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REPORT SCOPE

Black Book Study Scope

A vendor-agnostic assessment of nursing trust, autonomy, workload, communication and workforce
impact

Study premise

Al can reduce burden and improve patient care, but implementation risk rises when the same systems add
work, obscure clinical context, track individual behavior or influence workforce decisions without clear notice,
review and recourse.

This report examines a 202-response cohort of hospital-based nursing professionals with direct exposure to Al-
enabled clinical, operational, administrative, monitoring or workforce systems. The analysis is intentionally vendor-
agnostic and evaluates implementation impact rather than technology brand performance.

202 10 18 95%

confidence level; £6.9
points overall

nursing Al users in the high-exposure nursing

analytic base departments T T

WHAT THIS REPORT REVEALS

Visible to executives Often invisible to executives

e |Implementation status, adoption, throughput and e Cumulative interruption, exception and correction
ROI work

e Model accuracy, security, privacy and regulatory risk e How individual tracking changes normal nursing

e Documentation completion and staffing projections behavior

e Alert acceptance, task completion and dashboard o CIiniFaI context that disappears in timestamp-based
use metrics

e Communication friction, surveillance pressure and
mobility risk

External context: ANA states that Al must augment—not replace—nursing judgment and has called for nurse-led guardrails. Joint Commission’s
2026 responsible-use certification emphasizes governance, transparency, monitoring, training, data management and risk reduction.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 1



STATE OF Al IN HOSPITAL NURSING Q3 2026

BLACK BOOK RESEARCH

NAVIGATION

Contents

Report flow for executives, nursing leaders, boards, ClOs, quality teams and workforce governance

n SECTION - SECTION

03

05

07
09

11

13
15
17
19
21
23
25

27

29

Executive Summary

Respondent Review: Cohort and Confidence
Respondent Review: Organization Profile

Al Exposure Landscape
Workload and Flow Disruption

Communication Breakdown and Coordination
Burden

Monitoring, Secondary Use and Surveillance
Psychological Safety and Workarounds

Workforce Mobility and Al-Avoidance Intent
Variation by Shift, Role and Implementation Profile
18-KPI Scorecard: KPIs 10-18

Hospital Al Governance Maturity Model

Board and C-Suite Dashboard

Communication and Change-Management
Standard

Methodology, Confidence and Limitations

Reading guidance

Percentages use the full n=202 base unless a department, role or implementation profile is explicitly shown. Multi-
response questions can exceed 100%. Subgroup findings are directional because cell sizes are materially smaller than
the full cohort.

© 2026 BLACK BOOK RESEARCH

04

06

08
10

12

14
16
18
20
22
24

26

28

30

Headline Findings
Respondent Review: Titles and Leadership Level

Respondent Review: Ten Al-Exposed Nursing
Departments

Overall Satisfaction and Net Impact

Personal Work Habits and Individualized Care
Invisible Nursing Work Al Does Not See

Autonomy, Overrides and Clinical Context
What Hospital Leaders Overlook
Variation by Department

18-KPI Scorecard: KPIs 1-9

Hidden Financial and Operational Costs
Twelve-Point Action Agenda

Nurse Al Implementation Rights
90-Day Corrective Action Roadmap

Conclusion, Sources and About Black Book

STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 2



STATE OF Al IN HOSPITAL NURSING Q3 2026 BLACK BOOK RESEARCH
01

Executive Summary

Hospital Al is not experienced as a single technology. It is experienced as a cumulative change to nursing
work

The 202-response analysis indicates that nurse acceptance is determined less by the presence of Al than by
what the system asks nurses to do, what information it captures about them, how managers use that
information and whether the technology removes existing work. Al receives its strongest ratings when it
reduces documentation, surfaces clinically useful risk and preserves professional judgment. Satisfaction
deteriorates when Al adds alerts, validation, exception explanation, surveillance and performance review
without retiring prior tasks.

The central finding

Hospitals often treat Al implementation as a technology project. Nurses experience it as a redesign of time,
attention, communication, autonomy and accountability. When that redesign is not acknowledged, the hidden
burden accumulates at the bedside.

e 131 nurses (65%) reported feeling individually watched or behaviorally tracked by at least one system.

e 128 (63%) said Al introduced new tasks without removing the prior documentation, coordination or reporting
work.

e 118 (58%) reported more time explaining exceptions, resolving conflicting outputs or communicating with
managers, IT, quality or compliance teams.

e 105 (52%) changed documentation timing or care sequencing to avoid negative flags or metrics.

e 96 (48%) were likely to seek a role, unit or employer with limited Al use until systems become more reliable,
transparent and clinically mature.

