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1This research report represents a clarion call to the health-care system, health-care organizations, 
governments, nursing associations, unions and regulatory bodies – and nurses themselves – about the 
rising levels of nurse fatigue. Such fatigue is largely due to the relentless heavy workloads of nurses 
with ever-increasing cognitive, psychosocial and physical work demands. 

The Canadian Nurses Association (CNA) and the Registered Nurses’ Association of Ontario (RNAO) are 
jointly responsible for carrying out the research and producing this research paper. Both organizations 
have a long history of speaking out for quality health care through policy advocacy. Together, CNA 
and RNAO have conducted a broad environmental scan – including key informant and focus group 
interviews, a national survey and a comprehensive literature review – to determine the prevailing 
norms related to fatigue in nursing and patient safety across Canada. In addition, recommended 
solutions to this critical issue in health care, targeted to the system, organizations and individual 
practitioners, have been identified based on the views of nurses and other stakeholders, as well as 
from literature and research evidence. 

The aim is to raise awareness and resolve this health system problem – a goal of vital importance 
to Canada’s nurses and to the public, who expect and deserve safe, competent care from nurses and 
their health professional team. 

The results presented herein represent 7,239 nurses, and depict a profession striving to meet ever-
rising professional demands and excessive workloads exacerbated by increasing patient acuity, higher 
patient volumes and the growing complexity of treatment modalities. At the same time, although 
those in the profession know the risks of working when fatigued, many tend to pay more attention 
to the needs of their patients and colleagues rather than to their own needs. While data indicate that 
nurses perceived they were not making errors due to fatigue, these same nurses reported feeling that 
patients are in potentially unsafe situations due to workload, inadequate staffing and nurses working 
while fatigued. The literature corroborates these findings. 

The imperative for CNA and RNAO in spotlighting this crucial problem and identifying specific 
solutions is to guard against unsafe patient situations and stop a potential exodus of nurses from 
the profession. A continued and fervent focus on nurse fatigue and patient safety is vital in order to 
prevent lasting adverse effects.

Based on the literature review, various descriptions and experiences of fatigue have been 
synthesized into the following comprehensive definition of “nurse fatigue”: 

Nurse fatigue is a subjective feeling of tiredness (experienced by nurses) that is physically and 

mentally penetrative. It ranges from tiredness to exhaustion, creating an unrelenting overall 

condition that interferes with individuals’ physical and cognitive ability to function to their 

normal capacity. It is multidimensional in both its causes and manifestations; it is influenced 

by many factors: physiological (e.g., circadian rhythms), psychological (e.g., stress, alertness, 

sleepiness), behavioural (e.g., pattern of work, sleep habits) and environmental (e.g., work 

demand). Its experience involves some combination of features: physical (e.g., sleepiness) and 

psychological (e.g., compassion fatigue, emotional exhaustion). It may significantly interfere 

with functioning and may persist despite periods of rest.

Given the urgency of the situation related to fatigue, nursing and patient safety, specific recommended 
solutions are targeted to policy imperatives at the system and organizational levels, as well as to the 
role of the individual nurse in mitigating and managing fatigue in nursing. The evidence reinforces 
that these recommended solutions hold the key to change. 
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2 System-Level Recommendations

1	 Governments at all levels ensure adequate funding aimed at preventing unsafe practices 
due to rising levels of staff fatigue aggravated by excessive workloads, staff shortages and 
inattention to safe labour practices. Such funding would support:

•	 increasing the number of registered nurses (RNs) to ensure safe care for complex 
or unstable patients; 

•	 implementing graduate guarantees to ensure new grads have full-time work 
(RNAO, 2007b); 

•	 70% of full-time nurses in all health organizations so as to foster continuity of care and 
caregiver, thus increasing quality of care, nurse satisfaction and retention (RNAO, 2005); 
and

•	 other human resources solutions, such as those outlined by CNA to eliminate Canada’s 
RN shortage (CNA, 2009b).

2	 Governments provide funding to increase nursing enrolments in order to ensure an adequate 
nursing workforce through made-in-Canada health human resource strategies focused on: 
expanding the number of qualified faculty in nursing programs, increasing the number of RN 
seats in education, providing more clinical placement opportunities, and rejecting unethical 
international recruitment.

3	 Research groups support new research on the relationship between nurse fatigue and work 
schedules, adequate rest and recuperation and patient safety, to be carried out in all settings in 
which nurses work.

4	 National patient safety and health-care leaders incorporate the issue of nurse fatigue in the 
national patient safety agenda as a critical factor impacting safe patient care, and the strategy 
of creating cultures of safety must include mitigating and managing fatigue as a .
key component.

5	 Accreditation bodies explore the development of policy standards for health-care organizations 
that mitigate and manage staff fatigue.

6	 Nursing associations and nursing unions collaborate to develop consistent advocacy and 
policy agendas that incorporate fatigue as a factor, at the national, provincial and territorial 
levels, targeted to governments, health-care organizations and the public. Such agendas focus 
on creating and sustaining healthy work environments (Griffin et al., 2006) for nurses and 
providing safe quality care for patients.

7	 Nursing associations raise awareness about nurse fatigue and its causal factors and 
consequences related to patient safety, nurse satisfaction, and retention and recruitment .
at all levels of government, the public and the nursing community. Work with RNAO to .
develop a best practice guideline related to mitigating and managing fatigue in nursing.

8	 Nursing regulatory bodies acknowledge issues of nurse fatigue in regulations related to 
fitness to practise and in management responsibilities for RNs. 
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3Organizational-Level Recommendations

1	 Health-care organizations promote a culture of safety by establishing a fatigue management 
policy and program (Quality Worklife-Quality Healthcare Collaborative, 2007, p. 29).

•	 Establish scheduling practices and policies for nursing staff (see Appendix C in report).

•	 Develop processes to document fatigue in the workplace and its relationship to overtime, 
maximum hours worked per day and per week, on-call hours, and data related to patient 
error, staff retention levels and recruitment results.

•	 Develop policies that provide time and space for rest periods, meals and other health-
promotion initiatives for sleep hygiene. 

•	 Educate nursing staff and management in recognizing and managing fatigue in self and 
others, to include understanding the science of sleep, the risks associated with fatigue and 
approaches to circadian rhythm disturbances.

•	 Equip health-care organizations with sleep facilities to enable nurses to minimize their 
circadian disruptions during evening and night shift work.

2	 Nursing education programs incorporate, in professional development and clinical courses, 
information about the impact of fatigue on clinical nursing work, and hours of care on lifestyle 
and health, and how to manage this aspect of nursing as a career.

3	 Nursing unions work to mitigate nurse fatigue:

•	 Reinforce safe scheduling by limiting hours worked by a nurse (1) in one day to 12 hours, 
inclusive of shift hand-off, and on-call hours, and (2) in one 7-day period to 48 hours, 
inclusive of on-call hours.

•	 Promote choice of shift type and length for nurses in all health-care settings within 
a philosophy of continuity of care and caregiver, and create healthy and safe work 
environments that apply circadian rhythm principles to scheduling.

•	 Advocate for review of the extensive use of the 12-hour shift in health-care settings across 
Canada with a view to introducing a shift length that is more conducive to patient safety 
and work-life balance.

•	 Mount public campaigns about the working conditions of nurses that reflect the issues of 
workload, hours per day and per week – including on-call and overtime requirements – .
and the relationship of such issues to patient safety. 
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4 Individual-Level Recommendations
Nurses in all roles and practice settings have a professional responsibility to mitigate and manage 
their own fatigue and provide safe care. They have a professional responsibility to act in a manner 
that is consistent with maintaining patient and personal safety (CNA, 2008). 

1	 Nurses learn to be aware of, and recognize signs, symptoms and responses to, personal fatigue.

2	 Nurses understand and work within the policies related to safe patient care within their 
organizations and within professional practice expectations.

3	 Nurses take responsibility for mitigating and managing fatigue while at work, including using 
professional approaches to decline work assignments. When deciding to work extra shifts or 
when planning work or non-work related activities, nurses act on their ethical obligation to 
maintain fitness to practice. 

4	 Nurses work through their professional associations, nursing unions and regulatory bodies to 
advocate for safe patient care through safe scheduling practices in the work environment.

5	 Nurses support policies, procedures and health promotion initiatives that manage 
fatigue in the workplace.
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5More than 250,000 nurses work in a variety of roles, from point of care to senior administration, in 
all health-care sectors across the country. Canada’s nurses wield a significant voice related to key 
issues prevalent in our health-care system today, and to looming challenges for the future. One of 
these challenges is the threat to patient safety precipitated by unprecedented levels of fatigue in 
nurses. A further challenge is the threat to the nursing workforce as the health of nurses is affected 
by unhealthy work environments and unsafe scheduling practices. 

Nurses strive to provide safe and quality care in the context within which they work. From a nursing 
perspective, patient safety means being under the care of a professional heath-care provider who, 
with the patient’s informed consent, assists the patient to achieve an optimal level of health while 
ensuring that all necessary actions are taken to prevent or minimize harm (CNA, 2009a). Providing 
safe, compassionate, competent and ethical care to patients within the health-care system is a 
shared responsibility of all health-care professionals, health-care organizations and governments. 
Patient safety is fundamental to nursing care and health care; it is not merely a mandate, it is a 
moral and ethical imperative in caring for others. Providing for patient safety involves a wide range 
of actions at the level of the individual nurse, the nursing profession and the health-care system. 
However, the ability to provide safe patient care is currently challenged by a myriad of factors, not 
the least of which is the consistent understaffing within health care, especially of registered nurses 
(RNs). Consistent understaffing contributes to nurse fatigue, compromising nurses’ health and 
patient safety.

