No

Nurse Staffing Posting Survey
Tool

Nurse Staffing Posting Survey
Tool
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Comments & additional documents
related to deficiencies:
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Nurse Staffing Workbook

Tag

Standard

Relevant Survey
Tool

(C) Staffing committee meeting minutes;
(D) Documentation showing how all members of the staffing committee were

selected;
(E) All complaints filed with the staffing committee;
(F) Personnel files for all nursing staff positions that include, at minimum, job
descriptions, required licensure and specialized qualifications and competencies
required for the individual’s assigned nurse specialty or unit;
(G) Documentation showing work schedules for nursing staff in each hospital nurse
specialty or unit;
(H) Documentation showing actual hours worked by all nursing staff;
(I) Documentation showing all work schedule variances that resulted in the
This deficiency is
use of replacement nursing staff;
observed when
(J) Documentation showing how many on-call hours, if any, required nursing staff to
survey tools are
be on the hospital premises;
604
incomplete due to
(K) Documentation showing how many required meeting, education and training
the hospital's failure
hours, if any, were required of nursing staff;
to maintain or
(L) The hospital's mandatory overtime policy and procedure;
provide requested
(M) Documentation showing how many, if any, overtime hours were worked by
records.
nursing staff;
(N) Documentation of all waiver requests, if any, submitted to the Authority;
(O) Documentation showing how many, if any, additional hours were worked
due to emergency circumstances and the nature of those circumstances;
(P) The list of on-call nursing staff used to obtain replacement nursing staff;
(Q) Documentation showing how and when the hospital updates its list of on-call staff
used to obtain replacement nursing staff and how the hospital determines eligibility
to remain on the list;
(R) Documentation showing the hospital's procedures for obtaining replacement
nursing staff, including efforts made to obtain replacement staff;
(S) Documentation showing the hospital's actual efforts to seek replacement
staff when needed;
(T) Documentation showing each actual instance in which the hospital implemented
the policy described in OAR 333-510-0110(2)(g) to initiate limitations on admission
or diversion of patients to another hospital; and
Revised 05.05.2017
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Standards
met?

Comments & additional documents
related to deficiencies:
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Nurse Staffing Workbook

Tag

Standard

Relevant Survey
Tool

Standards
met?

(U) All staffing committee reports filed with the hospital administration following a
review of the staffing plan.

606

608

610

333-510-0105 Nurse Staffing Committee Requirement
(1) Each hospital shall establish and maintain a hospital nurse staffing committee. The
staffing committee shall develop a written hospital-wide staffing plan for nursing
services in accordance with ORS 441.155 and OAR chapter 333, division 510 rules. In
developing the staffing plan, the staffing committee’s primary goal shall be to ensure
that the hospital is adequately staffed to meet the health care needs of its patients.
(2) The staffing committee shall meet:
(a) At least once every three months; and
(b) At any time and place specified by either co-chair of the staffing committee.

(3) The hospital shall release a member of the staffing committee from his or her
assignment to attend committee meetings and provide paid time for this purpose.

Hospital Nurse
Staffing
Committee
Composition
Hospital Nurse
Staffing Committee
Meeting Review
Hospital Nurse
Staffing Committee
Charter Review

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

and Cochair interviews
(4) The staffing committee shall be comprised of an equal number of hospital nurse
managers and direct care staff. Direct care staff members shall be selected as
follows:

612

614

(a) The staffing committee shall include at least one direct care registered nurse from
each hospital nurse specialty or unit as the specialty or unit is defined by the hospital
to represent that specialty or unit;
(b) In addition to the direct care registered nurses described in subsection (a) of
this section there must be one position on the staffing committee that is filled by a
direct care staff member who is not a registered nurse and whose services are
covered by the staffing plan;

Revised 05.05.2017
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Hospital Nurse
Staffing
Committee
Composition
Review
consider using Unit
Hospital Nurse
Staffing Committee
Charter Review
and Cochair interviews
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related to deficiencies:
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Nurse Staffing Workbook

Tag

Standard

616

(c) If the direct care registered nurses working at the hospital are represented under a
collective bargaining agreement, the bargaining unit shall coordinate voting to allow the
direct care registered nurses who work at the hospital to select each direct care
registered nurse on the staffing committee;
(d) If the direct care registered nurses working at the hospital are not represented
under a collective bargaining agreement, the direct care registered nurses belonging to
each hospital nurse specialty or unit shall select the direct care registered nurse to
represent it on the staffing committee; and
(e) If the position that must be filled by a direct care staff member who is not a
registered nurse and whose services are covered by the staffing plan is represented
under a collective bargaining agreement, the bargaining unit shall coordinate voting to
allow the direct care staff members who are not registered nurses to select the direct
care staff member who is not a registered nurse to represent them on the staffing
committee.
(f) If the position that must be filled by a direct care staff member who is not a
registered nurse and whose services are covered by the staffing plan is not
represented under a collective bargaining agreement, the direct care staff members
who are not registered nurses shall select the direct care staff member to represent
them on the staffing committee.

618

620

Relevant Survey
Tool

(5) The staffing committee shall have two co-chairs. One co-chair must be a hospital
nurse manager elected by a majority of the staffing committee members who are
hospital nurse managers. The other co-chair must be a direct care registered nurse
elected by a majority of the staffing committee members who are direct care staff.
(6) The staffing committee must develop a written charter that documents the policies
and procedures of the staffing committee. At minimum, the charter must include:
(a) How meetings are scheduled;
(b) How members are notified of meetings;
(c) How agendas are determined;
(d) How input from hospital nurse specialty or unit staff is submitted;
(e) Who may participate in decision-making;
(f) How decisions are made; and
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(g) How the staffing committee shall monitor, evaluate and modify the staffing plan
over time.
(7) Staffing committee meetings must be conducted as follows:
(a) A meeting may not be conducted unless a quorum of staffing committee
members is present;
(b) Except as set forth in subsection (c) of this section, a meeting must be open
to all hospital nursing staff as observers and to any other individual as either
Hospital Nurse
observer or presenter by invitation of either co-chair of the staffing committee;
Staffing Committee
(c) Either co-chair of the staffing committee may temporarily exclude all nonmembers from a meeting during staffing committee deliberations and voting; and
Meeting Review
(d) Each staffing committee decision must be made by majority vote; however, if a
quorum consists of an unequal number of hospital nurse managers and direct care
staff, only an equal number of hospital nurse managers and direct care staff may vote.
(8) The staffing committee must document meeting proceedings by keeping
written meeting minutes that include, but are not limited to, the following
information:
(a) The name and position of each staffing committee member in attendance;
(b) The name and position of each observer or presenter in attendance;
(c) Motions made;
(d) Outcomes of votes taken;
(e) A summary of staffing committee discussions; and
(f) Instances in which non-members have been excluded from staffing
committee meetings.
(9) The staffing committee shall approve meeting minutes prior to or during

the next staffing committee meeting.
(10) The staffing committee shall provide meeting minutes to hospital nursing staff
and other hospital staff upon request no more than 30 calendar days after the
meeting minutes are approved by the staffing committee.
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333-510-0110 Nurse Staffing Plan Requirements
(1) Each hospital shall implement a written hospital-wide staffing plan for nursing
services that is developed and approved by the hospital nurse staffing committee
established in accordance with ORS 441.154 and OAR chapter 333 division 510 rules.
(2) The staffing plan:
(a) Must be based on the specialized qualifications and competencies of the

630

632

634

636

638
640
642

644

nursing staff and provide for the skill mix and level of competency necessary to
ensure that the hospital is staffed to meet the health care needs of patients;
(b) The staffing plan Must be based on a measurement of hospital unit activity that
quantifies the rate of admissions, discharges and transfers for each hospital unit
and the time required for a direct care registered nurse belonging to a hospital unit
to complete admissions, discharges and transfers for that hospital unit;
(c) The staffing plan Must be based on total diagnoses for each hospital unit and
the nursing staff required to manage that set of diagnoses;
(d) The staffing plan Must be consistent with nationally recognized evidencebased standards and guidelines established by professional nursing specialty
organizations such as, but not limited to: The American Association of Critical
Care Nurses, American Operating Room Nurses (AORN), or American Society of
Peri-Anesthesia Nurses (ASPAN);
(e) The staffing plan Must recognize differences in patient acuity and nursing care
intensity;
(f) The staffing plan Must establish minimum numbers of nursing staff, including
licensed practical nurses and certified nursing assistants, required on specified shifts,

Hospital Nurse
Staffing Data
Review

Personnel
Survey Tool

Written Staffing
Plan Review

(f) The staffing plan must establish minimum numbers of nursing staff provided that no
fewer than one registered nurse and one other nursing staff member is on duty in a unit
when a patient is present;

(g) The staffing plan Must include a formal process for evaluating and initiating
limitations on admission or diversion of patients to another hospital when, in the
judgment of a direct care registered nurse or a nurse manager, there is an inability
to meet patient care needs or a risk of harm to patients;

Revised 05.05.2017
Page 6 of 11

SAMPLE Nurse Staffing Survey Tool Kit

Standards
met?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Comments & additional documents
related to deficiencies:

Oregon Health Authority
Nurse Staffing Team

Nurse Staffing Workbook

Tag

646
648
650

652

Standard

Relevant Survey
Tool

(h) The staffing plan Must consider tasks not related to providing direct care,
including meal breaks and rest breaks;
(i) The staffing plan May not base nursing staff requirements solely on external
benchmarking data;
(j) The staffing plan May not be used by a hospital to impose upon unionized nursing staff
any changes in wages, hours or other terms and conditions of employment unless the
hospital first provides notice to and, upon request, bargains with the union; and
(k) The staffing plan May not create, preempt or modify a collective bargaining agreement
or require parties to an agreement to bargain over the staffing plan while a collective
bargaining agreement is in effect.
333-510-0115 Nurse Staffing Plan Review Requirement
(1) The staffing committee shall:
(a) Review the staffing plan at least once per year; and
(b) At any other time specified by either co-chair of the staffing committee.

654
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(d) The aggregate hours of mandatory overtime worked by nursing staff;
(e) The aggregate hours of voluntary overtime worked by nursing staff;
(f) The percentage of shifts for each hospital unit for which staffing differed from
what is required by the staffing plan;
(g) Any other matter determined by the committee to be necessary to ensure
that the hospital is staffed to meet the health care needs of patients; and
(h) Any report filed by a nursing staff member stating the nursing staff member’s
belief that the hospital unit engaged in a pattern of requiring direct care nursing staff
to work overtime for nonemergency care.

Standards
met?

HNSC Annual
Staffing Plan
Review

SAMPLE Nurse Staffing Survey Tool Kit

Yes

No

Yes

No

Comments & additional documents
related to deficiencies:

Oregon Health Authority
Nurse Staffing Team

Nurse Staffing Workbook

Tag

656

Standard

Relevant Survey
Tool

(3) Following its review of the staffing plan, the staffing committee shall issue a
written report to the hospital that indicates whether the staffing plan ensures that
the hospital is adequately staffed and meets the health care needs of patients. If
the report indicates that it does not, the staffing committee shall modify the
staffing plan as necessary to accomplish this goal.

HNSC Annual
Staffing Plan
Review
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333-510-0125 Replacement Nurse Staffing Requirements
(1) A hospital must maintain and post or publish a list of on-call nursing staff that

658
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may be contacted to provide qualified replacement or additional nursing staff in
the event of a vacancy or unexpected shortage. This list must:
(a) Provide for sufficient replacement nursing staff on a regular basis; and
(b) Be available to the individual who is responsible for obtaining replacement staff
during each shift.
(2) When developing and maintaining the on-call list, the hospital must explore all
reasonable options for identifying local replacement staff and these efforts must be
documented.
(3) When a hospital learns about the need for replacement nursing staff, the hospital must
make every reasonable effort to obtain adequate voluntary replacement nursing staff for
unfilled hours or shifts before requiring a nursing staff member to work overtime and these
efforts must be documented. Reasonable efforts include, but are not limited to:
(a) The hospital seeking replacement nursing staff at the time the vacancy is known; and
(b) The hospital contacting all available resources on its list of on-call nursing staff as
described in this rule.

