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AORN Position Statement on Perioperative Safe
Staffing and On-Call Practices

POSITION STATEMENT

This position statement articulates AORN’s position regarding safe staffing and on-call practices for
perioperative RNs based on the available research and changing dynamics in the perioperative setting
including increasing patient acuity, technology advances, procedural complexity, and sustained
implementation of evidence-based perioperative practice. It is intended to serve as a guide for
perioperative RN administrators and operational leaders; however, it is the responsibility of each facility to
determine specific policies and procedures which guide staffing decisions based on patient need and
available resources to ensure safe staffing and on-call practices. The purpose of this position statement is
to provide a framework for developing a staffing plan throughout the continuum of perioperative patient
care, including the budgeting, planning and implementation of the plan. The staffing plan begins when the
operative or other invasive procedure is scheduled and ends when the patient has completed the
postoperative phase. Safe staffing practices provides strategies to accommodate safe perioperative
patient care while promoting a healthy work environment for staff. This position statement includes an
addendum with sample staffing formulas that can be individualized to design safe staffing and on-call
practices.

AORN BELIEVES:

e  The perioperative RN workforce should be considered a resource (ie, not only as an expense item )
with the value of perioperative nursing care being reflected in improvements in patient outcomes. -

e  Budgeting for the perioperative workforce should not be oversimplified (ie, limited to Full time
Equivalent (FTE) “head count” or payroll cost per unit of service), rather the budget calculation
should be adjusted based on expected changes in service(s) and the staff mix required to deliver
safe and effective perioperative care.2

e Patient safety and workforce safety must be the foundation for both perioperative staff planning (ie,
budgeting and planning) and the implementation of the staffing plan (ie, daily implementation).

e The organization should have a perioperative staffing policy that describes the minimum number
(see Table 1) and qualifications of nursing personnel that will be provided for operative or other
invasive procedures.®

e Front line perioperative RNs should be empowered to participate in the development of staffing
plans.6

e  The health care organization’s perioperative clinical staffing procedures should be based on

O unique needs of each patient,>7 (eg, patient acuity,® monitoring needs [local-only anesthesia,
moderate sedation])

o procedural complexity and technological demands,”

o professional competency (i.e., minimum qualification to function in a specified role
independently),

o professional proficiency (i.e., advanced knowledge and skill in particular areas of clinical
practice),

o  skill mix of personnel,
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professional practice standards,3%12
health care regulations, accreditation requirements, and state staffing laws.5

e  The organization’s staffing procedures should be evaluated as part of the organization’s quality
improvement program through analysis of nursing outcomes relative to perioperative staffing
patterns.!213

e  Other implications for staffing and on-call plans include planning for

©)

o

responding to fatigue that occurs among professionals — it is important to have a plan to
mitigate fatigue-related risks for the perioperative team and patients (ie, have a fatigue
management plan, provide uninterrupted breaks from continuous duty)"14-21;

urgent and emergent patient needs during the organization’s defined hours of operation (eg,
added on cases, 24 hours 7 days per week);

relief for personnel when patient care needs extend beyond the scheduled staff hours;

how to determine direct and indirect caregivers required in the specific setting;

budgeting and operationalizing both productive (ie, direct patient care) and nonproductive (ie,
PTO, participation in organizational committees, self-governance, maintenance of preference
cards, and other activities required for safe, efficient management of patient care within the
department) time; and

excluding orientees from staffing allocation until he or she has completed orientation and is
identified as professionally competent to work independently.22

e  On-call staffing plans should

o

O O O O

(@]

support perioperative teams to recognize fatigue as a risk to patient and employee safety
rather than a sign of a worker’s dedication to the job.2

minimize extended work hours23-25;

provide rest periods between scheduled shifts 27;

maintain a qualified perioperative RN as circulator;

be provided in accordance with both standards of perioperative and perianesthesia nursing
practice3910;

not require perioperative team members to work in direct patient care for more than 12
consecutive hours in a 24-hour period and not more than 60 hours in a seven-day work week.
All work hours (ie, regular hours and call hours worked) should be included in calculating total
work hours."-3

e  Strategies for developing a safe on-call schedule should include

o

provisions for off-duty periods of uninterrupted eight-hour sleep cycle, a break from
continuous professional responsibilities, and time to perform individual activities of daily
living*;

calculating to identify when it is cost effective to replace on-call staff with a scheduled shift
(return on investment [ROI], cost analysis);

relieving perioperative team members who have worked hours on-call and is scheduled to
work a subsequent shift;

making exceptions to the 12-hour limit only under extreme conditions (ie, internal or external
disasters) and having an organizational policy which outlines the events that would create
exceptions to the 12-hour limitation;

an orientation to on-call responsibilities that is accomplished using the preceptor system (ie,
having an experienced perioperative RN serves as an immediate resource for the orientee.)
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RATIONALE