This research report documents, through a broad environmental scan – including key informant and 
focus group interviews, a national survey and a comprehensive literature review – the prevailing 
norms related to fatigue in nursing and patient safety across Canada. Key recommended solutions 
were sought from participants and the literature in order to bring resolution to this issue of crucial 
importance to Canada’s nurses and to the public, who expect and deserve safe, competent care 
from nurses and their health professional team. 
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Both the Canadian Nurses Association (CNA) and the Registered Nurses’ Association of Ontario 
(RNAO) have a long history of speaking out for quality health care through policy advocacy. 
CNA is the national professional voice of registered nurses, supporting them in their practice and 
advocating for healthy public policy and a quality, publicly funded, not-for-profit health system. 
CNA is a federation of 11 provincial and territorial nursing associations and colleges representing 
almost 140,000 registered nurses and nurse practitioners. CNA’s position and policy advocacy on 
patient safety is based on the Code of Ethics for Registered Nurses (CNA, 2008) and the Patient 
Safety position statement (CNA, 2009a). “CNA works in collaboration with nurses, other health-
care providers, health system stakeholders and the public to achieve and sustain quality practice 
environments and positive client outcomes. Research and practice indicate that quality practice 
environments in all domains of practice will maximize outcomes for clients, nurses and systems. 
Promoting quality professional practice environments has been a CNA priority since the late .
1990s” (CNA, n.d.). 

As the professional voice of registered nurses in Ontario, RNAO speaks out for health, health care 
and nursing and contributes through innovative health policy initiatives; professional development 
services; and a signature program focused on development, dissemination, implementation and 
evaluation of nursing clinical and healthy work environment best practice guidelines (Grinspun, 
Virani & Bajnok, 2001/2002; Scarrow, 2008).

RNAO’s best practice guidelines are used provincially, nationally and internationally to shape nursing 
and health-care policies and practices. All guidelines include evidence-based recommendations that 
focus on practice, education, organizational policy and system changes. A set of seven guidelines 
provides clear direction to health-care organizations and management related to creating safe, 
healthy work environments. These guidelines address:

•	 workload and staffing; 
•	 workplace health safety and well-being; 
•	 leadership; 
•	 collaborative practice; 
•	 cultural diversity; 
•	 professionalism; and 
•	 mitigating violence in the workplace.

Both CNA and RNAO have integrated the theme of nurse fatigue in much of their work, and have 
addressed such issues as healthy work environments (QWQHC, 2007; Scarrow, 2008), safe staffing 
(CNA, 2005; Ellis et al., 2006; RNAO, 2007a), health human resources (CNA, 2006b; RNAO, 2009), 
nurse shortages (CNA, 2009a, 2009b) and patient safety (CNA, 2009a; RNAO, 2004). While the 
literature has addressed fatigue in health care – largely from a medical resident point of view – 
neither this literature nor other entries include a clear and consistent definition of “health-care 
provider fatigue” (CNA & RNAO, 2009). 

In 2006, the Saskatchewan Registered Nurses’ Association (SRNA) forwarded a resolution to CNA 
requesting that CNA develop a position on the maximum number of hours per day and week that 
an RN should work relative to patient safety. SRNA also requested that CNA consider, through a 
consultative process, RN responsibilities related to fatigue and duty to provide competent, ethical 
care (CNA, 2006a). There is a growing need for research and clear policy surrounding the potential 
negative impact of nurse fatigue on patient safety. The research reported in this document has been 
developed in the context of the evolving health-care systems (provincial, territorial, federal), the 
vision and mission of CNA that includes a publicly funded health-care system that incorporates the 
principles of primary health care, and the growing health infrastructure in Canada.
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The project methodology incorporated three strategies: 

1	 broad stakeholder input to the project through selection of a national advisory committee 
to oversee and to give input to the direction of the project; 

2	 data collection instruments consisting of key informant interviews, targeted focus groups, 
and a literature and document review; and 

3	 two national fatigue surveys – one for all Canadian nurses, and a shorter one for provincial/
territorial and national nursing associations, organizations and regulatory bodies, and 
patient safety and accreditation organizations in Canada. 

All data were synthesized into a comprehensive research paper with a set of recommended solutions. 

National Advisory Committee

The national advisory committee (see Appendix A) included members from key stakeholder groups 
reflective of Canadian geographic regions, sectors, domains of nursing and nursing roles, including 
nursing regulatory bodies and students. The advisory committee members provided feedback on all 
data collection methodologies, data analysis and recommended solutions. 

Initially, the committee framed the project in the form of a set of key messages that were used to 
describe the project and raise awareness of the importance of nurse fatigue to safe patient care and 
a healthy work environment. To guide development of data collection instruments and the literature 
search, the committee crafted the following working definition of “fatigue”:

Fatigue is defined as an overwhelming, debilitating and sustained sense of exhaustion that 

decreases one’s ability to carry out daily activities, including the ability to work effectively and 

to function at one’s usual level in family or social roles. Fatigue is divided conceptually into: the 

experience of fatigue (such as its intensity, frequency and duration), and the impact of fatigue 

upon physical, cognitive, psychological and social activities (Glaus, 1998; North American 

Nursing Diagnosis Association, 1996; Stewart, Hays & Ware, 1992).

With input from the committee, the project team designed and piloted an initial key stakeholder 
interview with selected committee members prior to broader use with targeted nurses from 
different roles, sectors and domains. The advisory committee also assisted throughout the project 
by recruiting participants for all data collection methodologies. Further, committee members were 
instrumental in screening the literature and documents for inclusion in the review based on a set of 
inclusion and exclusion criteria.

The project team conducted 12 interviews with key informants from a variety of health-care 
sectors, responsibility areas and diverse geographic regions across Canada. The sample included two 
administrators, six clinicians and four informants representing policy, research, union, education and 
nursing regulatory sectors. 

Results of the key informant interviews were analyzed using a qualitative methodology, and 
data were further organized and categorized using RNAO’s “Conceptual Model for Healthy 
Work Environments for Nurses” (see Appendix B). The conceptual model depicts a healthy work 
environment as impacting nurse, patient/client, organizational and societal outcomes. It is made 
up of physical, structural/policy components, cognitive/psycho/socio/cultural components and 
professional/occupational components, each with individual, organizational and environmental 
factors (Griffin et al., 2006). 
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To confirm and extend the key informant interview results, an overview of the findings was 
developed and shared with nurses in three different focus groups comprising nurses self-selected 
from national events that occurred in February and March of 2009. These events were the CNA 
Nursing Leadership Conference (February 9), the third learning session from the RNAO/Canadian 
Patient Safety Institute Collaborative on Falls in Long-Term Care (February 10), and the CNA board 
of directors meeting (March 4).

An online survey of quantitative and qualitative-type questions was developed to survey individual 
Canadian nurses’ views and experiences with fatigue in nursing, including causal factors, impacts 
and recommended solutions. The key informant interviews provided the basis for the survey 
questions, which were originally developed by the project team with input from the advisory 
committee. The completed survey documented the views of 6,312 nurses from all health-care 
sectors across the country, including nurses of all age ranges and representing various nursing roles, 
positions and educational backgrounds. 

A second shorter online survey was developed and completed by 927 nurses working in provincial, 
territorial and national nursing associations, organizations and regulatory bodies, educational 
institutions, and patient safety and accreditation organizations. Similar in format to the individual 
nurse survey, the questions focused on experiences with nurse fatigue as a factor in patient safety 
and the work environment, as well as recommendations for solutions. Responses were received .
from all provinces and territories with the exception of Quebec, providing a rich database related .
to impacts of fatigue and how best to address those impacts.

The literature review included assessment, data extraction and analysis of six qualitative and .
47 quantitative publications, three systematic reviews, 115 non-research articles and 18 position 
statements. While the issue of nurse fatigue and patient safety has not been heavily researched, 
and a clear, consistent definition of “nurse fatigue” is lacking, there was a substantial amount of 
information in the literature to clearly depict causal factors and consequences (CNA & RNAO, 2009). 

The literature also reflected a number of recommendations for solutions that can be addressed by 
individuals, organizations and the health-care system. These solutions, derived from the study of 
causal factors and nurse expert opinions, were reinforced in the results from the variety of other 
data collection methods used. 
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The diverse range of data collection strategies provided opportunities for input and evidence 
from Canadian nurses from all health-care sectors, roles and domains of practice over the period 
November 2008 to May 2009. 

The results from all data collected reflected a stark similarity to the key findings about causal 
factors related to fatigue and the impact of fatigue on patients and nurses that were evident in the 
literature review of research information and policy documents. 

In addition, numerous recommendations and suggestions were identified by all research participants 
and throughout the literature that, if implemented, would have a marked impact on reducing and 
better managing fatigue in nursing work and thus contributing to greater patient safety. 

Key Informant Interviews and Focus Groups

Nurses interviewed and those in the focus group sessions reported that nurse fatigue and patient 
safety was an important and timely issue of increasing prevalence that crosses health-care sectors 
and geographic areas. Their comments are a clarion call about the potentially dangerous nature of 
fatigue for patients and nurses in all settings.

In the words of a policy nurse and a front-line clinician:

 “�I just think this whole topic is just incredibly important and I think it gets buried. That link 
from nurse fatigue and patient safety is one that needs to be directly addressed. I think 
there are patients whose care is compromised because of this.” 

“�Ultimately our staff is getting so worn out, so tired, it’s getting a little more difficult to 
make judgment calls. In the end, it does affect patient safety. It hasn’t improved at all;  
it’s actually gotten worse.”

“�This issue of nurse fatigue and patient safety is becoming more and more prevalent all 
of the time. I would say over the last couple of years, I’ve really noticed within our sector 
[home care], that there’s a lot of change that’s happening…it’s getting worse.” 

“�I think we are just seeing the tip of the iceberg now, and I don’t want to create panic, [but] 
I think we need to be focusing on solutions… I really think people, you know, haven’t truly 
thought about this. I see it happening from my own personal background and knowledge 
where you don’t have other resources to draw on in the community so you are just reusing 
what you’ve got – and that tends to be in smaller communities and it tends to be in more 
rural or remote [communities].”