Nurse Staffing Posting Survey
Tool
and
Nurse Staffing

Nurse Staffing Replacement
Staff/Mandatory OT
Review

333-510-0130 Nurse Staffing Member Overtime
(1) For purposes of this rule "require" means hours worked as a condition of

employment whether as a result of a previously scheduled shift or hours actually
worked during time spent on call or on standby.
(2) A hospital may not require a nursing staff member to work:
(a) Beyond the agreed-upon and prearranged shift, regardless of the length of the
shift;
(b) More than 48 hours in any hospital-defined work week;
(c) More than 12 hours in a 24-hour period;
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(d) During the 10-hour period immediately following the 12th hour worked during a
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670

675

24-hour period. This work period begins when the nursing staff member begins a
shift; or
(e) During the 10-hour period immediately following any agreed-upon and
prearranged shift in which the nurse worked more than 12 hours in a 24-hour
period.
(3) Time spent by the nursing staff member in required meetings or receiving
education or training will be included as hours worked for the purpose of section (2)
of this rule;
(4) Time spent on call or on standby when the nursing staff member is required to be
at the hospital will be included as hours worked for the purpose of section (2) of this
rule; and
(5) Time spent on call or on standby when the nursing staff member is not required
to be at the hospital will not be included as hours worked for the purpose of section
(2) of this rule.
(6) Nothing in this rule precludes a nursing staff member from volunteering to
work overtime.
(7) A hospital may require an additional hour of work beyond the hours
authorized in section (2) of this rule if:
(a) A staff vacancy for the next shift becomes known at the end of the current shift; or
(b) There is a potential harm to an assigned patient if the nursing staff member
leaves the assignment or transfers care to another nursing staff member.
(8) Each hospital must have a policy and procedure in place to ensure, at minimum,
that:
(a) Mandatory overtime, when required, is documented in writing; and
(b) Mandatory overtime policies and procedures are clearly written, provided to
all new nursing staff and readily available to all nursing staff.
(9) If a nursing staff member believes that a hospital unit is engaging in a pattern
of requiring direct care nursing staff to work overtime for nonemergency care, the
nursing staff member may report that information to the staffing committee. The
staffing committee shall consider the information when reviewing the staffing plan
as described in OAR 333- 510-0115.
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(10) The provisions of sections (2) through (8) of this rule do not apply to nursing
staff needs:
(a) In the event of a national or state emergency or circumstances
requiring the implementation of a facility disaster plan; or
(b) In emergency circumstances that include:
(A) Sudden and unforeseen adverse weather conditions;
(B) An infectious disease epidemic suffered by hospital staff;
(C) Any unforeseen event preventing replacement staff from approaching or

685

entering the premises; or
(D) Unplanned direct care staff vacancies of 20% or more of the nursing staff for
the next shift hospital-wide at the Oregon State Hospital if, based on the patient
census, the Oregon State Hospital determines the number of direct care staff
available hospital-wide cannot ensure patient safety.
(11) Nothing in section (10) of this rule relieves the Oregon State Hospital from
contacting voluntary replacement staff as described in OAR 333-510-0125 and
documenting these contacts.
(12) A registered nurse at a hospital may not place a patient at risk of harm by
leaving a patient care assignment during an agreed upon scheduled shift or an
agreed-upon extended shift without authorization from the appropriate
supervisory personnel as required by the Oregon State Board of Nursing OAR,
Chapter 851+A162
(13) Unit the Authority defines "other nursing staff" as that term is described in
ORS 441.166(1), this rule applies only to "nursing staff member" as that term is
defined in these rules.
333-510-0140 Nurse Staffing Plan During an Emergency
(1) A hospital is not required to follow the staffing plan developed and approved

690

by the staffing committee in the event of:
(a) A national or state emergency requiring the implementation of a facility disaster
plan;
(b) Sudden and unforeseen adverse weather conditions; or
(c) An infectious disease epidemic suffered by hospital staff.
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(2) In the event of an emergency circumstance not described in section (1) of this
rule, either co-chair of the staffing committee may specify a time and place to
meet to review and potentially modify the staffing plan in response to the
emergency circumstance.
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Nurse Staffing Survey and Complaint
Investigation Reports: Plan of
Correction Guidance
This memo provides additional information about Health Facility Licensing &
Certification (“Agency”) reports and the Plans of Correction described in Oregon
Administrative Rules (OAR) 333-501-0035 and 333-510-0040.
Topics covered include:
What happens after a survey or complaint investigation? About
Plans of Correction;
Plan of Correction Review; and Preparing for
surveys and complaint investigations.

What happens after a survey or complaint investigation?
The hospital and nurse staffing committee cochairs receive a written report
documenting any noncompliance. Each citation includes the legal standard, a
deficiency statement and findings of fact that support the noncompliance
determination.
Key Facts:

• The agency issues a nurse staffing survey or complaint investigation report no
more than 30 business days after the survey closes.
• The agency sends the report to the hospital administrator and both cochairs
of the hospital nurse staffing committee.
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• The report includes a cover letter that explains whether the hospital is required to
submit a plan or correction after receiving the agency’s report.

About Plans of Correction:
A hospital must write a Plan of Correction (POC) if the agency’s nurse staffing survey
or complaint investigation report identifies noncompliance. If you are having problems
completing the POC before the deadline, please contact the surveyor for a possible
extension.

Key Facts:
•
•
•
•

The hospital must submit a POC no more than 30 business days after it
receives the agency’s report.
The POC must include the first page of the agency’s report. This page
must be signed by the hospital administrator.
The hospital may involve the nurse staffing committee to assist in finding
and implementing solutions to the deficiencies.
The POC must respond to each deficiency identified in the agency’s report.
Each response should include:

1. A detailed description of how the hospital plans to correct the
deficiency identified in each deficiency statement;
2. A description of how the hospital will implement the plan to correct the
deficiency;
3. A timeline or date by which the hospital expects to implement the
corrective actions;
4. The description of monitoring procedure(s) that the hospital will perform
to prevent a recurrence of the specific deficiency identified; and
5. The title of the person who will be responsible for implementing the
corrective actions described.

•
•

The POC should not attempt to disprove the findings.
The POC should not restate a statute or administrative rule as the proposed
solution.
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Plan of Correction Review:
The agency issues a written determination stating whether the hospitals POC is
sufficient no more than 30 business days after receiving it. If the agency does not
approve the hospital’s POC, the hospital must submit a revised POC no more than
30 business days after receiving the agency’s determination.
If the agency approves the hospital’s POC, the hospital must implement the approved
POC no more than 45 business days after receiving the agency’s determination.

Preparing for surveys and complaint investigations
There are many ways to prepare for surveys and complaint investigations. Some
successful short-term solutions include:
•
•
•
•

Gather documents that are not-unit specific (i.e. hospital nurse staffing
committee minutes, charter, roster, hospital-wide nurse staffing plan,
etc.);
Confirm hospital nurse staffing committee cochair availability for
interviews;
Designate a space that surveyors can use as a work area while they are onsite; and
Schedule post-survey and post-report debrief meetings with the hospital
nurse staffing committee.

Some successful long-term solutions include:
•
•
•

Orient hospital nurse staffing committee members using archived webinars
at www.healthoregon.org/nursestaffing;
Run a mock survey using the survey tools available at
www.healthoregon.org/nursestaffing;
Contact the nurse staffing team with any nurse staffing questions; and
Document compliance with nurse staffing requirements.
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Filing a Complaint about a Health Care Facility
Health Facility Licensing & Certification (HFLC) is responsible for processing complaints for
certain types of health care facilities and agencies. To view a list of facility or agency
types HFLC regulates go to:
https://www.oregon.gov/oha/PH/PROVIDERPARTNERRESOURCES/HEALTHCAREPROVIDERSFACI
LITIES/HEALTHCAREHEALTHCAREREGULATIONQUALITYIMPROVEMENT/Pages/complaint.aspx
To file a complaint click on the above link and click on the Complaint Intake Form. The
form may be completed online or saved and printed. Submit completed forms to the
email, fax or address listed on the website.
If you have any questions regarding the Health Care Facility Complaint Intake Form, please
contact their office at: (971) 673-0540.

Frequently Asked Questions
1. What happens after I submit a complaint?
The information provided below will be carefully reviewed against the applicable Oregon
Administrative Rules and/or Code of Federal Regulations for the specific facility or entity type
the complaint is about. This review will determine if there are potential violations of those
requirements and if this is the office with jurisdiction to take further action. You will be notified in
writing of the results of the review. The letter will inform you what action this office has authority
to take, which may include an unannounced, onsite investigation. If it is determined that the
concerns fall under the jurisdiction of another agency or organization the letter will provide you
with that information
2. Is my personal and complaint information kept confidential?
Your identity as the complainant is maintained confidentially to the extent permitted by law. The
complaint systems are designed to protect anonymity and in most circumstances this office is
prohibited from releasing complainant information.

-

PUBLIC HEALTH
Health Care Regulation & Quality Improvement

P.O Box 14450
Portland, OR 97293
Voice 971-673-0540
FAX 971-673-0556
TTY 971-673-0372
http://www.healthoregon.org/hcrqi

Complaint Intake Form

Thank you for sharing your concerns with the office of Health Care Regulation and Quality Improvement.
The information provided below will be carefully reviewed against the applicable Oregon Administrative
Rules and/or Code of Federal Regulations for the specific facility or agency type this complaint is about.
The review will determine if there are potential violations of those requirements and if this is the office with
jurisdiction to take further action.
You will be notified in writing of the results of the review. The letter will inform you what action this office
has authority to take, which may include an unannounced, onsite investigation. If it is determined that the
concerns fall under the jurisdiction of another agency or organization the letter will provide you with that
information.
It is important for you to know that your identity as the complainant is maintained confidentially. This office
is prohibited from releasing complainant information and the complaint systems are designed to protect that
anonymity.
Please complete this form as thoroughly as possible. If you have any questions please call (971)673-0540.
1. What is the name and address or city of the facility or agency you are filing a complaint about?
Name:
Address, City, State & ZIP:

2. What is your name, mailing address, telephone number, and email address?
Last :

First:

Middle:

Address, City, State & ZIP:

Daytime Telephone:

What is your employee status with this
facility/agency? (This information to be used for

Email:
Never an
Employee

Former Employee

Current Employee

internal administrative purposes only.)
Version 3.0 (Aug. 2011)

3. What is the name, date of birth and gender of the affected patient/client? (If more than one patient/client list all
on separate attachment.)
Last :

First:

Date of Birth:

Middle:
Male

Female

4. What is your relationship to the patient/client?
5. If the patient was in a facility, in what department, or on what unit or floor did the incident(s) or

problem(s) occur?
6. What date was the patient/client admitted to the facility/agency?
7. Is the patient/client still in the facility or still
receiving agency services?

Yes

No

8. What date was the patient/client discharged from facility/agency services?
9. What were the date(s) and time(s) that the incident(s) or problem(s) occurred?

10. Please describe what happened in detail. (If additional space is needed please attach separate piece
of paper.)

Version 3.0 (Aug. 2011)

11. To summarize, what do you believe the facility/agency did wrong?

12. Does anyone else have first hand knowledge of the incident(s) or the problem(s)? Such as
facility/agency staff, volunteers, family members, other patients or clients, visitors? Please list the names,
relationship/title and if you know it, telephone contact information for those witnesses/individuals?

13. Have you filed a complaint with anyone at the facility/agency? If so, with whom, when, and have you
received a response?

14. Have you reported this to, or filed a complaint or action with, any other agency or organization? Such
as law enforcement, Adult Protective Services, professional licensing boards? If so, which agencies,
when, and what were the actions or findings?

You may submit this form by mail, email, or fax.
Mail:
Attention: Health Care Regulation and Quality Improvement
P.O. Box 14450
Portland, OR 97293
Mark clearly on the envelope “Confidential”
Email: mailbox.hclc@state.or.us
Fax: (971)673-0556
If you need this information in an alternate
format, please call our office at (971)6730540 or TTY (971)673-0372.
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ONA Nurse Staffing Literature Review
Carlton G. Brown, RN, PhD, AOCN®, FAAN
April 15, 2014
This review includes an update to the Oregon Nurses Association’s bibliography on
Nurse Staffing dated April 2011 (Davidson, 2011). This review includes reliable
research from May 2011-April 2014. In addition, at the end of this review, there is a
presentation of classic research conducted prior to May 2011. Each synopsis will present
the research findings and important interpretations. Themes and takeaways will be
underlined to enhance understanding of the important aspects of each study.
Aiken and colleagues (2014) conducted a study of 422,730 patients aged 50 years or
older, who underwent common surgeries in 300 hospitals in nine European countries.
Surveys of 26,516 nurses practicing in study hospitals were used to measure nurse
staffing and nurse education. An increase in a nurse’s workload by one patient increased
the likelihood of an inpatient dying within 30 days of admission by 7%, and every 10%
increase in nurses holding a bachelor’s degree was associated with a decrease in this
likelihood by 7%. These associations imply that patients in hospitals in which 60% of
nurses had bachelor’s degrees, and nurses that cared for an average of six patients,
would have almost a 30% lower mortality rate than patients in hospitals in which only
30% of nurses had bachelor’s degrees, and nurses cared for an average of eight
patients. Importantly, nursing is a so-called soft target for cost cutting measures
because savings can be made quickly by reduction of nurse staffing, whereas savings
through improved efficiency are difficult to achieve. The consequences of trying to do
more with less could possibly result in poorer patient outcomes and even death.
Tubbs-Cooley and colleagues (2013) studied readmissions of children in 225 hospitals
by linking nurse surveys, inpatient discharge data and information from the American
Hospital Association Annual Survey. Registered Nurses (N=14,194) providing direct
patient care in study hospitals (N=225) and children hospitalized for common conditions
(N=90, 459) were included. Each one patient increase in a hospital's average pediatric
staffing ratio increased a medical child's odds of readmission within 15-30 days by a
factor of 1.11, or by 11%, and a surgical child's likelihood of readmission within 15-30
days by a factor of 1.48, or by 48%. Children treated in hospitals with pediatric staffing
ratios of 1: 4 or less were significantly less likely to be readmitted within 15-30 days.
Children with common conditions treated in hospitals in which nurses care for fewer
patients each, are significantly less likely to experience readmission between 15 and 30
days after discharge. Lower patient-to-nurse ratios hold promise for preventing
unnecessary hospital readmissions for children through more effective pre-discharge
monitoring of patient conditions, improved discharge preparation and enhanced quality
improvement success.