Staffing (ie, budgeting, planning, and implementing the staffing plan) for the perioperative setting is
dynamic in nature. Effective staffing plans require astute clinical judgment, critical thinking, and the
perioperative RN administrator collaborating with support departments (eg, sterile processing, radiology,
pathology, cytology) and roles (eg, anesthesia professionals, fellows, residents, private physician staff)
who are responsible for providing interdisciplinary patient care within the perioperative care setting.
Patients undergoing operative and other invasive procedures require perioperative nursing care provided
by a perioperative RN, regardless of the setting. An effective staffing plan is flexible and responsive to
short-term (ie, procedure to procedure) and long-term patient and organizational demands. Effective
planning involves determining staffing needs, planning for the optimal staffing mix and number of staff
members, budgeting for personnel costs, and scheduling personnel. Complexity of the procedure,
individual team member proficiency, patient acuity (eg, ASA classification), patient monitoring
requirements (eg, local or moderate sedation), trauma, or the use of complex technology (eg, laser,
robotic, minimally invasive techniques) may require more diverse direct care personnel than the minimum
number of staff members originally identified.

Patient safety is the primary focus of perioperative RNs and other health care professionals. One of the
most important responsibilities of perioperative RN administrators and leaders is to develop an effective
staffing plan that meets the demands of the individual practice setting, is agile and flexible to meet
changing demands, and meets the safety needs of both patients and health care workers. The health
care system is affected by increasing demand for health care, continued economic pressures, the nursing
shortage, and financial ramifications from medico-legal issues. Perioperative RN administrators and
leaders have an ethical and legal responsibility to maintain staffing levels that are appropriate for
providing safe and effective patient-centered care'.16:26-28 while balancing financial responsibilities. 2

A systematic approach based on the operational needs of the department is required to develop a staffing
plan. Identifying the hours of operation defined by the department or facility, in addition to the hours
required to cover off-shift schedules (eg, holidays, nights, weekends), emergent and urgent procedures,
and the number of OR and procedure rooms, is the initial step in determining staffing needs. Review of
historical data regarding units of service (eg, minutes or hours of service, surgical cases) procedure
volumes, procedure mix and complexity, technology demands, patient acuity, and projections for the
coming year are essential for staff scheduling and budgeting.”-23-25

Staffing plans must take into consideration the effect of extended shift and extended work hours. The
role of nurse fatigue in the incidence adverse events has been demonstrated in the literature,4.15.17-21.29-45
and a reduction in fatigue can result in better patient outcomes. Requirements for on-call schedules are
subject to facility type, location, nature of services provided, and patient population served. Using 12-hour
shifts, although a staff satisfier, has been linked to an increase in patient care errors, and worker injuries
such as needle-stick injuries, musculoskeletal injuries, and subsequent health issues from fatigue and
sleep deprivation.23-254146 Qrganizations can implement strategies to mitigate the risks associated with
fatigue by implementing a fatigue management plan.*14-21
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Table 1: Minimum Staffing

Perioperative Minimum Comments
Phase Reguirements
Scheduling One clerical person Depending on the size of the facility, this activity may be combined
under the supervision |with other business or clerical duties. Additional staff members may
of a perioperative RN |be required depending on volume and the hours that the scheduling
office is open.
Preplanning 1RN™ Depending on the setting and level of activity, this stage may require

additional RNs and ancillary support. This may include preoperative
telephone calls/interviews or planning for special supplies and
equipment to meet patient needs.

Registration

Clerical person

The number of clerical staff members depends on the setting, level
of activity, number of patients scheduled, patient acuity, and types
of procedures—and may be combined with other tasks.

Day of Surgery

Preoperative

1 RNLZ

The number of additional RNs should be based on the number of
patients, the number of ORs/procedure rooms, patient acuity, types
of procedures, complexity/intensity of patient care requirements,
time required to perform tasks, a patient’s age-specific needs, and
the average time for individual patient preparation. Licensed practi-
cal nurses (LPNs) and unlicensed assistive personnel (UAP) may be
included in preoperative staffing plans. Unlicensed assistive person-
nel may be assigned to help with delegated patient care tasks as de-
termined by the RN and according to individual state boards of nurs-
ing scope of practice and other local, state, and federal regulations.?

Intraoperative

1 RN per patient per
OR in the role of the
RN circulator.” 1
scrub person per pa-
tient per room; may
be RN, surgical tech-
nologist, or LPN. In
some circumstances,
a scrub person may
not be required.