EXECUTIVE IMPLICATION

A hospital can record successful adoption while degrading nursing trust, workflow and retention. The governance
objective is therefore not only to validate a model. It is to verify that the implementation reduces total work,
protects clinical context, supports communication, prevents punitive secondary use and gives nurses a credible
route to inspect, correct and appeal information attributed to them.
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Headline Findings

The dominant signals involve hidden workload, surveillance pressure, communication friction and
workforce mobility

65% 63% 58% 48%

feel individually watched or  say Al added tasks without report more communication likely to seek an Al-light or

behaviorally tracked retiring prior work and exception burden Al-free role

o oo ]

131 65% Feel individually watched or behaviorally tracked

128 63% Say Al added tasks without retiring prior work

127 63% Were not clearly told about secondary workforce uses

118 58% Report more communication and exception-explanation burden

105 52% Changed documentation or care sequence to avoid negative metrics

96 48% Likely to seek an Al-light or Al-free role until systems mature

Positive signal

Nurses did not reject Al as a category. A clear majority supported Al uses that remove work, improve early risk
detection, protect override authority, explain limitations and keep patient context visible. The sharpest dissatisfaction
was attached to monitoring-heavy and employment-related uses.

Governance signal

The lowest-rated capabilities were access, correction, appeal and human review. Nurses frequently experience the
consequence of an Al-derived interpretation without a defined way to see the data, explain the clinical context or
contest the conclusion.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 4
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Respondent Review: Cohort and Confidence

A focused cohort of hospital nursing professionals with direct Al exposure

202 95%, +6.9 4.6

maximum percentage-point  average Al-use categories

total nursing Al users stated confidence level
error reported

The 202-response cohort covers hospital nursing professionals who used, supervised, configured, evaluated or
were measured by at least one Al-enabled or algorithmic system during the prior 12 months. The respondent mix
emphasizes high-exposure functions so the analysis can examine effects that broad all-nurse studies may dilute.

CONFIDENCE STATEMENT

At n=202, a proportion estimated from a simple random sample has a maximum 95% confidence interval of
approximately £6.9 percentage points at p=0.50. This calculation does not eliminate nonresponse, recruitment,
recall or panel-selection bias. Department-level estimates have wider intervals and should be interpreted
directionally.

RESPONDENT VALIDATION FIELDS

Current nursing role and direct-care status

Hospital type, size, region and ownership

Department or unit, shift and employment model
e Al use case and duration of exposure

Whether outputs identify individual nurses or influence management decisions
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Respondent Review: Titles and Leadership Level

The cohort spans bedside practice, nursing operations, informatics, quality and administrative oversight

PRIMARY NURSING TITLE / ROLE “ %

Staff / bedside registered nurse 91 45.0%
Charge or lead nurse 27 13.4%
Nurse manager / assistant manager 23 11.4%
Clinical informatics nurse 18 8.9%
Utilization review / case management RN 16 7.9%
Quality, patient safety or risk RN 12 5.9%
Nurse director / administrator 9 4.5%
Advanced practice RN / clinical nurse specialist 6 3.0%

Why role mix matters

Al impact differs by accountability. Bedside nurses experience alerts, documentation, surveillance and care-
sequencing pressure. Charge and manager roles interpret dashboards and exceptions. Informatics, quality and
utilization nurses often understand system logic but also inherit troubleshooting, education and escalation work that

is not visible in the original business case.

Direct-care and unit leadership lens Informatics, quality and administrative lens
o Workload, interruptions and patient-facing time e Configuration, validation, education and issue
e Override safety, clinical context and individualized escalation
care e Audit, compliance, utilization and performance
e Handoffs, team communication and manager consequences
interpretation e Governance authority, correction and appeal
pathways
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Respondent Review: Organization Profile

Hospital type, size, region and work schedule shape the context in which Al is experienced

ORGANIZATION TYPE “ %

Multi-hospital health system / IDN 64 31.7%
Community hospital 44 21.8%
Academic medical center 31 15.3%
Regional tertiary / teaching hospital 24 11.9%
Critical access / rural hospital 14 6.9%
Specialty hospital 10 5.0%
Government, public or VA hospital 8 4.0%
Children's hospital 7 3.5%
HOSPITAL SIZE PRIMARY SCHEDULE
CATEGORY \| % CATEGORY N %
<100 beds 23 11.4% Day 95 47.0%
100-249 beds 42 20.8% Night 47 23.3%
250-499 beds 57 28.2% Rotating 24 11.9%
500-999 beds 49 24.3% Administrative / 22 10.9%
variable
1,000+ beds 31 15.3%
Evening 14 6.9%

REGION: South 72 (35.6%) e Midwest 49 (24.3%) e Northeast 44 (21.8%) e West 37 (18.3%)

Interpretive caution

Large systems often have more Al tools, centralized command functions and enterprise analytics. Smaller hospitals
may have fewer tools but less governance capacity, fewer local informatics resources and greater dependence on
enterprise or vendor configuration.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 7
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Respondent Review: Ten Al-Exposed Nursing
Departments

The cohort targets units where clinical, operational and workforce algorithms are most likely to affect
nursing work

DEPARTMENT / UNIT “- PRIMARY Al EXPOSURE

Nursing informatics / clinical IT 13.9% EHR decision support, workflow analytics, automation design and
(<

governance

Critical care / intensive care 27 13.4% Pre(.jl.ctlve deterioration, acuity, device data, monitoring and clinical
decision support