Participants talked about nurse fatigue as a multidimensional concept involving physical, 
psychological, emotional and social components that result in lack of energy, physical exhaustion, 
feeling overwhelmed and a decline in compassion – all of which can further contribute to impaired 
thinking, decision-making and problem-solving abilities. 

The comments shared reflected in a graphic way the above definition of “nurse fatigue,” and 
continually reinforced the impact on nurses’ engagement, decision-making, creativity and problem-
solving abilities – all critical components for success and safe care in today’s fast-paced, highly 
challenging health-care system. 

Nurses were very clear and consistent about causal factors of the increasing presence of nurse 
fatigue. These factors reflected the components of the “Conceptual Model for Healthy Work 
Environments for Nurses” at the system, organizational and individual levels. They included 



10

Re
su

lt
s

workload, 12-hour shifts and shift work, patient acuity, little time for professional development and 
mentoring, a decline in organizational leadership and decision-making processes, and inadequate 
“recovery” time during and following work shifts.

These factors causing fatigue in the minds of nurses resulted in some very serious consequences 
for nurses themselves, for organizations, for the system and, perhaps most critically, for patients 
and their families. At the system level, nurses described the “cycle of shortage” in the profession, 
wherein those in the profession are leaving, sick or discouraged – which paints the profession in 
a negative light, potentially causing challenges in recruiting and in exacerbating the shortage and 
workload issues. At the organizational level, key informants conveyed that tired nurses demonstrate 
poor morale, experience ethical distress, use more sick time and are at greater risk of injury, all at a 
tremendous cost to the organization. This of course impacts patient safety wherein there is greater 
risk of errors, falls and physical injury, irregular monitoring and assessment, lack of continuity of 
care and caregiver, and unclear communication. 

Many nurses eloquently described what would help set the stage for solutions they believe need 
to be addressed using a collaborative approach. They indicated that solutions should involve nurses 
from point of care to the policy level; researchers; government funders; policy-makers; nursing, 
professional, regulatory and union bodies; and those organizations that set and monitor standards 
in health care.

 “�I felt [the solution] needed to be a joint collaboration between the nurses’ unions, 
professional associations and academics, with appropriate policy development. … 
[Y]ou can disseminate ideas and people can have the best intentions, but… some policy 
[is needed] … to back administrators up in terms of their decision-making… staffing and 
ratios, [and] different supports for nurses…” 

Nurses identified other specific solutions involving government at all levels that would support 
more nurses entering the workforce – thus addressing the growing need for nurses due to predicted 
retirements as well as issues of fatigue related to workload, shift work and increasing patient 
acuity. Professional associations were identified as key advocates to articulate the issue of fatigue, 
work with all levels of government, and foster collaboration of efforts among nurses and nursing 
organizations. In relation to regulatory bodies, most participants expressed the need for these 
bodies to ensure reflective practice so as to help nurses solve issues surrounding personal and 
colleague fatigue, and to help create safe environments for patients. 

“�[I]t certainly could fit in with reflective practice. … there really isn’t anything in the 
assessment that talks about taking care of yourself.” 

Other participants expressed that regulatory bodies have in some way addressed the issue. 

“�[Regulatory bodies] already have, in their ethical guidelines, addressed issues of not 
working above your knowledge, not working in certain circumstance that you don’t 
feel safe, [having] more demands than resources, dealing with patient care by priority…
They’ve given a lot of guidelines of how to make the decisions.” 
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However, professional nurses still experience moral distress related to their professional responsibilities 
to their patients and to themselves. This is particularly evident in today’s health-care settings where 
the culture does not usually support open admission or identification of fatigue as part of patient 
and staff safety, and workload management requires full – and often over – use of staff to meet 
patient needs. It does become an issue of moral distress for nurses who know what they should do 
with regard to working when fatigued, but who often feel a higher moral obligation to their patients 
and their co-workers than to themselves. 

Literature Review

Based on a broad review of the literature of close to 250 publications, including qualitative studies, 
dissertations, systematic reviews, quantitative studies, non-research articles and position papers, 
key aspects of fatigue in nursing – how it is experienced, its causal factors and the consequences – 
were identified. 

Fatigue was clearly described as one factor that may affect nurses’ ability to maintain the highest 
standard of care. However, in the large majority of reviewed papers, an operational definition 
or conceptualization of the term “nurse fatigue” was not apparent. A few studies did provide 
similar definitions of “fatigue,” while other studies described terms such as “compassion fatigue,” 
“accumulated fatigue factor,” “managing fatigue” and “chronic fatigue.” 

In the majority of studies, fatigue was defined as a subjective feeling of tiredness (Ruggiero, 2002; 
Schaffner, 2006). Total body feelings, ranging from tiredness to exhaustion, create an unrelenting 
overall condition that interferes with nurses’ ability to function to their normal capacity (Ellis, 
2008; Ream & Richardson, 1996) and may cause them to be unable to proceed effectively in their 
work (Johnson, 2008). Although used interchangeably with “tiredness” or “weakness,” “fatigue” is 
much more complex and impairs both physical and cognitive functioning (Ream & Richardson, 
1996; Rogers, 2008; Ross, 2008). According to Piper, Lindsey and Dodd (1987, p. 19), it “can vary in 
unpleasantness, duration and intensity. When acute, it serves a protective function, [but] when it 
becomes unusual, excessive or constant (chronic), it no longer serves this function.” 

Furthermore, as a characteristic of burnout, fatigue is experienced as totally physically and mentally 
penetrative, different from all other kinds of tiredness, and impossible to “sleep off,” and is the 
result of a long-lasting process in which energy is successively drained (Ekstedt & Fagerberg, 2005). 
Fatigue is frequently measured in terms of physical and mental exhaustion (Dorrian et al., 2006); 
staying awake or falling asleep (Scott, Rogers, Hwang & Zhang, 2006); and alertness, stress and 
sleepiness (McClelland, 2007). Symptoms of fatigue include increased anxiety, decreased short-term 
memory, slowed reaction time, decreased work efficiency, increased variability in work performance 
and increased errors of omission (Kenyon, Gluesing, White, Dunkel & Burlingame, 2007). 

An accumulated fatigue factor was described as the lack of free time at work to refresh oneself, 
resulting in physical fatigue, sleep and mental fatigue (Kudo et al., 2008). “Managing fatigue” was 
described as knowing the signs, symptoms and causes of fatigue; sleep physiology and circadian 
rhythms; sleep hygiene; and preventive strategies for combating fatigue (Grogan et al., 2004). 

Chronic fatigue in shift workers is defined as “a general tiredness and lack of energy irrespective of 
whether an individual has not had enough sleep or has been working hard, which persists even on 
rest days and holidays” (Verhaegen, Maasen & Meers, 1981, as cited in Barton et al., 1995, p. 11). In 
contrast to the localized sensation of acute fatigue, chronic fatigue is a global mind-body sensation, 
perceived without relation to activity or exertion, that has a gradual, insidious onset and a long 
duration that persists a month or more. 



12

Re
su

lt
s

Based on the literature review, various descriptions and experiences of fatigue have been 
synthesized into a comprehensive definition, as follows: 

Nurse fatigue is a subjective feeling of tiredness (experienced by nurses) that is 

physically and mentally penetrative. It ranges from tiredness to exhaustion, creating 

an unrelenting overall condition that interferes with individuals’ physical and cognitive 

ability to function to their normal capacity. It is multidimensional in both its causes and 

manifestations; it is influenced by many factors: physiological (e.g., circadian rhythms), 

psychological (e.g., stress, alertness, sleepiness), behavioural (e.g., pattern of work, 

sleep habits) and environmental (e.g., work demand). Its experience involves some 

combination of features: physical (e.g., sleepiness) and psychological (e.g., compassion 

fatigue, emotional exhaustion). It may significantly interfere with functioning and may 

persist despite periods of rest. 

Contributing Factors to Fatigue: Literature Review

Several studies in this review examined the contributing factors to fatigue. In a study on the 
antecedents and consequences of perceived fatigue, 809 nurses identified the following factors .
that contributed to fatigue: sleep disturbance (snoring, night sweats), lack of exercise, home 
environment (window shade, bed surface), support (peer support, family support), work schedule 
(working >40 hours per week, on-call), work environment (work 12-hour shifts, work >12-hour/day, .
work >three 12-hour shifts in a row, rotating shifts, work 8-hour shifts, on feet 85% of shift) 
(Schaffner, 2006).

The 12-hour shift and shift work were also identified by nurses in the key informant interviews and 
focus groups as key contributing factors to fatigue in nursing. A study by Stone et al. (2006) found 
that nurses working 12-hour shifts experienced less emotional exhaustion than nurses working 
8-hour shifts. On the other hand, other research involving critical care nurses found drowsiness and 
sleep episodes to be more prevalent in nurses who worked more than 12.5 consecutive hours. Also 
found was that “the risk of falling asleep at work almost doubled when shifts exceeded 8 hours… 
and increased even more when shifts exceeded 12 or more consecutive hours” (Scott et al., 2006, p. 
34). These findings were consistent with a broader study of hospital staff nurses by Rogers, Hwang, 
Scott, Aiken and Dinges (2004) who sought to determine if there was an association between hours 
worked and frequency of errors. Nurses who worked shifts lasting 12.5 hours or longer were more 
likely to make three times more errors. Other consequences of 12.5-hour or longer shifts included 
increased tendency to fall asleep, lapses in vigilance, decreased alertness, inability to stay focused, 
reduced motivation, compromised problem-solving, irritability, unusual tenseness, memory lapses, 
faulty information processing, diminished reaction time, indifference and loss of empathy, and a 
tendency to make errors in repetitive tasks (Kenyon, Gluesing, White, Dunkel & Burlingame, 2007; 
McClelland, 2007; Scott et al., 2006).

In a study examining the link between mental health and work outcomes with 4,279 female nurses 
in Japan, Suzuki et al. (2004) observed an association between nurses who worked the night shift 
and those who worked irregular shifts as being more likely to commit medical errors.