Additional staff members, with appropriate competencies, may be
used as appropriate for the following:

+« moderate sedation—1 RN dedicated to monitoring the patient
and separate from the dedicated RN circulator;

+ local anesthesia—depending on patient needs, nursing assess-
ment, and type of procedure, 1 RN may be needed to monitor
the patient in addition to the RN circulator;

+« complex surgical procedures and patients with compound needs
may require an additional RN circulator(s) and scrub person(s);

« technological demands (eg, lasers, robotics, audiovisual equip-
ment, auto transfusion device);

« first assist requirements. Note: See formula for calculating addi-
tional staffing.
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Postoperative
Phase |

Two registered nurses, one of
whom is a[n] RN competent in
Phase | postanesthesia nursing,
are in the same room,unit
where the patient is receiving
Phase I level of care at all times.”
The expectation is that the Phase
I perianesthesia nurse is at the
bedside providing direct patient
care. The second RN should be
able to directly hear a call for
assistance and be immediately
available to assist.” ** These
staffing recommendations should
be maintained during on-call sit-
uations.® P33

Staffing will reflect the American
Society of PeriAnesthesia Murs-
es’ (ASPAN’s) “Patient classifica-
tion/recommended staffing
guidelines.”

Phase | level of care® may include but are not limited to:

Class 1:2—1 nurse to 2 patients who are

+« 1 unconscious, hemodynamically stable, without arti-
ficial airway, and over the age of 8 years; and 1 con-
scious, stable, and free of complications.

+« 2 conscious, stable, and free of complications.

« 2 conscious, stable, 8 years of age and under, with
family or competent support staff member present.’

Class 1:1—1 nurse to 1 patient

« At the time of admission, until the critical elements®
are met.

= Unstable airway."

+ Any unconscious patient 8 years of age and under.

+ A 2nd nurse must be available to assist, as neces-
sary.

Class 2:1—2 nurses to 1 patient

+« 1 critically ill, unstable, complicated |:aal'i|a'nt.2

+« Additional staff members may include support staff.
Unlicensed assistive personnel may be assigned to
help with delegated patient care tasks according to
local, state, and federal regulations.

Postoperative
Phase Il

“Two competent personnel, one
of whom is a[n] RN competent
in Phase |l postanesthesia nurs-
ing, are in the same room/unit
where the patient is receiving
Phase Il level of care. A[n] RN
must be in the Phase Il PACU at
all times while a patient is pre-
sent.””

Staffing will reflect ASPAN's
“Patient classification/
recommended staffing guide-
lines.”

Phase Il level of care® examples may include but are not
limited to

Class 1:3—1 nurse to 3 patients

+« Over 8 years of age.
« 8 years of age and under with family |::r|a'sent.2

Class 1:2—1 nurse to 2 patients

+ B years of age and under without family or support
staff member present.
« |Initial admission of patient |::n:rsﬁ:;rr:n:.’-zrdurt-:-.2

Class 1:1—1 nurse to 1 patient

+ Unstable patient of any age requiring transfer to a
higher level of care.”

Additional staff members may include support staff. Unli-
censed assistive personnel may be assigned to help with
delegated patient care tasks according to local, state,
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Postoperative
Extended Ob-
servation

“Two competent personnel, one
of whom is a[n] RN possessing
competence appropriate to the
patient population, are in the
same room/unit where the pa-
tient is receiving extended obser-
vation level of care. The need for
additional RNs and support staff is
dependent on the patient acuity,
age, complexity of patient care,
family support, patient census,
and the physical facility. These
staffing recommendations should
be maintained during on-call situ-
ations"* *¥’ Staffing will reflect
ASPAN's “Patient classification/
recommended staffing guide-
lines.”

Extended observation level of care” examples may include
but are not limited to
class 1:3/5—1 nurse to 3 to 5 patients awaiting trans-
portation home;

patients with no caregiver, home, or support system;

patients who have had procedures requiring extended
observation/intervention (ie, potential risk for
bleeding, pain management, PONV management,
removing drains/lines); and

patients being held for an inpatient bed.’

Additional staff members may include support staff. Unli-
censed assistive personnel may be assigned to help with
delegated patient care tasks according to local, state, and
federal regulations.

Discharge
from Service

An RN assesses the discharge
readiness of the patient and pro-
vides a comprehensive handoff to
the receiving health care profes-
sional and organizes safe transfer
of the patient.

Continued nursing care may be required during transfer
from postoperative care.

The professional nurse determines the mode, number,
and competency level of accompanying personnel
based on patient need (eg, patient stability, intend-
ed disposition [higher level of care], distance the
patient needs to travel, time it will take, and any
required monitoring).

The professional nurse ensures the availability of appro-
priate transportation of the patient from the institu-
tion.

An appropriate means of transportation from a free-
standing facility to a full-service hospital will be used
in emergency situations.

A professional nurse should accompany patients who
require evaluation (eg, continuous cardiac monitoring),
or are at risk of cardiopulmonary compromise dur-
ing transport.

require evaluation and/or treatment during transport (ie,
vasopressor infusions or pulse nximetw],s

Postoperative
Follow-Up

An RN completes discharge follow-
up.