Emergency services 25 12.4% Trlage., risk stratification, sepsis alerts, patient flow and throughput
analytics

el st s Ee e 23 11.4% Event detectlon,‘survelllance, audit analytics, compliance and
performance review

Utilization review / case management 29 10.9% Levgl-_of@are, length-of-stay, denial risk, discharge and resource
optimization

Radiology / imaging / interventional 18 8.9% Scheduling, protocol support, image triage, procedure coordination

nursing 77 and monitoring

Medical-surgical / telemetry 18 8.9% Risk al.erts, staffing and acuity tools, documentation and workflow
analytics

Perioperative / PACU / procedural 16 799 Scheduling, supply and room optimization, documentation and

services e safety checks

Oncology / infusion services 13 6.4% Risk prediction, treatment monitoring, symptom surveillance and

gy % care coordination
Patient flow / transfer center / 12 599 Bed placement, transfer prioritization, staffing, capacity and
command center 7 escalation analytics

Cohort rationale

The cohort includes nontraditional nursing functions such as informatics, quality, utilization review and command-
center operations. These nurses often see how patient-care data migrate into operational, audit and workforce-
management use—an implementation transition that bedside-only surveys can miss.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 8
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Al Exposure Landscape

Nurses encounter overlapping systems that support care, manage flow, observe activity and influence
performance review

Nurse exposure spans clinical support, operations and individual monitoring

Predictive patient-risk alerts _ 66% (n=134)
Staffing / acuity algorithms _ 59% (n=119)
Documentation or ambient Al _ 51% (n=103)
Patient-flow / command-center analytics _ 48% (n=97)
EHR workflow / productivity analytics _ 46% (n=93)
Utilization-management / risk analytics _ 36% (n=73)
RTLS / badge location tracking _ 34% (n=69)
Nurse-call response analytics _ 31% (n=63)
Camera / computer vision _ 15% (n=31)

0 10 20 30 40 50 60 70 80
Percent of respondents

FIGURE 1. Multi-response question; percentages exceed 100%. The 202 respondents reported 938 total exposure selections, or an average of
4.6 Al or algorithmic categories per nurse.

Key classification question

Can the system identify an individual nurse, and can the resulting information influence coaching, assignments,
scheduling, performance review, advancement, corrective action or discipline? This consequence is often more
important to nurse experience than whether the underlying technology is technically machine learning.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 9
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Overall Satisfaction and Net Impact

Positive use cases do not offset dissatisfaction when monitoring and administrative burden dominate the
implementation

Overall satisfaction with current hospital Al implementation

Satisfied Neutral / mixed Dissatisfied Very dissatisfied
21.3% 23.3% 30.7% 17.3%
(n=43) (n=47) (n=62) (n=35)

0% 20% 40% 60% 80% 100%
Share of 202 respondents

58 47 97 -19.3

dissatisfied or very

satisfied or very satisfied neutral or mixed dissatisfied

net satisfaction points

Net satisfaction equals the positive share (28.7%) minus the negative share (48.0%).

What earns positive ratings What drives negative ratings
o Documentation assistance that actually retires prior e More alerts, validation, correction and explanation
work work
e Early risk detection with clear clinical relevance e Opaque individual tracking and secondary workforce
e Staffing and flow tools that improve fairness and use
visibility ® Metrics that omit acuity, interruptions, teamwork
e Human review, safe override and local nurse and patient preference
participation e Supervisory use without access, correction or appeal

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 10
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Workload and Flow Disruption

Al burden is frequently created through accumulation rather than a single conspicuous task

The burden is cumulative: new Al work is layered onto existing nursing work

New tasks added without old work removed 63% (n=128)

Extra documentation to explain exceptions 57% (n=116)

More time validating or correcting outputs 55% (n=111)

Alert and message volume increased 54% (n=109)

52% (n=105)

Care sequence changed to satisfy measured targets

48% (n=97)

Less uninterrupted time for patient interaction

46% (n=92)

More time troubleshooting system behavior

10 20 30 40 50 60 70
Percent of respondents

o-

FIGURE 2. Each item shows the count and share of the full 202-response base reporting the impact.

The implementation failure most visible to nurses is additive work. Documentation assistance may save minutes in
one step while new alerts, validation, corrections, exception explanations, dashboard review and retraining add
time elsewhere. Hospital ROI calculations often isolate the automated task and miss the total workflow effect.

Operational blind spot

A pilot can show faster task completion and still increase total nursing workload. The correct denominator is the
entire shift—not the isolated process the Al was designed to optimize.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 11
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Personal Work Habits, Care Sequencing and
Individualized Care

Standardized algorithmic expectations can destabilize the routines nurses use to manage complex,
variable care

116 105 99 78

document extra rationale changed work sequence to  use workarounds to reduce hesitate to depart from
for exceptions avoid metrics flags or alerts expected workflow

Experienced nurses develop personal sequencing habits, cognitive checks and communication routines that help
them manage competing priorities. Al systems can disrupt these habits when they prescribe a fixed order, judge
timestamp deviation, or surface a metric without the patient-level context that made the deviation clinically
appropriate.