Kelly and colleagues (2014) conducted a study of 55,159 older adults on mechanical
ventilation admitted to a study hospital ICU. Patients in critical care units with better
nurse work environments experienced 11% lower odds of 30-day mortality than those in
worse nurse work environments. Additionally, each 10% point increase in the proportion
of ICU nurses with a bachelor's degree in nursing was associated with a 2% reduction in
the odds of 30-day mortality, which implies that the odds on patient deaths in hospitals
with 75% nurses with a bachelor's degree in nursing would be 10% lower than in
hospitals with 25% nurses holding a bachelor's degree in nursing. Critical care nurse
staffing did not vary substantially across hospitals. Staffing and nurse experience were
not associated with mortality after accounting for these other nurse characteristics.
These findings imply that patients in hospitals with better critical care nurse work
environments and higher proportions of critical care nurses with a bachelor's degree in
nursing experienced significantly lower odds of death.
McHugh and colleagues (2013) conducted a study of Magnet hospitals to determine if
there were lower risk-adjusted mortality and failure-to-rescue rates compared with nonMagnet hospitals, and to determine the most likely explanations. The study looked at
patient, nurse, and hospital data on 56 Magnet and 508 non-Magnet hospitals. Patients
treated in Magnet hospitals had 14% lower odds of mortality (p = 0.02) and 12% lower
odds of failure-to-rescue (p = 0.07). The lower mortality found in Magnet hospitals is
largely attributable to measured nursing characteristics. Magnet hospitals had
significantly better work environments and higher proportions of nurses with bachelor’s
degrees and specialty certification. These nursing factors explained much of the Magnet
hospital effect on patient outcomes.
Rogowski and colleagues (2013) studied the adequacy of NICU nurse staffing in the
United States, using national guidelines and analyzing any associations with infant
outcomes. Hospitals understaffed 31% of their NICU infants and 68% of high-acuity
infants relative to guidelines. Substantial neonatal nurse understaffing was associated
with increased risk of hospital-acquired infections and an increase in infant mortality.
Cimiotti and colleagues (2012) examined urinary tract and surgical site infection, the
most prevalent infections reported and those likely to be acquired on any unit within a
hospital. There was a significant association between patient-to-nurse ratio and urinary
tract infection (p = .02) and surgical site infection (p = .04). In a multivariate model,
controlling for patient severity and nurse and hospital characteristics, only nurse burnout
remained significantly associated with urinary tract infection (p = .03) and surgical site
infection (p < .01). Hospitals in which burnout was reduced by 30% had a total of 6,239
fewer infections, for an annual cost saving of up to $68 million. This study provides a
plausible explanation for the association between nurse staffing and health care–
associated infections. Reducing burnout in registered nurses is a promising strategy to
help control infections in acute care facilities. In addition, when hospitals prevent
infections, they save well over $68 million dollars per year.
Aiken and colleagues (2012) conducted a study to determine the conditions under
which the impact of hospital nurse staffing, nurse education, and work environment are
associated with patient outcomes. The study looked at 665 hospitals in 4 large states
through linked data from hospital discharge abstracts for 1,262,120 general, orthopedic,
and vascular surgery patients, a random sample of 39,038 hospital staff nurses, and

American Hospital Association data. The effect of decreasing workloads by 1
patient/nurse on deaths and failure-to-rescue is virtually nil in hospitals with poor work
environments, but decreases the odds on both deaths and failures in hospitals with
average environments by 4%, and in hospitals with the best environments by 10%. The
effect of 10% more Bachelors of Science in Nursing Degree nurses decreases the odds
on both outcomes in all hospitals, regardless of their work environment, by roughly 4%.
The authors cited one way to improve work environments was through obtaining Magnet
Recognition. Although the positive effect of increasing percentages of BSN nurses is
consistent across all hospitals, lowering the patient-to-nurse ratios markedly improves
patient outcomes in hospitals with good work environments, slightly improves them in
hospitals with average environments, and has no effect in hospitals with poor
environments.
Needleman and colleagues (2011) used data from a large tertiary academic medical
center involving 197,961 admissions and 176,696 nursing shifts of 8 hours each in 43
hospital units to examine the association between mortality and patient exposure to
nursing shifts during which staffing by RNs was 8 hours or more below the staffing
target. They also looked at the association between mortality and high patient turnover
owing to admissions, transfers, and discharges. There was a significant association
between increased mortality and increased exposure to unit shifts during which staffing
by RNs was 8 hours or more below the target level (p<0.001). The association between
increased mortality and high patient turnover was also significant (p<0.001). This study
suggests that staffing of RNs below target levels was associated with increased mortality,
which reinforces the need to match staffing with patients' needs for nursing care.
Frith and colleagues (2012) examined the relationship between nurse staffing and the
occurrence of medication errors on medical-surgical units. Nurse staffing has been
studied as an important influence on the occurrence of medication errors, but more
research is needed to identify the most effective staffing levels to achieve desired
patient outcomes and avoid errors. The study showed a significant relationship between
RNs in the skill mix and medication errors–as the proportion of RNs increased, the
medication errors decreased. This study suggests that nursing staffing is an important
human resource needed to keep patients safe. As the RN mix increased, medication
errors decreased. It is estimated that medication errors cost the health care industry $2
billion dollars annually, so perhaps increasing RNs on Med/Surg units as this research
suggests would decrease overall cost to hospitals in general.
Aiken et al. (2002) researched 10,184 staff nurses and surveyed, 232,342 general,
orthopedic, and vascular surgery patients discharged from 168 hospitals in
Pennsylvania. After adjusting for patient and hospital characteristics, each additional
patient per nurse was associated with a 7% increase in the likelihood of dying within 30
days of admission, and a 7% increase in the odds of failure-to-rescue. After adjusting
for nurse and hospital characteristics, each additional patient per nurse was associated
with a 23% increase in the odds of burnout, and a 15% increase in the odds of job
dissatisfaction. This research suggested that the likelihood of both overall patient
mortality (in-hospital death) and mortality following a complication increased by 7% for
each additional patient added to the average registered nurse workload.

References
Aiken, L.H., Clarke S.P., Sloane D.M., Sochalski J., & Silber J.H. (2002). Hospital nurse
staffing and patient mortality, nurse burnout, and job dissatisfaction. Journal of
the American Medical Association, 288(16), 1987–1993.
Aiken, L.H., Cimiotti, J.P., Sloane, D.M., Smith, H.L., Flynn, L., & Neff, D.F. (2012).
Effects of nurse staffing and nurse education on patient deaths in hospitals with
different nurse work environments. Journal of Nursing Administration, 42(10
Suppl), S10-S16.
Aiken, L.H., Sloane, D.M., Bruyneel, L., Van den Heede, K., Griffiths, P., Busse,
R.,…Sermeus, W. (2014). Nurse staffing and education and hospital mortality in
nine European countries: a retrospective observational study. The Lancet,
383(9931), 1824–1830. Retrieved from
http://www.thelancet.com/journals/lancet/article/PIIS01406736%2813%2962631-8/abstract
Cimiotti, J.P., Aiken, L.H., Sloane, D.M., & Wu, E.S. (2012). Nurse staffing, burnout, and
health care-associated infection. American Journal of Infection Control, 40(6),
486-490.
Davidson, S. (2011). An annotated bibliography of selected articles and research on
nurse staffing: 2005-present. Oregon Nurses Association.
Frith, K.H., Anderson, E.F., Tseng, F., & Fong, E.A. (2012). Nurse staffing is an
important strategy to prevent medication error in community hospitals. Nursing
Economics, 30(5), 288–294.
Kelly, D.M., Kutney-Lee, A., McHugh, M.D., Sloane, D.M., & Aiken, L.H. (2014). Impact
of critical care nursing on 30-day mortality of mechanically ventilated older adults.
Critical Care Medicine, 42(5), 1089–1095.
McHugh, M., Kelly, L.A., Smith, H.L., Wu, E.S., Vanak, J.M., & Aiken, L.H. (2013).
Lower mortality in Magnet hospitals. Journal of Nursing Administration, 43(10
Suppl), S4-S10.
Needleman, J., Buerhaus, P., Pankratz, V.S., Leibson, C.L., Stevens, S.R., & Harris, M.
(2011). Nurse staffing and inpatient hospital mortality. New England Journal of
Medicine, 364(11), 1037-1045.
Rogowski, J.A., Staiger, D., Patrick, T., Horbar, J., Kenny, M., & Lake, E.T. (2013).
Nurse staffing and NICU infection rates. Journal of American Medical Association
Pediatrics, 167(5), 444–450. doi:10.1001/jamapediatrics.2013.18.
Tubbs-Cooley, H.L., Cimiotti, J.P., Silber, J.H., Sloane, D.M., & Aiken, L.H. (2013). An
observational study of nurse staffing ratios and hospital readmission among
children admitted for common conditions. BMJ Quality & Safety, 22(9), 735-742.

PRACTICAL STEPS FOR
APPLYING ACUITYBASED STAFFING:
What Nurse Leaders Need to
Know
As published in American Nurse Today, September 2016 © 2016, HealthCom Media. Printed in USA.

SPECIAL REPORT: PRACTICAL STEPS FOR APPLYING ACUITY-BASED STAFFING

Editorial

2

Patient assignment vs. nurse staffing: More
than just numbers
F

or more than 15 years, I’ve
been advocating for healthcare leaders to replace the
term “opinion-based” with
“evidence-based.” Too often,
I’ve heard, “In my opinion,
we should do the following.”
Whether the speaker is referring
to leadership or clinical practice,
we hear “In my opinion” far too
often.
When discussing staffing and
staffing systems, we need to
focus on “evidence-based”
instead of “in my opinion.”
Multiple well-designed research
studies provide evidence that
patient assignments should be
based on patient acuity rather
than simply the total number of
patients.

Why acuity-base staffing?
The definition of acuity includes
words like insight, keen, sharp,
and alert. The complexity of
patient care calls for staffing
systems defined by those very
words—systems created to
support new ways to align
nursing talent with patient and
family needs. Traditional staffing
methods based on the midnight
census are quickly becoming
obsolete.
Those systems falsely
assume all patients are
average and all nurses are
similar in terms of competency
and talent.
Staffing isn’t typically
associated with the root cause
of healthcare challenges, such
as razor-thin profit margins,
high staff and leader turnover,
and low patient satisfaction
levels. But long-term success
for man- aging these issues
American Nurse Today

The good news

hinges on appropriate staffing
and avoiding nurse-patient
assignment in- equity. High
turnover at every level and low
patient satisfaction are wellestablished markers for financial
disaster, whether in health care
or any other industry. One of the
drivers for both turnover and
satisfaction levels is frontline
staffing. And no healthcare
segment is exempt from
experiencing this reality, whether
it’s acute care, long- term care,
ambulatory care, or any other
setting.

Why now?
Systems used to organize and
measure nursing services
haven’t changed much over 60+
years. Most of them use volumebased, reimbursement-driven
methods to allot staff for care.
They don’t consider variations in
physical layout of the care
environment, nursing
competency and skill levels, or
fluctuations in intensity of
patient care needed.
In addition, nursing care is
invisible, and good nursing
care is hard to measure. It’s
often thought of simply as bad
things not happening. These
days, what’s measured are
sentinel events and unintended
incidents.
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Fortunately, published research,
implementation of evidencebased practices, and guidance
from credible experts are
guiding the paths to change. As
signing nurses to patients
based on ever-changing care
demands is becoming easier,
thanks to advances in
electronic automated systems,
outcomes analysis, and the
ability to measure nursing care
value. Nursing business
intelligence is being informed
by big data and a greater
understanding of the individual
nurse-patient encounter.
I’m excited to see the advent
of performance-based nursing
care that better supports what
patients need, when they need
it. Such care is shaped by new
evidence and real-time
electronic technology,
intersecting at a time when
these things are urgently
needed. Creating the platform
for ensuring that the best
nursing care is provided in the
best care setting at the lowest
cost can’t happen soon
enough. When it does,
“average” will be used only as a
math term, not a staffing
method. And every patient,
every family, every patient, and
every nurse will win.

Lillee Gelinas, MSN, RN, FAAN
Editor-in-Chief
lgelinas@healthcommedia.com

By Meaghan O’Keeffe, BSN, RN

(Moderator)
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Evidence shows
acuity-based staffing
provides consistent,
high-quality care while
managing costs.

I

n the healthcare arena,
change happens at a rapid
pace. Healthcare leaders
face the continual challenge
of delivering high-quality
patient care while managing
costs.
A growing body of evidence
shows that patient acuity-driven
staffing is an effective way to
optimize nurse staffing to
improve patient outcomes and
promote clinical and
organizational excellence.
How do we turn that evidence
into a transformative reality?
On July 14, 2016, American
Nurse Today and GE
Healthcare cohosted a webinar
that ad- dressed that question.
Four nurse leaders—all of them
pioneers in acuity-based
staffing research and
implementation— presented a
strong case detailing why
acuity-based staffing is
imperative, not just for patients
and nurses but also for
healthcare organizations as a
whole. They offered practical
guidelines on how nurses can
foster change, both across the
profession and within their local
organizations.
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Why should we examine
the benefits of acuitybased staffing?
Currently, 14 states have
legislation regarding nurse
staffing in hospitals; some
address nurse-patient ratios,
while others require various
levels of reporting and
accountability. This legislative
momentum will likely continue,
creating a legal impetus for
healthcare organizations around
the country to begin
implementing more
comprehensive staffing systems
based on acuity. Acuity-based
staffing is linked to a host of
benefits, making adoption of
data-driven acuity systems all
the more compelling.
Positive clinical and
operational outcomes linked to
acuity-based staffing include
decreases in mortality, adverse
outcomes, and lengths of stay.
“Acuity-based systems maximize
patient and nursing outcomes
through enhanced decision
making, improved operational
outcomes, and improved nurse
and patient satisfaction—all
while boosting financial
performance through lower
cost,” said Lillee Gelinas, MSN,
RN, FAAN, webinar moderator
and editor-in-chief of American
Nurse Today.
Sophisticated acuity-based
staffing systems can extract
data pertaining to individual
nurses caring for patients with
variable needs, allowing a
transparent examination of cost,
quality, and performance. The
data can then be integrated for
better clinical and operational
outcomes. According to Karlene
M. Kerfoot, PhD, RN, NEA-BC,
FAAN, chief nursing
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officer at GE Healthcare, “If we
don’t recognize the variability [in
patient care] and provide the
kinds of resources that can
match a patient’s needs to an
RN’s competencies—and do it
within a healthy environment—
we won’t be able to get the
kinds of outcomes we
desperately need to improve our
healthcare system.”