Ambulatory surgery patients must be reassessed postopera-
tively. The time frames for reassessment are based on pa-
tient needs and the care, treatment, and services provided.
Individual organizations should develop policies and proce-
dures regarding the mechanism chosen (eg, postoperative
telephone calls) based on the patients it serves and the ser-
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Notes and References for Table 1

*Phases of postanesthesia care were developed by the American Society of PeriAnesthesia
MNurses. 2019-2020 Perianesthesia Nursing Standards, Practice Recommendations and Interpretive State-
ments. Cherry Hill, NJ: American Society of PeriAnesthesia Nurses; 2020.

“Critical elements are defined as:
¢ Report has been received from the anesthesia professional, questions have been answered, and
the transfer of care has taken place.
Patient has a secure airway.
Initial assessment is complete.
Patient is hemodynamically stable.

* Examples of an unstable airway include, but are not limited to, the following:
¢ Requiring active interventions to maintain patency, such as manual jaw lift or chin lift
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GLOSSARY

Direct care: Time spent providing hands-on care to patients. Individuals who provide direct patient care
include registered nurses, surgical technologists, nursing assistants, orderlies, RN first assistants, and
surgical assistants.

Extended shift: A shift that extends beyond the expected end time of that shift, usually in response to clinical needs
in the perioperative environment.

Extended work hours: more than 12 consecutive hours of work.

Indirect care: Time spent on activities that support patient care and direct care providers but does not
involve hands-on patient care activities. Indirect care providers include the director, manager, charge
nurse, educator, environmental services personnel, instrument processing personnel, materials
management personnel, and clerical and business personnel.

Nonproductive hours: Time not directly associated with patient care activities (ie, down time) and paid hours
not worked. Nonproductive hours include benefit hours (eg, vacation, sick time, funeral leave, education,
holiday) in budgeting processes.

Operating room: A room within the surgical suite that meets the requirements of a restricted environment
and is designated and equipped for performing operative and other invasive procedures.

Procedure room: A room designated for the performance of procedures that do not require a restricted
environment but may require the use of sterile instruments or supplies.

Productive hours: Time spent working (ie, actual hours worked). Productive hours include direct and
indirect hours, and worked hours are those that are needed to staff the unit.

RN Circulator: A role performed by the perioperative registered nurse, without sterile attire, during the
preoperative, intraoperative, and the postoperative phases of surgical patient care. In collaboration with
the entire perioperative team, the RN circulator uses the nursing process to provide and coordinate the
nursing care of the patient undergoing operative or other invasive procedures.

REFERENCES

ANA'’s principles for nurse staffing. Silver Spring, MD: American Nurses Association; 2019.

The business case for higher levels of nurse staffing in the hospital setting. Silver Spring, MD:

American Nurses Association; 2018 White Paper.

3. American Nurses Association. Nursing: Scope and standards of practice. 34th ed. Silver Spring,
Maryland: ANA; 2021.

4. Blouin AS, Podjasek K. The continuing saga of nurse staffing: Historical and emerging challenges. J
Nurs Adm. 2019;49(4):221-227. doi: 10.1097/NNA.0000000000000741 [doi].

5. 42 CFR 482.23: Condition of participation: Nursing services. U.S. Government Publishing Office;

2019.

N —

Copyright © 2026, AORN, Inc. Page 8 of 16



E SURGERY TOGETHER

< AORN

6. Optimal nurse staffing to improve quality of care and patient outcomes: Executive summary. Silver
Spring, MD: American Nurses Association; 2015 White Paper.

7. Bell L. Using OR patient classification for staffing assignments. AORN J. 2015;101(6):639-646.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=109809563&site=ehost-
live&scope=site. doi: 10.1016/j.aorn.2015.03.003.

8. A position statement on acuity-based staffing for phase I. Cherry Hill, New Jersey: American Society
of PeriAnesthesia Nurses; 2017ASPAN Position Statements.

9. Standards for nurse anesthesia practice. Park Ridge, IL: American Association of Nurse Anesthetists;
2019.

10. Standards of perioperative nursing. In: Perioperative standards and recommended practices. Denver,
Colo.: AORN; 2015:693-708. https://www.aorn.org/guidelines/clinical-resources/aorn-standards;
https://aorn.org/-/media/aorn/guidelines/aorn-standards/ii-01_standards_2015.pdf.

11. Standard Il staffing and personnel management. In: Perianesthesia nursing standards, practice
recommendations and interpretive statements 2019-2020. Cherry Hill, NJ: American Society of
PeriAnesthesia Nurses (ASPAN); 2018:25-26.

12. Practice recommendation I: Patient classification/ staffing recommendations. In: Perianesthesia
nursing standards, practice recommendations and interpretive statements 2019-2020. Cherry Hill, NJ:
American Society of PeriAnesthesia Nurses (ASPAN); 2018:34-39.

13. Costa DK, Yakusheva O. Why causal inference matters to nurses: The case of nurse staffing and
patient outcomes. Online J Issues Nurs. 2016;21(2):2. doi: 10.3912/0JIN.Vol21No02Man02 [doi].