Using grounded theory to identify structures and processes that facilitate and constrain nurses and 
agencies from safety in in-patient perinatal settings, Lyndon (2007) reported that the 12 nurses, five 
doctors and two nurse midwives studied attributed physical fatigue to working long shifts, rotating 
shifts and night shifts. Mental fatigue was attributed to an overwhelming level of stimulation in 
the work environment, especially during the day shift. The participants also reported that fatigue 
was increasingly difficult to manage with increasing age. In a study with 41 nurses, Dorrian et al. 
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(2008) examined the relationship between sleep, work hours, sleepiness, stress, errors, near errors 
and observed errors of others, and found the struggle to remain awake to be the primary predictor 
of errors.

Kenyon et al. (2007) reported on a task force formed by the Association of periOperative Registered 
Nurses (AORN) in the United States that examined the effects of on-call scheduling and workload 
on fatigue among operating room nurses. An online survey revealed that 67.7% of the 1,013 
perioperative nurses who responded reported the effects of sleep deprivation (being irritable at 
home and at work, slow response time, family problems, problems sleeping, falling asleep at work). 
Factors contributing to fatigue included working 34 hours straight, going 1.5 days without sleep, and 
working many hours over a weekend without breaks or rest periods. 

References were frequently made in the literature regarding nurses’ mindset, or perception, of 
fatigue and the contributing factors. Beyea (2004) stated that some nurses view themselves as 
“invincible” and when asked to work more, they believe that they have the capacity to do so safely. 
Gaffney (2007) noted that even though nurses know there is a correlation between fatigue and 
nurse error, they tend to think that “it will never happen to me.” A study in Scotland with 352 
members of surgical teams (138 consultant surgeons, 93 trainee surgeons and 121 theatre nurses) 
from 17 hospitals found that “although 79% of surgeons and 73% of nurses agreed that they were 
less effective when stressed or tired, 52% of surgeons and 63% of nurses still believed that ‘even 
when I’m tired, I perform effectively during critical phases of operations’ ” (Flin et al., 2006, p. 148). 
The American Nurses Association (ANA) (2006a) wrote that, regardless of the number of hours 
worked, a nurse has an ethical responsibility to carefully consider his or her level of fatigue before 
accepting any assignment beyond a regularly scheduled work day. Moreover, in a related position 
statement regarding the employer’s role in facilitating healthy work schedules for nurses, ANA also 
noted that employers are responsible for establishing staffing policies and processes that maintain 
safe staffing levels for quality care, and that recognize the rights and obligations of RNs to decline 
an assignment if impaired by fatigue (ANA, 2006b).

“While in many countries federal regulations define the maximum hours that can be worked in 
sectors having a direct impact on public safety (e.g., aviation, transportation), nurses and other 
health care workers are rarely protected” (International Council of Nurses, 2009, p. 1). Regulatory 
bodies across Canada have statements in their standards for practice that refer to how to manage 
situations in which nurses do not feel fit to practise due to fatigue, and many have, in recent years, 
focused on this in major publications or policy statements (Association of Registered Nurses of 
Newfoundland and Labrador, 2008; Association of Registered Nurses of Prince Edward Island, 2009; 
College and Association of Registered Nurses of Alberta, 2006; Nurses Association of New Brunswick 
& New Brunswick Nurses Union, 2007; Saskatchewan Registered Nurses’ Association [SRNA], 2009).

However, the culture of nursing tends to “encourage working to meet the needs of patients rather 
than extending its view to the possible consequences of working while fatigued” (Ross, 2008, p. 58). 
Fatigue among nurses has been described by a president of the American Association of Critical-
Care Nurses as “a huge and sometimes unspoken issue” (Trossman, 2007, p. 36). 

Consequences of Fatigue: Literature Review

In general, most studies reviewed discussed the consequences of nurse fatigue. Using a 
phenomenological approach, Ekstedt and Fagerberg (2005) interviewed eight individuals (non-
nurses) at a stress clinic. The participants reported that fatigue had affected their performance, 
limited their daily lives, and affected their ability for self-care and for coping with everyday 
demands. The participants described their fatigue as like living in a vacuum or in a state of “non-
existence.” Slavin (2007) stated that researchers have found fatigue-related impairments to be 
comparable to alcohol intoxication impairments. 
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The myriad consequences of fatigue identified in the literature included: (a) reduction of skilful 
anticipation and patient safety (Lyndon, 2007); (b) diminished judgment, degraded decision-making, 
slowed reaction time and lack of concentration (Gaffney, 2007; McClelland, 2007); (c) absenteeism 
(Zboril-Benson, 2002); (d) clinical errors, failure to rescue, falling asleep when driving home; and (e) 
interpersonal consequences, including decreased quality of interaction with colleagues and patients 
(Schaffner, 2006). 

In addition, several studies specifically examined the impact of fatigue on errors and found the 
following: 

•	 Nurses’ fatigue was one of the top three causes of drug errors identified by nurses, 
along with physician’s handwriting and nurses’ distraction (Mayo & Duncan, 2004).

•	 16.5% of the nurses in a study by Deans (2005) identified fatigue as a cause of 
medication errors.

•	 All groups on the health-care team demonstrated poor recognition of the potential impact 
that stress and fatigue played on error occurrence and job performance when Grant, 
Donaldson and Larsen (2006) assessed safety culture in a children’s hospital. 

•	 In a study of 23 full-time nurses, significantly lower levels of alertness and higher levels of 
physical exhaustion, mental exhaustion and stress were reported on workdays compared to 
days off. Sleep was significantly shorter on days when an error or near error was recorded 
and longer on workdays when another nurse’s error was recorded. Sleep duration was a 
significant predictor of error/near error occurrence, with the likelihood of an error being 
reduced by 27.3% with every hour of sleep. The highest percentage of errors occurred 
during the morning (14%) (Dorrian et al., 2006).

•	 Of 686 nurse participants who reported experiencing the effects of sleep deprivation in a 
survey conducted by the AORN, 58% felt unsafe while providing patient care, 13% stated 
they had made patient care mistakes because of fatigue, and 38% reported fatigue-related 
near errors. Incidents included documentation problems, selecting the wrong implant, not 
being able to focus while counting, and missing items during patient assessment (Kenyon 
et al., 2007).

Solutions to Mitigate and Manage Fatigue in Nursing: Literature Review

The literature, which included position papers and association directives, provided some direction to 
possible solutions. A number of these solutions were related to the individual nurse, reinforcing the 
nurse’s ethical, professional and health-related responsibilities. Solutions included: 

•	 Uphold the ethical responsibility to patients and self by arriving at work adequately 
rested and prepared for duty (Banerjee, 2003; Brugne, 1994; Kenyon et al., 2007; National 
Association of Neonatal Nurses [NANN], 2008). 

•	 Recognize personal limits and decline requests to do overtime if fatigued (Balas, Casey, 
Scott & Rogers, 2008; Dean, Scott & Rogers, 2006; La Pine, Malcomson, Torrance & Marsh, 
2006), not work when too tired to work (ANA, 2000) and not work more than 12 hours/
day, 60 hours/week (NANN, 2008).

•	 Find time for rest and recreation to minimize the effects of shift lag (La Pine et al., 2006). 

•	 Facilitate the development of strategies to buffer the negative effects of stress (Wagner & 
Jason, 1997). 
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•	 Take control of sleep and make sleep a priority (Balas et al., 2008; Beyea, 2004; Bodin, 2008; 

Cady, 2008; Dean et al., 2006; Ellis, 2008; Hughes & Rogers, 2004; NANN, 2008; Scott, 
2008; Slavin, 2007; Windle, Mamaril & Fossum, 2008).

•	 Take uninterrupted breaks and plan opportunities for rest such as power naps at work 
(Balas et al., 2008; Beyea, 2004; Cady, 2008; Dean et al., 2006; Ellis, 2008; Hughes & Rogers, 
2004; NANN, 2008; Scott, 2008; Windle et al., 2008). 

•	 Develop a personal commitment to work-life balance and regular exercise, which includes 
limiting caffeine, eating nutritiously and ensuring adequate fluid intake (Balas et al., 2008; 
Bodin, 2008; Cady, 2008; Dean et al., 2006; Hughes & Rogers, 2004; La Pine et al., 2006; 
Scott, 2008; Slavin, 2007; SRNA, 2009).

•	 Educate self about fatigue and its potential impact (Beyea, 2004; Ellis, 2008). In a study 
examining the impact of aviation-based teamwork training on the attitudes of 463 health-
care professionals, Grogan et al. (2004) found that training improved the participants’ 
attitude toward fatigue management. 

•	 Recognize when personally at risk, consider the impact of having multiple jobs, document 
unsafe staffing conditions, and possibly confront a nursing colleague who is too fatigued to 
work (Sullivan, 2007; Wisconsin Nurses Association [WNA], 2007).

•	 Develop a partner system to check on each other’s alertness at work, support tired co-
workers and let them support you (Balas et al., 2008; Cady, 2008; Scott, 2008).

Other solutions were targeted at the organizational level and included policies and actions that 
organizations could adopt that would demonstrate their commitment to safe working environments 
for nurses and patients. These included:

•	 Promote shift rotations that are scheduled every one or two weeks to allow for adaptation 
of circadian rhythm (SRNA, 2009).

•	 Promote work schedules that provide for adequate rest and recuperation between 
scheduled shifts. Ensure that nurses do not work more than 12 hours in a 24-hour period, 
and no more than 60 hours in 7 days (Scott et al., 2006; SRNA, 2009).