NURSING HABIT OR
PRACTICE

CLINICAL REALITY ALGORITHMIC MISREAD

Medication, assessment or A patient deteriorates, a family needs urgent Delay or deviation can be labeled

rounding sequence discussion, or another nurse needs assistance inefficiency
. .. Nurse completes direct care first and Late entry appears noncompliant or
Documentation timing R .
documents after stabilization incomplete
Movement and location Nurse supports a colleague, obtains Badge or room data appear to show
pattern equipment or manages isolation precautions inactivity or poor response

Individualizedleare plan Patient preference, cognition, pain, language Variation from standardized pathway

or culture requires adaptation appears negative

Work is shared across nurses, technicians, Individual logs fail to show the actual
Team-based care . L L

therapists and physicians contribution

Why frustration escalates

Nurses are not objecting to consistent standards. They are objecting when a narrow digital trace is treated as a
complete representation of clinical judgment, effort or quality.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 12
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Communication Breakdown and Coordination
Burden

Al changes who must explain what, to whom, through which channel and at what point in the shift

Communication friction is a major but underreported implementation cost

More explanation to managers, quality, IT or compliance

58% (n=118)

Dashboards replace direct discussion of clinical context

55% (n=111)

Concerns disappear into generic IT ticket queues

53% (n=108)

Alerts and automated messages fragment team communication

47% (n=94)

Patient or family conversations are interrupted

43% (n=87)

Al-generated summaries require correction or clarification 41% (n=83)

Handoffs are less clear because of prefilled or generated text 30% (n=61)

10 20

40 50 60 70
Percent of respondents

o-
W
o

FIGURE 3. Communication impacts are multi-response and use the full n=202 base.

Communication problems are frequently treated as training defects. Nurses describe a broader structural issue: the
Al creates a new chain of explanation among bedside staff, supervisors, IT, quality, utilization, compliance and

patients. When no accountable owner can reconcile the output with the clinical reality, the nurse becomes the
integration layer.

The communication paradox

Al is often purchased to improve coordination, yet poorly governed implementations increase the volume of
messages while reducing the quality of direct, contextual conversation.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 13
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Invisible Nursing Work Al Does Not See

Much of the work that prevents harm, reassures patients and stabilizes units is not captured in
structured activity data

INVISIBLE NURSING
WORK

Situational awareness

Emotional support and
de-escalation

Family communication

Peer support and
precepting

Equipment and resource
recovery

Clinical exception
handling

Safety recovery work

WHAT THE NURSE IS DOING

Continuous scanning, anticipation and prioritization
before a documented action occurs

Time spent reducing fear, confusion, agitation or
conflict

Explaining status, goals, risks and next steps

Helping another nurse, mentoring staff or resolving
a unit problem

Locating supplies, resolving missing orders,
troubleshooting devices

Adapting care because the patient does not fit the
expected pathway

Catching errors, reconciling conflicting information

WHAT THE DATA MAY SHOW

Appears as inactivity until a task is
recorded

Often absent from productivity
measures

Can look like delay in measurable tasks

May be credited to no individual

Appears as slow execution

May trigger a negative deviation flag

Often invisible unless an event is filed

and escalating concerns

Management risk

When dashboards are used without direct conversation, the organization can reward what is easy to count and
penalize what is clinically essential but digitally invisible.

Require narrative context before individual action.
Use unit-level patterns for improvement before named comparison.
Measure patient and nurse outcomes, not only activity traces.

Audit whether the metric disadvantages high-acuity, night-shift or team-based work.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 14
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Monitoring, Secondary Use and Surveillance
Pressure

The workforce risk changes when data collected for care or operations are repurposed to evaluate
individuals

NURSE-REPORTED CONDITION “ %

Individual activity can be linked to a named nurse 145 72%
Feel more watched after implementation 131 65%
Not clearly informed about secondary workforce use 127 63%
Al-derived data used for coaching or performance review 103 51%
Can inspect information attributed to them 59 29%
Have a defined correction or appeal pathway 61 30%

A hospital may begin with safety, staffing or quality-improvement objectives. The ethical and workforce
consequences change when the same data are used to compare named nurses, evaluate workflow deviation or
support performance and employment decisions.

Required policy boundary

Any change in data purpose, audience, granularity or employment consequence should trigger renewed governance
review and direct notice to affected nurses.

Lower-risk use Higher-risk use

e Aggregate unit-level improvement Named ranking or comparison

e Prior notice and defined purpose Undisclosed secondary workforce use

e Clinical-context review before action Automated inference from timestamps or movement

e Access, correction and appeal Performance action without human review

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 15
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Autonomy, Overrides and Clinical Context

Nurses remain accountable for care even when the system'’s recommendation does not fit the patient

NURSE-REPORTED CONDITION “ %

Feel safe overriding or disagreeing with Al 77 38%
Say staffing or workload context is often omitted 124 61%
Say patient acuity is not consistently reflected 121 60%
Say teamwork is invisible in individual metrics 119 59%
Say managers treat Al output as objective despite missing context 113 56%
Say scores or alerts are not sufficiently explainable 105 52%

Clinical judgment cannot be reduced to timestamps

A delayed action may reflect a deteriorating patient, emergency intervention, isolation requirements, a missing
resource, family communication, patient preference or assistance provided to another nurse. The data can be
technically accurate while the managerial inference is clinically wrong.