14. Caruso CC, Baldwin CM, Berger A, et al. Policy brief: Nurse fatigue, sleep, and health, and ensuring
patient and public safety. Nurs Outlook. 2019;67(5):615-619.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=138888141&site=ehost-
live&scope=site. doi: 10.1016/j.outlook.2019.08.004.

15. Caruso CC, Baldwin CM, Berger A, et al. Position statement: Reducing fatigue associated with sleep
deficiency and work hours in nurses. Nurs Outlook. 2017;65(6):766-768.
https://doi.org/10.1016/j.outlook.2017.10.011. doi: 10.1016/j.outlook.2017.10.011.

16. Institute oM. Appendix C: Work hour regulation in safety-sensitive industries. In: Ann Page, ed.
Keeping patients safe: Transforming the work environment of nurses. Washington, DC: The National
Academies Press; 2004:384-436. https://www.nap.edu/catalog/10851/keeping-patients-safe-
transforming-the-work-environment-of-nurses;. 10.17226/10851.

17. Addressing nurse fatigue to promote safety and health: Joint responsibilities of registered nurses and
employers to reduce risks. American Nurses Association; 2014Position Statement.

18. Patient safety: Fatigue, sleep, and work schedule effects. practice and policy considerations. Park
Ridge, IL: American Association of Nurse Anesthetists; 2015.

19. Health care worker fatigue and patient safety. 2011The Joint Commission Sentinel Event Alert.

20. Foran P. Fatigue in the perioperative environment. ACORN. 2014;27(4):46-47.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=109794705&site=ehost-
live&scope=site.

21. Domen R, Connelly CD, Spence D. Call-shift fatigue and use of countermeasures and avoidance
strategies by certified registered nurse anesthetists: A national survey. AANA J. 2015;83(2):123-131.

22. Keys Y. Mitigating the adverse effects of 12-hour shifts. JONA. 50(10):539-545. JONA.
2020;50(10):539-545.

23. AORN postion statement on orientation of the registered nurse and surgical technologist to the
perioperative setting. 2018.

24. Geiger-Brown J, Trinkoff AM. Is it time to pull the plug on 12-hour shifts? Part 1: the evidence. J Nurs
Adm. 2010;40(3):100-102. doi: 10.1097/NNA.0b013e3181d0414e;
10.1097/NNA.Ob013e3181d0414e.

Copyright © 2026, AORN, Inc. Page 9 of 16



< AORN

25.

26.

27.

28.

20.

30.

31.

32.

33.

34.

35.

36.

37.

38.

E SURGERY TOGETHER

Montgomery KL, Geiger-Brown J. Is it time to pull the plug on 12-hour shifts? part 2. barriers to
change and executive leadership strategies. J Nurs Adm. 2010;40(4):147-149.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=105177179&site=ehost-
live&scope=site. doi: 10.1097/NNA.0b013e3181d40e63.

Geiger-Brown J, Trinkoff AM. Is it time to pull the plug on 12-hour shifts? Part 3. harm reduction
strategies if keeping 12-hour shifts. JONA: The Journal of Nursing Administration. 2010;40(9).
https://journals.lww.com/jonajournal/Fulltext/2010/09000/Is_It Time_to_Pull_the Plug on_12 Hour_
Shifts__.4.aspx.

Butler V, Clinton C, Sagi HK, Kenney R, Barsoum WK. Applying science and strategy to operating
room workforce management. Nurs Econ. 2012;30(5):275-281.

Butler M, Schultz TJ, Halligan P, et al. Hospital nurse-staffing models and patient- and staff-related
outcomes. Cochrane Database Syst Rev. 2019;4(4):CD007019. doi:
10.1002/14651858.CD007019.pub3 [doi].

Brennan CW, Daly BJ, Jones KR. State of the science: The relationship between nurse staffing and
patient outcomes. West J Nurs Res. 2013;35(6):760-94. doi:
https://dx.doi.org/10.1177/0193945913476577.

Brown SR, Purviance D, Southard EP. Nurse fatigue: Short on sleep, short on safety. AM NURSE
TODAY. 2020;15(1):13-13.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=141262265&site=ehost-
live&scope=site.

Gander P, O'Keeffe K, Santos-Fernandez E, Huntington A, Walker L, Willis J. Fatigue and nurses'
work patterns: An online questionnaire survey. Int J Nurs Stud. 2019;98:67-74.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=138500936&site=ehost-
live&scope=site. doi: 10.1016/j.ijnurstu.2019.06.011.

Kupperschmidt B. 12-hour shifts: Literature reviewed, wise use challenged. J Christ Nurs.
2018;35(1):26-32. doi: https://dx.doi.org/10.1097/CNJ.0000000000000450.

Bolandianbafghi S, Salimi T, Rassouli M, Faraji R, Sarebanhassanabadi M. Correlation between
medication errors with job satisfaction and fatigue of nurses. Electron Physician. 2017;9(8):5142-
5148. doi: 10.19082/5142 [doi].