Acuity-based staffing and
nursing hours
Determining how to measure
nursing care has been a
persistent challenge for our
profession. Often, nursing is
seen as a cost center, not a
core service. Healthcare
organizations are reimbursed
for medical care based on a
diagnosis or proceparency

dure, but current payment systems don’t account for nursing
care differences.
Patient acuity levels in
acute-care settings have increased. What’s more, patients
are being discharged from
hospitals at a faster pace than
ever, which increases the
intensity of care each patient
requires. Combined with the
wide range of patient
variability—even within the
same patient population—this
has made nursing care needs
much more difficult to ascertain
objectively. Patient acuity data
offer trans-
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that allows accurate calculation
of how many nursing hours are
needed in a given situation.
John Welton, PhD, RN,
FAAN, professor at the University
of Colorado College of Nursing
and senior scientist for Health
Systems Research, shared data
he presented at the 46th
annual American Organization
of Nurse Executives Conference,
along with findings that show
the calculation of direct-care
hours and the cost of those
hours for each patient on a
medical-surgical floor. Patients
who stayed 1 day had a much
higher average of care need (in
mean hours) than those who
stayed 2, 3, or 4 days. Also,
patients who stayed.

more than 3 weeks required
more care on average. Although
these patients made up only
20% of the patient population,
they required 50.4% of all
available nursing care hours
and dollars. Additionally,
patients aged 65 and older (the
Medicare population) required
30 to 45 minutes more nursing
care per day.

Acuity-based staffing and
mortality
Jack Needleman, PhD, FAAN,
professor and chair of the
Department of Health Policy
and Management at UCLA’s
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Fielding School of Public Health,
presented findings from a 2011
article he coauthored, which
reported results based on data
collected from a large academic
medical center that implemented
a patient-acuity staffing system.
The analysis showed a
substantial increase in mortality
during nursing shifts that fell 8
hours or more below target
staffing levels—essentially one
nurse short. When the
researchers looked at patient
turnover separately, they found
patient mortality increased when
staffing wasn’t adjusted for higher
turnover rates.

Acuity-based staffing and
adverse outcomes
Acuity-based staffing is linked
to decreased adverse events,
including falls, infections, and
pressure ulcers. A study by
Pappas et al. of a transplant
unit identified patient risk
factors that indicate a higher
acuity level. A patient score of
4 or higher indicated the need
for a lower nurse-to-patient
ratio assignment to
accommodate increased
nursing time or intensity. These
risk factors include:
• organ transplant (kidney,
liver, pancreas, or a
combination) received on
current admission (score of
2)
• hepatic failure (score of 2)
• gynecologic surgical postoperative patient during
the first 12 to 24 hours
(score of 2)
• high fall risk and age older
than 78 (score of 2)
• transplant patient in
isolation (score of 1)
• transplant patient
readmission (score of 1).
The researchers also
measured four nurse-sensitive
indicators and compared them to
a national database of similar
in-patient units. The indicators
included falls incidence, catheterassociated urinary tract
infections, central line–
associated bloodstream
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Business case analysis of acuity-based
staffing
Executives typically respond to data. The tables below present data that
show the financial benefits of acuity-based staffing. The first table shows
how various options for increasing staffing at all hospitals to the level of the
top quarter of hospitals would avoid hospital days, adverse events, and
deaths. The first column presents effects based on raising the proportion of
registered nurses; the second column, the effects of raising the number of
licensed hours; and the final column, what happens if both proportion and
hours are raised.
The second table illustrates the economic benefits of avoiding hospital
days, adverse outcomes, and deaths. When taking into account the cost of
raising staffing levels compared to cost savings linked to reductions in stays
and adverse outcomes, the increased cost of adequate staffing nearly pays
for itself. The cost increase is negligible—about 1.4% overall in the short
run and 0.4% in the long run.

Business case analysis Avoided days and
adverse outcomes

Avoided days

Raise
RN
proportion

Raise
licensed
hours

Do both

1,507,493

2,598,339

4,106, 315

59,938

10,813

70,416

Avoided
adverse

Cardiac arrest and shock, pneumonia, upper gastrointestinal
bleeding, deep vein thrombosis, urinary tract infection

Avoided deaths

4,997

1,801

6,754

Needleman J, Buerhaus PI, Stewart M, Zelevinsky K, Mattke S. Nurse staffing in hospitals: is
there a business case for quality? Health Aff (Millwood). 2006;25(1):204-11.

What are the costs and cost offsets of
increased nurse staffing?
Raise
RN
proportion

Raise
licensed
hours

Do both

Cost of higher
nursing Avoided
costs (full cost)

$811 mil
$2.6 bil

$7.5 bil
$4.3 bil

$8.5 bil
$6.9 bil

Long term cost
increase As % of
hospital costs

($1.8 bil)
-0.5%

$3.2 bil
0.8%

$1.6 bil
0.4%

Short term cost
increase (save 40% of
average) As % of
hospital costs

($2.4 bil)

$5.8 bil

$5.7 bil

-0.1%

1.5%

1.4%

Needleman J, Buerhaus PI, Stewart M, Zelevinsky K, Mattke S. Nurse staffing in hospitals: is
there a business case for quality? Health Aff (Millwood). 2006;25(1):204-11.
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prevalence. Rates for all four
indicators decreased after
staffing was adjusted to
account for higher-acuity
patients. Study findings also
showed decreased overtime
hours and reduced costs per
case. Clinical nurses attributed
decreased overtime to having
adequate time during the shift
to complete their work.

Making the business case
for acuity-based staffing
Needleman emphasized that the
cumulative effects of the
benefits of avoided hospital days,
avoided adverse outcomes, and
avoided deaths make a powerful
business case for acuity-based
staffing systems. He cited data
from a classic analysis that found
such systems bring significant
financial advantages to
organizations. (See Business
case analysis of acuity-based
staffing).
In a healthcare environment
where payment structures let
hospitals retain savings gained
by maximizing cost efficiencies
while meeting quality
standards, nurse leaders can
help executives understand the
advantages of acuity staffing to
the organization’s bottom line.

Criteria for evaluating an
acuity-based staffing
system
An important factor in deciding
which acuity-based staffing
system to adopt is how much
time and effort implementation
will require. Optimally, the
system should carry a minimal
additional workload
requirement.
As a vice president and
system chief nursing officer,
Sylvain Trepanier, DNP, RN,
CENP, helped lead adoption of
an acuity-based staffing system
at Premier Health, a not-forprofit multihospital system in
South- ern Ohio with 14,000
employees and more than $1.6
billion in revenue. One of his
key aims was to find a system
that fit seamlessly into the
September 2016

American Nurse Today

5

SPECIAL REPORT: PRACTICAL STEPS FOR APPLYING ACUITY-BASED STAFFING

infections, and pressure-ulcer

SPECIAL REPORT: PRACTICAL STEPS FOR APPLYING ACUITY-BASED STAFFING
6

organization’s workflow—one in
which “we could leverage what’s
in our electronic health record
[EHR] as it relates to nursing
documentation and treatment
orders, patient placement,
medication administration, and
all of the activities documented
in the health record that show
what’s going on with the patient,
up to and including transfers,
admission, and discharge.”
Premier Health was able to find
a user-friendly commercial
system that incorporated timely,
actionable data—something that
could be acted upon on an
hourly basis.
The staffing system should be
built on a foundation of expert
nursing judgment and should
reflect the nursing work. “Nurses
understand their care better
than anybody else,” Needleman
explained.

The factors defined below play a role in determining a nurse’s workload intensity.

Patient needs
To a large extent, patient
variables naturally drive staffing
needs. Emphasis should be
placed not just on disease or
status but also on outside
factors that influence acuity—
patient complexity, length of
stay, functional status, activities
of daily living, need for
transport, and age. All of these
play a role in determining the
patient’s nursing care needs.
Several additional items also
affect nursing workload intensity
American Nurse Today

The number of medications a patient receives
during a 12-hour nursing shift that must be verified against a medical doctor’s order and based
on standards of medication delivery

Complicated
procedures

Task- and time-oriented procedures carried out
to perform competent patient care in management of disease process and prevention of
complications

Education

Requirements for complex patient care encompassing teaching about disease processes, procedures, preventive measures, and standard facility protocols

Psychosocial

Nursing tasks related to monitoring and intervention correlating with mental disabilities,
end-of-life care, and palliative care, and including personal or family dynamics

I.V. medications monitoring of I.V. medications, blood or blood
products, or hemodynamic monitoring of vascular access
Harper K, McCully C. Acuity systems dialogue and patient classification system essentials. Nurs Admin

Indicators that affect
staffing
Another factor to consider when
choosing an acuity-based
staffing system is to ensure that
the indicators measure patient
complexity and required nursing
care. To evaluate this, leaders
need to consider several
variables identified in the
literature when determining
adequate staffing. These
variables fall into three major
categories: patient needs, nurse
characteristics, and unit and
organizational factors.

Medications

(See Patient-related factors
affecting nursing workload.)
Nurse characteristics Nursing
staff characteristics must be
taken into account. A particular
nurse’s training, education, and
skills should be matched with
the needs of a particular
patient.
Unit and organizational
factors
These factors may include workflow processes, documentation
expectations for nursing staff,
physical layout of the floor, and
existing support, including
nursing assistance and stocking
of supplies.

Commercial vs. local
systems
A key decision organizations
face when choosing an acuitybased staffing system is
whether to use a commercial
system is whether to use a
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commercial system, as Premier
Health did, or develop one
locally. Both options have
advantages and drawbacks.
The biggest advantage of
commercial systems is that they
offer an already developed
algorithm that potentially can be
tailored to the local nursing
model. Commercial systems
typically include modules that
allow direct tracking of actual vs.
target indicators to see how
those indicators affect patient
processes.
However, many commercial
systems have a high data-entry
burden, although this can be
mitigated by linkage to the
EHR (a feature vendors
increasingly are working to
accommodate). Also, these
systems typically focus on
patient need and don’t take
into account patient turnover
and the associated increase in

Call to action
Optimal staffing is linked to
clinical and organizational
excellence. Rigorous evidence is
emerging to support acuitybased staffing as way to provide
consistent, high-quality care
while managing financial
burden. Nationally, legislation
mandating acuity-based staffing
is increasing, and union
contracts are starting to consider
the role of acuity-based staffing
as well. As a result, healthcare
organizations will likely have
difficulty ignoring the move away
from census or opinion-driven
staffing toward acuity-driven
systems.
The onus now lies on nursing
leadership, with many
opportunities to help push for
change. Externally, nurses can
commit to supporting research
surrounding acuity-driven
staffing and disseminating that
work through presentations and
publications. They can support
professional nursing
organizations
AmericanNurseToday.com
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that are spearheading change.
For instance, the American
Nurses Association is developing white papers to help educate nurses and support the
movement.

Acuity-based staffing isn’t
just a way to achieve better
patient outcomes. It’s also an
opportunity to demonstrate
the significant value nursing
contributes to patient care.

Internally, nurse leaders need
to support a move away from
opinion-based acuity staffing
toward data-driven acuity-based
staffing. This will require
educating teams, management,
and chief executives about the
potential for data-driven staffing
to improve patient care and
control cost. “Historically, many
have been suspicious of acuitydriven staffing,” said Kerfoot,
“because it has been opinion
based. But that’s not the case
now. We have to help people
understand this isn’t the acuity
system of 20 years ago. Today’s
data-driven systems make an
incredible difference.”
Kerfoot urges nurses,
particularly nurse leaders, to
advocate for data-driven
acuity-based staffing
technology and to empower
nursing to leverage the EHR
investment and use robust data
that will bring a significant
return on investment.
Nurse leaders must stay well
informed to ensure that a nursing
voice is already at the table when
workforce staffing technology
decisions are being considered.
Trepanier pointed out, “If we
don’t have the data to

demonstrate the hard work—the
practice and influence we make
in light of those we serve—we
won’t be able to appropriately
demonstrate our value
contribution.”