MINIMUM CONTEXT FIELDS BEFORE INDIVIDUAL REVIEW

Patient acuity and rapid change

Staffing level, skill mix and assignment complexity
Admissions, transfers, discharges and emergencies
Isolation, safety and equipment constraints

Team contributions, precepting and charge responsibilities
Patient and family preferences

Downtime, latency and data-quality problems

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 16
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Psychological Safety, Workarounds and Safety
Reporting

Surveillance pressure changes behavior even when no formal adverse action has occurred

WORKFORCE SIGNAL “ %

Changed documentation or work sequence to avoid metrics 105 52%
Worry appropriate deviations will be interpreted negatively 83 41%
Use workarounds to reduce alerts or negative flags 99 49%
Are less willing to report a near miss or uncertainty 66 33%
Do not trust enterprise leadership to prevent misuse 112 55%
Do not trust immediate supervisors to use Al data fairly 73 36%

Some adaptation is productive standardization. Other adaptation is defensive: excess documentation, metric
gaming, delayed care sequencing, avoidance of uncertainty and reduced willingness to report a near miss. The
distinction should be measured explicitly rather than inferred from adoption data.

SIGNAL WHY IT MATTERS BOARD INDICATOR

. . Adds burden and can distort the clinical Documentation time, late-entry trend and
Defensive documentation .
record exception notes
Metric-driven sequencing Can displace clinically prioritized work Override and exception patterns
Near-miss reluctance Weakens learning and safety culture Safety-reporting volume and sentiment
OB AR e Reduces trust and psychological safety Nurse Al Trust Index

pressure

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 17
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What Hospital Administrators, ClOs and Nursing
Leaders Overlook

The implementation blind spot is not usually malicious intent—it is incomplete visibility and weak
feedback authority

NURSE-REPORTED LEADERSHIP GAP “ %

Leaders emphasize ROI, throughput and adoption over nurse impact 148 73%
Executives do not understand cumulative bedside disruption 139 69%
Frontline nurses are consulted after major design decisions 134 66%
Nurse leaders lack authority to pause or redesign pilots 126 62%
Direct-care nurses do not have a voting governance role 119 59%
Complaints are acknowledged but implementation timelines rarely change 121 60%
Al problem reports disappear into ticket queues without visible resolution 108 53%

Why nurses interpret this as indifference

Hospitals may provide surveys, town halls and support channels, yet nurses judge responsiveness by whether the
workflow, policy or deployment timeline changes. Listening without visible correction can be experienced as
procedural rather than meaningful engagement.

THE MOST COMMON VISIBILITY FAILURES

Pilot metrics end at adoption and technical performance.

Nursing workload is measured at the task level rather than across the shift.
Managers receive dashboards before they receive interpretation standards.
Direct-care nurses advise but do not vote on scale, pause or stop decisions.
Issue ownership fragments across IT, nursing, quality, HR and compliance.

Boards see implementation status but not trust, autonomy, communication or turnover risk.

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 18
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Workforce Mobility and Al-Avoidance Intent

Nearly half of the 202 respondents would consider moving to a less Al-intensive role until systems are

more mature

Likelihood of seeking an Al-light or Al-free role until systems are more mature

30.0% - 26.7%
(h=54)

25.0% - 20.8%
20.0% -
15.0% -

10.0% -

Percent of respondents

5.0% -

0.0%

19.3%
(n=39)

18.3%
(n=37)

14.9%
(n=30)

Very likely

Somewhat likely

96 37

likely or very likely to seek
an Al-light role

unsure and potentially
movable

T
Unsure Somewhat unlikely Very unlikely

69 47.5%

combined likely share of the

unlikely or very unlikely cohort

The question asked whether respondents would seek a job, transfer or clinical assignment where Al-enabled monitoring or decision support is
limited until the technology is more reliable, transparent and clinically mature.

Operational implication

Al-related turnover risk does not require nurses to leave the profession. Transfers to lower-exposure units, reduced
hours, agency work, nonclinical roles or competing employers can still create vacancy, overtime, onboarding and

continuity costs.

© 2026 BLACK BOOK RESEARCH
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Variation by Department

Enterprise averages conceal substantially different exposure and frustration patterns

Nurse-reported impact varies materially by department

Nursing informatics/clinical IT _
Critical care/intensive care _
Emergency services - —
Quality/patient safety;risk -
Utilization review/case management _
Radiology/imaging -y
Medical-surgical/telemetry _
Perioperative/PACU _
Oncology/infusion _

ed

Patient flow/command center | added work
Likely to seek Al-light role

0% 20% 40% 60% 80% 100%
Percent within department

FIGURE 4. Department estimates are directional because cells range from n=12 to n=28.