Steege LM, Drake DA, Olivas M, Mazza G. Evaluation of physically and mentally fatiguing tasks and
sources of fatigue as reported by registered nurses. Journal of Nursing Management (John Wiley &
Sons, Inc). 2015;23(2):179-189.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=101314591&site=ehost-
live&scope=site. doi: 10.1111/jonm.12112.

Smith-Miller C, Shaw-Kokot J, Curro B, Jones CB. An integrative review. J Nurs Adm.
2014;44(9):487-494.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=107818140&site=ehost-
live&scope=site. doi: 10.1097/NNA.0000000000000104.

Chen J, Davis KG, Daraiseh NM, Pan W, Davis LS. Fatigue and recovery in 12-hour dayshift hospital
nurses. Journal of Nursing Management (John Wiley & Sons, Inc). 2014;22(5):593-603.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=97053350&site=ehost-
live&scope=site. doi: 10.1111/jonm.12062.

Chen J, Daraiseh NM, Davis KG, Pan W. Sources of work-related acute fatigue in united states
hospital nurses. Nurs Health Sci. 2014;16(1):19-25.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=104050387 &site=ehost-
live&scope=site. doi: 10.1111/nhs.12104.

Caruso CC. Negative impacts of shiftwork and long work hours. Rehabil Nurs. 2014;39(1):16-25. doi:
10.1002/rnj.107 [doi].

Copyright © 2026, AORN, Inc. Page 10 of 16



< AORN

39.

40.

41.

42.

43.

44.

45.

46.

47.

E SURGERY TOGETHER

Douglass JA. Overextended: Fighting the fatigue of long shifts. Nursing. 2014;44(3).67-68.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=107891670&site=ehost-
live&scope=site. doi: 10.1097/01.NURSE.0000441895.42899.0c.

Townsend T. Are extended work hours worth the risk? AM NURSE TODAY. 2013;8(5):8-11.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=10429087 1 &site=ehost-
live&scope=site.

Sinha A, Singh A, Tewari A. The fatigued anesthesiologist: A threat to patient safety? J Anaesthesiol
Clin Pharmacol. 2013;29(2):151-159. doi: 10.4103/0970-9185.111657 [doi].

Monahan JJ. Culture of safety: Safe work hours in the OR. AORN J. 2012;95(1):149-154. doi:
10.1016/j.aorn.2011.11.003; 10.1016/j.aorn.2011.11.003.

Biddle C, Aker J. The national study of sleep-related behaviors of nurse anesthetists: Personal and
professional implications. AANA J. 2011;79:324-331.

Scott LD, Hofmeister N, Rogness N, Rogers AE. An interventional approach for patient and nurse
safety: A fatigue countermeasures feasibility study. Nurs Res. 2010;59(4):250-258.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=105058699&site=ehost-
live&scope=site. doi: 10.1097/NNR.0b013e3181de9116.

Warren A, Tart RC. Fatigue and charting errors: The benefit of a reduced call schedule. AORN J.
2008;88(1):88-95.
http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=105792564 &site=ehost-
live&scope=site. doi: 10.1016/j.aorn.2008.03.016.

Rosekind MR, Gander PH, Gregory KB, et al. Managing fatigue in operational settings 2: An
integrated approach. Hosp Top. 1997;75(3):31-35.

Lorenz SG. 12-hour shifts: An ethical dilemma for the nurse executive. J Nurs Adm. 2008;38(6):297-
301. doi: 10.1097/01.NNA.0000312785.03341.80; 10.1097/01.NNA.0000312785.03341.80.

Resources

Finkler SA, Jones C, Kovner CT. Financial Management for Nurse Managers and Executives. 5th ed.

Philadelphia, PA: Saunders; 2019.

NIOSH [2015]. NIOSH training for nurses on shift work and long work hours. By Caruso CC, Geiger-

Brown J, Takahashi M, Trinkoff A, Nakata A. Cincinnati, OH: US Department of Health and Human
Services, Centers for Disease Control and Prevention, National Institute for Occupational Safety and
Health, DHHS (NIOSH) Publication No. 2015-115 (Revised

04/2020). https://doi.org/10.26616/NIOSHPUB2015115revised042020

Copyright © 2026, AORN, Inc. Page 11 of 16


https://doi.org/10.26616/NIOSHPUB2015115revised042020

. SAFE SURGERY TOGETHER

ADDENDUM INTRAOPERATIVE STAFFING FORMULA FOR TOTAL NUMBER
OF FULL TIME EQUIVALENTS (FTEs)

Step 1—Calculate total staff coverage hours per week.
Step 2—Calculate total working hours per week.

Step 3 — Calculate number of clinicians needed per room
Step 4—Calculate basic FTEs.

Step 5—Calculate benefit relief FTEs.

Step 6—Calculate total minimum direct care staff members.
Step 7—Calculate indirect care staff members.