•	 Ensure staffing systems are in place and develop policies and procedures that foster 
a safe and healthy environment (e.g., appropriate staff mix and work design given .
patient acuity, flexible schedules, policies that promote institutional loyalty and 
retention) (Aiken, Clarke, Sloane & Sochalski, 2001; Aiken, Clarke, Sloane, Sochalski, .
Busse et al., 2001; Berland, Natvig & Gundersen, 2008; Hughes & Rogers, 2004; 
Marjanovic, Greenglass & Coffey, 2007; QWQHC, 2007; Ruggerio, 2002; SRNA, 2009; 
Ulrich, Buerhaus, Donelan, Norman & Dittus, 2005).

•	 Develop a system-based approach in health-care organizations that limit causes of fatigue 
in the workforce and reduce the potential for human error. Factors that contribute to 
fatigue beyond sleepiness such as job stress should be part of the multifaceted strategy 
(Carlton & Blegen, 2006; Dawson & Fletcher, 2001; QWQHC, 2007; SRNA, 2009).

•	 Develop education and orientation programs for nursing staff that include information 
related to the science of sleep, risks associated with fatigue, mechanisms that underlie 
fatigue and sleep disorders, circadian rhythm disturbances and approaches to optimize 
performance (Dean et al., 2006; Ekstedt & Fagerberg, 2005; Ellis, 2008; Gaffney, 2007; 
Hemme Froslie, 2007; La Pine et al., 2006; QWQHC, 2007; Schaffner, 2006).

•	 Adopt strong transformational leadership that stresses patient safety and makes it a 
priority for the organization, along with a capable workforce that reflects safe staffing 
levels, knowledge and skills, and interdisciplinary collaboration (Hinshaw, 2006).
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•	 Assess the organization’s fatigue awareness culture; “enter the discussion informed about 
the topic” (Ross, 2008, p. 59). Ask insightful questions such as: What do you see in the 
course of your workday regarding fatigue? Are you working shorthanded? How often? Do 
you come to work when fatigued? Do your coworkers? (Windle et al., 2008).

•	 Develop policies related to work schedules (Kenyon et al., 2007) that limit numbers of 
hours worked per week, and per 24-hour day, and include on-call hours in the calculation; 
include time in the shift for appropriate patient hand-off; stipulate minimum hours of off 
periods for sleep, carrying out activities of daily living and taking a break from continuous 
personal responsibilities; and adopt a culture of worker and patient safety so that fatigue is 
recognized as an unacceptable risk rather than a sign of a worker’s dedication to the job.

Finally, solutions documented at the system level that would aid nurses and organizations in 
addressing fatigue included the following: 

•	 “Policymakers consider the impact of the aging nursing workforce …[especially the] 
growing number of older nurses who are required to work rotating shifts” (Admi, 
Tzischinsky, Epstein, Herer & Lavie, 2008, p. 256);

•	 “Future studies continue to explore the effects of shift work through objective indicators 
measuring sleep disorders, adaptation to shift work and biological markers of health 
problems” (Admi et al., 2008, p. 257); researchers focus on understanding the impact of 
shift work and overall hours, and link this issue to the nurses’ code of ethics (WNA, 2007);

•	 Researchers pay closer attention to system interactions within work environments 
(research outside health care may provide some answers) (Montgomery, 2007);

•	 Schools of nursing add the topic of nurse fatigue and patient safety to their curricula, and 
this issue must be linked to the nurses’ code of ethics (WNA, 2007)..

National Nurses’ Survey

Demographics

The national survey of 6,312 registered nurses from across Canada further corroborated the findings 
in the literature related to nurses’ experiences of fatigue and their perceptions of the consequences, 
as well as to many of the solutions. The findings indicated no appreciable differences among nurses 
working in different provinces and territories, sectors and roles in their behaviour related to fatigue, 
nor in their ideas of what solutions should be implemented to reduce fatigue. The differences that 
did exist among nurses in different locales were evident only in their opinions of the most important 
contributing factors to fatigue. Nurses from New Brunswick, Prince Edward Island, Northwest 
Territories, Nunavut and Yukon perceived a number of factors contributing to nurse fatigue. 
Conversely, nurses from Ontario, British Columbia and Quebec considered only increased workload 
and working short staffed as the most important factors causing fatigue. However, across the country, 
increased workload was considered to be the most important factor contributing to nurse fatigue 

The majority of participants were female aged 45-54 years (35%), with the next largest age groups 
being 55-64 (20.9%) and 25-34 (20.4%), and those 24 and under and 65 and older being represented 
by 3.6% and 1.3%, respectively. The majority had no children at home; those who did had children 
who were older elementary school age to adolescent; 79% had no other dependents living with them. 
Slightly more than half (50.9%) were baccalaureate, masters and doctoral-prepared nurses, with the 
other half RN-diploma nurses (42%), some of whom had additional certificates.
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Most participants worked in a hospital setting, with 31.9% from acute care teaching hospitals and 
25.8% from community hospitals. The remaining participants represented long-term care (8.4%), 
home health care (5.5%), public health (5.4%), mental health (4.2%), education (3.1%), primary 
care/family practice (2.6%), and provincial nursing association/regulatory body (0.5%), thus 
reflecting the range of health-care sectors in which nurses work. With close to 70% of participants 
working as staff nurses, and 7.5% working in the nurse manager role, the results largely depict the 
views of nurses in active clinical and management practice at the point of care. 

Just more than half of the participants indicated the most common reason for missing work was 
due to physical illness, with 15.9% off work due to a stress-related illness. Almost two-thirds 
worked in one position only, with 64.4% working as full-time permanent staff, 3.1% working full-
time temporary, 23.7% working part-time permanent, and 7.1% working casual or for an agency. 
A large majority (91.4%) revealed that their current employment status was by choice, while 8.6% 
said it was not. Just over half of the participants reported working unpaid hours on a weekly basis, 
with the average per week being 1 to 5 hours (38.9%), 6 to 15 hours (14.2%), and 16 to 25 hours 
(3.2%). The issue of choice presented a real dilemma for nurses to explain when asked whether 
overtime paid or unpaid was by choice. While many reported it was not by choice, those that 
worked by choice indicated they felt a moral and ethical obligation to do so, so as to ensure quality 
patient care. Their words indicate the complexity of the issue:

“�[I] [w]ork many hours…[and]…on my own time. Is it my choice only because work life is 
so busy that you cannot fit everything in that is expected of you. The more time I spend, it 
only makes my work life manageable. Something is certainly wrong with this picture.”

“�I work unpaid hours because [i]n order to be ready for my [p]atients and on the floor as 
early as possible, I have to come 15 to 30 minutes earlier in the morning or before any 
shift. My manager also calls it the “culture,” in other words, it is expected for us to be 
early. However, we are not expected to get paid, even though it is known to be necessary 
for safe patient care. Also, we are often required to stay 15 to 30 minutes later to be 
able to finish things such as documentation, usually because we did not have time to 
document during the shift (usually day). Or sometimes patients’ conditions worsen, 
aggravating work load and delaying other responsibilities that must be met before 
leaving. It is my sense of responsibility and [my] own decision to stay longer.”

While it may seem reasonable for a professional to be at work in advance and to spend some time 
after hours concluding the day, the above quotes from nurses reflected that they did not perceive 
they had a choice in this but rather were required to spend this additional time in order to meet the 
needs of their patients. 

“�In a managerial role, it is not always possible to meet deadlines in a regular 7.5-hour day.  
I choose to work extra hours in order to stay on top of the workload. Driving to meetings 
at another site is also considered as hours worked.”

Overall, the profile of survey respondents describes nurses in early, mid and later career phases; with 
relatively older children at home and few other dependents; and working in an employment status 
of their choice: mainly one full-time or part-time permanent position. Thus, any reported fatigue 
may be attributed to the nature of nursing work in their primary role rather than to numerous 
family and other job responsibilities.
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The survey results demonstrate some interesting patterns that help describe the nature of nursing 
work and its contribution to nurse fatigue:

•	 The day shift was most often worked; however, 32% worked nights, 25.6% worked evenings, 
and 26.2 worked rotating shifts.

•	 25.5% had a second position by choice, either on a casual, part-time permanent or temporary 
basis. 

•	 For these second positions, nurses reported working anywhere from 1 to 40 hours on average 
per week, with 27.9% working 5 to 10 hours (the most common number of hours).

•	 In their second position, close to 71% of nurses did not work any unpaid hours; however, 20% 
worked 1-5 unpaid hours on average per week, and the remaining almost 10% worked 6 to 
more than 35 unpaid hours on average per week. 

•	 17.9% had a third position by choice, in which the vast majority reported spending no more 
than 10 hours per week. 

•	 In their third position, almost 17% reported working up to 5 unpaid hours on average per week. 

•	 Almost 30% of all participants reported changing shifts once a week. 

•	 11.4% reported having 8 hours or less between shifts, and considered this to be “short change.” 

“�I have insufficient time off between overtime and regular work day… [I am] called in 
throughout the night.”

•	 41.4% of nurses reported having 9-12 hours between shifts. 

•	 28.9% of nurses worked “on call” for 1-5 hours to more than 70 hours a week. Approximately 
one-third chose to be on call, and just over 50% chose the number of on-call hours they 
worked. Some nurses said they were on call “all the time.”

•	 Slightly less than 20% were assigned to areas where they had limited experience; for most of 
these nurses, this occurred 1-5 times on average per week. 

•	 While 60% were not required to care for patients with health conditions of which they had 
limited knowledge or experience, approximately 25% indicated this was their experience .
16-20 times on average per week. 

•	 While the vast majority reported taking a vacation at least once a year, and many two to three 
times a year, 6.4% were not able to take an annual vacation, and 5% never took vacation.
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Contributing Factors to Fatigue: Nurses’ Survey

Nurses were also asked to share information about fatigue in nursing: how pervasive it was and 
what contributed to it. Responses show that a significant number of nurses in all cases are greatly 
impacted by fatigue largely related to workload and short staffing, however, a variety of other 
organizationally related issues such as relentless change, functionally disorganized workplace and 
feelings of sensory overload were also identified. 