DEPARTMENT N WATCHED ADDED WORK CI-\:CS;ED SEEK AI-LIGHT DISSATISFIED

Nursing informatics / clinical IT 28 50% 54% 39% 32% 21%
Critical care / intensive care 27 70% 70% 59% 56% 59%
Emergency services 25 76% 76% 64% 60% 64%
Quality / patient safety / risk 23 65% 61% 48% 48% 39%
Utilization review / case management 22 55% 55% 45% 45% 41%
Radiology / imaging 18 67% 56% 50% 50% 44%
Medical-surgical / telemetry 18 72% 72% 61% 56% 61%
Perioperative / PACU 16 56% 56% 44% 44% 44%
Oncology / infusion 13 62% 62% 46% 38% 46%
Patient flow / command center 12 83% 75% 67% 42% 75%

© 2026 BLACK BOOK RESEARCH STATE OF Al IN HOSPITAL NURSING e AUGUST 2026 20
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Variation by Shift, Role and Implementation
Profile

Governance conditions separate positive and negative outcomes more sharply than Al exposure alone

Implementation conditions—not Al presence alone—separate positive and negative outcomes

100% -
N Satisfied I Feel watched
Il Seek Al-light role m Al added work

80% -

60% -

40% -

Percent within profile

20% -

0%

Human-centered Mixed controls Opaque / monitoring-heavy

FIGURE 5. Human-centered n=54; mixed-control n=82; opaque/monitoring-heavy n=66.

SHIFT “ LIKELY TO SEEK Al-LIGHT ROLE
47 28

Night shift 59.6%
Rotating shift 24 14 58.3%
Evening shift 14 7 50.0%
Administrative / variable 22 10 45.5%
Day shift 95 37 38.9%

Key conclusion

Transparent, participatory implementation does not eliminate concern, but it materially improves satisfaction and
reduces avoidance intent. Opagque monitoring-heavy implementation produces the opposite profile: low satisfaction,
high surveillance pressure, added workload and strong mobility risk.
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18-KPI Scorecard: KPIs 1-9

Scores are shown on a 0-100 scale; higher is better

KEY PERFORMANCE INDICATOR OVERALL
1. Al collection disclosure and notice 50.7
2. Clarity of intended purpose and use 52.7
3. Disclosure of secondary workforce uses 445
4. Nurse participation in selection and design 47.2
5. Training and implementation support 63.4
6. Ongoing feedback and shared governance 49.2
7. Protection of nursing judgment and 56.8
autonomy

8. Ability to override without retaliation 46.5
9. Recognition of patient and workflow context 51.9

75-100

strong

Largest early-stage weakness

60-74

developing

83
85
79
81
87

82
88

84

86

45-59

at risk

53

43

46

65

48

57

44

51

26

18

21

42

24

31

19

25

HUMAN-
CENTERED MIXED OPAQUE
51 24 59

59

61

60

45

58

57

65

61

0-44

critical

Hospitals frequently train nurses to operate a tool without disclosing how the resulting data may later be used by

managers, HR, quality, compliance or enterprise analytics teams.
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18-KPI Scorecard: KPIs 10-18

Scores are shown on a 0-100 scale; higher is better

HUMAN-
KEY PERFORMANCE INDICATOR OVERALL CENTERED MIXED OPAQUE
69 47 42

10. Accuracy, reliability and local validation 67.2 89

11. Explainability of scores and

. 48.8 83 47 23 60
recommendations
12. Bias and equity across units and shifts 54.5 84 54 31 53
13. Proportionality of individual monitoring 41.0 76 38 16 60
14. Fairness of supervisory and performance 40.0 78 36 14 64
uses
15..Access, correction, appeal and human 36.2 75 31 11 64
review
1.6. Workload, documentation and bedside- 56.8 86 56 34 50
time impact
17.. Psychologlcal safety, trust and job 45.4 84 42 18 66
satisfaction
18. Patient-care value, retention and overall 58.6 87 59 35 50

net benefit

75-100 60-74 45-59 0-44

strong developing at risk critical

Most consequential governance deficit

Access, correction, appeal and human review receive the lowest overall score. Nurses experience algorithmic
interpretation without a dependable path to inspect, contextualize or contest the underlying information.
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Hidden Financial and Operational Costs

A narrow Al business case can record process savings while exporting costs to nursing operations and

workforce retention

Exception and
correction labor

Communication burden

Defensive
documentation

Workforce mobility

Safety culture erosion

Management rework

Governance
fragmentation

Business-case correction

Time validating, rewriting, explaining and
reconciling outputs

Additional messages, escalations, tickets and
meetings

Extra narrative added to protect against
misinterpretation

Transfers, reduced hours, agency work and
employer switching

Lower near-miss reporting and reluctance to
challenge the system

Supervisors investigate flags that lack acuity
or staffing context

IT, nursing, quality, HR and legal act without
one accountable owner

HIDDEN COST HOW IT APPEARS BUSINESS CONSEQUENCE

Paid nursing hours, overtime, delayed care
and lost capacity

Manager time, informatics workload and
slower resolution

Longer charting time and documentation
fatigue

Vacancy, onboarding, premium labor and
lost experience

Delayed learning and preventable risk

Review time, conflict and inconsistent
decisions

Duplicative committees and slow corrective
action

Calculate total nursing time before and after implementation, include issue-resolution and management-review labor,
and model turnover or transfer risk alongside throughput and productivity gains.