Step 8—Calculate call replacement relief.

Step 9—Calculate the orientation staffing.

The Number of Personnel per Room

Generally, there are at least two staff members for every surgical or other invasive procedure: one RN in
the circulator role and one scrub person. Additional team members are often required depending on
patient factors (eg, acuity) and procedure factors (eg, procedural complexity). The scrub position role can
be filled by an RN, a surgical technologist, or LPN who is trained and competent in the scrub role.

Begin with two staff members per room and make facility- and patient-specific modifications to this
number using facility data and projected needs related to changes in procedure and patient complexity
planned for the budget year.

The following calculation can be used to determine a 67%:33% (2:1) RN-to-technologist ratio using 2.5
people per room as an example:

RNs per room: by multiply 2.5 x 0.67 = 1.7 RNs Technologists per room by multiplying 2.5 x 0.33 =
0.8 technologists

Indirect Staff Calculation

For the purposes of this calculation, indirect staff members include, but are not limited to, the budgeted
positions of surgical services director, clinical nurse manager, charge nurse, perioperative educator,
schedulers, administrative assistant, nursing assistants, and

environmental services personnel as appropriate. The number of indirect care staff members will vary
according to function, this example uses one indirect caregiver to two direct caregivers.

Relief Replacement

Benefit hours (ie, nonproductive hours) are hours such as vacation time, holiday time, available sick time
(whether paid or unpaid), education days, other duties and training required by the organization (eg, in-
service attendance, mandatory annual competency requirements, committee, or conference attendance)
and any other time that personnel policies determine an employee might take off. The number of benefit
hours is proportionate to the amount of vacation time and the number of long-term employees. Some
organizations use an established percentage to calculate benefit hours. In the OR, benefit hours also
should include breaks and lunches, unless the OR ceases work during those times.

When determining relief for lunch, it is necessary to add approximately 15 minutes to the allotted time at
either end to allow for nurse-to-nurse report about what has transpired during the procedure in progress. It
may take less than seven minutes for the RN circulator to report to the relief nurse, but relief of the scrub
person needs to include time needed to scrub, gown, and glove, so 15 minutes is average.

When computing relief for breaks and lunches, the number of minutes is multiplied by 260 days (ie, 52
weeks multiplied by five days per week).
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Call Hours Replacement Calculation

The maximum number of call hours is determined by identifying the number of shifts multiplied by the
number of hours multiplied by two FTEs (this may be increased if the call team is more than two people).
The actual hours on-call personnel are called in to work per year divided by 2,080 equals the replacement
FTEs for call time worked (Table 1).

Table 2. Sample Call Replacement Calculation

Call coverage Maximum possible hours Historical usage in hours
\Hours x staff = total Total

260 night shifts 8 x 2 =4,160 3,342

52 weekends 48 x 3 =7,488 5,256

12 holidays 24 x 3 = 864 689

Total 12,512 9,2872

° The difference between the maximum possible call hours and actual usage of call hours is 3,225 hours worked.

The 3,225 call hours worked per year divided by 2,080 hours (ie, one full time equivalent [FTE]) equals 1.55 FTE

replacement for call time worked.

Orientation for New Staff Members

Calculating the orientation time for new employees depends on several factors, including, but not limited
to, proficiency of the new hire (novice versus experienced in the OR), the size and type of OR,
individualized orientation plan required for position assignment (eg, single-specialty versus all
specialties).

Example Calculation
STEP 1 — DETERMINE OPERATING HOURS TO BE STAFFED

An OR suite has eight rooms, which are to be staffed as follows:
a. 8 rooms, 7 AM to 3 PM, Monday through Friday
b. 2 rooms, 3 to 6 PM, Monday through Friday
c. 1 room, 6 PM to 7 AM, seven days per week
d. 1 room, 7 AM to 6 PM, Saturday and Sunday

Step 2—Calculate Total Staff Coverage Hours Per Week

Number of rooms multiplied by number of hours per day multiplied by number of days per week equals
total hours staff coverage hours per week.
# ROOMS x # HOURS/DAY x # DAYS/WEEK

a.8x8x5=320

b.2x3x5=30

Cc.1x13x7=91

d.1x11x2=22

Total staff coverage hours per week = 463
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STEP 3 — Calculate the Number of Personnel (RN Circulators & Scrubbed

Personnel)

The basic personnel requirements (RN circulator and one scrubbed person) are two per room (for
budgeting) and two per procedure (for operationalization). While this number is a good starting

point, patient factors (eg, acuity, bariatric), technology (eg, laser, MIS), and procedural complexity
modifies this general personnel requirement. ASA classification, resources needed to operate technology
in the OR, and procedural complexity modifiers can be used to estimate the actual number or personnel
needed in the specific organization by analyzing historical procedures.” For this example, 2.5 is assumed
as needed per room; however, more than 2.5 may be indicated using an assessment of historical staffing
needs, use of call-back and agency staff, and any service changes (eg, a more advanced trauma center
designation, adding procedures which are more complex) that are planned.