American Nurse Today
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Meaghan O’Keeffe is a freelance healthcare writer
and clinical editor based in Framingham,
Massachusetts.
Editor’s note: Access a recording of the webinar on
the American Nurse Today website.
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nursing workload
intensity.
Local systems, on the other
hand, can be adjusted for local
patient variation on specific
units or adapted to incorporate
variability the nursing staff
considers relevant—for
instance, patient turnover. But
they also can impose a dataentry burden if no linkage
exists to track data entry and
storage, which means data
must be collected by hand.
During rollout of a new
acuity-based staffing system,
Trepanier emphasized, shared
governance and having
significant support in place are
crucial for making the process
as seamless as possible. He
recommended that those
responsible for implementing
the system identify and
address resistance to change
early and incorporate the
system slowly from one service
area to the next rather than
taking a “big bang” approach.

Healthcare Executives are

making the connection between

workforce management strategies and quality of care
However survey results showed that only 40%
of respondents are

using technology to enable

acuity-based staffing1

Turn Workforce Data Into Better Outcomes
Learn more about how an integrated, data-driven staffing and scheduling
practice can impact the care delivery at your organization.
Visit gehealthcare.com/WorkforceManagement or call 262-670-2828.
1

Becker’s Healthcare survey “Aligning Organizational Goals with Workforce Management Initiatives”
conducted May/June, 2015.
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Patient Classification

The Financial Impact of

Acuity-based

Staffing
An Executive Priority

In the landscape of healthcare today,
it’s not enough to simply find the balance
between finances and care quality. Instead,
forward-thinking healthcare organizations
are embracing strategies that simultaneously
improve patient outcomes and the bottom
line. Often seen as being responsible for two
separate aspects of the health system, now a
collaborative relationship between CFOs and
CNOs is at the core of a hospital’s success.
Staffing strategies are one key area that requires
healthcare executives to reach across the table to
develop initiatives that both control costs and
maintain high-quality care. Since labor accounts for
54.2 percent of a hospital’s operating costs1, it makes
sense that savvy healthcare providers optimize their
labor resources and their workers’ abilities. As the
healthcare industry shifts to accountable care, hospital
decision-makers will need to meet patient care
requirements in the most cost-effective way possible.

Staffing and patient care needs are deeply entwined
with a hospital’s bottom line and accurate, effective
nurse staffing and acuity strategies can help health
systems reach their patient care and financial goals.
By pairing nurse talents, skills and experience with
specific patient needs through acuity-based staffing,
hospitals are able to maintain low readmission rates,
deliver exceptional patient care and remain financially
successful.

The Aspects of a Strong
CFO to CNO Connection
LABOR COSTS CAN DETERMINE
WHETHER YOU SURVIVE OR THRIVE

The healthcare industry is unique.
Workforce solutions and staffing strategies
that work for other industries often fall
short when it comes to healthcare.
Benefits administration and effective
scheduling strategies can ensure nurse-patient
ratios remain strong and mitigate any losses in

$

workforce productivity, but labor costs can skyrocket

$

Patient Classification
unnecessarily if hospital administrators don’t
strategically align the caregiver to patient care needs.
Nurses often don’t simply work 32 to 40 hours a
week- 43 percent have said that they’ve experienced
an increase in overtime2. Fifty-four percent of nurses
report excessive workloads3.
A hospital’s budget is impacted by managing nurse
overtime through effective staffing and scheduling.
With an increase in staffing efficiencies, overtime costs
are controlled, which benefits the entire organization.

Replacing a valued health care employee can cost
up to 250% of the employee’s salary4. When CFOs
consider the national rate of nurse turnover rose to
14.7 percent, an increase of more than 1 percent from
2012 according to the “2013 National Healthcare & RN
Retention Report” from Nursing Solutions Inc.5, costs
increase even more. Acuity-based staffing helps to
ensure nurses receive equitable patient assignments
utilizing their unique skill sets and experience levels,
leading to happier nurses, less turnover and thousands
of dollars in savings.
CFOs understand the cost to increase staffing, but this
expense is often offset by lower readmissions, fewer
penalties and better patient outcomes. Managing
expenses in these three areas through acuity-based
staffing can have far-reaching impacts on care quality
and nurse engagement.
STAFFING STRATEGIES IMPACT PATIENT CARE
OUTCOMES AND THE BOTTOM LINE

Nurse staffing and scheduling is a
complicated process; from analysis of
nurse experience and skill sets to
availability and budgeting needs, a
great deal of work goes into
coordinating staffing plans. Acuitybased staffing makes it possible to
evaluate actual patient care
needs in order to make data-driven decisions.

+

Nurse workload, shift turnover and inefficient patient
matching can directly impact patient care in
hospitals. In fact, researchers examined data from
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197,961 admissions and 176,696 nursing shifts at
an academic medical center and found patient
mortality increased as unit shift hours rose and
nurse staffing levels dropped7. It has been found
that patient deaths cost hospitals approximately $20
billion every year8.
In an era of accountable care, patient outcomes and
length of stay are especially important. If patients
don’t receive adequate care and discharge planning
when they are in a health system, they may need to
be readmitted, which increases costs for the hospital.
Readmission rates have become essential to health
systems’ receipt of reimbursements through the
Patient Protection and Affordable Care Act’s Hospital
Readmissions Reduction Program (HRRP). Hospitals
that have focused on “right-sizing” their staffing to
avoid both under- and over-staffing are better able
to cost-effectively keep their readmissions low and
prevent penalization through the program. According
to a 2013 study in Health Affairs, staffing is the single
most significant factor in reducing readmissions.
Health systems with higher nurse employment had a
25 percent lower chance of receiving penalizations for
readmissions through HRRP than those that had lower
nurse staffing levels9. Essentially, the higher nurse
workloads are and the less nurse managers and
staffing coordinators utilize acuity when assigning
shifts, the more at-risk patients are for being
readmitted.
Safe staffing mandates are already in place in
numerous states, with more legislation pending. The
push for staffing practices that require acuity-based
staffing are the most effective at reducing nurse burnout
and turnover, increasing patient satisfaction and
ensuring high-quality care6. In fact, new federal bills that
go beyond requiring minimum staffing levels are
currently before the Senate and the House of
Representatives. If passed, the National Nursing
Shortage Reform and Patient Advocacy Act would
amend the Public Health Service Act to allow nurses to
be patient advocates, and the Nurse Staffing Standards
for Patient Safety and Quality Care Act of 2013 would
ensure hospitals maintain strict nurse-patient ratios and
appropriately match caregivers with patients for
improved care quality and patient safety. With additional
staffing regulations on the horizon, it will be even more
important to a hospital’s bottom line for CFOs and
CNOs to collaborate on acuity-based staffing.
API HE A L T H C A R E

THE PULSE OF YOUR STAFF RELATES TO DOLLARS

Nurse burnout, retention and satisfaction directly
affect the hospital’s bottom
line. While nurse engagement may not
seem directly related to health system
costs, it’s worth a closer look. Nurses
put great stake in being able to treat
all of their patients safely, effectively
and compassionately, and they feel
the impact physically, emotionally and
mentally when the workload is not
balanced.
So when nurses aren’t matched correctly with their
patients - either they don’t have the necessary
qualifications to provide adequate care or have too
much work for the number of patients they have to
treat - they can quickly become dissatisfied with their
jobs.
According to the Agency for Health Research and
Quality (AHRQ), the risk of nurse burnout increases by
23 percent and dissatisfaction by 15 percent for each
additional patient a nurse receives10. However, when
hospitals have accurate staffing, nurse burnout and
dissatisfaction can drop significantly. Staff turnover is
costly: As noted earlier, replacing a healthcare
employee can cost up to 250% of their salary4. Taking
into account the rate of nurse turnover, hospitals can
lose between $3.74 million and $4.98 million every
year11.
Yet, surprisingly, many hospitals don’t track their
turnover. According to the NSI study, 83.9 percent
of health care respondents don’t record the costs of
employee loss11. With the report finding that the
vacancy rate for nurses is expected to grow, hospitals
need to do all they can to keep retention high to avoid
a lapse in patient care quality and a need to increase
nurse workloads even more. By embracing acuitybased staffing, CFOs can see dramatic improvements
in retention through equitable assignments and a
decrease in nurse turnover costs.
CONCLUSION

With so many demands on hospital resources, finding
ways to reduce labor expenses directly impact an
organization financially. Savvy CFOs understand
that working with CNOs and nurse managers to
optimize nursing resources is a top priority for
significant cost savings.
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As we enter the era of accountable care, healthcare
providers will need to concentrate their attention on
acuity-based staffing to ensure the hospital is able to
provide quality care for positive patient outcomes and
to keep nurse turnover low. For CFOs to truly see
cost savings, they must increase their collaboration
with nursing administrators and place greater value
on strategic nurse staffing initiatives. The real payoff
of CFOs embracing acuity-based staffing is that it
empowers them to manage labor costs and ensure
the delivery of quality care - benefiting the entire
health system. A hospital’s success relies on
improving both clinical and financial outcomes, and
data-driven acuity-based staffing will help health
systems remain profitable now and in the future.
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PRINCIPLES OF STAFFING & WORKFORCE MANAGEMENT:
THE FUTURE OF NURSING AS HOLISTIC PROVIDERS AND ADVOCATES OF
CARE
The Principles of Nurse Resources Aligned with the Triple Aim
The Institute for Healthcare Improvement’s (IHI’s) Triple Aim strives to optimize health
system performance. Initially articulated by
Berwick (2008), per the Triple Aim, reforming
health care requires the simultaneous pursuit
of three dimensions:
•

Improving patient experience of care
(including quality and satisfaction)

•

Improving health of populations

•

Reducing per capita cost of health

The Institute for Healthcare Improvement
(IHI) was officially founded in 1991, but its
antecedents began in the late 1980s as
part of the National Demonstration
Project on Quality Improvement in Health
Care. IHI is committed to redesigning
healthcare into a system without errors,
waste, delay, and unsustainable cost.

care
Bodenheimer & Sinksy (2014) recommend that the Triple Aim should be updated to
include a fourth aim: address clinician and staff satisfaction, and work-life balance.
Staff satisfaction is also the underpinning for the Magnet Program development (ANA,
ANCC, n.d.). It is built around the variables that institutions and nursing services
create—the magnetism—that attracts and retains quality nurses.
The Triple/Quadruple Aim (henceforth as Triple Aim) sets to achieve quality care
delivery at the level of patient centered care. Nurses, as providers of care, are uniquely
qualified to best orchestrate and maximize each dimension of the Triple Aim framework:
Nursing is a practice discipline and occurs as one nurse and one patient,
family or community at a time. The encounter between a nurse and
patient forms a fundamental bond that defines not only nursing as a
profession, but each individual nurse as a provider of care. Nursing
practice drives value and nurses have a direct and intimate influence on
the quality, safety, and costs of patient centered care. If we define
nursing value as the function of outcomes divided by costs, there is a
need to better define those measures and analytics for patient level
costs and outcomes of nursing care. This fundamental shift to capture
the patient or consumer impact of nursing care is an important
expansion of how nursing value is quantified. This will require rethinking
how we view nursing care delivery beyond solely measuring nursing in
terms of tasks or ratios and staffing levels, to one that recognizes the

individual and collective accomplishments and results provided by each
nurse across the broad spectrum of care. True nursing value can only
be described by measurement of the clinical and financial impact of
nursing care. (Pappas & Welton, 2015)
The Triple Aim and overall impact on care delivery are meant to translate
across the continuum of care, beginning at the individual level and expanding
to population health at the systems level. For example, the Centers for
Medicare & Medicaid Services (CMMS) Reform of Requirements for LongTerm Care Facilities (2016) is an update of the original 1991 document to
reflect not only changes in
theory and practice, but to
reinforce the Triple Aim tenets
to strengthen and modernize

Registered nurses (RNs) are chartered with the protection,
promotion, and optimization of health and abilities, prevention of
illness and injury, facilitation of healing, alleviation of suffering
through the diagnosis and treatment of human response, and

the nation's health care

advocacy in the care of individuals, families, groups, communities,

system, providing access to

and populations (ANA, n.d., c). As providers and advocates of care,

high quality care and

RNs practice in all healthcare settings: hospitals, nursing homes,

improved health at lower cost.

medical offices, ambulatory care centers, community health centers,
schools, and retail clinics. They also provide health care in more
surprising locations such as camps, homeless shelters, prisons,

Preface: Nurses and

sporting events, and tourist destinations (ANA, n.d., d).

Staffing—A Complex and Multilevel Healthcare and Delivery Issue
Since the original 1999 publication of ANA’s Principles for Nurse Staffing, staffing
issues facing the profession have reached multidimensional heights in complexity.
Aging populations of patients and nurses, competing priorities for health care dollars,
and regional registered nurse shortages individually and collectively place the
profession in a potentially perilous situation. To add to the mix future nursing school
graduates may not be able to meet increasing workforce demands characterized by a
blossoming baby boomer population and retiring senior nurses. Such pressures on
registered nurses (RNs) to provide expert care across the spectrum of healthcare
consumers—from neonates to frail elders—cause nurses to seek the definitive answer
for ascertaining the right number of patients per RN within care units; the optimum
staffing system; and the optimum skill mix of licensed and unlicensed nursing personnel
needed to meet a patient’s needs (Kurtzman, 2010a). Research has addressed these
issues and begins to provide solutions (See Annex-- Safe Staffing Literature Review,

2017). However, further research is needed to provide answers and workable staffing
models in demanding settings.