63%

report additive workload

© 2026 BLACK BOOK RESEARCH

58%

report communication
burden

48%

report mobility intent

33%

report reduced near-miss
willingness
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Hospital Al Governance Maturity Model

A practical framework for classifying implementation conditions and targeting corrective action

LEVEL OPERATING CHARACTERISTICS NURSE EXPERIENCE SIGNAL BOARD POSTURE

No complete inventory; secondary use

. L Low trust, defensive Immediate review
1 — Uncontrolled  expands informally; named monitoring; no e
- workarounds and mobility risk and stop rules
. Inventory, policy and training exist; Mixed value, inconsistent notice  Standardize policy
2 — Basic control . . . .
management practice remains fragmented  and supervisor use and reporting
. o . Scale with
e Nurse co-design, local validation, Higher autonomy, trust and X
3 — Participatory . monitored
aggregate default and context review usefulness
safeguards
Lifecycle monitoring, correction and High net benefit and lower Enterplflse .
4 — Trusted . . L expansion with
appeal, bias audit and board dashboard retention risk I

NURSE TRUST BY GOVERNANCE MATURITY

31/100 49/100 72 /100 86 /100

trust at uncontrolled level trust at basic-control level trust at participatory level trust at trusted level

Management objective

Move from technology approval to use-case governance. Each change in purpose, user, data granularity, supervisory
access or employment consequence should trigger renewed review.
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Twelve-Point Action Agenda

Specific controls for hospitals that want Al benefits without avoidable nursing harm

n ACTION n ACTION

03

05

07

09

11

Inventory every system that generates nurse-
level activity data.

Require renewed review before data are
repurposed for workforce management.

Prohibit adverse action based solely on
algorithmic output.

Give nurses access, correction, contextualization
and appeal rights.

Train supervisors to interpret outputs and
recognize limitations.

Audit disparate effects by unit, shift,
employment model and patient complexity.

Implementation principle

The goal is not to slow responsible Al. It is to prevent a clinical or operational tool from becoming an opaque
employee-surveillance or disciplinary system by default.

© 2026 BLACK BOOK RESEARCH

04

06

08

10

12

Classify each use as supportive, operational,
observational or managerial.

Default quality-improvement reporting to
aggregate unit-level data.

Require human review of acuity, staffing,
interruptions and clinical rationale.

Place direct-care nurses—not only informatics
leaders—on governance bodies.

Measure trust, workload, communication, safety
reporting and retention.

Give boards expansion thresholds, workforce
indicators and stop rules.
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Board and C-Suite Dashboard

Al expansion decisions require workforce indicators alongside safety, financial and adoption measures

BOARD METRIC

Al system inventory completion

Direct-care nurse governance
participation

Secondary-use notice
Individual-identifiable use

Nurse Al Trust Index

Autonomy Protection Index
Communication Burden Index
Correction and appeal performance
Workforce mobility signal

Safety-reporting behavior

% of systems and secondary uses documented
% of initiatives with voting nurse representation

% of affected nurses receiving clear notice
Count and purpose of named nurse analytics
Enterprise and unit trend

Override safety and context review

Exception explanations, tickets and escalations
Volume, resolution time and reversal rate
Al-light transfer or job-seeking intent

Near-miss reporting and psychological safety

Required board question before scale-up

What evidence shows that the implementation improved patient care or reduced total nursing burden without
increasing surveillance pressure, communication friction, defensive behavior, inequity or avoidable turnover risk?
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RECOMMENDED VIEW TRIGGER FOR REVIEW

<100% before expansion

<90%

<95%

Any unapproved use
Decline >5 points
Score <70

Increase >5 points
No defined pathway
Increase >5 points

Material decline
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Nurse Al Implementation Rights

A concise operating standard for responsible hospital deployment

The right to know the intended and secondary

The right to know what data are being collected. 02

uses.
03 The right to participate in selection, design and 04 The right to exercise professional nursing
evaluation. judgment.
05 The right to have clinical, staffing and 06 The right to inspect and correct attributed
communication context considered. information.
07 :Eser;%ht 2 IR {8 Sl ireE g ] 08  The right to raise concerns without retaliation.
09 The right to know when a manager is relying on 10 The right to a documented response when Al
Al-derived information. creates added burden or safety risk.

These rights are presented as a governance standard, not as a statement of federal or state legal entitlement. Hospitals should reconcile them
with applicable law, regulation, collective bargaining, accreditation requirements and professional standards.