•	 50% indicated they missed shifts due to fatigue, the most common number being between 
one to five shifts over the past year. This behaviour was most prevalent in nurses in the oldest 
age ranges. 

•	 60% of nurses indicated they never or only occasionally felt fatigued before beginning to work; 
55.5% felt fatigued during work almost always to all the time; 80% of nurses felt fatigued after 
work almost always to all the time; and 80.8% said they heard their colleagues express feelings 
of fatigue almost always to all the time.

•	 41.7% indicated they observed fatigue in their students.

•	 Approximately 90% of nurses felt their work was cognitively demanding almost always to 
always over the past year; 90% felt work was psychologically demanding; and 60% felt it was 
physically demanding.

•	 The top five factors contributing to fatigue in nurses were increased workload, working short 
staffed, increasing expectations from patients and families, high levels of patient acuity and 
unexpected emergency with staffing or patients. Nurses also identified a feeling of sensory 
overload, functionally disorganized workplaces and relentless change within the workplace as 
contributors to their fatigue. 

•	 When asked to identify the one most important factor contributing to fatigue the most 
frequent response mentioned by almost 22% of nurses across all age groups was “increased 
workload.” Nurses described this workload as heavy, stressful, increasing in intensity and 
contributing to overtime hours. 

•	 Although nurses reported feeling fatigue at work, the majority, 85.1%, indicated they almost 
never missed work due to fatigue. Fifty-six percent (56%) of nurses had never or almost never 
declined overtime shifts due to feelings of fatigue. 

•	 Almost 95% of participants reported that they felt they never committed an unsafe practice 
resulting in an adverse event due to fatigue. 

•	 Fatigue has had its impact on nurses with 25.8% considering resigning; 20.2% considering 
retiring; and 25.6% considering leaving the profession due to fatigue. Acts to address the 
fatigue issue could have a major impact on retention in nursing.

•	 In spite of the levels of fatigue that nurses experienced due to the work context, 90.4% 
of nurses indicated that their organization had not developed policies and procedures to 
address fatigue.
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Many nurses provided numerous comments that reflected the prevailing view that nurses: are 
experiencing fatigue; work even though fatigued; feel little support from management in helping 
to identify and respond to personal fatigue levels, but rather direct or indirect pressure to work 
more hours; choose to work extra hours even without pay because they feel the work needs to be 
done for patients and for their colleagues; and have many issues with the schedule, especially .
12-hour shifts.

Among the descriptions of organizational culture related to fatigue was the “hero” culture, which 
can reinforce “stoicism and martyrdom” in the face of fatigue.

“�The ‘hero’ culture means that the nurse is always responsible for making sure everything 
goes smoothly for the patient, the family and the other health-care professionals, while 
leaving herself/himself ‘last on the list’.”

“�As community nurses we are considered the all-round nurse … with much knowledge and 
skills in the nursing field. It just seems more and more responsibilities are expected of us 
and if we don’t do it, we are considered negligent in our role as community nurses. I think 
one can only extend oneself so far before fatigue, apathy and frustration set in, which in 
turn makes one very unhappy in a profession that we entered because we love [nursing] 
and wanted to be a nurse. But how far do we extend ourselves before we break down 
emotionally, physically and mentally, not to mention spiritually?”

Several nurses expressed how the other aspects of culture in the organization reinforced working 
when fatigued. It is the experience of many nurses that they work without taking any breaks – 
especially difficult when nurses work 12-hour shifts. Some participants identified a workplace 
culture of “missing breaks,” suggesting a lack of support from management to ensure nurses take 
their breaks. In some ways, nurses find themselves in a “no-win” situation as they know they should 
not work while fatigued – and there are supports within nursing regulations to reinforce this – yet 
as professional caregivers with the needed knowledge and skill, ethically they feel they cannot 
withdraw from the situation.

“�The culture of management is from an era where you just ‘did what you had to do with 
what you [had].’ Management puts forth little time or energy into fixing problems on a 
permanent basis....Few women of this era know how to take care of themselves and many 
do not think they are ‘worth it,’ always putting themselves last. If you do exercise self-care, 
you become a target for women who are unable to give themselves self-care and actively 
resent those who strive for balance in personal and professional spaces.”

While nurses at the front line may see their immediate manager as non-supportive, it is 
important that management at all levels, and throughout the entire health-care system, work to 
reduce the ethical burden on nurses that adds to their fatigue. Managers can help by refraining 
from requesting nurses to work overtime, encouraging and making breaks possible, and seeing 
that nurses leave shifts on time. Such measures reflect a broader understanding of a culture 
of safety that must be adopted in our health-care system, along with other key interpersonal, 
structural and process changes. 



21

Results
It is evident from participant comments that supportive management is integral to nurses’ feelings 
of and response to signs of fatigue in themselves and their colleagues. Supportive management was 
characterized in various ways, yet each is integral to mitigate fatigue among nurses. Participants 
suggested that managers ensure nurses take all allotted breaks, that they recognize unsafe 
workloads, and that they do not mandate nurses to work if fatigued.

“�Front-line managers need to be proactive to ensure that their staff take all required 
breaks….”

“�[Supportive management is]…management that recognizes unsafe workloads and doesn’t 
just deal with it retroactively…”

“�Management should not mandate nurses to work if they feel that they are too tired to 
work. Excess pressure is applied to staff nurses due to nursing shortages.”

Participants also suggested that management be accountable for their decisions and behaviours 
with regular evaluation.

“�Regular evaluation/accountability of management around their management of staff 
needs, not just budget, [is needed].”

“�We need [m]anagement that is accountable and responsible for providing safe, fatigue-
free work environments for nurses/health-care professionals. A lack of accountable 
management is the root of the problem. Management is rewarded for cost cutting 
only, not for retention of nurses. In almost every organization, the disconnect between 
management’s experience and the reality of the hospital is the primary issue.”

On the other hand, some nurses explained that they took extra shifts or worked in an alternate 
position for professional reasons so as to be able to do more clinical work and keep up their skills. 
In the words of one nurse, “all of these shifts are overtime at the bedside; [it’s] my choice to keep 
my skills current.” Other comments reinforced that nurses were aware of organizational and system 
issues and felt the need to respond to requests to help out:

“�We are short staffed and I fill in when there is no one else to work. When we are short 
staffed I will also fill in for shifts that cannot be covered on our acute in-patient 
psych[iatric] unit.”

“�Night shifts are very hard on my body and I prefer not to work then; however, my employer is 
always stuck for staffing and I end up being called [at the] last minute to cover shifts.” 

Finally, raised as a critical factor in fatigue was the issue of scheduling, lack of flexibility in number 
of hours worked per shift and the 12-hour shift itself – in particular, rotations that are two days and 
two nights. As one nurse put it, “it is like being in a constant state of jet lag.” 
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Other nurses describe the 12-hour shift as simply exhausting:

“�The 12-hour night shifts with 1 hour and 30 minute (90 minutes) night breaks are too 
exhausting. Because we usually nap during our breaks, waking up in 90 minutes means 
we’re being roused from the start of REM stage of sleep, which leaves us even more tired. 
So RNs take an extra ½ hour (total of 2 hours) to allow [for] a deeper, more rested sleep. 
However, this is highly discouraged by our operation’s leader.”

 “�I have been [w]orking shiftwork, 12-hour shifts, days and nights, four in a row. The night 
shifts are getting more difficult the older I get.”

“�I have found, personally, that working 12-hour shifts plus nights plus taking care of a 
family has made me feel exhausted, [with] loss of short-term memory, and [I am] unable 
to cope with events in life that I used to be able to handle, no problem.”

“�Love nursing but hate the shift work...have no other choice but to work two 12-hour days, 
then two 12-hour night shifts. This type of schedule is crazy!”

Consequences of Fatigue: Nurses’ Survey

The impact of the levels of fatigue in nurses, as identified in the literature and expressed by the key 
informants in the project, clearly affects nurses’ judgment, decision-making and problem solving, 
and has been associated with increased errors and near errors. 

In the cross-Canada survey, while nurses expressed their levels of fatigue as related to the increased 
workload, they also identified working short-staffed as a second-most important reason. This 
may be why 56.6% of these nurses indicated they almost never declined overtime shifts due to 
feelings of fatigue. This behaviour was most prevalent in nurses in the 18-34 age range. Although 
participants felt fatigued frequently, colleagues rarely encouraged them to stop working when 
visibly fatigued. Just more than 25% indicated they had observed unsafe practice related to fatigue 
of health professionals, and just less than 20% indicated they believe fatigue affected their ability 
to provide safe, compassionate, competent and ethical care. However, almost 95% of participants 
reported that they never to almost never commit an unsafe practice resulting in an adverse event 
due to fatigue. 

Factors Assisting and Preventing Response to Fatigue

Participants were asked to identify the organizational factors that assisted them in responding to 
signs of fatigue in themselves or in colleagues, and approximately 47% of nurses were unable to 
identify any. Professional responsibility was named as a factor that assisted in responding to signs of 
fatigue by 42% of participants. An organizational culture of safety, support from manager, physical 
space for recovery, and specific organizational policies were identified factors that assisted nurses 
and their colleagues in responding to signs of fatigue (21.1%, 19.6%, 8.9% and 6.4%, respectively). 
Five per cent provided additional comments such as professional development opportunities and 
support from colleagues, which were analyzed and are presented in the qualitative section of this 
report . These results are depicted in Figure 1. 
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Figure 1. 

Workplace factors assisting response to fatigue
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The organizational factors that participants perceived to prevent them from being responsive to feelings 
of fatigue in themselves and others are summarized in Table 1.