Step 4—Calculate Total Working Hours Per Week

Total hours (from step 2) to be staffed per week multiplied by number of people per room (from step 3)
equals total working hours per week.
463 hours x 2.5 = 1,157.5 total working hours per week
Next, determine the working hours per week using a 67%:33% RN-t- technologist ratio. Determine
the number of RNs per room by multiplying 2.5 x.67 = 1.7 RN Determine the number of
technologists per room by multiplying 2.5 x.33 = 0.8 technologists
RNSs: 1.7 x 463 hours = 787.1 total RN working hours per week
Surgical technologists: 0.8 x 463 = 370.4 total surgical technologist hours per week Total working
hours per week = 1,157.5

Step 5— Calculate Basic FTEs

Total working hours per week divided by 40 hours worked per week equals basic FTEs. 1,157.5 + 40 =
28.9 basic FTEs

Next, determine the basic RN and surgical technologist FTEs for a 67%:33% RN-to-technologist ratio.
RNs: 787.1 hours + 40 = 19.7 basic RN FTEs
Surgical technologists: 370.4 + 40 = 9 basic surgical technologist FTEs

Step 6—Calculate Benefit Relief FTEs

Determine the average number of benefit hours per employee based on the rates provided at the
facility.
Vacation hours per year = 100
Holiday hours per year = 56
Available sick hours per year = 96
15 minute break x 260 days + 60 minutes = 65 hours
45 minute lunch (30 minutes for meal + 15 minutes for report) x 260 days + 60 minutes = 195
hours
Total benefit hours = 512 per FTE
Basic FTEs multiplied by benefit hours per FTE per year divided by 2,080 hours equals relief
FTEs.
28.9 x 512 hours + 2,080 = 7.1 relief FTEs
Next, determine the RN and surgical technologist relief FTEs for a 67%:33% RN-to-technologist ratio.
RNs: 19.7 x 512 = 10,086.4 + 2,080 = 4.8 RN relief FTEs
Surgical technologists: 9 x 512 = 4,608 + 2,080 = 2.2 surgical technologists FTEs

Copyright © 2026, AORN, Inc. Page 14 of 16



S AORN

, SAFE SURGERY TOGETHER

Step 7—Calculate Total Minimum Direct Care Staff Members

Basic FTEs added to relief FTEs equals total minimum direct care staff members.
289+7.1=36FTEs
Next, determine the RN and surgical technologist direct care FTEs for a 67%:33% RN-to technologist
ratio.
RN: 19.7 basic FTEs + 4.8 benefit relief FTEs = 24.5 RN FTEs
Surgical technologist: 9 basic FTEs + 2.2 benefit relief FTEs = 11.2 surgical technologist FTEs

Step 8 —Calculate Indirect Care Staff Members

1 indirect caregiver per 2 direct caregivers = 1.25 x 463 hours per week = 578.8 + 40 =
145 FTEs
Next, calculate indirect care staff member benefit hours
512 benefit hours x 14.5 =7,424 + 2,080 = 3.6 relief FTEs
Then, calculate indirect care staff members
3.6 relief FTEs + 14.5 indirect caregiver FTEs = 18.1 indirect care staff members

Step 9—Calculate Call Replacement Relief

Calculate call hours: Multiply the call coverage periods, times the hours per period, times the number of
people needed per call coverage period minus the historical usage hours.
260 night shifts x 8 hours x 2 people = 4,160 — 3,342 = 818
52 weekends x 4 hours x 3 people = 7,488 — 5,256 = 2,232
12 holidays x 24 hours x 3 people = 864 — 689 = 175 Total call
hours = 3,225
Next, divide the total call hours by 2,080 (ie, one FTE) to obtain the FTEs required for call replacement.
3,225 + 2,080 = 1.55 total call replacement FTEs

Step 10—Calculate the Orientation Staffing

If four people with experience were expected to be hired for a year and each receives 12 weeks of
orientation, use the following calculation:
4 staff members x 40 hours per week x 12 weeks = 1,920 hours of orientation + 2,080 =
0.9 FTEs for orientation

TOTAL NUMBER OF FTEs
Based on 100% utilization, the total number of FTEs calculated in this example is:
Direct caregiver RNs: 24.5 FTEs
Direct caregiver surgical technologists: 11.2 FTEs
Indirect caregivers: 18.1 FTEs
Call replacements: 1.5 FTEs
Orientation FTEs: 0.9 FTEs
Total: 56.3 FTEs

PERIANESTHESIA CARE UNIT (PACU) STAFFING FORMULA

There are no standardized staffing formulas at this time for calculating perianesthesia staffing in
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the PACU. Neither the American Society of PeriAnesthesia Nurses nor AORN has a recommended
staffing formula at this time. Refer to Table 1 for PACU staffing recommendations.
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