The Many Dimensions of Nursing and Staffing
Nurses’ Professional Characteristics, Outcomes of Care, and Levels of Care

Nurse staffing is more than just meeting a “ratio” of a certain number of nurses for a
given number of patients. Ultimately, any nursing care delivery system must provide the
necessary nursing resources to meet each patient’s individual needs and the unit’s
collective needs. All nurses are providers of care. As such, the individual characteristics
of each nurse—experience, knowledge, specific skill set, and overall attitude and
professional judgment—directly impact the outcomes of care. This is achieved
individually as part of the professional accountability and responsibility for each nurse,
but also collectively among groups of nurses working collaboratively with other
healthcare team members to provide the optimal care to each patient at an optimum
price (cost) to achieve best value. From a systems standpoint, each care setting must
balance both quality and safety towards achievement of best practices and outcomes
with the overall expenditure of nursing resources and the costs associated with those
resources to achieve an optimum outcome of care (Li, et al., 2011; Welton & Harper,
2015).
ANA believes that the interaction where care is given—the encounter between a
nurse and patient/healthcare consumer, family, or community—is where these concerns
need to be addressed and solutions developed. The Principles document provides a
framework to help direct care nurses, nurse leaders and health care administrators
address questions about appropriate staffing levels, provide measurable criteria to
assess the sufficiency of staffing, skill mix, experience, assignment patterns, and
readiness of nurses and nursing staff to provide patient care, and the criteria for
reviewing staffing systems within a nursing care delivery system (Cathro, 2013; Sir,
Dundar, Barker Steege & Pasupathy, 2015). The Principles document also provides a
framework to ensure there are comprehensive mechanisms in place within a nursing
care delivery system to address fluctuations in the nursing workforce and to ensure that
nursing resources are adapted and applied in a timely manner to meet the changing
needs of patients, units, populations, or communities.

Registered nursing is a “knowledge-based” practice with a significant psychomotor
skills component. Although RNs perform tasks such as sterile dressing changes and
medication administration, the knowledge and expertise they obtain through their
educational programs and work experiences guide the clinical decision-making and
cognitive skills needed to provide the full scope of nursing care to the right patient at the
right time in the right setting. Having an adequate complement of registered nurses and
other nursing personnel within a particular clinical setting is a necessary first step to
providing optimum care. However, a nurse’s experience, expertise with a patient
population, educational preparation, as well as attitude, professional bearing, and belief
in essential nurse caring and healing also have an important role in achieving optimum
outcomes of care.
Major ethical and foundational work guide ANA’s conceptualization of the forces that
drive nurse staffing decisions. First and foremost is the concern for the patient and the
type of care the patient requires. Second is the concern for the well-being of the nurse,
which directly and indirectly affects patient care. As is required of registered nurses in
each of the profession’s foundational documents—The Code of Ethics for Nurses with
Interpretive Statements (ANA, 2015a), Guide to Nursing’s Social Policy Statement
(Fowler, 2015), and Nursing: Scope and Standards of Practice, 3rd Edition (ANA,
2015b)—patient safety and well-being are the critical factor that guides all decisionmaking.
The Care Settings of Registered Nurses and Staffing
Nurses provide care in many different places, geographic locations, and at different
times or days, but always in a continual professional relationship. The classic setting is
an inpatient unit where nurses provide continuous, around the clock care. Other venues
which provide continuous care are skilled nursing facilities, long term acute care
(LTAC), rehabilitation facilities, and inpatient hospice. Alternatively, settings may
provide intermittent encounters with patients/healthcare consumers, families or
communities such as a home health nurse, school-based nurse, nurse educators,
ambulatory care, surgery centers, or public health nursing. These divergent locales
where nursing care is provided are relevant to understanding how to staff and assign
nurses based on needs of the patients (or families and communities). For example, in
settings that require continuous care, as in hospitals or skilled nursing facilities, nurses
care for groups of patients simultaneously and there is a need to understand the acuity
of the population in order to predict the number and expertise of each nurse needed

during a particular time period, as well as assign patients to nurses who possess the
expertise for that patient assignment (Needleman, 2013).
For intermittent encounters with patients, such as hospice or home health care, need
is based on a particular visit and the individualized services provided during the time a
nurse encounters the patient or between visits when activities such as care coordination
may occur. Unlike inpatient nursing care, home or hospice visits are typically provided
by a single nurse who travels to the patient so additional considerations are necessary
to access the patient population and reasonably assess care needs and types of
services required by each patient.

The care setting is an important consideration in

determining where and how nurses are allocated to patient care. In the inpatient
environment, considerable overlap in care may exist. For example, an experienced
nurse may mentor a new graduate, both of whom are providing care. In a home health
or other settings where nurses may be providing care alone with a patient or family
member, consideration needs to be given to the preparation and experience of that
nurse to deliver optimum care. Supporting nursing care in settings were patients are
remote or where access to supplies and technology may be factors in providing safe
and high quality care, present yet another varied setting.

Effective, Safe, Timely Care Delivery
Defining Appropriate Nurse Staffing

Appropriate nurse staffing and assignment are a match of registered nurse education,
experience and competence with the needs of the recipient of nursing care services in
the context of the practice setting and situation. The provision of appropriate nurse
personnel is necessary to reach safety and quality care outcomes. To achieve these
outcomes, nurses at all levels engage in dynamic processes of multi-faceted decisionmaking that consider a wide range of variables to include, but not limited to: personal
nurse attributes such as temperament, education/preparation, and experience; unit
resources of number, type, and skill mix of RN, LPN/LVN, unlicensed assistive
personnel (UAP); and environmental turbulence, i.e., rapid admissions, turnovers,
and/or discharges (Aiken, et al., 2017).
Core Components of Nurse Staffing (Avalere, 2015)

In 2015, the American Nurses Association (ANA) collaborated with Avalere, LLC to
explore the clinical case for using optimal nurse staffing models to achieve
improvements in patient outcomes. Core components outlined include:
•

All settings should have well-developed, dynamic staffing guidelines with
measurable nurse-sensitive outcomes specific to that setting and healthcare
consumer population.

•

RNs at all levels are full partners working with other healthcare professionals
in collaborative, interdisciplinary partnerships.

•

RNs must have a substantive and active voice in staffing decisions to ensure
the necessary time with patients to meet care needs and overall nursing
responsibilities.

•

Staffing needs are determined based on an analysis of a patient’s status
(e.g., degree of stability, intensity, and acuity), and the environment in which
the care is provided. Other considerations to be included are: professional
characteristics and skill set, and previous staffing patterns that have been
shown to improve outcomes.

•

Appropriate nurse staffing should be based on allocating the appropriate
number of competent RNs to a care situation; pursuing quality of care indices;
meeting consumer-centered and organizational outcomes; meeting federal
and state laws and regulations; and attending to a safe, quality work
environment.

•

Cost-effectiveness is an important consideration in delivery of safe, quality
care. In order to maximize the true value of the nurse providing care, nursing
costs per patient need to be measured and linked with reimbursement,
performance metrics, and value-based nursing care models.

•

Reimbursement structure should not influence nurse staffing patterns or the
level of care provided. In order to do this, a better understanding of nursing
finance is necessary, to identify nursing services costs as well as their
revenues within the overall business of caring. Ultimately decisions on how
many nurses and other personnel—the skill and experience mix—need to be
considered and calculated at the individual patient level rather than broad
bundling centered on staffing ratios.

Organizational transparency and accountability frequently aid efforts, through
accessible and often comparative channels, to measure and hold institutional

leadership and care providers responsible for their decisions and actions regarding
criteria for employment and nurse staffing decisions, including assignments. Along with
performance-based payment programs, both the Department of Health and Human
Services (HHS) and the National Academy of Medicine (NAM) [formerly the Institute of
Medicine (IOM)] have recognized transparency and accountability as key components
to healing a US healthcare system that is inefficient, fragmented, and unsafe
(Kurtzman, 2010b). Transparency can be addressed by using existing data to link the
care of nurses to patient outcomes and costs of care. Future efforts to identify best
practices on nurse staffing and assignment patterns will use increasingly sophisticated
data collection and analysis techniques that use evolving data science and business
intelligence methods to help nursing and health care leaders optimize nursing care
delivery systems.
ANA's policy advocacy for quality care to promote transparency has been successful
in key steps to achieve public reporting of staffing and skill mix data through work at the
National Quality Forum (NQF). Specifically, reporting these nurse staffing measures
and outcomes publicly will act as an effective quality policy lever to reduce staffing
variance in hospital nurse staffing and skill mix that is associated with patient death and
harm (ANA, n.d., a). Future policy efforts may include pay for nursing performance
measures as well as adjusting reimbursement to providers based on the value rather
than amount of nursing care provided to each patient.

Cost Efficient, Equitable, Patient Centered Care
RNs Fiscal Knowledge Base
Today, nurses at all levels must understand the relationship between staffing; costs;
and patient/healthcare consumer, employee and, organizational outcomes. Questions
we can ask and areas for exploration include:
•

How do nurse staffing levels and patient assignments maximize care delivery
and what are the associated costs of nursing care at the individual patient level?

•

What additional real-time data are needed to optimize nursing care delivery?

•

How can we benchmark nursing care across different settings to assure best
outcomes at optimum cost?

•

Which settings are providing the best value nursing care and how can those
practices be emulated across the broad spectrum of care settings?

Further discussion is needed on how the costs of nursing care, the actual time and
direct costs of nurses are allocated to individual patients, as
well as the indirect costs of a nursing care delivery system
are incorporated into current billing and reimbursement for
healthcare. In doing so, an alignment of payment for
optimum nursing care provided can be articulated and two
major public policy problems can be addressed:

A perverse incentive
is one that has an
undesirable or
contrary result from
that which is intended
(Masaki Flynn, 2009).

1. In current healthcare payment policy, nursing care is
generally hidden within daily room rates or facility fees;
therefore, the actual expert professional care provided by registered nurses and
these service costs are unknown to patients or administrators. Some patients
consume more nursing care but are charged the average, other receive less care
than average but are billed at a higher rate. There is clear evidence when nurse
staffing falls below needed care, there is an increase in adverse events and
higher costs of care compared to adequate staffing levels (Aiken, et al., 2007;
McHugh, et al., 2016; Pappas, 2008).
2. There is a perverse incentive for facilities to cut nursing care as it represents one
of the largest components of healthcare expenditures and is not directly linked to
billing and payment for care. Therefore it is imperative that nursing care be
identified within the national healthcare payment structure, allocated directly to
usage consumed per patient, payment be aligned with adequate and appropriate
nursing care consumed, and data from nurse billing systems be used to identify
metrics of optimum nursing care.

The staffing process can be considered in four phases:
•

Forecasting, to include budgeting and planning based on expected future
patient volume and acuity

•

Scheduling of adequate number of nurses and other nursing personnel to
address current needs of patients

•

Assigning staff based on needs of each patient and balanced workload
across the scheduled nurses and nursing personnel

•

Improving, to include monitoring and analyzing, performance, quality and
safety, and outcomes of nursing care

Scheduling and staffing assignments help operationalize the budget plan, while the
process of improving and adjusting these variables based on analysis ensures the
delivery of an exceptional experience of care in a cost-effective manner (ANA, n.d., b).

Principles Related to the Patient/Healthcare Consumer (ANA, 2012b)
Nurse staffing decisions should be based on the characteristics and needs of the
individual patient, family, and population served. These include, but are not limited to,
patient:
•

Age and functional ability

•

Communication skills

•

Cultural and linguistic diversities

•
•

Complexity of care needs, based on severity, intensity, acuity, and stability of
condition,
Existence and severity of multiple morbid conditions

•

Scheduled procedure(s)

•

Ability to meet healthcare requisites

•

Availability of social supports

•

Transitional care, within or beyond
the healthcare setting

•

Continuity of care

•

Environmental turbulence (i.e., rapid
admissions, turnovers, and/or
discharges)

•

Other specific needs identified by
the patient/healthcare consumer,
the family, and the registered nurse.

“Professional” governance structures
underscore the role of professionals
and their obligation to make a
positive contribution to the lives of
individuals and communities. The
structures must address 4 core
elements of professional practice:
accountability, partnership,
ownership, and equity.
“Shared” governance was
introduced over 45 years ago as an
approach to structural empowerment
where nurses embody and
operationalize autonomy and control
over practice (Clavelle, O’Grady,
Weston, & Verran, 2016).

In any approach used to determine
appropriate nurse staffing, consideration must
be given to the elements affecting care at the individual setting level. No single method,
model or assessment tool (e.g., nursing hours per patient day [NHPPD], case mix index
(CMI), nursing intensity weights, mandatory nurse-to-patient ratios) has provided
sufficient evidence to be considered optimal in all settings and all situations. Each

setting should have staffing guidelines based on safety indicators and outcomes
specific to that area and population.
The following elements are to be considered when making the determination:
•
•

Professional/Shared governance for nursing practice
Involvement in quality measurement activities

•

Quality of work environment of nurses

•

Development and implementation of comprehensive plans of care

•

Practice environment

•

Architectural geography of unit and institution

•

Evaluation of practice outcomes that include quality, safety and costs

•

Available technology and support services

•

Evolving evidence

Principles Related to Organization and Workplace Culture
Florence Nightingale in Notes on Hospitals (1863) eloquently observed:
In attempting to arrive at the truth, I have applied everywhere for
information, but in scarcely an instance have I been able to obtain hospital
records fit for any purposes of comparison. If they could be obtained, they
would enable us to decide many other questions besides the one alluded
to. They would show subscribers how their money was being spent, what
amount of good was really being done with it, or whether the money was
not doing mischief rather than good; they would tell us the exact sanitary
state of every hospital and of every ward in it, where to seek for causes of
insalubrity and their nature; and, if wisely used, these improved statistics
would tell us more of the relative value of particular operations and modes
of treatment than we have any means of ascertaining at present. They
would enable us, besides, to ascertain the influence of the hospital with its
numerous diseased inmates, its overcrowded and possibly ill-ventilated
wards, its bad site, bad drainage, impure water, and want of cleanliness or the reverse of all these - upon the general course of operations and
diseases passing through its wards; and the truth thus ascertained would
enable us to save life and suffering, and to improve the treatment and
management of the sick and maimed poor.