Table 1. 
Organizational factors preventing response to fatigue

ORGANIZATIONAL FACTOR
RESPONSE 

FREQUENCY

Workload 72.6%

Professional responsibility of being there for the patients 70.2%

Feelings of not letting down the team 66.4%

The culture of doing more with less 59.5%

Perceived expectations from management 45.5%

Lack of support to take breaks and be appropriately covered over this time 36.7%

No time in the work shift to ever get away for recovery time 36.4%

Confirmed expectations from management 33.1%

No place in the organization to go for recovery 27.7%

Lack of enforcement of policies related to taking breaks 24.5%

Lack of policies related to taking breaks 13.9%

None that I can think of 5.5%

Other (please specify) 4.9%

Several of the factors had relatively large response frequencies, indicating that participants perceived 
several organizational factors prevented them from responding to fatigue in themselves or others. 
Workload was the organizational factor most prevalent in preventing nurses from responding to feelings 
of fatigue. Professional responsibility of being there for the patients was reported by 70.2% of nurses as 
preventing response to fatigue in themselves and others. 

Just over sixty-six per cent (66.4%) believed that their feelings of not letting down the team prevented 
them from being responsive to feelings of fatigue. It is unclear what, specifically, participants felt. 
Perhaps participants were referring to the acknowledgement of fatigue in themselves and others 
that is interpreted as being weak and non-resilient and therefore, letting down the team. If this is the 
reason why feelings of letting down the team prevented adequate response to fatigue, it may help to 
explain why 59.5% indicated that the culture of doing more with less prevented response to fatigue. 

It is clear that participants have experienced an increase in workload. This increase has been 
considerable to the point where nurses believed there exists an organizational culture of “doing 
more with less” and without complaint. As such, cultural undertones of the organization to “work 
more” may limit acknowledgement of and response to fatigue in oneself and others, as it would be 
counterproductive to a “work more with less” culture. 

Management had a significant effect on nurses’ response to fatigue. Specifically, 45.5% indicated that 
perceived expectations from management prevented participants from responding to feelings of fatigue 
in themselves and others, while 33.1% indicated that confirmed expectations from management 
prevented them from responding to feelings of fatigue in themselves and others. Because of these 
responses, it is hypothesized that management expectations may include managing increased 
workloads and patient acuity, and accepting a culture of doing more with less. 
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Solutions to Mitigate and Manage Fatigue: Long Survey

The respondents provided a number of solutions to address fatigue in the workplace from the 
individual, organizational and systems level. However, the majority of their recommended solutions 
fell within the organizational level focused on physical/structural/policy components, cognitive/
psycho/socio/cultural components and professional/occupational components of a healthy work 
environment within the Conceptual Model for Healthy Work Environments for Nurses.

Key themes reflected in the comments related to the physical/structural/policy components were: 

•	 adhering to labour laws and increased funding; 

•	 health factors, such as physical work environment and space for recovery; 

•	 health and wellness programs, including opportunities to eat healthy while at work; 

•	 staffing practices and policies; and 

•	 decreasing horizontal violence. 

“�Hospital employers should be adhering to [the] Employment Standards Act, which 
dictates that no employee may be required to work more than 45 hours per week, [and] 
no employee may voluntarily work more than 60 hours per week. But hospitals ignore this. 
Lots of nurses [are] doing six, seven or more consecutive extended 12-hour tours in excess 
of 60 hours and they keep getting called and they keep accepting the calls.”

“�More funding for more nurses working as front-line workers. More funding to improve the 
physical setting of the workplace.”

“�[A] quiet room (no TV) for staff to lie down/relax in easy chairs on breaks...like sleep 
rooms for MD’s. Somewhere to de-stress.”

“Provision of good nutrition food service after hours.”

“�[L]ook at the safety of 12-hours shifts, the safety for the nurses working, as well as  
patients’ safety.”

 “�[E]rgonomist to help assess workload, area of work and [to] help make [the] work 
environment more user friendly.”

Key themes reflected in the comments related to the cognitive psycho/social/cultural 
components included: 

•	 management practices; and 

•	 workplace culture of doing more with less. 
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“�[M]anagement that is accountable and responsible for providing, safe, fatigue-free work 
environments for nurses/health-care professionals. A lack of accountable management 
is the root of the problem. Management is rewarded for cost cutting only, not for 
retention of nurses. In almost every organization, the disconnect between management’s 
experience and the reality of the hospital is the primary issue.”

“�[C]hange the culture of martyrdom – working until exhaustion or you drop –  to one 
that demands respect and appropriate staffing, adequate and appropriate debriefing, 
collegial problem-solving and leadership training. Nurses need more reflection time and 
involvement in building their infrastructure and policies.”

“�The change in attitude must start with the top people in the organization and there must 
be demonstrated value for nurses, not just empty lip service.”

Key themes reflected in the comments related to the professional/occupational components 
included the following suggested solutions: 

•	 incorporate accreditation standards that address nurse fatigue and other related issues; 

•	 provide education for nursing students that reflects the reality of nursing work and 
helps students prevent, recognize and manage fatigue; and 

•	 employers refrain from relying on nurses to complete non-nursing activities that decrease 
time with and for patients, contribute to poor morale and increase fatigue. 

“�I think an educational program as part of the curriculum would help, which deals with 
the concepts of work-related stress, fatigue, how to manage it, as well as learning to 
develop a personal healthy lifestyle profile. Putting it into practice over the course of their 
education… would help when they enter the workforce and have to deal with it. They can 
become better mentors/educators for others and clients in promoting healthy lifestyles.”

“�Lobby the government to regulate hours of work. It has long been studied that shift work 
contributes to worker fatigue.”

Other solutions focused on government activities that should be initiated. These included a focus 
on retention and recruitment, funding to ensure safe staffing levels, increasing seats in educational 
programs, and more research on the impact of fatigue and patient safety.
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Nurses also reinforced the need for organizational-level changes from a physical, structural and 
policy perspective. More specifically, nurses were looking for someone within the system to 
advocate for and ensure the following: 

•	 increased funding from governments;

•	 reasonable workloads;

•	 safe nurse-patient ratios;

•	 increased supply of nurses;

•	 limited overtime hours;

•	 healthy work environments;

•	 safe and flexible scheduling practices;

•	 mandatory breaks and vacation;

•	 supply of nurses with adequate knowledge and experience; and 

•	 provision of fatigue and stress education preventive strategies. 

Participants provided a range of possible activities they believe nursing associations can take to 
reduce fatigue. The themes that emerged are presented in Table 2.

Table 2. 

Nursing association activities to reduce fatigue

COMPONENT LEVEL ACTIVITY

Physical/Structural Policy

System
•	 government for funding
•	 reasonable workload

Organizational

•	 safe nurse/patient ratios
•	 increase nurse supply
•	 healthy work environment
•	 safe and flexible scheduling practices

Individual •	 N/A

Cognitive/Psycho/Socio/Cultural

System •	 public awareness

Organizational •	 N/A

Individual •	 N/A

Professional/Occupational
System

•	 fatigue education and support
•	 increase research about fatigue
•	 fatigue prevention best practice guidelines

Organizational •	 N/A

Individual •	 N/A



28

Re
su

lt
s

Respondents described nursing associations as having an advocacy role in reducing workplace 
fatigue. Several themes are similar to what nurses raised throughout the survey. The participants felt 
it was important to involve the public more in this issue and to raise awareness of the potentially 
unsafe conditions in which some nurses work that contribute to their fatigue. Respondents also 
emphasized that more research and education about fatigue, its contributing factors and impacts, 
and how to mitigate and manage it, was critical. In particular, nurses recommended a best practice 
guideline be developed in this area. Similarly, the nursing unions were identified as a key group to be 
involved in collaborative action to address fatigue. 

Participants also recommended that, through their clinical experiences and education about 
self-care and work-life balance as a nurse, students be better prepared for shift work as well as 
the cognitive, psychological and physical demands of nursing. In addition, participants indicated 
students and new graduates need to be made aware of the impacts of fatigue on patient safety, 
nurse satisfaction, burnout and retention.

“�Ensure that nursing students are aware of the real possibility of developing nurse fatigue, 
and empower them with the skills to maintain a work-life balance and take care of 
themselves first. You can’t be a good caregiver if you need care yourself!”

“�Ensure that self-care is part of [the] curriculum. Teach students about the importance of 
fatigue and patient safety.”

Many participants highlighted areas and activities they as individuals could focus on as solutions to 
fatigue in nursing. Many activities fall into the professional/occupational component of a healthy 
work environment. The comments reflect a cohort of nurses who are seriously concerned about .
how to alleviate the fatigue factor in their workplaces, whether it is to raise awareness of the .
levels of fatigue in the workplace, support their colleagues to reduce fatigue, or take personal .
and professional action so as to manage their own fatigue levels.

“Do not work more [overtime] shifts than your body can tolerate.”

“�To be persistent and bring attention to the issue that…[p]atients are being affected by the 
amount of fatigue being felt by nurses related to increased workload, increased acuity and 
scant staffing levels.”

“�We as nurses try to hold each other up and encourage each other. It helps. It sometimes is 
enough to know that you are not alone.”

“�Look after my own health, and exercise. If I live a healthy lifestyle, then I am better able to 
manage my own fatigue levels.”

“�Recognize it [fatigue] exists and make efforts to recognize and deal with stress before it 
becomes debilitating.” 

“[B]e informed of the signs of fatigue and know when to take time for yourself.”

“�Review professional responsibilities to uphold public safety, recognize your limits and 
learn to say no.”

“�[F]ill out professional responsibility forms where staffing continues to be inadequate and 
the workplace unsafe.”
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National Organizational Survey 

The organizational online survey included responses from 927 health-care professionals. All 
provinces and territories were represented except for Quebec. Respondents identified that 
they worked in acute care teaching or community hospitals, long-term care facilities, public 
health, northern nursing outpost clinics, federal government organizations, air ambulance care 
organizations, regional health authorities, mental health centres, community health-care centres, 
clinics and tribunal councils. 

The results from this survey were consistent with the results from the individual nurse survey. 
In particular, there were numerous overlapping solutions to the issue of nurse fatigue related 
to recommended actions of government, professional associations and regulatory bodies and 
nursing unions. 

