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i n st ru c t i o n s

A nurse questioning an assignment is encouraged to 

communicate this concern in the following manner:

a.	 Discuss the concern with the person responsible for the assignment on that shift.  This person should then 

assess options and seek to remedy the situation.  When no alternatives are identified as possible, the person in 

charge should contact his / her immediate supervisor on duty.

b.	 The supervisor should attempt to resolve the situation utilizing available resources as he/she determines ap-

propriate.

c.	 If the nurse is dissatisfied with the decision of the supervisor, the nurse should initiate an Assignment Despite 

Objection (ADO) form and, if necessary, a quality management form, prior to end of the shift.

d.	 If there is no mutually satisfactory resolution to the problem, and the problem appears to be one which will be 

recurring, the nurse may submit his / her documentation to the unit staff meeting.

e.	 If the problem is unresolved, the Local Unit should submit the documentation for review and recommendations 

to the Nurse Practice Committee or Conference Committee, as the Association designates.  The parties shall 

ensure that patient confidentiality standards are fully met.

f.	 Nurses who raise assignment concerns should be free from restraint, interference, discrimination, or reprisal.

For more information, refer to WSNA’s “Guidelines for Giving, Accepting, or Rejecting an Assignment.”

What to Do and When to Do It

Nurse Supervisor Local Unit Officers WSNA (Nurse Rep)

Timeframe for 
Action

Day of complaint 1 – 14 days 14 – 30 days 30 – 60 days

Action(s)
File one copy; one copy to 
immediate supervisor; one 
copy to LU Officer

Investigates
Bring to conference 
committee

Examine trends

Await response Responds to nurse Responds to nurse
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Assignment Despite Objection

I, _________________________________________________________________________ , a Registered Nurse employed at ________________________________________________________
	 (Name)	 (Hospital / Agency)

on_____________________________________________________________ ,_________________________________________________________ hereby object to the assignment as
	 (Shift)	 (Date)

	 o charge / lead nurse      o team leader      o primary nurse      o staff nurse      o other

made to me by _________________________________________________________________________________  at ________________________________ on ________________________________
	 (Supervisor / Person in charge)	 (Time)	 (Date)

In my professional opinion, the situation described here is not adequate to meet the needs of the patients assigned to me at this time.  Please be aware that 
while I will do all that I can to ensure safe and proper care for my patients, I fear that my efforts and those of the staff may not be sufficient. Therefore, 
I am informing you that I cannot take responsibility for any error or incidents that take place as a result of this unsafe condition created by inadequate 
staffing, systems / equipment failures.

My objections to this assignment are (check all that apply):

¨¨ Charge nurse unable to perform 
charge nurse duties, secondary to 
increased patient care assignment

¨¨ Inadequate nurse to patient ratios for 
patient acuity based on my clinical judgment

¨¨ Insufficient support staff requires 
me to assume additional duties

¨¨ Not trained or experienced in area assigned

¨¨ Not oriented to this unit / case load

¨¨ Patient care equipment missing or unusable

¨¨ Necessary equipment is not available 
e.g.: supplies, IVs, medication availability

¨¨ Not trained or experienced to use 
equipment in assigned area

¨¨ System failure  
e.g.: computer, phone, pyxis, call system

¨¨ This assignment posed a serious 
threat to my health and safety

¨¨ This assignment posed a serious 
threat to the health and safety of 
a patient under my direct care

¨¨ Forced / Mandatory Overtime

¨¨ Missed breaks 
o Meal breaks  o Rest breaks

¨¨ Other

Brief statement of problem(s), including any pertinant information about staffing, census, acuity, transfers, discharges, and / or admissions:

___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________

Those I notified about my objection to this assignment:

___________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________ 	 _ ________________________________ 	 _____________________________________
Signature	 Date / Time	 Home phone number

!	 Complete this form and have it signed by your immediate supervisor.  
Make two copies; give one to the supervisor, one to a local unit officer, and keep the original for your records.  
Please consider also completing your own facility’s organizational Quality Assurance Form.

Supervisor

___________________________________________________________________________________________________________________________ 	 _ ___________________________________________
Supervisor’s Name	 Supervisor’s Title

___________________________________________________________________________________________________________________________________________________________________________
Action taken

___________________________________________________________________________________________________________________________ 	 _ ___________________________________________
Supervisor’s Signature	 Date / Time

Local Unit

___________________________________________________________________________________________________________________________ 	 _ ___________________________________________
Name of Local Unit Officer	 Date / Time
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