Healthcare leaders must create a workplace environment that values registered
nurses and other employees as critical assets. Policies should support the ability of RNs
to practice to the full extent of their education, scope of practice, and top of their
licensure. To maximize safe patient care and quality outcomes, health system leaders
should recognize that in addition to appropriate registered nurse staffing, they must
provide inter-professional support and ancillary services. These include at a minimum:
•

Sufficient orientation and preparation, including direct and indirect supervision
by nurse preceptors, nurse experts, nurse educators and mentors to ensure
registered nurse competency in patient care delivery and utilization of clinical
technology

•

Access to timely, accurate, relevant information provided by technology that
links clinical, administrative, and outcome data to aid in care planning and
implementation

•

Timely coordination, supervision, and delegation to trained unlicensed
assistive personnel as needed to maximize safety

•

Support in ethical decision-making in care planning and care delivery

•

Resources and pathways for care coordination and health education for the
patient/healthcare consumer and/or family

•

Effective, efficient, and timely support services (e.g., transport, clerical,
housekeeping, and laboratory) to minimize service ‘turn-around time’

•

Preparation and ongoing training for competency in technology or other tools

•

Sufficient time for accurate, contemporaneous patient documentation

•

Time to accommodate documentation created by integration of technology,
electronic records, surveillance systems, and regulatory requirements.

•

Processes to facilitate transitions during work redesign, mergers, and other
major changes in work life from the unit level to the organization system level

•

Create a culture of values that support respect, trust, collaboration, and team
building across the professions that cultivate loyalty and ultimately retention.

•

Create unique opportunities and resources for the registered nurse to
maintain continuing education and engagement in lifelong learning as part of
professional responsibility.

The specific needs of the population served should determine the appropriate
competencies of the registered nurse practicing in that area. The organization must
specify the appropriate credentials, competencies required, and qualifications of RNs

for its populations of patients, and hire RNs who meet those qualifications, while
ensuring nurses are permitted to practice to the full extent of their education,
competency, scope of practice, and top of licensure.
The following nurse characteristics should be taken into account when determining
nurse staffing:
•

Licensure

•

Experience with the population being served

•

Level of expertise (i.e., novice to expert)

•

Competency with technology and clinical interventions

•

Professional certification

•

Educational preparation

•

Language and communication capabilities

•

Organizational experience

Staffing plans must accommodate for experienced registered nurses across the
staffing schedule who can offer clinical support to other staff. Adjustments in staffing
and assignments should be considered to incorporate mentoring and skill development
needs of nurses.
Factors such as nurse satisfaction, burnout, turnover, retention, precepting students
or new staff, mentoring, care coordination, skill with technology, use of agency or
contractual staff, competency requirements, and staff development should be monitored
regularly to ensure that staffing outcomes are measured and adjusted. Nursing
students and precepted students are not staff and cannot be treated as such.
Registered nurses must have the decision-making authority to alter staffing in real
time to accommodate changing and anticipated healthcare consumer needs, registered
nurse competency and skill levels, in order to assure appropriate staffing in rapidly
fluctuating situations.
Documentation and Communication within the Healthcare Team (ANA, 2010)
Nurses and other healthcare providers aim to share information about patients and
organizational functions that is accurate, timely, contemporaneous, concise, thorough,
organized, and confidential.
Information is communicated verbally and in written and electronic formats across all
settings. Written and electronic documentation provide durable and retrievable records.

Foremost of such electronic documentation is the electronic health record (EHR), which
provides an integrated, real-time method of informing the healthcare team about the
patient status. To enable the healthcare team to ensure informed decisions and provide
high quality care in the continuity of patient care, timely documentation of the following
types of information should be made and maintained in a patient’s EHR :
•

Assessments

•

Clinical problems

•

Communications with other healthcare professionals regarding the patient

•

Communication with and education of the patient, family, and the patient’s
designated support person and other third parties

•

Medication records (ie, MAR)

•

Order acknowledgement, implementation, and management

•

Patient clinical parameters

•

Documentation of interventions

•

Patient responses and outcomes, including changes in the patient’s status

•

Plans of care that reflect the social and cultural framework of the patient

High quality documentation is:
•

Accessible

•

Accurate, relevant, consistent and complete

•

Auditable

•

Clear, concise, and complete

•

Legible/readable (particularly in terms of the resolution

•

and related qualities of EHR content as it is displayed

•

on the screens of various devices)

•

Timely, contemporary, and sequential

•

Reflective of the nursing process

•

Authenticated; that is, the information is truthful, the author is identified, and
nothing has been added or inserted

Delegation by Registered Nurses to Unlicensed Assistive Personnel (UAP) (ANA,
2012a)
The following principles provide guidance and inform the registered nurse’s decisionmaking about delegation:

•

The nursing profession determines the scope and standards of nursing
practice

•

The RN takes responsibility and accountability for the provision of nursing
practice

•

The RN directs care and determines the appropriate utilization of resources
when providing care

•

The RN may delegate tasks or elements of care but does not delegate the
nursing process itself

•

The RN considers facility/agency policies and procedures and the knowledge
and skills, training, diversity awareness, and experience of any individual to
whom the RN may delegate elements of care

•

The decision to delegate is based upon the RN’s judgment concerning the
care complexity of the patient, the availability and competence of the
individual accepting the delegation, and the type and intensity of supervision
required

•

The RN acknowledges that delegation involves the relational concept of
mutual respect

•

Nurse leaders are accountable for establishing systems to assess, monitor,
verify, and communicate ongoing competence requirements in areas related
to delegation

•

The organization/agency is accountable to provide sufficient resources to
enable appropriate delegation

•

The organization/agency is accountable for ensuring that the RN has access
to documented competency information for staff to whom the RN is
delegating tasks

•

Organizational/agency policies on delegation are developed with the active
participation of registered nurses

An example of a delegation algorithm:

Principles Related to the Practice Environment (ANA, 2012b)
Staffing is a structure and process that affects safety of patients, nurses themselves,
and others in the environment. Institutions employing a culture of safety must recognize
appropriate nurse staffing as integral to achieving goals for patient safety and quality:
•

Registered nurses have a professional obligation to report unsafe conditions
or inappropriate staffing that adversely impacts safe, quality care; and the
right to do so without reprisal.

•

Registered nurses should be provided a professional nursing practice
environment in which they have control over nursing practice and autonomy
in their workplace.

•

Appropriate preparation, resources and information should be provided for
those involved at all levels of decision-making. Opportunities must be
provided for individuals to be involved in decision-making related to the
practice of nursing.

•

Routine mandatory overtime is an unacceptable solution to achieve
appropriate nurse staffing. Policies on length of shifts; management of

uninterrupted periods for meals and rest; and overtime should be in place to
ensure the health and stamina of nurses and prevent fatigue-related errors.

Principles of Health Information Technology
ANA’s Principles for Health System Transformation (ANA, 2016)
For decades, ANA has been advocating for healthcare reforms that would guarantee
access to high-quality healthcare for all. With the passage of the Patient Protection and
Affordable Care Act (PPACA), millions of people have greater protection against losing
or being denied health insurance coverage, and better access to primary and preventive
services. In 2016, ANA developed Principles for Health System Transformation, to
include:
•

Ensure universal access to a standard package of essential healthcare services
for all citizens and residents.

•

Optimize primary, community-based and preventive services while supporting
the cost-effective use of innovative, technology-driven, acute, hospital-based
services.

•

Encourage mechanisms to stimulate cost-effective use of healthcare services
while supporting those who do not have the means to share in costs.

•

Ensure a sufficient supply of a skilled workforce dedicated to providing high
quality healthcare services.

Healthcare Systems
Documentation systems should be designed to have interoperability across the
healthcare system such that the documentation can be sent to and received by other
systems in a useable format. The documentation interoperability and information
transfer includes nursing documentation. To facilitate interoperability and transferability,
standardized terminologies should be utilized to:
•

Describe all aspects of nursing care, including assessment, identification of
problems, nursing diagnoses and interventions, nursing-sensitive outcomes,
evaluation, and recommendations

•

Provide method to accurately document errors (commission, omission, and
near misses) that meet a national standard

•

Ensure nurses (prepared in nurse informatics or similar specialties), at the
level of the healthcare system, in collaboration with regulatory agencies,

contribute to the design and development of data storage and retrieval
systems that function in a timely and efficient manner
Determining the right number and type of nursing staff required to meet patient care
needs historically is viewed as the foundation of workforce management systems. From
Florence Nightingale's initial efforts to assign patients to particular wards based on
severity of illness to more focused studies from the 1960's forward, the need for
accurate data on patient care requirements has continued to grow.
Patient Classification and Acuity Systems (ANA, n.d., b)
The term Patient Classification Systems refers to measurement systems in nursing
that reflect actual patient care needs for staffing purposes. The term is also referred to
as Acuity Systems, although the concept of "Acuity" denotes unidimensional illness
severity in the medical sense. A literature review demonstrates that the majority of the
nursing community continues to prefer the more inclusive term Patient Classification to
reflect the broader bio-psycho-social-spiritual mandate of nursing. Therefore, for
purposes of this discussion, the term Patient Classification/Acuity System (PCAS) is
used. Design Principles for PCAS include the following:
•

Validity and reliability

•

Simplicity and efficiency

•

Objectivity

•

Acceptability

•

Tool Development

•

Nursing Work

If a Patient Classification/Acuity tool is valid and being used correctly, the results of
the ratings should be accurate and dependable consistently. Reliability of these
systems should be well established when initially developed or purchased, and the
ongoing reliability of patient ratings should be assessed routinely. When a Patient
Classification/Acuity System is under development, an RN with health information
technology expertise in measurement methods should be involved throughout the tool
development, and metrics integrated with the EHR be evaluated by additional RNs
utilizing the system.

Conclusion
Despite the concerted efforts at all levels of the nursing profession to address
‘staffing’ in relation to nursing care, heightened and more immediate attention is
required to assure the provision of safe, quality nursing care. Appropriate nurse staffing
must be considered an asset to ever-evolving healthcare systems, rather than simply a
cost factor. Evidence demonstrates that nursing care has a direct impact on the overall
quality of services received, and that when registered nurse staffing is optimal, adverse
events and costs decline, and overall outcomes improve. It is imperative that the
healthcare paradigm shift towards better health at lower costs includes an increased
emphasis on the importance of appropriate nurse staffing to aid healing and recovery
and to avoid harm and poor outcomes. Nurses make a tremendous contribution to
quality care and successful outcomes: the value of registered nurse staffing cannot be
underestimated. With appropriate staffing, nurses can lead the Triple Aim charge to
improve the patient experience of care; improve the health of populations; and reduce
the per capita cost of healthcare, while maximizing a satisfying professional experience.
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Glossary
Accreditation: A voluntary, self-regulatory process by which governmental,
nongovernmental, or voluntary associations or other statutory bodies grant formal
recognition to programs or institutions that meet stated quality criteria.
Assignment: The downward or lateral transfer of both the responsibility and
accountability of an activity from one individual to another. The lateral or downward
transfer of skill, knowledge and judgment must be made to an individual. The activity
must be within the individual’s scope of practice.
Assignment despite objection: A registered nurse (RN) receiving an assignment that
in her or his professional judgment places the patients at risk has an obligation to take
action. The action of refusing an assignment requires the immediate completion of a
form utilized to provide documentation that in the professional registered nurse’s
opinion, the assignment is unsafe and places the patients at risk.
Benchmarking: The continual and collaborative discipline of measuring and
comparing the results of key work processes with those of the best performers. It is
learning how to adapt best practices learned through the benchmarking process that
promotes breakthrough process improvements and builds healthier communities.
Code of ethics: The provisions that make explicit the primary goals, values, and
obligations of a profession. In the United States, professional nurses abide by and
adhere to the ANA Code of Ethics for Nurses.
Competency: An individual’s capability to perform up to defined expectations.
Complexity of care: A quantification of patient antecedents (including precipitating
events, episode of care, intensity and so forth), volume and transactional issues.
Credentialing: Processes designating that an entity has met established standards set
by an agent, governmental or non-governmental, that is acknowledged as being
qualified to carry out this responsibility.
Cultural competency: A process in which the nurse continuously strives to achieve
the ability and availability to effectively work within the cultural context of a client
(individual, family, community).
Delegation: The transfer of responsibility for the performance of an activity from one
individual to another while retaining accountability for the outcome. Example: the nurse,
in delegating an activity to an unlicensed individual, transfers the responsibility for the
performance of the activity but retains professional accountability for the overall care.
Deployment: To spread out, utilize or arrange, especially strategically.
Direct care nurse: The nurse providing care directly to patients, excluding the nurse
manager and nurse executive. Direct care activities can be reflected as partial full-time
equivalents (FTEs).
Electronic health record (EHR): A longitudinal electronic record of patient health
information and automated and streamlined to the clinician’s workflow. An EHR can
help generate a complete record of a clinical patient encounter in any care delivery