Respondents articulated clearly the prevalent issue of nurse fatigue, which negatively effects 
patient safety. Numerous solutions to prevent workplace fatigue were suggested, indicating the 
complexity of the issue and therefore requiring a multi-faceted and comprehensive management 
strategy. Moreover, the repetition of solutions from both surveys delineates respondents’ beliefs 
that mitigation and management of nurse fatigue and patient safety requires strategic collaboration 
of all parties. 

These results strongly suggest that nurse fatigue is not only a prevalent issue throughout the 
Canadian health-care system, but that it necessitates a multi-faceted and comprehensive approach 
to manage it effectively. Participants from the organizational survey expressed the importance 
of collaboration among employers, nursing associations, regulatory bodies, nursing unions and 
educational institutions so as to promote widespread awareness, support and change, as well as .
to possess sufficient collective power to obtain increased government support.
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The data paint a picture of nurses wanting to do the right thing for quality patient care, yet being 
caught in a set of competing priorities of taking care of themselves so as to be a productive member of 
the work team, responding to the increasing need to lengthen their day, decreasing their time off and 
working harder relative to the excessive workload, and facing continuous staffing issues and increasing 
patient acuity. This issue is consistent across the country, in all nursing roles and all sectors. The literature 
demonstrates convergence with suggestions by nurses participating in this research for change at 
system, organizational and individual levels to mitigate fatigue and manage fatigue in nursing. 

System-Level Recommendations

1	 Governments at all levels ensure adequate funding aimed at preventing unsafe practices due to 
rising levels of staff fatigue aggravated by excessive workloads, staff shortages and inattention 
to safe labour practices. Such funding would support:

•	 increasing the number of registered nurses (RNs) to ensure safe care for complex 
or unstable patients; 

•	 implementing graduate guarantees to ensure new grads have full-time work 
(RNAO, 2007b); 

•	 70% of full-time nurses in all health organizations so as to foster continuity of 
care and caregiver, thus increasing quality of care, nurse satisfaction and retention 
(RNAO, 2005); and

•	 other human resources solutions, such as those outlined by CNA to eliminate 
Canada’s RN shortage (CNA, 2009b).

2	 Governments provide funding to increase nursing enrolments in order to ensure an adequate 
nursing workforce through made-in-Canada health human resource strategies focused on: 
expanding the number of qualified faculty in nursing programs, increasing the number of RN 
seats in education, providing more clinical placement opportunities, and rejecting unethical 
international recruitment.

3	 Research groups support new research on the relationship between nurse fatigue and work 
schedules, adequate rest and recuperation and patient safety, to be carried out in all settings in 
which nurses work.

4	 National patient safety and health-care leaders incorporate the issue of nurse fatigue in the national 
patient safety agenda as a critical factor impacting safe patient care, and the strategy of creating 
cultures of safety must include mitigating and managing fatigue as a key component.

5	 Accreditation bodies explore the development of policy standards for health-care organizations 
that mitigate and manage staff fatigue.

6	 Nursing associations and nursing unions collaborate to develop consistent advocacy and 
policy agendas that incorporate fatigue as a factor, at the national, provincial and territorial 
levels, targeted to governments, health-care organizations and the public. Such agendas focus 
on creating and sustaining healthy work environments (Griffin et al., 2006) for nurses and 
providing safe quality care for patients.

7	 Nursing associations raise awareness about nurse fatigue and its causal factors and 
consequences related to patient safety, nurse satisfaction, and retention and recruitment at 
all levels of government, the public and the nursing community. Work with RNAO to develop a 
best practice guideline related to mitigating and managing fatigue in nursing.

8	 Nursing regulatory bodies acknowledge issues of nurse fatigue in regulations related to fitness 
to practise and in management responsibilities for RNs. 
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Organizational-Level Recommendations

1	 Health-care organizations promote a culture of safety by establishing a fatigue management 
policy and program (Quality Worklife-Quality Healthcare Collaborative [QWQHC], 2007, p. 29).

•	 Establish scheduling practices and policies for nursing staff (see Appendix C in 
report).

•	 Develop processes to document fatigue in the workplace and its relationship to 
overtime, maximum hours worked per day and per week, on-call hours, and data 
related to patient error, staff retention levels and recruitment results.

•	 Develop policies that provide time and space for rest periods, meals and other 
health-promotion initiatives for sleep hygiene. 

•	 Educate nursing staff and management in recognizing and managing fatigue in self 
and others, to include understanding the science of sleep, the risks associated with 
fatigue and approaches to circadian rhythm disturbances.

•	 Equip health-care organizations with sleep facilities to enable nurses to minimize 
their circadian disruptions during evening and night shift work.

2	 Nursing education programs incorporate, in professional development and clinical courses, 
information about the impact of fatigue on clinical nursing work, and hours of care on lifestyle 
and health, and how to manage this aspect of nursing as a career.

3	 Nursing unions work to mitigate nurse fatigue:

•	 Reinforce safe scheduling by limiting hours worked by a nurse (1) in one day to 12 
hours, inclusive of shift hand-off, and on-call hours, and (2) in one 7-day period to 48 
hours, inclusive of on-call hours.

•	 Promote choice of shift type and length for nurses in all health-care settings within 
a philosophy of continuity of care and caregiver, and create healthy and safe work 
environments that apply circadian rhythm principles to scheduling.

•	 Advocate for review of the extensive use of the 12-hour shift in health-care settings 
across Canada with a view to introducing a shift length that is more conducive to 
patient safety and work-life balance.

•	 Mount public campaigns about the working conditions of nurses that reflect the 
issues of workload, hours per day and per week – including on-call and overtime 
requirements – and the relationship of such issues to patient safety. 
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Individual-Level Recommendations

Nurses in all roles and practice settings have a professional responsibility to mitigate and manage 
their own fatigue and provide safe care. They have a professional responsibility to act in a manner 
that is consistent with maintaining patient and personal safety (CNA, 2008). 

1	 Nurses learn to be aware of, and recognize signs, symptoms and responses to, personal fatigue.

2	 Nurses understand and work within the policies related to safe patient care within their 
organizations and within professional practice expectations.

3	 Nurses take responsibility for mitigating and managing fatigue while at work, including using 
professional approaches to decline work assignments. When deciding to work extra shifts or 
when planning work or non-work related activities, nurses act on their ethical obligation to 
maintain fitness to practice. 

4	 Nurses work through their professional associations, nursing unions and regulatory bodies to 
advocate for safe patient care through safe scheduling practices in the work environment.

5	 Nurses support policies, procedures and health promotion initiatives that manage fatigue in 
the workplace.



33

C
o

nclusio
n

The data show that nearly 50% of nurses reported missing 1-10 shifts within the last year due to 
fatigue, with 7% missing 6-10 shifts. Fatigue was a factor in approximately 25% of the participants 
who reported considering resigning from their position, and 26% who were considering leaving 
the profession. Fatigue was reported as not only being due to physical demands of the role (60%), 
but also to the cognitive and psychosocial demands of the work of nursing (90%), no doubt 
contributing to the finding that 80% of nurses reported feeling fatigued after their shift either 
almost always or all the time. While these high levels of fatigue are a risk for patient safety, 95% of 
nurses generally perceived that they are not committing errors due to fatigue. Several studies in the 
literature identified that nurses’ fatigue was a cause of clinical errors, failure to rescue and falling 
asleep while driving home. The constant vigilance to prevent errors in self and others is yet another 
factor contributing to fatigue. Results from nurses in all roles and among all demographic groupings 
across the country depicted consistently excessive workloads as the key factor contributing 
to fatigue. Increasingly heavy workloads in nursing can be related to high patient acuity levels, 
increased patient volumes, and the increased complexity of health care in general, and of nursing 
interventions in particular. 

In spite of the levels of fatigue that nurses experienced due to the work context, 90.4% of nurses 
indicated that their organization had not developed policies and procedures to address fatigue. 
These results from Canadian nurses are consistent with the literature describing nurse fatigue, the 
causes and the high potential for patient safety risks. 

Undoubtedly, nurse fatigue is a significant problem that disrupts nurses’ physical and mental 
health, jeopardizes the quality of patient care delivery, and ultimately undermines the quality of 
the Canadian health-care system. It is a critical issue that must be addressed immediately through 
attention to a variety of policy decisions at the system, organizational and individual levels. 
Indeed, all aspects of the health-care system must play a role to stem the dangerous levels of 
fatigue experienced by nurses as organizations respond to rising patient acuity levels and chronic 
understaffing through increasing workloads for nurses. Creating healthier work environments and a 
more “fatigue aware” culture of safety will have a marked impact on reducing and better managing 
fatigue in nursing work and thus contributing to greater patient safety. 

The Canadian Nurses Association and the Registered Nurses’ Association of Ontario, in spotlighting 
this crucial problem and identifying specific solutions, have as their aim to prevent unsafe patient 
situations and stop a potential exodus from the nursing profession. A continued and fervent focus 
on nurse fatigue and patient safety is vital in order to prevent any long-lasting effects.
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Scheduling Practices and Policies That Mitigate Fatigue

Scheduling practices and policies for nursing that mitigate fatigue include:

•	 Promote flexibility regarding choice of shift type and length for nurses in all health-care 
settings within a philosophy of continuity of care and caregiver.

•	 Ensure that nurses do not work more than 12 hours in a 24-hour period, and no more 
than 48 hours in a 7-day period.

•	 Allow shift rotations to be scheduled every one or two weeks to allow for adaptation of 
circadian rhythm.

•	 Limit the number of on-call shifts assigned in a 7-day period to depend on the type of 
facility, and coordinate hours with the number of sustained work hours and adequate 
recuperation periods.

•	 Allow sufficient time for safe patient handoff to be carried out within the regular paid shift 
hours, and preferably face-to-face.

•	 Establish work schedules so that off-duty periods include an uninterrupted 8-hour sleep 
cycle, a break from continuous professional responsibilities, and time to perform individual 
activities of daily living.
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