Recommended report message

Nurses do not need veto power over responsible innovation. They do need transparency, participation, protected
judgment, contextual review, communication access and meaningful recourse when algorithmic information affects
their work or employment.
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Communication and Change-Management
Standard

Hospitals need an operating protocol for explaining Al, receiving concerns and visibly closing the loop

STAGE REQUIRED COMMUNICATION LAdEe N AN 2

OWNER

Explain the problem, contemplated data sources and affected  Direct-care nurses, informatics,

Before selection workflows quality, HR and privacy

Disclose individual-identifiable data, secondary uses and

Before pilot All affected nurses and supervisors
management access
. . . Teach limitations, override, exception documentation and Role-specific training with case
During training - .
escalation—not only clicks examples
. . Publish issue ownership, response times and visible change One accountable clinical and
During pilot ;
log technical owner
Report workload, communication, trust and safety findings Executive sponsor and board
Before scale - . .
with technical outcomes committee

Remeasure at 30, 90 and 180 days; disclose material changes

After go-live in use Unit and enterprise governance

Before . - . .

management Discuss clinical context and give the nurse access to the Supervisor, nurse and human
nag underlying information reviewer

action

Communication failure to avoid

Do not route clinical-impact complaints exclusively through a generic IT ticket. Nurses need to know who owns the
workflow decision, when a response is due and whether the concern changed the configuration, policy or
deployment plan.

118 108 924 87

report added explanation say issues disappear into report fragmented team report patient/family
burden tickets communication interruption
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90-Day Corrective Action Roadmap

A structured response for hospitals that identify elevated nurse dissatisfaction or governance gaps

TIMING LEADERSHIP ACTIONS NURSING AND WORKFORCE ACTIONS DELIVERABLE

Inventory systems; freeze unreviewed

Confidential listening sessions; identify Al use-case register and
Days 0-30 secondary uses; name accountable . . . . . .
. high-risk units and use cases immediate-risk memo
executive
Adopt purpose-change review, . . .
Seat direct-care nurses; design access, Approved policy and
Days 31-60  aggregate default and no-sole-source . .
correction and appeal process supervisor protocol

adverse-action rules

Baseline trust, autonomy,
communication, burden and retention
measures

90-day governance review
and scale/pause decision

Validate priority systems; launch board

Days 61-90 dashboard and stop rules

PILOT DECISION GATES

GO REVISE PAUSE STOP

material safety, fairness or unreviewed secondary use
psychological-safety or sole-source adverse
concern action

patient value improves and  benefit exists but burden or
safeguards hold trust weakens

Measurement cadence

Establish baseline before implementation, then remeasure at go-live, 30 days, 90 days and 180 days. Report by unit
and exposure model rather than relying only on an enterprise average.
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Methodology, Confidence and Limitations

The evidence base must remain transparent and causal claims must remain proportionate to the design

FIELDING AND VALIDATION APPROACH

e Independent recruitment through verified nurse panels, professional channels and direct outreach—not exclusively through
hospital management.

Role, employer type, department, geography, tenure and direct Al exposure verified before inclusion.

e One response per participant; duplicate, speed, consistency and role-screen review before validation.

e Department and role quotas used to preserve high-exposure clinical, informatics, quality and utilization perspectives.
e Minimum cell-size suppression and de-identification of open-text responses.

e Vendor names excluded from performance reporting; the study evaluates implementation impact and governance.

CONFIDENCE AND INTERPRETATION

The full n=202 base supports a maximum 95% sampling error of approximately 6.9 percentage points under simple
random-sample assumptions. Recruitment mode, weighting, response rates and design effects can widen uncertainty
beyond that reference interval.

LIMITATIONS

Self-reported experience can be affected by recall, awareness and selection bias.

e Nurses may not know whether a system uses machine learning, rules-based analytics or standard audit logs; function and
consequence should drive classification.

Cross-sectional associations do not establish that Al alone caused dissatisfaction, workarounds or mobility intent.

Hospital policy may differ from unit-level supervisory practice.
e Department cells are too small for precise ranking and should be treated as directional signals.

Subgroup estimates are directional and are not sufficiently powered for precise department ranking or causal
inference.

Required language standard

» o«

Use “associated with,” “reported following implementation” and “more prevalent among nurses exposed to...” unless
longitudinal or quasi-experimental evidence supports a stronger inference.
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Conclusion, Selected Sources and
About Black Book

The decisive question is whether Al removes burden and supports judgment—or converts care activity
into opaque workforce management

Hospital Al programs are commonly framed around adoption speed, model performance and return on investment.
For nurses, the decisive issue is practical: whether the technology gives time back, strengthens clinical judgment
and improves coordination—or adds observation, documentation, explanation and performance pressure without
recognizing the realities of care.

The 202-response analysis makes those effects visible. The report does not argue against Al. It defines the
conditions under which Al is more likely to earn nursing trust, protect patient care and avoid creating a new source
of turnover, communication failure and hidden operational cost.
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3. Joint Commission. “Responsible Use of Al in Healthcare Certification.” June 1, 2026. https://www.jointcommission.org/en/certification/responsible-
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Black Book Research provides independent, crowd-sourced healthcare technology intelligence based on verified client and user
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