setting, and thus support other care-related activities, including evidence-based
decision support, quality management, and outcomes reporting. Such information is
generated by one or more encounters.
Evidence-based practice: A process founded on the collection, interpretation, and
integration of valid, important, and applicable patient-reported, clinician observed, and
research-derived evidence. The best available evidence, moderated by patient
circumstances and preferences, is applied to improve the quality of clinical judgments.
Indirect Patient Care Activities: Indirect patient care activities are necessary to
support patients and their environment, and only incidentally involve direct patient
contact. These activities assist in providing a clean, efficient and safe patient care milieu
and typically encompass chore services, companion care, housekeeping, transporting,
clerical, stocking and maintenance tasks.
Interdisciplinary: Reliant on the overlapping skills and knowledge of each team
member and discipline, resulting in synergistic effects where outcomes are enhanced
and more comprehensive than the simple aggregation of the team members’ individual
efforts.
Interprofessional: Reliant on the overlapping knowledge, skills, and abilities of each
professional team member. This can drive synergistic effects by which outcomes are
enhanced and become more comprehensive than a simple aggregation of the individual
efforts of the team members.
Intensity: The amount or degree of service provided to a patient.
Matrix organization: An organization that uses a multiple command system whereby
an employee may be accountable to a particular manager for overall performance as
well as to one or more leaders of particular projects.
Nurse administrator/executive: A registered nurse who orchestrates and influences
the work of others in a defined environment, most often healthcare focused, to enhance
the shared vision of an organization or institution. The goals of their efforts are a quality
product focused on safety and the requisite infrastructures that seek to meet the
expectations of the nursing profession, the consumer, and society.
Nursing: Nursing is the protection, promotion, and optimization of health and abilities,
prevention of illness and injury, alleviation of suffering through the diagnosis and
treatment of human response, and advocacy in the care of individuals, families,
communities, and populations.
Nursing-sensitive indicators: Those that reflect the structure, process and outcomes
of nursing care. Structure indicators measure aspects of the supply, skill level, and
education and certification of nursing staff. Process indicators measure aspects of
nursing care such as assessment, intervention, and RN job satisfaction. Nursingsensitive patient outcome indicators (such as pressure ulcers, falls, and IV infiltrations)
are those that improve with a greater quantity or quality of nursing care.

Organizational context: Architecture (geographic dispersion of patients, size and
layout of individual patient rooms, arrangement of entire patient care units and so forth);
technology (beepers, cellular phones, computers); same unit or cluster of patients.
Quality (of) care: The degree to which healthcare services for individuals and
populations increases the probability of desired health outcomes and is consistent with
current professional knowledge of best practice.
Ratio: The relationship between two counted sets of data, which may have a value of
zero or greater.
Safeguards: Measures taken to protect an information system and its contents against
unauthorized disclosure, and limit access to authorized users.
Sufficient: Enough to meet the needs of a situation or a proposed end.
Supervision: The active process of directing, guiding and influencing the outcome of
an individual’s performance of an activity. Supervision is generally categorized as onsite (the nurse being physically present or immediately available while the activity is
being performed) or off-site (the nurse has the ability to provide direction through
various means of written and verbal communications).
Telehealth: The use of electronic information and telecommunications technologies in
such activities as long-distance clinical health care, patient and professional healthrelated education, public health, and health administration.
Transactional: Related to a corresponding action or activity involving two parties or
things that reciprocally affect or influence each other.
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ROBERTS RULES CHEAT SHEET

These motions and points are listed in established order of precedence. When any one of them is
pending, you may not introduce another that is listed below, but you may introduce another that is
listed above it.
YOU WANT TO:

YOU SAY:

End the meeting

Postpone
consideration of
something

“I move that we
adjourn…”
“I move that we
recess until…”
“I have a point of
privilege…”
“I move that we
table…”
“I move the
previous
question.”
“I move that we
postpone this
matter until…”

Refer to a
committee
Modify the
wording of a
motion
Introduce
business (a
primary motion)

Take a break
Register a
complaint
Set aside
temporarily
End debate and
vote

INTERRUPT SECOND DEBATE? AMENDABLE?
VOTE
SPEAKER? NEEDED?
NEEDED
No
Yes
No
No
Majority
No

Yes

No

Yes

Majority

Yes

No

No

No

No

Yes

No

No

Chair
Decides
Majority

No

Yes

No

No

2/3

No

Yes

Yes

Yes

Majority

“I move to refer
the motion to…”

No

Yes

Yes

Yes

Majority

“I move that this
motion be
amended by…”
“I move that…”

No

Yes

Yes

Yes

Majority

No

Yes

Yes

Yes

Majority

These incidental motions have no order of precedence; they arise incidentally and are decided on
immediately
Enforce the
“I have a point of
Yes
No
No
No
None
rules
order”
Request
“I have a request
Yes, if
No
No
No
None
information
of information”
urgent
Suspend the
“I move to
No
Yes
No
No
2/3
rules
suspend the
rules which…”
Avoid the motion
“I object to the
Yes
No
No
No
2/3
all together
consideration of
the question”
Divide a motion “I move to divide
No
Yes
No
Yes
Majority
the question”
These motions bring a question again before the assembly. There is no order of precedence.
Introduce only when nothing else is pending.
Take a matter
“I move to take
No
Yes
No
No
Majority
from the table
from the table…”
Cancel or
“I move to
No
Yes
Yes
Yes
2/3 or
change a
remove/amend
majority
previous action
something
with
previously
notice
adopted”
Reconsider a
“I move to
No
Yes
Varies
No
Majority
motion
reconsider the
vote…”

Tab 6

Staffing Request &
Documentation Form
Guide to Using the Staffing Request
Documentation Form
Definition and Description of a Staffing Problem

Guide to Using the Staffing Request Documentation Form
What is a Staffing Request Documentation Form (SRDF)?
A SRDF is a means of documenting that a request has been made for additional staff on a unit for a
particular shift. The form can be used to document a request for nurses as well as support staff
such as CNAs and techs. In addition, the form is used to document the consequences of not having
enough staff such as missed nursing care, overtime, or missed meals and breaks.
Why should I fill out a SRDF?
Nurses have an ethical obligation to report when safe patient care is not supported. The SRDF
provides documentation that the nurse has notified up their chain of command and advocated for
safe patient care. SRDFs are tracked over time and can show trends in staffing that can be used to
support a change to the unit’s staffing plan.
How do I define what unsafe staffing is?
Oregon’s nurse staffing law defines safe staffing as, “nursing care that is provided appropriately, in
a timely manner, and meets the patients’ health care needs.” The law then goes into examples of
what unsafe staffing might look like such as:
•
•
•
•
•
•
•
•
•
•

A failure to implement the written nurse staffing plan;
A failure to comply with the patient care plan;
An error that has a negative impact on the patient;
A patient report that his or her nursing care needs have not been met;
A medication not given as scheduled;
The nursing preparation for a procedure that was not accomplished on time;
A nursing staff member who was practicing outside his or her authorized scope of practice;
Daily unit-level staffing that does not include coverage for all known patients, taking into
account the turnover of patients;
The skill mix of employees and the relationship of the skill mix to patient acuity and nursing
care intensity of the workload is insufficient to meet patient needs; or
An unreasonable delay in responding to a request for nursing care made by a patient or made
on behalf of a patient by his or her family member.

What do I do once I’ve determined staffing is unsafe on my shift?
Contact the appropriate person in your chain of command. For example, if you are working as a
bedside nurse, notify your charge nurse. If you are working as a charge nurse, notify your manager,
supervisor, and/or house coordinator per your facility’s chain of command. Notify this person that
staffing levels have become unsafe, and request that additional staff be sent to the unit. You might
say something like,

•

•
•

All the nursing staff on the unit have reached their maximum acuity level per our staffing plan
and there are three admissions pending from the emergency room. I am requesting one
additional RN to safely provide care for all of our patients.
There are only two chemo certified RNs on this shift and we have six patients on active chemo
drips. I am requesting an additional chemo certified RN due to the skill mix of our patients.
Staff are not able to get their meal and rest breaks without missing patient care or giving
medications late. I am requesting one RN and one CNA to assist staff with meals and breaks.
After making the request for additional staff, document with a SRDF as soon as you can. This
form can be filled out at any time, but ideally should be filled out within 24-hours.

What happens after I fill out a SRDF?
A copy of the form will be sent to your email address and to ONA’s office. It is important that you
also forward this form to your unit’s manager and your staffing committee representative.
Some hospitals have a Professional Nurse Care Committee (PNCC) which helps to track and
monitor SRDFs who you could also forward it to. If you don’t know who to send the form to from
your hospital’s staffing committee or PNCC, check the ONA board on your unit, contact your labor
representative, or contact Professional Services.
Where do I find the SRDF?
Visit ONA’s website at www.OregonRN.org!
Your hospital may have the SRDF available on their own intranet site.

Acuity = tasks
Choose one for both
Intensity =
shift length and type
complications
(language,
Name(s) of submitting nurse(s):_____________________________________________________
cognitive)
Date of Incident_______

Facility______ Unit ____ Shift (circle) 4 8 10 12 Day Eve Noc

Conditions that exist: check all that apply
Not enough staff

Patient acuity too high
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Definition and Description of a Staffing
Problem
July, 2008
Source: Oregon Nurses Association, House of Delegates, 2008
I.

Definition



Oregon Administrative Rules define "safe patient care" (as) nursing care that is
provided appropriately, in a timely manner, and meets the patient's health care
needs. The following factors may be, but are not in all circumstances, evidence
of unsafe patient care:
•
•
•
•
•
•
•

Failure to implement the written nursing care plan;
Failure to comply with the patient care plan.
An error that has a negative impact on the patient;
A patient reports that his/her nursing care needs have not been met;
A medication is not given as scheduled;
The nursing preparation for a procedure not accomplished on time;
Registered nurses, licensed practical nurses and/or certified nursing
assistants practicing outside their scope of practice.
The daily unit-level staffing does not include coverage for all known
patients, taking into account the turnover of patients;
The skill mix of employees and the relationships of the skill mix to patient
acuity and intensity of the workload is insufficient to meet patient needs, or
An unreasonable delay in responding to a patient's request (or family
member's request on behalf of a patient) for nursing care.
Source: OAR 333-510-0002 (17)(a)-(j)

•
•
•



Unsafe staffing refers to the actual or potential likelihood that a
negative patient/family and/or nurse staff outcome will occur.
Comment: included in this definition is the term "insufficient nurse staffing" or
"unsafe nurse staffing".

II.

Causes






Not enough staff are present;
The right mix of staff are not present;
The nurse workload intensity is too complex to be managed safely
within the shift;
Other factors such as remodeling, students, orientees, and presence of
inoperable or broken equipment, or lack of equipment needed for
patient care.

III. Description of staffing continuum



The Cabinet and others who have reviewed data from the Staffing Request and
Documentation Forms have concluded that nurses who file such reports do so
when staffing events occur at the end of a continuum. The continuum looks
like this:

1

2

3

4

5

Legend:
1

= sufficient

or very good nurse staffing with appropriate numbers, mix and
match between staff, patient acuity and nursing workload intensity.

2

= staffing

may be appropriate in terms of some but not all elements of safe
staffing, e.g., number OR the mix OR the match but not all of these factors;
the nurse has concern but does not take action unless the situation worsens.

3 = staffing is inappropriate in terms of 2 of the causes (II, above). The nurse
has concern, ale1is administrative staff and/or staffing office, and requests
help. Whether help is received or not, there are no detectable untoward
consequences. Nurses call this a "staffing near miss."
4

= staffing

is inappropriate in terms of all the causes (II, above). The nurse has
concern, requests additional staff, and due to deterioration of patient,
escalating nursing care needs and/or other factors, the shift becomes difficult,
nursing staff are anxious, and serious lapses in patient care occur. There may
be errors in care delivery.

5 = staffing is missing all of the critical elements (numbers, mix, match, AND, in
addition, factors in the setting - missing/broken equipment, lack of supplies,
lack of medications may exist. The staff nurse is worried, has requested
additional help but not one is available. The shift concludes with a number of
untoward consequences which delay, omit needed medical or nursing care,
and errors have occurred. Nurses are clear that the situation is dangerous
and unsafe. Some nurses call this staffing context as "chaotic" and are never
able to get a grip on what is happening with their patients or each other
through the shift.

IV.

Nursing judgment and critical thinking in evaluating staffing situations.
A. Every nurse needs to be able to articulate why he/she has reached the
conclusion that a staffing situation is unsafe. The information above should
be helpful.
B. When a nurse's judgment about nurse staffing is challenged, some
potential responses to this situation might be:

*

"Every day you count on my ability to make judgments about my patient's

status, his/her responses to therapies and nursing care. I think that my
professional judgment in calling a staffing situation unsafe comes from that
same base of knowledge. Even if we did not have bad outcomes, I call
this a "near miss" and we should pay attention to it and plan more
effectively to avoid it."

*

In my professional judgment, we are not meeting the standards of nursing
practice that are expected for our specialty unit and/or we are not meeting
the standards that our third party/Medicare reimbursers expect. That is why
I call the situation unsafe and why I think we need to work together to find
better staffing solutions so it doesn't happen again.
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